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The following abbreviations are used in WHO documentation: 

ACABQ - Advisory Committee on OAU 
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Nations Development Organizations 

ASEAN 一 Association of South-East Asian UNDP 
Nations 

CIDA - Canadian International Development UNDRO 
Agency 

CIOMS - Council for International UNEP 
Organizations of Medical Sciences 

DANIDA - Danish International Development UNESCO 
Agency 

ECA - Economic Commission for Africa 
ECE - Economic Commission for Europe UNFDAC 
ECLAC - Economic Commission for Latin 

America and the Caribbean UNFPA 
ECWA - Economic Commission for Western 

Asia UNHCR 
ESCAP - Economic and Social Commission for 

Asia and the Pacific UNICEF 
FAO - Food and Agriculture Organization UNIDO 

of the United Nations 
IAEA - International Atomic Energy Agency UNITAR 
IARC - International Agency for Research 
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IBRD - International Bank for 

Reconstruction and Development 
(World Bank) UNSCEAR 

ICAO - International Civil Aviation 
Organization 

IFAD - International Fund for USAID 
Agricultural Development 

ILO - International Labour Organisation WFP 
(Office) WHO 

IMO - International Maritime Organization WIPO 
ITU - International Telecommunication 

Union WMO 
NORAD - Norwegian Agency for International 

Development 

Organization of African Unity 
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Co-operation and Development 
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Pan American Sanitary Bureau 
Swedish International Development 
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United Nations Conference on Trade 
and Development 

United Nations Development 
Programme 

Office of the United Nations 
Disaster Relief Coordinator 

United Nations Environment 
Programme 

United Nations Educational, 
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Organization 

United Nations Fund for Drug Abuse 
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United Nations Fund for Population 
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Office of the United Nations High 
Commissioner for Refugees 

United Nations Children1s Fund 
United Nations Industrial 
Development Organization 

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

United Nations Scientific Committee 
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United States Agency for 
International Development 

World Food Prograrame 
World Health Organization 
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Organization 
World Meteorological 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 seventy-fifth session of the Executive Board was held at WHO headquarters, Geneva, 
from 9 to 24 January 1985. The proceedings are published in two volumes. The present volume 
contains the summary records of the Board's discussions, list of participants and officers 
elected, and details regarding membership of committees and working groups. The resolutions 
and decisions, with relevant annexes, and the Board1 s report on the proposed programme budget 
for the financial period 1986-1987, are published in document EB75/1985/REC/1. 
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Professor C. CAZZULLO 

World Veterans Federation 

Mr V. MARTIN 

World Veterinary Association 

Dr J. R. PRIETO 



COMMITTEES AND WORKING GROUPS1 

A. COMMITTEES2 AND WORKING GROUPS OF THE BOARD 

Programme Committee 

Professor J. Roux (Chairman of the Board, ex officio), Dr Je M. Borgoflo, 
Dr E. N. Brandt Jr, Professor Ju. F. Isakov, Professor B. Jazbi, Dr D. G. Makuto, 
Dr U. Sudsukh, Dr L. H. Vera Ocampo, Dr Xu Shouren 

Ninth session, 29 October to 1 November 1984: Professor J. Roux (Chairman), 
Professor В• Jazbi (Vice-Chairman), Dr J. M. Borgoflo, Professor Ju. F. Isakov, 
Dr D. G. Makuto, Dr S. L. Nightingale (alternate to Dr E. N. Brandt Jr), Dr U. Sudsukh, 
Dr L. H. Vera Ocarapo, Dr Xu Shouren 

Meeting of 23 January 1985: Professor J« Roux (Chairman), Dr J. M. Borgoño, 
Mr N. A. Boyer (adviser to Dr E, N. Brandt Jr), Dr Alicia Garcia Bates, 
Professor Ju. F. Isakov, Dr D. G. Makuto, Dr U. Sudsukh, Dr Xu Shouren 

Standing Committee on Nongovernmental Organizations 

Dr A. H. Al-Taweel, Dr E. N. Brandt Jr, Dr A, Khalid bin Sahan, Dr D. G. Makuto, 
Professor R, Rahhali 

Meeting of 14 January 1985: Dr D. G. Makuto (Chairman), Dr A. H. Al-Taweel, 
Dr H. D. Gardner (alternate to Dr E. N. Brandt Jr), Mr 0. Jennane (alternate to 
Professor R* Rahhali), Dr A. Khalid bin Sahan 

Committee to Consider Certain Financial Matters prior to the Thirty-eighth World Health 
Assembly 

Dr J, M. Borgoflo, Mr A. Grimsson, Dr R. Hapsara, Professor J. Roux 

Ad Hoc Committee on Drug Policies 

Dr A. H, Al-Taweel, Dr F. E. Bello, Dr E. N. Brandt Jr, Mr A, Grimsson, 
Dr A. Khalid bin Sahan, Dr W. Koinange, Dr J. D. Otoo, Professor R. Rahhali 

Meetings of 2 and 3 November 1984: Dr A. 
Dr A. H. Al-Taweel, Dr F. E. Bello, Mr A. 
(alternate to Professor R. Rahhali), Dr W 
Dr E. Ne Brandt Jr), Dr J. D. Otoo 

Khalid bin Sahan (Chairman), 
Grimsson, Professor A. Jouhari-Ouaraïni 
Koinange, Dr S. L. Nightingale (alternate to 

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

2 . . Committees established pursuant to the provisions of Rule 16 of the Rules of 
Procedure of the Executive Board. 
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B. OTHER COMMITTEES1 

1• Darling Foundation Committee 

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

2. Léon Bernard Foundation Committee 

Dr В. Bella, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 16 January 1985: Dr A. Khalid bin Sahan (Chairman), Dr В. Bella, 
Professor В. Jazbi, Professor J, Roux, Dr G. Tadesse 

3. Jacques Parisot Foundation Committee 

Dr J. J. A. Reid, together with the Chairman and Vice-Chairmen of the Board, ex officio 

4. Dr A. T. Shousha Foundation Committee 

Dr A. H, Al-Taweel, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 17 January 1985： Dr G. Tadesse (Chairman)， Dr A. H. Al-Taweel, 
Professor В• Jazbi, Dr A, Khalid bin Sahan, Professor J. Roux 

5• Child Health Foundation Committee 

The Chairman and Vice-Chairmen of the Board, ex officio， a representative of the 
International Paediatric Association and a representative of the International 
Children1s Centre, Paris 

Meeting of 18 January 1985 : Professor B. Jazbi (Chairman)，Professor G. C. Arneil 
(International Paediatric Association), Professor 0. Jeanneret (International Children1s 
Centre), Dr A. Khalid bin Sahan, Professor J. Roux, Dr G. Tadesse 

6. Sasakawa Health Prize Committee 

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

Meeting of 15 January 1985 : Professor J. Roux (Chairman)，Professor В. Jazbi, 
Dr A. Khalid bin Sahan, Professor K. Kiikuni (representative of the Founder), 
Dr G. Tadesse 

7. UNICEF/WHO Joint Committee on Health Policy 

WHO members : Professor M. K. Bah, Dr J. M. Borgoño, Dr A. A. El Gamal, 
Professor Ju, F. Isakov, Dr D. N. Regmi, Dr G. Rifai； Alternates : Dr A. E. Adou, 
Dr F. E. Bello, Dr N. Connell, Professor I. Forgács, Dr D. G. Makuto, 
Dr D. V. Nsue-Milang 

Twenty-fifth session, 28 to 30 January 1985 : Dr J. M. Borgoño, Dr A. A. El Gamal, 
Professor Ju. F. Isakov, Dr D. N. Regmi, Dr D. G. Makuto 

1 Committees established in accordance with the Provisions of Article 38 of the 
Constitution. 



SUMMARY RECORDS 

FIRST MEETING 

Wednesday， 9 January 1985, at 9h30 

Chairman： Professor Je ROUX 

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

The CHAIRMAN declared the seventy-fifth session of the Executive Board open. He 
welcomed all present, especially the new members of the Board. 

2. TRIBUTE TO THE MEMORY OF DR COMLAN A. A. QUENUM 

The CHAIRMAN invited the Executive Board to rise and observe one minute1s silence in 
memory of Dr Comían A. A, Quenum, the Regional Director for Africa, who had died on 15 August 
1984. Dr Quenum had had a long and distinguished career devoted to public health and the 
service of WHO, especially in Africa. 

The Board stood in silence for one minute in memory of Dr Quenum. 

3. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Documents EB73/1 and 
EB75/1 Add.1) 

The CHAIRMAN drew attention to the following amendments to document EB75/1, There being 
no relevant matters to discuss under items 5 and 6, they should be deleted from the agenda. 
In item 11, the words 11 (if any)" should be deleted, as the subject, "Members in arrears in 
the payment of their contributions to an extent which may invoke Article 7 of the 
Constitution11, would be considered. He also drew attention to document EB75/1 Add.1, the 
supplementary agenda containing one item： "Invitation to hold the Thirty-ninth World Health 
Assembly in Cuba in 1986" (see summary record of the third meeting, section 1). 

He invited comments on the provisional agenda. 

Dr BORGORO suggested that in view of the close link between the reports of the Regional 
Directors and the programme budget, it would be preferable to hear the reports of the 
Regional Directors (item 8) before taking up the proposed programme budget (item 7). 

The DIRECTOR-GENERAL said that when item 7 was reached he would provide a brief verbal 
introduction to the "Introduction" to document РВ/86-87. Members of the Board could then 
debate the issues he had raised. Mr Furth, Assistant Director-General, would introduce the 
main budget trends. He would be followed by the Regional Directors, who would indicate how 
regional programme priorities were reflected in the programme budget• The Board would then 
consider the programme budget itself. 

Professor ISAKOV suggested taking up item 17, "Recruitment of international staff in 
WHO", before item 14, "Statement by the representative of the WHO staff associations11, so 

- 1 1 -
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that the Board could have a general picture of the situation before hearing the statement of 
the representative of the staff associations. 

It was so agreed. 

The agenda, as amended by the Chairman, was adopted.丄 

4. TIMETABLE OF MEETINGS 

It was agreed that the Board would meet from 9h30 to 12h30 and from 14h30 to 17h30 on 
weekdays, and from 9h00 to 13h00 on Saturdays. 

5. PROGRAMME OF WORK 

The CHAIRMAN said that the following committees would meet during the session: the 
Standing Committee on Nongovernmental Organizations, the Sasakawa Health Prize Committee, the 
Léon Bernard Foundation Committee, the Dr A. T. Shousha Foundation Committee and the Child 
Health Foundation Committee. In addition, the Programme Committee, which had already met 
from 29 October to 1 November 1984, would hold a short meeting on 23 January. The Ad Hoc 
Committee on Drug Policies had met on 2 and 3 November 1984 and the WHO Staff Pension 
Committee on 8 January 1985. Finally, the UNICEF/WHO Joint Committee on Health Policy would 
meet after the present session of the Board from 28 to 30 January. 

Items 9 and 10, which concerned the appointment of Regional Directors for Africa and for 
Europe, would be considered at a private meeting. He suggested that those items be dealt 
with oil 11 January at 9h30, He reminded the Board that only the members of the Board, their 
alternates and advisers, and a minimum number of members of the Secretariat designated by the 
Director-General might attend private meetings. Immediately after the private meeting, the 
Executive Board would resume its work in public• 

The Board approved those suggestions. 

6. APPOINTMENT OF A REPRESENTATIVE OF THE EXECUTIVE BOARD AT THE THIRTY-EIGHTH WORLD HEALTH 
ASSEMBLY (Resolutions EB59.R7 and EB61.R8 and decision EB74(2)) 

The CHAIRMAN recalled that at its seventy-fourth session the Board had appointed 
Dr Aboagye-Atta, Dr Borgoño, Dr Hapsara and himself as its representatives at the 
Thirty-eighth World Health Assembly. As Dr Aboagye-Atta was no longer a member of the Board, 
it was necessary to appoint a new representative. In doing so, the Board should bear in mind 
the provisions of paragraph 2 of resolution EB61.R8, which stated that "••• Executive Board 
representatives at the Health Assembly should be selected on the basis of their personal 
competence and previous attendance at one or more Health Assemblies, and (except for the 
Chairman of the Board) should not necessarily be selected from amongst the officers of the 
Board, and that at least one of the Board1 s representatives should use a working language 
other than English or French11. 

He proposed that Mr A. Grimsson should replace Dr Aboagye-Atta, if there were no other 
nominations. 

Professor LAFONTAINE supported the Chairman1s proposal. 

Dr REID also supported that proposal• In view of the importance of the role of the 
Executive Board representatives at the World Health Assembly, especially in a budget year, he 
stressed that it was essential for those representatives to be present at the Health Assembly 
and sought assurance to that effect. 

The CHAIRMAN, Dr BORGOÑO and Dr HAPSARA assured the Executive Board that they would be 
present in May, 

1 c See p. v. 
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Mr GRIMSSON said that, if appointed, he would be present. 

Decision; The Executive Board appointed Mr A. Grimsson as representative of the Board 
at the Thirty-eighth World Health Assembly, in addition to its Chairman, 
Professor J. Roux, ex officio, and Dr J. M. Borgoño and Dr R. Hapsara, already appointed 
at its seventy-fourth session.^ 

7. MEMBERSHIP OF THE DR A. T. SHOUSHA FOUNDATION COMMITTEE 

The CHAIRMAN pointed out that, due to the appointment of Professor Jazbi as 
Vice-Chairman of the Board, there was a vacancy in that Committee to be filled. He proposed 
that Dr A. H. Al-Taweel should be the additional member. 

Decision: The Executive Board in accordance with the Statutes of the Dr A. T. Shousha 
Foundation appointed Dr A. H, Al-Taweel as member of the Dr A. T. Shousha Foundation 
Committee for the duration of his term of office on the Executive Board, in addition to 
the Chairman and Vice-Chairmen of the Board, members ex officio. It was understood that 
if Dr Al-Taweel was unable to attend, his successor or the alternate member of the Board 
designated by his Government, in accordance with Rule 2 of the Rules of Procedure, would 
participate in the work of the Committee 

8. WORK OF THE PROGRAMME COMMITTEE OF THE EXECUTIVE BOARD 

The CHAIRMAN said that the Programme Committee had held its ninth formal session in 
Geneva from 29 to 31 October 1984. The session had been attended by the Committee members, 
Dr Borgoño, Professor Isakov, Dr Makuto, Dr Sudsukh, Dr Vera Ocampo, Dr Xu Shouren, 
Professor Jazbi, who had served as Vice-Chairman, and himself, as well as Dr Nightingale, 
alternate to Dr Brandt, as a member of the Committee, and Dr Dawson, alternate to 
Professor Reid as a member of the Board. 

During that session three subjects had been dealt with, namely, a review and evaluation 
of adequate supply of safe water and basic sanitation； the role of WHO in emergency relief; 
and health systems research• 

He would report more fully on each of those subjects when the programmes to which they 
related were taken up during review of the proposed programme budget for the financial period 
1986-1987. Other members of the Programme Committee might wish to complement his remarks at 
that time, or provide further views or information to the Board as might seem appropriate• 

For its next formal session in the autumn of the current year, the Programme Conmiittee 
had tentatively agreed to deal with the following three topics: "Review of the draft first 
evaluation report on the effectiveness of the Global Strategy for Health for All11 - which 
would be the main item on the agenda of work; "Report of the Director-General on adjustments 
to the programme budget for the 1986-1987 financial period"； and "Blood and blood products". 

The choice of items for 1986 would depend on the Board1 s discussions on the community 
water supply and sanitation programme during the review of the proposed programme budget for 
1986-1987. The Programme Committee had undertaken a review of the adequate supply of safe 
water and basic sanitation in relation to the goal of health for all. The review was the 
first in a proposed series of evaluations and reviews of WHO programmes on primary health 
care. If such reviews by the Programme Conmiittee were deemed to contribute to the 
effectiveness of the Board1 s work, an informal meeting of the Programme Committee would be 
held to select one of the essential elements of primary health care as the next programme 
area for review and evaluation by the Programme Committee at its eleventh session, in 1986. 
The proposed date for the informal meeting was 23 January, immediately following the 
afternoon meeting of the Board• 

1 Decision EB75(1). 
2 Decision EB75(2). 
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9. REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES： Item 3 of the Agenda 
(Document EB75/2) 

The CHAIRMAN introduced the item. 

Professor LAFONTAINE noted the progressive reduction in the number of experts appointed 
from the European Region and the Region of the Americas. 

Dr QUAMINA regretted the low number of women members of the expert advisory panels and 
committees• Of the expert committees that had met recently, only the Expert Committee on 
Education and Training of Nurse Teachers and Managers with Special Regard to Primary Health 
Care haà more than one woman member, and she found only one other that had any at all. Also 
it seemed to her that the usual attention to geographical balance had not been paid in the 
appointment of members of those expert committees• It was essential, as she had said before, 
to bring in fresh faces and new ideas to mix with the experience of others； the regional 
offices had an important role to play in that task, 

Dr HAPSARA referred to the Director-General1 s report in document EB73/1984/REC/1 
Annex 1， and to resolution WHA37.13 on the spiritual dimension in the Global Strategy； he 
said that expert advisory panels and committees should include social scientists, social 
anthropologists, psychologists, behavioural scientists, etc., in order that the aspirations 
and dynamics of populations in countries received sufficient attention and were explored in 
the light of the importance of the spiritual dimension for their development. 

Professor JAZBI welcomed the creation of two separate expert advisory panels on 
tuberculosis and respiratory infections respectively. Tuberculosis posed a particular risk 
to refugees and war victims, and respiratory diseases were the second largest factor in child 
mortality in the developing countries• 

He was glad to see that developing countries were increasingly represented on panels, 
but in view of the small number of experts from certain countries in one region, he requested 
more information on the appointment procedure. He proposed that Regional Directors should 
ask governments for names and details of suitable experts, who need not be civil servants. 

Dr BORGOÑO agreed with Dr Quamina on the need for an appropriate geographical and sex 
balance in the expert advisory panels and committees• 

The difference between the technical advisory groups created for some programmes and the 
expert committees should be made clear and their duties and aims should be defined, 
especially since some regions had set up regional committees on similar subjects• 

There was considerable overlap of the area covered by the Joint FAO/WHO Expert Committee 
on Food Additives and that covered by the Joint FAO/WHO Expert Committee on Food Safety. 
Financial savings would be made if some of their meetings could be combined. 

He noted that an Expert Advisory Panel on Tuberculosis existed, but it appeared there 
had not been a meeting of an expert committee on that subject for some time. 

Dr GARDNER proposed that a list of changes in the membership of expert advisory panels 
and committees should be published every two years. 

Mrs DE LA BATUT (alternate to Professor Roux) referring to both items 3 and 4 of the 
agenda, said that the consultations with national authorities provided for in paragraph 3.1 
of the Regulations for Expert Advisory Panels and Committees should be effective and not a 
mere formality. In particular they should take place earlier in the appointment process. 
She further suggested that the Secretariat should each year communicate to the Executive 
Board a list of the proposed expert committee meetings for that year, which would enable it 
to express an opinion on priorities for WHO1 s work, and that the names of experts should be 
sent with the notice of each meeting. 

Dr REID, commenting on Mrs de La Batut's statement, said that it must remain clear that 
the selection of experts for the expert advisory panels and committees was firmly in the 
hands of the Director-General. 

The CHAIRMAN, summing up comments on document EB75/2, said that they mainly referred 
either to the procedure for appointment or to the need to appoint newcomers and members of 
different professional groups. 
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The DEPUTY DIRECTOR-GENERAL said that the comments made on the report reflected the 
Board1s anxiety to ensure a high degree of expertise in the expert advisory panels and 
committees and to bring in new talent wherever possible. Confirming the point made by 
Dr Reid, he said that experts in the Secretariat, technical groups, as well as regional 
directors and regional office staff, advised the Director-General in his choice of new 
experts. Also, the Director-General, Deputy Director-General and Assistant Directors-General 
kept a constant lookout for potential new members when travelling abroad. WHO made 
considerable use of available expert knowledge, for example in the technical advisory groups 
for major programmes, often in ways which were not formally reported to the Board. 

WHO was making great efforts to increase the participation of women on expert advisory 
panels and committees. There had been two women members on the Advisory Committee on Medical 
Research (ACMR). 

In answer to Dr Hapsara1s question, he said that WHO was paying more attention to the 
role which social scientists, anthropologists, political scientists, etc•， had to play on the 
expert advisory panels and committees. Their work was vital in the evaluation of such 
factors as lifestyle, alcohol, smoking and cardiovascular diseases in the primary health care 
programme. 

Professor JAZBI said that he had not intended to challenge the Director-General1 s 
authority or question experts1 duties but had asked for an explanation of the procedure by 
which experts were selected because it seemed to him that in his region there were more 
experts than were actually represented. 

The DEPUTY DIRECTOR-GENERAL referred to the decentralization of the global ACMR in 
recent years； it had had the result that a greater number of experts were participating in 
the work of the Organization at regional levels, although not necessarily at the global level• 

The DIRECTOR-GENERAL said, in reply to Professor Jazbi, that the approach in selecting 
experts was in fact very simple; individual scientists in WHO had built up a network of 
contacts which involved thousands of institutions in all Member States and provided the basis 
on which the Director-General approved the selection of competent persons for expert panels. 
The usual clearance with governments took, place because Member States felt it to be 
necessary. Thus, the initiative lay with the individual scientist in WHO to draw upon his 
knowledge of a person1s competence in a relevant field in order to bring that person into 
contact with the Organization and into an expert panel for possible selection as a member of 
an expert committee should he seem to have a particular international standing which might 
lend credibility to the Organization1s position in relevant fields. Selection should 
certainly not be on the basis of government proposals alone in view of the fact that 
governments and ministers changed frequently in many countries. That did not mean that WHO 
was not constantly in touch with governments； indeed, it welcomed government interest and 
identification of national experts and it was to be hoped that governments would in the 
future identify women experts, thereby facilitating the task of the Organization in its 
attempts to involve more women. 

It would be useful if the Executive Board were to be presented some time in the future 
with an overview of how the Organization was mobilizing expertise worldwide. The 
Organization was currently in contact with tens of thousands of scientists on an almost 
day-to-day basis, and the expertise thereby available on overall scientific and technological 
issues of relevance to Member States was clearly of the greatest importance for the quality 
of expert committee reports. 

It was of prime importance that those appointed to the panels should have competence and 
expertise combined with international credibility and an understanding of their region or 
country. There could be no question of purely geographical distribution in an expert 
committee. If the best experts were not included on the list, it would lack credibility. It 
was essential to have the best people who had a certain international standing because 
without them it was impossible to defend any radical departure from conventional wisdom. At 
the same time, all scientific cultures must be represented• In that connection and in reply 
to Dr Quamina, he suggested that she might wish to study the list со pinpoint any obvious 
inequality of distribution, although it had seemed to him that overall distribution was 
adequate• 

In reply to Professor Lafontaine, he pointed out that the Organization had made 
considerable efforts to ensure that developing countries were identified with 
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decisionmaking, not only in the Executive Board and Health Assembly but also in expert 
groups. Changes in the total number of experts by regions reflected efforts to spot young 
scientific talent in developing countries. 

Comments made by Board members could provide an opportunity for a general discussion at 
a future session on how the Organization was currently operating vis-à-vis expertise in a 
wide range of programmes covering very sophisticated research. That was not to say that 
there should not be general public health representation on any expert committee； on the 
contrary, it was very important to involve persons who had the courage to inquire not only 
about the known but - even more important 一 the unknown• There was a tendency in expert 
meetings to overstate what was known and overlook the immensity of what remained to be 
discovered. What had once been taken for dogma could well become doubt, as the example of 
malaria eradication programmes had shown. 

Notwithstanding the constitutional requirement that all Member States should have a 
democratic opportunity of participating, which must clearly be respected, the 
Director-General should not be divested of the minimum powers which were currently his if the 
technical quality of the Organization was not to be undermined. 

Professor LAFONTAINE said that what counted was efficiency and it was therefore 
important that competent persons should be found, wherever they came from, without placing 
undue emphasis on sex, colour or other aspects. 

Professor JAZBI endorsed Professor Lafontaine1 s comment. He was also of the opinion 
that 110 attempt should be made to diminish the powers of the Director-General. It was 
precisely because governments and ministers changed that he suggested that close contact 
should be established between regional directors and the governments of the day in countries 
in all regions• 

The DIRECTOR-GENERAL said that in recent years every effort had been made to maintain 
the closest possible contact with Member States and to ensure a constant flow of information 
between ministers of health and regional directors. 

In the past, there had been considerable debate within the Board as to whether the 
Director-General should have the right to appoint experts or whether he should merely accept 
government nominees. He， like his predecessor, had opposed the latter proposition in the 
past and would continue to do so in the future. 

Dr RUESTA (alternate to Dr Bello) asked, in connection with Dr Quamina1s comment, 
whether it was to be understood that there were no women experts in the high-level scientific 
institutions with which the Organization was in contact and from which it selected experts. 

Dr QUAMINA said that what she had said concerning women and geographical distribution 
was clearly a secondary consideration in the appointment of experts. She had complete faith 
in the Director-General1 s statement that what he was seeking were the best experts. 

The DIRECTOR-GENERAL said that, in previous discussions on the subject of the 
appointment of experts, he had stressed the need for competence and integrity. That had been 
incorrectly interpreted as implying that such qualities did not exist in certain countries. 
Similarly, in reply to Dr Ruesta1s question about whether the lack of response from women was 
to be taken as meaning that women were second-rate in scientific fields, he did not believe 
that such was the case• It would nonetheless be helpful in that connection to receive from 
Member States names of women who possessed the kind of recognized scientific expertise 
sought. It was true that in international scientific organizations there was in many cases a 
deplorable absence of women. Discrimination did exist against women in most countries in the 
fields of science and technology, which meant that the possibility of selecting women experts 
was consequently more limited. The only way to overcome the limitation was to enter into 
scientific contact with women experts and bring them into the mainstream of the 
Organization1s programmes by means of cooperative efforts between Member States and the 
Secretariat. 

The Executive Board noted the Director-Generalas report. 
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10. REPORT ON MEETINGS OF EXPERT COMMITTEES： Item 4 of the Agenda (Document EB75/3) 

The CHAIRMAN invited the Board to consider the reports of the seven expert committees in 
the order in which they were reviewed in document EB75/3. 

Dr EL GAMAL suggested that the first and second of the reports reviewed might be 
considered together, since the subjects they dealt with were closely related. 

The CHAIRMAN said it was his personal view that the role of food safety in health and 
development and the evaluation of food additives and contaminants were two very different 
subjects, which would be best treated separately. 

Dr MAKUTO supported the Chairman1s view. 

The CHAIRMAN said he took it to be the Board1s wish that each report should be 
considered separately. 

The role of food safety in health and development: report of a joint FAO/WHO Expert 
Committee on Food Safety (WHO Technical Report Series， No. 705) 

Dr XU Shouren spoke in appreciation both of the report itself and of the important 
activities in the field of food safety that had been carried out since WHO1s inception. In 
the developing countries, diarrhoea caused by food-borne diseases accounted for high rates of 
morbidity and mortality. It adversely affected the body1s ability to digest, causing 
nutrient waste and stunting, and aggravating malnutrition. Even in the industrialized 
countries, food-borne diseases were also a significant factor in morbidity. 

He wished to made a number of suggestions for the strengthening of efforts to promote 
food safety. First, governments should introduce legislation on food control. Secondly, 
food safety inspectorates should be set up to ensure that such legislation was enforced. 
Thirdly, there should be greater coordination between the health sector and other related 
sectors such as industry, agriculture and commerce• Finally, efforts should be made to 
educate the public in the importance of food safety, enlisting community participation and 
making use of radio, television and the printed word. 

Dr EL GAMAL noted with satisfaction the importance attached by the Expert Committee to 
research into the problem of contamination of food and nutrients• The report and its Annex 1 
differentiated between two types of interventions, direct and supportive； in his view such a 
differentiation was not necessary since all the interventions suggested were valuable and 
deserved equal attention. He supported the Expert Committee1 s recommendations, and hoped 
that other regions would follow the lead of the European Region in accepting them. The 
problem of food contamination was a serious one, which WHO should bring to the attention of 
its Member States by all available means• 

In conclusion, he considered Annex 1 to the report, dealing with strategies, of great 
value； Annex 2, dealing with evaluation of a national food safety programme, was in his 
opinion more of an academic exercise. 

Dr QUAMINA commended the Expert Committee on its provision of practical advice that was 
in keeping with the basic concepts of primary health care. Annex 1 was most helpful, and she 
expressed the view that the report could well serve as a text-book for second-level or even 
first-level primary health care workers, and for other teaching purposes in Member States. 

Professor JAZBI said he, too, was highly impressed; the report would help to promote 
prompt action on food safety. He urged the Director-General to see that the report was given 
wide circulation among governments and that it reached not only ministries of health and 
agriculture, but also ministries of trade and industry. The report rightly stated that the 
effects on health of contamination of food supplies had been underestimated, and he fully 
supported the recommendations• The Organization should take special note of the research 
needs highlighted in section 4.2.2, pages 50-55 of the report• 

Dr GARDNER also strongly endorsed the Expert Committee1 s recommendations, two of which 
were of special significance: first, the strengthening of, and coordination between, 
national food control infrastructures and their association with laboratory and 
epidemiological activities； and secondly, coordination and collaboration at both national 
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and international level between the various agencies dealing with different aspects of food 
supply and food safety. 

Professor ISAKOV considered the report to be of great significance for all countries. 
It rightly stressed that improved disease prevention required the careful coordination of 
national policies concerning food, nutrition and health - policies which in turn should be 
closely linked to the primary health care services. He was pleased to note that the Regional 
Office for Europe intended to implement the Committee1s recommendations， and hoped that all 
WHO1s Member States would eventually follow suit. 

Dr RIFAI stressed that governments should keep tighter control of standards in the food 
processing industry. Citing the example of contaminated milk powder imported into Iran and 
distributed to the public before it was found to be unfit for human consumption, he said that 
the processing and distribution in the developing countries of sub-standard foods constituted 
a serious problem which had not been touched on in the report• 

Dr MAKUTO commended the Expert Committee on its thorough analysis of food safety 
problems, and its recommendations for dealing with them. He agreed that the report should be 
distributed as widely as possible. 

Professor LAFONTAINE noted that the report was chiefly concerned with the 
microbiological and chemical aspects of food quality. However, food should not be confused 
with nutrition, and he would suggest that for the future a study should be made of 
nutritional quality, which varied widely from country to country. 

Dr BORGOfJO suggested that it would be useful, in view of the ease and rapidity with 
which foodstuffs now moved between different countries in the course of international trade, 
to set up reference laboratories for quality control similar to those that already existed 
for vaccines• Such a measure would help to overcome problems such as that mentioned by 
Dr Rifai. It would be of little use to take steps at the international level if countries 
themselves did not enforce their own regulations on food safety standards. He drew attention 
to the importance of regulatory food control as an example of the kind of direct intervention 
required. 

Finally, he asked how often the Expert Committee met, and also why, although it had 
completed its work in June 1983, its official report had only become available a year and a 
half later. Conclusions of such importance ought to be put before the Board within 
six months, so that they could be disseminated without delay to all countries concerned. 

Dr BELLA also paid tribute to the quality of the report, and pointed out that a seminar 
on the subject of food safety was now in preparation in the Ivory Coast. He agreed that the 
report should be distributed as widely as possible, 

Dr REGMI stressed that recommendations alone were not enough； pressure should be 
brought to bear on governments to take concrete legislative measures. Since the Expert 
Committee on Environmental Sanitation had met in 1955 to study food hygiene,1 sanitary 
conditions in the developing countries had shown little improvement, and in some cases had 
deteriorated. The report should be translated into local languages and widely circulated to 
produce the maximum impact. 

Dr KAFERSTEIN (Food Safety), responding to the debate, thanked Board members for their 
appreciative comments on the Expert Committee's report, and pointed out as a matter of 
information that three women members had participated in its work. 

Responding to Dr El Gamal1 s concern about the distinction made between direct and 
supportive measures on food safety, he said that the Committee had felt that they should be 
dealt with separately because supportive measures, such as medical care and patient 
education, and zoonoses control, lay outside the immediate sphere of influence of food safety 
agencies, and not because either set of measures required a greater or lesser degree of 
attention. 

On the subject of Annex 2 of the Committee1s report, which Dr El Gamal considered too 
academic, he informed him that the Organization and FAO were in the process of producing 
jointly a document specifically on food safety evaluation which would be available in about 
one year1s time and would certainly prove useful. 

1 WHO Technical Report Series, No. 104, 1956. 
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He assured those who had suggested that the report should be sent to ministries of 
agriculture, trade and others that the Directors-General of the two Organizations were seeing 
to it that the report was sent out to all interested parties. 

He agreed with Dr Rifai that the problem of dumping sub-standard food, especially from 
developed to developing countries, was a very serious one. The only information he could 
give the Board was that the Codex Alimentarius Commission had endorsed, and urged Member 
States to comply with, the Codex code of ethics for international trade in food. The code 
had been available for some years and was intended for food importers and exporters, but more 
especially for food exporting countries, requesting them to comply with the principle that 
all consumers were entitled to safe, sound and wholesome food and to protection from unfair 
trade practices. 

In reply to Professor Lafontaine1 s comment about the distinction between food safety and 
nutritional quality he referred to the definition given in the report of food safety or food 
hygiene, from which it was clear that it referred to the chemical and microbiological, and 
not the nutritional aspects of food quality, although nutritional quality was also addressed 
under "supportive interventions". 

His answer to Dr Borgoño1s enquiry whether there were any reference laboratories for 
foodstuffs moving in international trade was negative, and indeed he was not sure whether it 
would be feasible to set them up. However, through the Codex Alimentarius Commission a list 
of some 180 commodity standards had so far been developed and internationally agreed, which 
should be considered a reference text. In addition, through the machinery of the Codex 
Alimentarius, there was a committee dealing exclusively with methods of analysing and 
sampling food consignments, providing another means for Member States to test whether a 
particular food commodity complied with Codex standards. 

Replying to Dr Borgoño丨s question about the frequency of Committee meetings, he said 
that expert committees were proposed when some new issue arose, in order to propose new 
strategies. Very tentatively, another meeting of an Expert Committee on Food Safety was 
being considered for 1989. 

The DIRECTOR-GENERAL stressed the need for Member States to make use of the considerable 
amount of information generated by WHO. The information must be distributed adequately and 
translated into local languages. National seminars must be organized and health systems 
research conducted to see how the information could be applied and finally how it could 
influence national policy on, for example, food safety. He hoped that the Board would 
impress on Member States their moral obligation to utilize the information generated by WHO, 
He agreed with Dr Borgoño that an attempt should be made to shorten further the time taken to 
submit expert committee reports to the Board. 

Professor LAFONTAINE specified that in pointing to the distinction between food and 
nutrition he had wished to stress the need for similar efforts to improve the nutritional 
quality of food. It was an important and topical issue, and one that was very different in 
developed and developing countries• 

Dr RUESTA (alternate to Dr Bello) commended the Expert Committee1 s report and shared 
Professor Lafontaine1s concern, which deserved the closest attention. 

Dr GARCIA BATES, expressing her appreciation of the quality of the report, said by way 
of general comment on all expert committee reports that careful prior consideration should be 
given to the relevance of topics to be entrusted to such committees, and to the real 
possibility of implementing recommendations arising therefrom, particularly in countries 
where a state of political uncertainty prevailed. Referring to the Director-General1 s 
comments about the level of utilization of information, she said that the solution did not 
lie just in promoting legislation or strategies, which often already existed, but possibly in 
reconsidering the justification of the subjects dealt with or setting up new expert 
committees with the task, of promoting implementation and ensuring that the documents produced 
did not remain purely academic. 

Dr HAPSARA said he considered the report to be conceptually sound, and stressed the 
importance of implementing the recommendations, especially those numbered 1, 2 and 3. The 
coordination and collaboration which that would require implied responsiveness in all the 
sectors concerned. 

The meeting rose at 12h30. 



SECOND MEETING 

Wednesday, 9 January 1985, at 14h30 

Chairman: Professor J. ROUX 

REPORT ON MEETINGS OF EXPERT COMMITTEES； Item 4 of the Agenda (Document EB75/3) (continued) 

Evaluation of certain food additives and contaminants: twenty-eighth report of the Joint 
FAO/WHO Expert Committee on Food Additives (WHO Technical Report Series, No. 710) 

Dr EL GAMAL stressed the importance of evaluation of food additives and contaminants for 
the assurance of food safety. The report showed that WHO and other organizations were 
increasingly involved in efforts to maintain the level of human nutrition and provide 
protection against harmful preservatives, colouring substances and other additives. In 
section 2,4 of document ЕВ75/3 it was stated that only a few scientific institutions were 
available to undertake the necessary tasks； that was because of a lack of human and 
financial resources. He asked what method was followed by WHO, in cooperation with other 
organizations, to ensure that the Expert Committee1s recommendations were made available to 
as many individuals and governments as possible and that help was provided in assuring the 
safety of the additives and colouring substances used. Welcoming the fact that three expert 
committee meetings were envisaged, he expressed the hope that reports would be prepared 
indicating procedures based on scientific recommendations, together with an indication of 
field activities to be pursued. 

Dr GARDNER, welcoming the report, said that the evaluation of food additives and 
contaminants was valuable. The collaborative effort should be continued. The results of the 
meetings of the Joint FAO/WHO Expert Committee on Food Additives provided internationally 
recognized opinions on safety, which in turn afforded a basis for international agreements on 
the use of food additives and limitations on contaminants• 

Dr BORGOÑO said that he was concerned about the epidemiological criteria used to reach 
conclusions concerning certain contaminants. Lengthy periods of observation were required to 
arrive at such conclusions, and it was therefore important to establish certain criteria or 
to authorize the use of substances on a temporary basis only. While in some cases an 
apparently favourable result had subsequently proved unfavourable, there were other cases in 
which certain toxicological information might initially indicate that there were dangers, 
particularly in animals, and it was subsequently found that there was no strong evidence to 
that effect. He would appreciate the Secretariat1 s comments on the basic elements advanced 
by the Expert Committee, which were extremely important for many governments in determining 
the authorization or banning of use of certain food additives, or the elimination of certain 
contaminants emanating from packaging, for example• 

Professor LAFONTAINE, emphasizing the importance of the report and the need for WHO to 
continue its efforts in the field of contaminants and food additives, said that he could not 
fully agree with the previous speaker1s remark concerning products that had been shown to be 
dangerous in animals and might not prove to be dangerous in man; he could never envisage the 
use of a substance that had, for example, proved carcinogenic or teratogenic in rats or 
mice. Consideration might be given to the position to be adopted towards products shown to 
be mutagenic and showing differing results in carcinogenicity tests because of differing 
resorption capacities from one animal to another. 

The CHAIRMAN, referring to the future activities of WHO and FAO, said that the type of 
work under discussion should obviously be continued as a permanent operation. It would be 
essential to maintain a constant watch over the marketing of new products and packaging 
material. Future studies would require increasing sophistication. Packaging, for example, 
could not be studied simply on its own merits, but must be considered in relation to its 
contents. One that might be harmless when containing water might produce a toxic substance 
if it contained vinegar, for example. Future activities in that field were extremely 
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important. The Expert Committee had rightly stressed the need to monitor constantly the work 
carried out and to make available any information obtained. 

Dr REID asked whether recommendation 2 in section 7 of the Expert Committee1 s report 
(that WHO should consider convening a meeting of a group of experts to prepare a unified 
document on the issues discussed in the context of bringing the methodology for testing and 
assessing chemicals in food up to date) was acceptable to the Director-General, and whether 
any idea could be given of the time at which the meeting might be held and when it might 
report• 

Dr VETTORAZZI (International Programme on Chemical Safety) welcomed the comments of 
Board members• Referring to an observation by Dr Quamina concerning the participation of 
women in expert committees, he said that a woman food toxicologist, Dr MacGibbon, had acted 
as Rapporteur for the Joint FAO/WHO Expert Committee on Food Additives, but that her name had 
had to be listed under the Secretariat in the absence of permission from her Government to 
place her name on the list of experts• 

Dr El Gamal had raised an important point concerning the implementation of the Expert 
Committee1 s recommendations. The Expert Committee was unfortunately limited to making 
recommendations concerning toxicology and the use of certain additives• It could not go 
further into the implementation strategy beyond advocating that Member governments should 
include such recommendations in their food laws and registration patterns. He welcomed 
Dr Gardner1s observation that the work should continue, and the comment by the Chairman as to 
the permanent nature of the operation, which was well demonstrated by the fact that the 
Expert Committee had been in existence ever since 1956. The process of evaluation was 
endless and a great deal of work lay ahead. 

Referring to Dr Borgoño1s comments, he pointed out that the Expert Committee1s report 
was merely a summary of its work. A long set of monographs published separately under the 
WHO Food Additive Series clearly showed the rationale of the decisions, particularly 
regarding the methodology used to arrive at an assessment of certain food contaminants. 
Toxicologists understood that one of the most important yet weakest points was the 
extrapolation of animal data to the human situation. It was hoped that developing 
recommendations based on experimental toxicology would be relevant to the real human 
condition. That exercise was of a strictly preventive nature• It could be seen that there 
had been little indication of human outbreaks over the years of functioning of the Expert 
Committee, possibly because Member States had taken its recommendations seriously. 

Referring to Dr Reid1s comments, he said that the operation of updating methodology for 
testing and assessing chemicals in food was a complex one, and was being sponsored by the 
International Programme on Chemical Safety in implementation of a recommendation repeated by 
the Expert Committee on several occasions. It was essential to try to bring the assessment 
of food additives and contaminants into line with advances in toxicology. It was hoped that 
a substantial advance would have been made in the exercise by the time of the next meeting of 
the Expert Committee, when it was proposed to submit a finalized draft outline of that 
updating exercise• 

WHO Expert Committee on Rabies: seventh report (WHO Technical Report Series, No. 709) 

Dr EL GAMAL observed that the report dealt scientifically and empirically with a topic 
that was among the most acute public health problems. Such reports enabled WHO to encourage 
developing countries to tackle the problem. That could best be done through primary health 
care, whose objectives included public participation and health planning and cooperation in 
all sectors• Much progress was being made in the field of vaccines. The problem of rabies 
required the full attention of all concerned. It was essential to find the most effective 
vaccines possible to provide relief for sufferers and prevent new cases• All governments and 
institutions should cooperate with WHO in seeking to control the disease, particular 
attention being paid to rural areas. Regional offices should draw attention to programmes 
either by direct contact or through the regional committees. He referred in that connection 
to the zoonoses control programme in the Eastern Mediterranean Region - a programme that 
deserved every support• 

Dr Sung Woo LEE welcomed the informative and concise summaries in document EB75/3. The 
Expert Committee on Rabies was to be commended on its report, which deserved the Board1s full 
approval. The new section 10， on national programmes for control of rabies in dogs and other 
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domesticated animals, would help health authorities to follow immediately the managerial 
guide for the initiation and step-by-step development of national rabies control programmes• 

Dr MAKUTO commended all concerned on a technically sound report which, however, pointed 
to a disquieting epidemiological situation in developing countries, where control of human 
and canine rabies had become extremely urgent• Perusal of Annexes 6 and 7 showed that the 
centres responsible for international surveillance of rabies and for dissemination of 
information on the disease, as well as the collaborating centres for reference and research 
on rabies, were mainly to be found in Europe and North America. It might have been useful if 
the Expert Committee had recommended that such centres should be established, at least at the 
regional level, in the developing countries. He would welcome an indication from the 
Secretariat or from a member of the Expert Committee as to whether such establishment was not 
considered a priority. 

Professor BAH said that in recent years the Government of Guinea had been taking steps 
to destroy stray dogs； whenever such measures had been relaxed the number of cases of rabies 
had increased• 

Thanks to FAO, veterinary antirabies vaccines were being produced at the Institut 
Pasteur in Conakry； they ensured protection for six months. In that connection he noted 
that progress had been made, since the report referred to vaccines giving two years1 
protection. He asked for information on the situation with respect to oral vaccines. He had 
used vaccines emanating from various countries, and their quality appeared to vary； 
laboratories were needed to control the quality. 

In the bush there was the problem of determining which wild animals were responsible for 
contaminating dogs or other domestic animals. There were two types of rabid dogs - those 
that became aggressive and attacked humans and those that did not do so. Virological studies 
were needed to look into that matter. 

Rabies was a serious public health problem in Africa, where vaccine was a costly burden 
oil the health budget, and transport and conservation were difficult• Efforts must be centred 
on prevention, monitoring and control of the disease. Primary health care units had a role 
to play in prevention, and the radical method of destruction of stray dogs must be applied at 
the village level until vaccine became widely available, since many lives could thus be saved. 

The Expert Committee1s report should be given wide distribution. 

Dr BORGORO noted that, although the knowledge required to control rabies was available, 
the disease continued to constitute a major public health problem in many countries, 
particularly in developing countries• The Expert Committee1 s periodic evaluations of 
programmes, strategies and specific technical aspects were therefore extremely important. 

Of particular value was the recommendation concerning the use of monoclonal antibodies 
for rapid diagnosis. It was evident that the vaccines which had proved experimentally to be 
most effective particularly in reducing the number of doses needed for treatment were still 
inadequate, even though clear instructions were given for their use. More research was 
therefore required, and the experience gained with animals might be helpful. Complications 
arising out of the use of antirabies vaccine in human beings might be popularly interpreted 
to mean that the measures taken had failed, so anything done to achieve progress in that 
connection was most welcome. In any case the Expert Committee, with its highly qualified and 
geographically balanced membership, was doing some extraordinarily important work. 

A rabies eradication programme was under way in the Region of the Americas, In some 
countries the disease had already been eradicated, while in others only wildlife was 
infected, in conditions which were very difficult to control. In such cases epidemiological 
and other forms of research were especially important. Countries that were free from rabies 
were aware that their wildlife could be infected through the ecological chain of 
transmission. However, the studies that had been made so far were insufficient to pinpoint 
the particular sources of the disease, even though the animal species that might be suffering 
from it had been identified. 

The most important recommendations for WHO were 19 and 20 - urging Member States to 
develop step-by-step national programmes of rabies control, and urging governments, 
industries, and bilateral and multilateral agencies of technical cooperation to support the 
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WHO programme for the control of human and canine rabies. The basic measures already known 
were sufficiently effective. However, the emphasis should be placed on well-conducted 
permanent control programmes rather than on emergency programmes designed to cope with 
isolated outbreaks, which naturally caused people to panic. 

Dr BELLA agreed with Professor Bah that rabies was a public health problem in Africa. 
Even the city of Abidjan had a rabies treatment centre caring for some 60 persons a day. The 
fluorescent antibody test was known at the centre, and many different vaccines were used. 
However, he had never heard of an oral vaccine for rabies before, and he would like to have 
some further information on the subject so that he could, if necessary, arrange for supplies 
to be procured. 

Professor LAFONTAINE said that he was very disturbed by the suggestion in section 3.2(f) 
of the report by the Director-General concerning the administration of attenuated oral 
vaccine to eliminate rabies in its natural reservoirs, since it was too early to ask 
countries like Senegal or Zambia to use vaccines to protect wild animals at a time when 
children were dying of rabies in the street. Research on the subject should, nevertheless, 
be continued. 

Dr XU Shouren said that in most developing countries rabies, and in particular canine 
rabies, was a widely prevalent disease which was still spreading. Consequently, urgent 
measures should be taken to control it. The first step should be to secure the effective 
operation of primary health care services, as well as the active collaboration of 
governments• In addition, further research should be carried out with a view to developing 
more effective and easily applicable canine vaccines with the aim of making all dogs immune 
to the disease. That would entail the elaboration of a rapid and simple method of checking 
the period over which immunization was valid• 

Protection against rabies could normally be provided only after an attack by an infected 
dog had actually taken place, and it was difficult to ensure that the victim could receive an 
immediate injection of vaccine or serum. The effectiveness and durability of antirabies 
vaccines therefore needed to be improved. WHO should propagate a simple technology for 
producing high-quality vaccines and provide antigenic strains from tissue culture for 
immunization purposes. There was also a need to establish standards for checking and 
evaluating the effectiveness of vaccines in man. Research on the epidemiological 
surveillance of canine rabies should also be strengthened, and popular education should be 
improved so as to increase public awareness of rabies and to enable people to know what 
action they should take when they had been bitten, 

Dr REGMI said that WHO should give special attention to rabies, which was one of the 
main public health problems in developing countries• 

Although the production of nerve-tissue rabies vaccines from the brains of adult animals 
had been discontinued in some countries, in Nepal the production of such vaccines was just 
about to start. If the production of nerve-tissue vaccines was going to be discontinued, WHO 
should not encourage their production and should help countries to produce cell-culture 
vaccines• 

In countries like Nepal (to which WHO had sent an expert to prepare a project proposal 
for rabies control) it was extremely difficult to destroy dogs, as well as jackals and foxes 
in high mountain areas； the importance of prophylactic and post-exposure use of vaccines in 
such circumstances could not be overemphasized• Governments should promote adequate health 
education for the control of rabies. A high-quality, easily available and cheap vaccine 
appeared to be the key element. 

Professor JAZBI said that the Expert Committee was to be congratulated on its detailed 
report, which was highly educational and extremely useful for countries where rabies was a 
problem. He fully supported all the recommendations made in the report, and hoped that it 
would be widely circulated. The annexes might prove very helpful when countries needed 
specific information and guidance. The body of the report described step-by-step planning 
procedures for instituting a rabies control programme, in addition to recommending that WHO 
should encourage studies designed to reduce the number and volume of injections needed for 
postexposure immunization and to lessen complications and lower the cost of vaccination. It 
was to be hoped that such studies would be initiated in an appropriate institution as soon as 
possible• 
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He was pleased to note that the WHO programme for the control of human and canine rabies 

had recently received support from AGFUND and the Swedish "Save the Children11 Fund for the 
implementation of joint projects with the Governments of Ecuador, Sri Lanka, and Tunisia. 
The donor agencies were to be thanked for their gesture, and he hoped that more funds would 
be forthcoming for similar programmes in other countries. In that context, the Board might 
wish to know that seven countries of South-East Asia, including Pakistan, were collaborating 
in health projects in which one of the priority areas was rabies control. A specific plan of 
action was being drawn up by a meeting of experts in Nepal. If funding became a problem, 
approaches might be made to relevant organizations• 

Dr GARDNER said that the seventh report of the WHO Expert Committee on Rabies provided 
an excellent overview of the international rabies situation and effectively updated the 
previous report. 

In section 2, which dealt with advances in rabies research and summarized the most 
recent developments in rabies molecular virology, the paragraph on monoclonal antibodies 
presented a somewhat oversimplified picture of their utility and conflicted with some of the 
currently available data. According to studies made in the United States of America isolates 
of rabies virus from infected bats did not fall into a single group, but showed a great 
diversity. In addition, monoclonal antibodies did not always differentiate wild virus from 
fixed virus. The wild strain isolated from foxes in some parts of Europe was identical to 
the ERA strain used for the immunization of animals• 

Section 3 on the diagnosis of rabies, gave an excellent overall view of the present 
position. With regard to the paragraph on monoclonal antibodies, it should be noted that the 
technique concerned was also being used in humans suffering from rabies, especially when 
there was no known history of exposure, in order to classify strains of rabies virus isolated 
according to the species of animal from which the virus had originated. 

In section 8, on the prevention of rabies in man, it was recommended that sera from 
human subjects should be collected three to four weeks after pre-exposure or postexposure 
vaccination and tested for antibody titres. In the United States of America routine serum 
testing was specifically not recommended after either pre-exposure or post-exposure 
vaccination, except when rabies postexposure prophylaxis was administered to a person 
receiving corticosteroids or other immunosuppressive therapy. That was largely due to the 
uniform use of only human diploid cell rabies vaccine and to the recognition that adequate 
antibody titres were uniformly produced when that vaccine was used for pre- or postexposure 
prophylaxis in accordance with the recommendations. 

The potential role of interferon in the treatment of rabies should probably have been 
discussed in the Expert Committee1 s report. Although there were conflicting opinions as to 
the efficacy of interferon in the treatment of rabies, most data from preclinical animal 
studies demonstrated that interferon had a positive effect when used concurrently with human 
diploid cell (HDC) vaccine. No results of human clinical trials were yet available, but in 
the United States of America the National Institutes of Health had supported a clinical trial 
of interferon in conjunction with human encephalitis. The resulting document, with its 
global perspective, would certainly form a valuable addition to the reference library of any 
person who dealt with rabies on a regular basis. 

The CHAIRMAN, speaking in his personal capacity, recalled that Dr Makuto had pointed out 
that all the reference centres were in Europe or North America, whereas rabies was most 
prevalent in the developing countries. Nevertheless, it should be borne in mind that in 
Central and Western Europe rabies had taken on a completely new but extremely important 
aspect. In France it had been necessary, until 1984, to examine and slaughter 200 000 cattle 
and sheep, and examine their brains; 75 000 of them had been found to be infected by the 
rabies virus. In fact, rabies had reappeared after an absence of 37 years and was advancing 
at a rate of 40 km per year. It was one of the rare cases in which the mathematical models 
which had been prepared before the development of the epidemic had been rigorously confirmed 
by experience. In view of that situation, further thought needed to be given to the 
solutions that ought to be applied. 

He was unable to agree with Professor Lafontaine1 s views on oral vaccines. The new 
circumstances prevailing in France suggested a need for the application of oral vaccines in 
wild animals. The rural habitat and the rural economy had been modified, with the result 
that wild animals, particularly foxes, were concentrated in areas which had previously been 
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either populated or under cultivation. However, as the result of a substantial campaign to 
vaccinate domestic animals, cattle and sheep - and, of course, human beings in cases of 
risk - the occurrence of cases of human rabies had practically been prevented. Nevertheless, 
the new epidemic needed to be carefully monitored. 

Vaccines prepared from human diploid cells had proved their efficacy in man, but that 
did not mean that research should not be carried out to find other vaccines of even higher 
performance. To mark the hundredth anniversary of the discovery of the antirabies vaccine, 
technologically outmoded vaccines should be courageously cast aside. Section 10.4 of the 
report, on international cooperation, was particularly noteworthy, since the problem could 
not be solved, either for the industrialized or for the developing countries, without 
intensive international cooperation aimed at developing research to assist all forms of field 
work and preventing dispersion in all senses of the term. The latter point was important 
because at a given stage it was too difficult to apply, in the field, all the hypotheses 
which might occur in connection with the development of new vaccines, new cells and virus 
strains• 

Professor LAFONTAINE explained that he was by no means opposed to research on the 
development of an oral antirabies vaccine. However, to attach such decisive importance to it 
at the present time was to go too far. Nevertheless, research should continue, both on the 
vaccine and on its application, taking due account of the capacity of different countries to 
use that particular kind of vaccine. The initial objective should be to protect man, with 
other developments to follow, 

Dr SUDSUKH said that high priority should be attached to the problem of rabies, in the 
prevention of which primary health care was a key factor. He welcomed the Expert Committee1 s 
recommendation that cultures of animal cell vaccine should replace the human diploid cell 
vaccine, which was very expensive. Some further information on how far that recommendation 
had actually been implemented would be appreciated, 

Dr MOLTO commended the Expert Committee on its report. With respect to vaccine costs, 
one practical problem facing developing countries was how to cope with the sudden sharp price 
increases practised by some laboratories. Panama, which had made considerable sacrifices in 
order to channel resources to the control of rabies in animals, especially dogs, and as a 
result had not had one human case in the previous 10 years, had recently been informed of a 
very steep rise in the price of the vaccine required for its 1985 programme - the vaccine, 
moreover, being unobtainable. Fortunately, with the help of РАНО, another supplier had been 
found, and would be providing the vaccine required at a much lower price. Such difficulties 
encountered merely in trying to maintain the status quo in a small country without a major 
rabies problem underlined the extent of the problem in countries attempting to cope not only 
with rabies in animals but also with human cases of the disease. He appealed to the 
Director-General to make every effort to persuade countries with the technology for vaccine 
production to practise reasonable price policies in order to enable a higher level of health 
to be attained .for all the peoples of the world. 

Dr KO KO (Regional Director for South-East Asia) drew attention to the considerable 
efforts that were being made in his Region to develop rabies control from all aspects, 
including nationwide country programmes, as in Nepal and Sri Lanka, and the production of 
Vero cell line vaccines using new methodologies in a regional project based in India. As had 
already been mentioned, considerable coordinated efforts had been made by the South-East Asia 
regional collaborative group, which had already participated in a training programme. The 
progress achieved so far had been made possible by the technical guidance and financial 
support received. However, those two components alone would not suffice when programmes were 
to be implemented or extended at national level. Dealing with the relevant zoonotic problems 
would be a long-term process and - in addition to technical advice and financial support • 
when it came to the transfer of technology, real and sincere international collaboration, 
based on goodwill, was essential if the programmes were to be implemented successfully as 
planned• 

Dr BOGEL (Veterinary Public Health) said that work on the control of rabies was one of 
the most gratifying and satisfying tasks in veterinary public health in WHO. It was a field 
in which there had been a long tradition of intersectoral and international cooperation, 
primary health care and community participation. Many successes had been achieved but there 
were also a number of problems• 
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He proposed to group his replies to the many questions that had been posed under three 

headings： national programme development, international services (including technology 
transfer), and research. 

With regard to national programme development, the significance of rabies control for 
primary health care and the contribution of primary health care, especially community 
participation, to rabies control was apparent to all. The suggestions the Board had made on 
the subject were very pertinent• WHO was making and would continue to make special efforts 
to mobilize resources in the various sectors concerned since there was still a great deal to 
be done not only in the developing world but also in the developed countries. Attention 
would be specially directed to investigation of the epidemiology and ecology of rabies in 
urban arid rural areas and in wildlife. 

National programme development was at present generated almost solely by the countries 
themselves. International action in the field, however, in addition to the project supported 
by AGFUND and the Swedish "Save the Children" Fund involving three countries that had already 
been mentioned, included an agreement reached at a meeting organized by РАНО of ministers of 
agriculture of the Americas to tackle the problem of rabies, particularly in urban areas, in 
order to bring the disease under control by 1990. Similar positive action had been taken in 
the South-East Asia Region, where UNDP would be supporting the development of national plans 
and management procedures in six countries and would also help to finance the pilot projects 
or initial phases of such programmes. 

Most countries, it was true, were short of vaccine. In many countries, the shortage of 
human rabies vaccine, especially in outlying areas, was a cause of greater concern than the 
shortage of animal vaccine. 

With regard to international services, an essential component of WHO1s international 
efforts in the field of rabies control was to create foci of coordination in the developing 
countries• Such foci of coordination for East Africa, West Africa and South-East Asia were 
under discussion. They already existed in the Mediterranean countries and the Americas but 
would need to be extended to a number of countries in North Africa and in the Arab world. A 
great deal remained to be done, but it was hoped that in two years1 time a successful outcome 
could be reported. 

Vaccine testing remained one of the greatest problems in rabies because many countries 
continued to use or import for use vaccines without proper testing. Vaccine standards had 
largely been established but still required improvement as regards some live virus vaccines 
developed for testing in wildlife• 

The transfer of technology for vaccine production was a subject which WHO had been 
actively promoting and on which he could provide detailed information. Two consultations 
held recently at WHO headquarters had discussed the matter. WHO was making special efforts 
to seek resources for technology transfer for vaccine production, for determination of the 
criteria for such transfer and for the provision of services for it. The Rockefeller 
Foundation had indicated its willingness to provide support for such action. 

Many very pertinent and useful suggestions on the subject of research had been made by 
Board members. The Board should note that oral vaccines had so far only been employed in 
experimental trials and that no country had yet used them as a licensed vaccine applicable 
under routine conditions. However, the programme in operation in Switzerland was considered 
to have freed two-thirds of the country from the disease. In addition, large field research 
projects were under way or planned in two other countries in Europe. However, the most 
important problem as far as WHO was concerned was the control of rabies in the dog population 
iri the developing countries. It was gratifying to report that a vaccine strain had been 
developed by a WHO collaborating centre for application in developing countries. Field 
trials had yet to be carried out, but positive results had been achieved in the laboratory. 
The vaccine and the bait that had been developed for it were expected to be suitable for use 
in areas where dogs could not be reached easily with other vaccines as, for example, in 
South-East Asia, in temples, market-places, roadside food stalls and similar areas. 

WHO was running a special research programme on the use of monoclonal antibodies in 
diagnosis, vaccine development and epidemiological research. Initial results had been very 
encouraging and it was expected to be completed in May 1985. The results of those studies 
and the establishment of a panel of antisera should permit the use of monoclonal antibody in 
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the areas mentioned by Board members, namely differentiation of vaccine and field virus 
strains, and characterization of individual strains occurring in various animal species. 

Research on a combination of interferon with vaccine was still in progress. There was a 
very active group working on the subject at the Centers for Disease Control in Atlanta, 
United States of America. It was hoped that clinical trials would soon be initiated. 

Ecological studies were being pursued with vigour since there was little knowledge of 
the ecology of dog populations in contrast to the large amount of data on fox populations in 
Europe. Dogs were in close contact with human beings in the developing world and it was 
urged that no national programme on canine rabies control should be started without 
investigation of canine ecology in the country concerned. 

The quality and effectiveness of human vaccine was still a major concern. Studies, 
including the Vero cell substrate project mentioned by the Regional Director for South-East 
Asia, were being energetically pursued in various countries with the aim of producing the 
low-cost safe vaccines required by the developing world. Sad to say, the world at present 
was divided into those who could afford safe, potent vaccines and those (80% of all those 
receiving vaccine) who could not. 

Vaccine costs remained an acute problem. Plans were afoot to establish, outside WHO, a 
world fund for rabies control. The Sovereign Military Order of Malta was reported to be 
particularly involved in the project and further news of it was expected shortly. The cost 
of human treatment, was such that it was felt that countries should first of all try to 
eliminate rabies, at least on a local basis, from the natural reservoir where there was only 
one host, namely the dog, and the disease could be eliminated easily with the means already 
available. That could be shown to be far less costly than continuing expanding human 
postexposure treatment, but the veterinary services in many countries were not yet in a 
position to deal effectively with the problem. In fact, in most developing countries rabies 
could only be brought under control by means of collaboration between the public health and 
the veterinary services since the manpower of one service on its own would be insufficient to 
cope with the task. 

While he regretted the impossibility of replying individually to Board members, he 
wished to thank them for the very great interest they had shown in the subject and for their 
favourable comments on the report of the Expert Committee on Rabies, the result of the 
collaboration of 80 scientists throughout the world. A number of the proposals before the 
Expert Committee had been communicated beforehand to governments in all parts of the world 
for their opinions• Hence nearly all governments had been involved in the preparatory work 
for the Expert Committee. In addition, about ten preparatory consultations had been held, 
the costs of which had been borne by governments and collaborating institutions and had 
therefore not been a charge on the WHO regular budget. That was clear evidence of the 
goodwill and interest of the countries and of the impact of the Organization1s functions in 
the field. He wished to express his thanks to all governments and people throughout the 
world who had helped in the preparation of the Expert Committee1 s report. 

Dr ASSAAD (Director, Division of Communicable Diseases) said that the most appropriate 
way of celebrating the hundredth anniversary of the development of rabies vaccine by Pasteur 
would be to remove as far as possible the differences between the "haves" and the 
"have-not sM. Among the efforts to bridge the gap were those to develop a much cheaper and 
more effective vaccine than that available at present• A large consultation on the subject 
had been held in October 1984 followed by a meeting of a group of experts in December to 
advise the Organization on the best means for the transfer of such technology. Both the 
consultât ion and the group had stated their conviction that in the developing world 
capabilities existed, not necessarily in all countries but individually in large countries 
and on a regional or subregional basis for others, for the production of an effective 
low-cost vaccine by means of tissue culture. The group of experts took the view that Vero 
cell substrate would at present be the most appropriate technology and that canine rabies 
vaccine should be produced first and human vaccine later. The group also called on WHO to 
convene a group of experts to discuss the problems related to the use of a continuous cell 
line in human vaccine. As had been mentioned, the Rockefeller Foundation had offered its 
support to the programme and it would in fact be acting in many respects on behalf of WHO in 
getting in touch with countries and deciding on the best line of action. It was expected 
that the group1 s report would be available before the end of January 1985• 
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Education and training of nurse teachers and managers with special regard to primary health 
care： report of a WHO Expert Committee (WHO Technical Report Series, No. 708) 

Dr HAPSARA said that the Expert Conmiittee report was most timely and he agreed with the 
recommendations made. However, the problem still remained of implementing those 
recommendations and some thought should be given as to how that could be done. 
Implementation should be based on national policies and the requirements of national research 
and health manpower development. Ministries of health should play an active and serious part 
in developing the competences required by the type of personnel concerned. That was 
considered to be very important in Indonesia, but it was far from being an easy task. The 
type of education under discussion involved changing philosophies and conceptual frameworks. 
It was a difficult but important programme. 

He supported the proposal that research should be undertaken on interprofessional 
training and team-work and innovative patterns of organization and deployment of manpower. 

He had noticed at the beginning of the report that a previous WHO Expert Committee 
dealing with nursing had met in 1974 and had identified changes required in nursing 
education. The present report pointed out that, if the findings of the previous Expert 
Committee had been implemented more widely, nursing personnel could have been in the 
forefront of the primary health care movement. The report went on to say that circumstances 
prevailing at the time did not provide the climate required for the ready acceptance of the 
changes proposed. He would appreciate some amplification of that statement: what were the 
сicumstances and in what way did they prevent the implementation of the recommendations of 
the 1974 Expert Committee? He was reminded of what the Director-General had said, namely 
that the findings and recommendations of expert committees were either not disseminated 
widely enough or were not implemented due to lack of awareness• 

Dr KHALID BIN SAHAN said that the report was an excellent and useful one and he 
congratulated the Director-General and the Expert Committee on it. 

The report was concerned with the very important issue of nursing education generally, 
and the reorientation of nurse teachers and managers or leaders specifically. In Malaysia 
nurses and nursing auxiliaries constituted about one-third of the trained health personnel. 
What they did - or what they failed to do - was therefore crucial to the whole objective of 
health for all. He fully endorsed the recommendations of the Expert Committee, but wanted to 
emphasize three points. 

The first was that of the changing roles of nurses in the health-for-all strategy, which 
demanded that they be able to work for and with people away from the familiar ward or 
hospital situation and among the harsh realities of the community; the job content was then 
different and in most situations they were expected to be able to work on their own with 
minimal supervision or only from a distance. Instead of carrying out the instructions of 
doctors, they would in most cases have to initiate their own actions and make their own 
decisions• They must therefore be able to do that effectively and with confidence. 

The second point was that the nursing leadership must be able to innovate, and must 
participate in programme planning and evaluation. 

Finally, a new working arrangement must necessarily exist if nurses were to play a full 
and effective role in the health-for-all strategy. They must be regarded as full members of 
the health team and not just carry out the instructions of doctors. 

He believed that nurses, if properly trained and organized, could perform functions 
traditionally considered as falling within the sphere of the medical profession. Not only 
must nurses be prepared and able to undertake such functions, but the medical profession 
itself, particularly that part of it engaged in primary health care, must be able to reassess 
its own role and functions in a changing situation. 

Professor JAZBI said that the Expert Committee was to be congratulated on its report, 
which had appeared at an appropriate time since countries were involved in reorganizing their 
health services on the basis of the principles of primary health care adopted at the Alma-Ata 
Conference. 

It was true to say that the present teaching of nurses, both at basic and at 
postgraduate levels, was in many places not community- but rather hospital-oriented. Future 
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strategy, however, demanded that nurses should prepare themselves for the role that they 
would have to play in providing community health care. 

The report described the role that nurses would be playing at the peripheral, as well as 
at the intermediate and national levels. The assumption that in all countries nurses also 
worked at the peripheral level might not be true, since, for example, in Pakistan, health 
technicians were responsible at that level. Where that role could be satisfactorily 
performed by health technicians, their training should accordingly be reviewed and revised, 
if necessary, on the basis of the report. 

He had been very much disturbed to read in the report that the survey conducted by WHO 
had revealed that nurses entering post-basic nursing education were not always of an 
appropriate standard and showed intellectual deficiencies as well as deficiencies in basic 
nursing training. Consequently, the report had suggested a pre-entrance examination or 
reorientation course and a revision of the curriculum of basic nursing education and teaching 
methodology. The report therefore provided guidance to the teaching authorities concerned 
with nursing education and to governments in the review of selection procedures for 
admissions to post-basic institutions. 

Developing countries suffered from a lack not only of good nurse teachers but of 
teaching materials. Teachers were not even aware of learning objectives and of new methods 
evolved in the developed countries for imparting skills. He therefore suggested to the 
Director-General that WHO should give priority to the training of nurse teachers and to 
ensuring the availability of teaching and learning materials in countries where teaching 
institutions existed but lacked those human and material resources. 

Dr TADESSE congratulated the Expert Committee on its splendid work; the report provided 
a practical and viable strategy• 

Since the concept of primary health care had first been discussed, it had become 
apparent that countries would have to face a number of problems, and health manpower 
development still remained an obstacle. The task of reorienting existing manpower along the 
lines recommended in the report might not be easy, but it was essential to persevere. The 
real issue was how and when such changes could be brought about• 

Experience in Ethiopia had shown that efforts to increase the efficiency of nurses .on a 
broader basis had been welcomed by all involved, and nursing matrons had influenced 
physicians in increasing the emphasis on primary health care. There was a need to set 
priorities in the allocation of financial resources. Furthermore, training should be 
developed for all levels of health personnel and not solely for nurses. 

Dr REGMI commended the Expert Committee on its timely report• Nursing personnel should 
constitute one of the main pillars of the primary health care movement. They provided the 
bulk of care in the majority of the developing countries, so that the quality and attitudes 
of teachers and administrators of nursing personnel were vital. He noted that, when 
discussing the attitudes and values of nursing personnel in section 5.2 of its report, the 
Expert Committee had expressed its concern that the survey of post-basic programmes had 
revealed that the content of the questionnaire appeared to have been the first information on 
primary health care received by the respondents, and it had noted that without full 
information there could be no real commitment and no stimulus for action. It was thus 
necessary to be more imaginative in ensuring that the information generated by WHO reached 
the people concerned. 

It was also essential to give very high priority to the variety of means which the 
Expert Committee recommended (section 6) for the reorientation of post-basic programmes. The 
need for a varied approach was equally applicable to all the information generated by WHO, 
He strongly supported the holding of "crash courses", and also urged that Member States 
should play a leading role in ensuring that information was made available in a form and 
language readily understandable by the people in the various countries. 

Mr GRIMSSON also praised the report, which reflected the provisions of operative 
paragraph 4 of resolution WHA36.11 on the role of nursing/midwifery personnel in the Strategy 
for Health for All• The report would serve as a most valuable guide to nursing instructors 
at the different levels. 
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Dr EL GAMAL considered the report to be invaluable, both from the viewpoint of its high 

academic level and because of the importance of its subject matter. Nurses played a vital 
role in treatment and in public health, and the report also stressed the essential nature of 
their work in the field of primary health care. 

The training of nurses should obviously also include that of nurse teachers and 
managers. The report correctly made general recommendations only, leaving it to individual 
governments to arrive at specific recommendations in accordance with their varying national 
conditions. WHO had a most important part to play, and bilateral technical assistance and 
multilateral cooperation was necessary so as to maximize all existing resources. The 
preparation of curricula should be encouraged. Indeed, any funds spent on such training 
constituted a most worthwhile investment for the achievement of WHO1s goals. He accordingly 
gave his full support to the recommendations contained in section 6 of the report. 

Dr XU Shouren thought that the proposals contained in what was an excellent report and 
aimed at developing nursing care within the context of primary health care systems were 
constructive and of great importance. The views regarding training, utilization and areas of 
action should improve medical care and stimulate progress towards the goal of health for all. 

It was the general practice in countries, including China, to concentrate training 
primarily on clinical care, and it was therefore necessary to encourage nurses to concern 
themselves with primary health care as well. Public health courses should be introduced in 
nursing schools. Nurses should be taught the principles of primary health care from the 
outset, and it would be valuable also to introduce refresher courses for the training of 
experienced nurses. WHO should play a role in providing teaching materials for. nurse 
teachers and managers, and could also help by arranging for the exchange of experience. 

Dr QUAMINA expressed her appreciation of the high quality of the report• She pointed 
out that the sub-region from which she came enjoyed a high standard of nursing education and 
that for many years exposure to community conditions and to the needs of primary health care 
had been an essential part of nursing training. 

A-gap existed in respect of the capacity of nurses to take on the role of nurse 
managers. She concurred with the view expressed in paragraph 4.2,3 of the report to the 
effect that further education of nurses in management would be most efficacious if undertaken 
along with managers of other professions with whom the nurse manager would subsequently work 
in interprofessional and intersectoral teams• It was most important that the nurse should be 
taken out of her present isolation and be exposed to other disciplines in the educational 
setting* She accordingly urged that WHO should insist on management training under those 
conditions wherever it was providing assistance• 

Dr BORGOSO emphasized the timeliness of the report, particularly for the developing 
countries, where the nurse had a vital role to play in primary health care. 

The main challenge was that of placing the training of nursing personnel at all levels 
within the context of health care as part of the Strategy for Health for All by the Year 
2000, since that year was not far off. The development of nursing personnel must be 
coordinated with other types of personnel to ensure equilibrium in primary health care teams 
taking into account differences between countries, even in the same region. The appropriate 
training of nurse teachers was essential, and should include practical demonstration. 
Existing schools of nursing were oriented more to patient care than to prevention and to 
health promotion, which were the foundations of primary health care and the Strategy for 
Health for All by the Year 2000. Was it possible to reorient them? 

To change attitudes and values (section 5.2) would not be enough without leadership and 
without the realization that health care delivery was a team activity. Section 5.8 of the 
report referred to nurses as agents of change, but changes were necessary first of all within 
the nursing profession itself； that had been achieved in some countries but not in the 
majority. 

Professor ISAKOV said that health manpower training had always been at the centre of 
WHO1s attention. The work of the Expert Committee, with its emphasis on primary health care, 
therefore deserved high praise. 

He agreed that the post-basic training of nurse teachers and managers was currently not 
fully in line with increasing social and health needs in the majority of countries. He also 
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agreed that optimum use should be made of nurses in strengthening primary health care within 
the framework of national efforts, since they constituted a vital element in the Global 
Strategy. The Committee had correctly raised the question of the need to reorient the 
training of nurses and nurse teachers. In the Soviet Union, considerable changes were being 
made in the curricula of training programmes for medical personnel with the aim, in 
particular, of giving greater emphasis to prophylaxis and to the need for annual medical 
examinations for the entire population. 

He hoped that the Committee1 s recommendations for reorientation of the training of 
intermediate-level personnel and of nurse teachers and managers would be implemented by 
Member States. 

Dr GARDNER said that the report was a useful tool for furthering nurses1 contribution to 
the attainment of health for all by the year 2000. Its major strength was that the 
recommendations were based on an assessment of the progress made, the problems encountered 
and the experience acquired in approaches towards attainment of the goal. It further 
reinforced previously enunciated concepts and requirements for planning and for the 
integrated development of health services and health manpower. 

The recommendation that nursing education and the training of nurse teachers and 
managers should be reoriented towards primary health care was being carried out in many 
medical and health professional schools in order to effect needed changes in health care 
delivery systems to meet emerging health care requirements. A case in point was the 
increased emphasis on gerontology and geriatric practice in medical and nursing education to 
help meet the special needs of the aging and elderly population. The report should help to 
increase understanding of the complex factors underlying the successful development of 
primary health care services and the role of nursing administration, clinical practice, 
education and research in that endeavour• 

Dr MOLTO said that he fully agreed with the recommendations made in the report, on which 
the Expert Committee was to be congratulated. He wished, however, to point out that, despite 
the special emphasis placed on the training of nurses, the recommendations applied to all 
health manpower. In many countries, there was a complete lack of contact between teaching 
institutions and the users of health manpower. Constitutionally, in countries, the public 
health sections of ministries of health played a leading role in that field. Training must 
be coordinated by teaching institutions and the users of health manpower. In many countries 
the question was one not merely of the quantity of resources available 一 since in some 
professions there was a surplus, in others a deficit - but of the quality of those 
resources. Nurses had adapted well to what was needed but there was a trend to 
over-specialization and an over-eraphasis on clinical activities• He urged all Member States 
to ensure coordination with the universities so as to ensure that the huniaii resources needed 
to maintain health services at the appropriate level would be available. 

Dr Sung Woo LEE said that the Expert Committee was to be congratulated on an excellent 
report geared to marshalling administrators and teachers towards health for all through 
primary health care. He fully agreed with the Committee1 s emphasis on the need for urgent 
action to bring about a radical change in the philosophy and conceptual frame of reference of 
post-basic educational programmes and to identify the competences that nurse teachers and 
managers should develop in post-basic education. It was important to ensure that the 
directors and administrators of such programmes were informed of what health for all and 
primary health care were all about• Curriculum reorientation could not take place unless 
that was done, and since nursing personnel were in the forefront of many health care service 
delivery systems, Member countries and WHO should make every effort to ensure that the 
educational programmes were geared to the necessary changes. He strongly endorsed the 
Committee1 s recommendations• 

Dr REID said that, although he agreed that the report was excellent and supported its 
recommendations, as in all such matters the crux of the matter was whether individual Member 
States were implementing the recommendations. He therefore hoped that WHO would not only 
respond to the requests of Member States for collaboration in that field, but would also urge 
governments to ensure that the report was brought vigorously to the attention of the national 
nurse education and regulatory bodies concerned• Finally, the area was one which offered 
good scope for a well-devised fellowship scheme. 

Dr MAGLACAS (Nursing) expressed her appreciation of the interest in the report shown by 
the Members of the Board, which had greatly exceeded her expectations. She was also 
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gratified by the degree of approval shown for the report and its contents and 
recommendations, and would try to reply to some of the questions raised. 

Dr Hapsara had raised the question of the implementation of the recommendations given in 
the 1974 Expert Committee1s report. It should be borne in mind that that report, entitled 
"Community health nursing",^ had represented a radical departure in terms of the challenges 
it made to widely accepted beliefs and notions about the role and function of nurses and the 
changes required in nursing education and services to support the new role. It was true that 
it had not been widely read at the time of its publication, but after the Alma-Ata 
Declaration, in 1978, it had become a "best seller". The reason why it had not been popular 
originally was perhaps because it had not been adequately disseminated and it had not reached 
the quarters it should have, i.e” national health authorities, administrators, and 
dec is ion-makers• Moreover, even the nursing profession itself had not been quite ready to 
accept the departure from traditional nursing that the Committee so strongly advocated. And, 
finally, there was clearly not enough dialogue between WHO and nursing leaders, who would 
have been in a position to motivate and stimulate the changes called for. An important 
implication of the recommendations was the need to develop leadership in the nursing 
profession and to encourage nursing leaders to promote the changes in the basic and 
post-basic education of nursing personnel to meet the social and health needs of entire 
populations• The Executive Board had received a report at its seventy-third session on 
"Nursing in support of the goal of health for all by the year 2000" which emphasized the need 
to develop leadership for achieving that goal. The subject was also referred to in the 
Director-General1s Introduction to the proposed programme budget for 1986-1987. 

Professor Jazbi had drawn attention to a passage in the report mentioning that nurses 
undertaking post-basic education were deficient in basic training. If that was so, it was a 
reflection on the teachers of basic education programmes, and the problem was directly 
related to one of the recommendations which called for a reorientation of post-basic 
programmes for nurse teachers and managers based on the primary health care approach. Those 
were the programmes that would prepare teachers for basic nursing education. 

Dr Tadesse, while agreeing with the other speakers on the need for change, had asked how 
such change could be hastened. So far, WHO expert committees had produced seven reports on 
nursing including the present one, and each of them contained a number of recommendations, 
but what was lacking was the impetus, i.e., political will, to implement those 
recommendations in schools and institutions, and even in national strategies for the 
development of nursing personnel； without such will, they would remain as printed words in 
reports lying on the shelves of libraries, schools, and government offices like the previous 
ones. Dr Tadesse had further drawn attention to the inadequacy of teaching materials, a 
criticism that could be applied to all health manpower systems. The Organization was aware 
of that, and priority had been given to the production of health learning materials in WHO1 s 
programme of activities for 1986-1987. 

Dr Regmi, referring to the section on attitudes and values, had drawn attention to the 
Committee1s concern about the fact that, in most of the 100 schools surveyed, the 
questionnaire distributed in 1982 had appeared to be the first information on health for all 
through primary health care received by the respondents. That was yet a further argument in 
favour of intensifying a dialogue with leaders of the nursing profession, so that they could 
be kept informed of the trends in nursing and, particularly, the changes that would have to 
be instigated in educational programmes to ensure the full participation of nurses in primary 
health care activities. 

Dr Borgoño had emphasized the difficulty of bringing about changes, but that applied to 
all professions, and of course there could be no change at all unless really vigorous 
measures were taken, and with continuous support； to start to make a change and then to 
withdraw support while it was going on would be detrimental. He had asked whether it was 
really possible to ensure that nursing personnel directly concerned with clinical care and 
treatment could be reoriented to health promotion and preventive measures. It should be 
borne in mind that promotion and prevention were connected with clinical treatment in the 
sense of ensuring that the illness did not recur. 

1 WHO Technical Report Series, No. 558, 1974. 
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Dr Sung Woo Lee1 s remarks on the need for urgent action underlined the importance of 
providing "crash" training programmes, which Dr Regmi had also stressed. The findings of the 
survey and the recommendations of the report, as well as many of the statements made during 
the meeting, showed that such programmes were urgently needed to bring about the required 
changes in the attitudes of nurse teachers and managers. 

While she agreed with Dr Reid that it was up to the Member States to implement the 
recommendations, WHO response to requests from Member States would be very important. As 
Dr Reid had pointed out, educational regulatory bodies would have to be involved; the 
programme budget for 1984-1985 provided for a meeting in November 1985 of a study group on 
such bodies, to attack the issue of required educational changes in basic and post-basic 
nursing education. 

Finally, as Dr Regmi had indicated, nursing personnel could make or break a health 
system in terras of what they did or did not do. Nurses were polyvalent workers who were 
instrumental in bringing to the people basic and essential health care services in an 
integrated mânncir• That meânt that all programme activities, for diarrhoea control, 
immunization, etc., were delivered by nurses as integrated primary health care. Accordingly, 
the sooner they could be reoriented to the concept of primary health care, the sooner they 
would be able to exercise their potential for maximum contribution to the achievement of 
health for all. 

The DIRECTOR-GENERAL said that, as Director-General, he was prone to pangs of conscience 
and that in the area at issue he felt considerable guilt• Only the previous week, he had 
received a letter from a nurse he had worked with in his professional days, saying that he 
was going to be proud to be the Director-General during whose tenure the nursing profession 
would be eradicated from WHO. And during the weekend, two reasonable, level-headed WHO 
country representatives he had met had both attacked him concerning the really dramatic 
decline of interest in promoting good nursing in the Member States of their assignment. 
There could be no doubt that more must be done in the Organization, particularly since some 
members had drawn his attention to relevant resolutions of the World Health Assembly and had 
asked what had been done to follow them up. Dr Reid had stressed that the crux of the matter 
lay in the Member States, but charity began at home and the WHO Secretariat obviously could 
not point a finger at Member States when it was not sufficiently active in that field 
itself. Where slowness to change was concerned, it was now evident that the nursing 
profession was infinitely more ready for change than the medical profession. Indeed, there 
was a great deal of "doctor chauvinism" in WHO which was making the issue very complicated. 
He was sure that if representatives of the nursing profession throughout the world could have 
attended the current meeting, the debate would have been a great moment for them and the 
response would have given them tremendous courage. He therefore wished to make a concrete 
proposal that the Board should permit the Secretariat to use the tapes of the discussions, 
without disclosing individual speakers1 names, and to compose them into an article which 
would be published in a suitable WHO publication. That in itself would be a real 
morale-booster to that remarkable group of nurses who had demonstrated that they knew what 
primary health care was all about and who had so much more emotional energy than the medical 
profession seemed to be able to mobilize. As a doctor had written to him the other day, to 
practise primary health care one needed love for one's fellow travellers. He considered that 
nurses had great potential for that kind of love and that therefore, if WHO was serious about 
primary health care, it was indeed time that they were brought in much more than hitherto, 
not for the sake of professional chauvinism as nurses, but fairly and squarely as leaders and 
managers of the primary health care/health-for-all team, together with others. Personally, 
he was prepared for the change, and the Secretariat would try to make sure that things began 
to happen in that direction in the next year or two. 

Dr GARCIA BATES said that, as a woman and a former nurse, she felt that it was important 
for her to make a few remarks on what was something of a historic occasion as far as the role 
to be played by nurses was concerned. It was important to think of the cause-and-effeet 
situation of nursing and health care, particularly in the countries with which she was most 
familiar, where nursing was following the general trend of health care and appeared to 
reflect what was happening in terms of the organization of the services. A perusal of the 
budgets of the countries concerned showed that priority was given to clinical rather than 
preventive care; funds were allocated primarily to curative care, while those for prevention 
covered only such essentials as the purchase of vaccines and the like. The same applied to 
primary health care and, in spite of repeated statements from Member States as to their 
intention to give priority to such care, it was clear that priority was given to tertiary 



34 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 

care, not only in practice, but also in all professional curricula. The major part of 
medical training in the mainly Latin American countries that she knew personally was also 
devoted to curative medicine and tertiary care. That was important because nursing had been 
for a long time a kind of spearhead in effecting fundamental changes, whereas in fact no one 
profession could bring about the necessary change; what was needed was an integrated 
multidisciplinary approach in which all learned to work together. 

Professor LAFONTAINE said that a concerted effort should indeed be made to achieve the 
goal of primary health care. As Dr García Bates had pointed out, doctors needed to be 
trained to that end. At the present time they were being trained as technologists and 
"carers for the sick"， but the other aspects of medicine were neglected, and the struggle 
should b*e continued to enable doctors also to make their contribution. Another profession 
which was too often neglected and which WHO should perhaps mobilize to better effect was that 
of pharmacists, who should not only be vendors of medicaments, but could provide valuable 
assistance through their contacts with the public. 

Dr MAKUTO endorsed the comments made by Board members and supported the 
Director-General•s proposal to publish an account of the Board1 s discussions• 

The CHAIRMAN observed that there were no objections. 

The Director-General1 s proposal that the debate be made the subject of an article for 
publication by WHO was approved, 

(For continuation of the discussion on expert committee reports, see summary record of 
the third meeting, section 2.) 

The meeting rose at 17h40. 



THIRD MEETING 

Thursday, 10 January 1985， at 9h30 

Chairman： Professor J. ROUX 

1. STATEMENT BY THE REPRESENTATIVE OF CUBA (Rule 3 of the Rules of Procedure) 

The CHAIRMAN welcomed the representative of Cuba. 

Dr DEL VALLE JIMENEZ (representative of Cuba) greeted the Executive Board on behalf of 
Cuban health workers, the Government and the President of Cuba, In April 1983 the Government 
of the Republic of Cuba had officially offered to play host to the Thirty-ninth World Health 
Assembly. It had made the offer in the knowledge that the holding of such a meeting in a 
small country, which was struggling tenaciously to promote development, might bring renewed 
support in the international community for WHO1s Global Strategy for Health for All by the 
Year 2000. 

Cuba1s experience showed that to be a real and attainable goal and one which poor 
countries could also achieve. In the last 25 years the Cuban Government had worked closely 
with the specialized agencies of the United Nations system, with other international 
organizations and especially with the World Health Organization. It endorsed the 
Organization1s aims and supported it actively and constructively. It had done, and would 
continue to do, everything in its power to strengthen the powers and authority of the 
Organization. Cuban public health achievements had given the country1 s people one of the 
best medical care and welfare records in the world. The Cuban Government had also proved its 
willingness to cooperate with other Third World countries in the field of medical 
assistance. More than 2890 Cuban health workers were working in 28 countries and more than 
1670 young people from 77 countries were being trained in Cuba in medical and allied 
professions free of charge. 

The Cuban Government had invited the Secretariat of the World Health Organization to 
send a group to Havana to analyse practical aspects of holding the Health Assembly session 
there and to determine whether the available facilities would be adequate. The subsequent 
reports had made it clear that the Cuban Government was able to meet all the conditions for 
holding the Thirty-ninth World Health Assembly in Havana. Right from the start, the 
international community had given its decisive support to Cub a1 s offer to play host to the 
Health Assembly. Many Member countries of the socialist community, the Movement of 
Non-Aligned Countries and other countries with which Cuba maintained relations of mutual 
respect had officially informed the Cuban Government that they would vote for the proposal in 
the Executive Board session. They had expressed their appreciation of the work done by Cuba 
to guarantee that all men and women, without distinction, might exercise their right to 
health and to the development of their full physical and intellectual potential. He 
expressed the Cuban Government's appreciation of that support as a testimony of the spirit of 
universal cooperation and peaceful co-existence which inspired WHO and also as a testimony of 
the rightness of the Cuban proposal. 

The Director-General had visited Havana at the invitation of President Castro to examine 
the preparations for the report on the site for the Thirty-ninth World Health Assembly to be 
submitted to the seventy-fifth session of the Board, The Cuban Government welcomed the 
Director-General1 s decision to visit Cuba at such a busy time. The Director-General had had 
a long interview with top Cuban authorities. He had explained in detail the organizational, 
technical and economic reasons why the Health Assembly was held at the Organization1s Geneva 
headquarters, despite other countries1 offers to play host. The Director-General had 
expressed the view that it was in the interest of Member States to hold the Health Assembly 
in Geneva, since the Geneva venue contributed positively to an exchange of views and 
cooperation and ensured that the greatest help went to those countries which needed it most. 
Other subjects that had been discussed in detail were the important role played by WHO in 
health projects and programmes to assist the vast majority of Third World countries, the 
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Organization1s continuous efforts to achieve its aims in the programme of health for all by 
the year 2000, and the vital need for unity, cohesion, stability and strength in the full 
development of WHO1 s work. The Organization represented the hope of life for hundreds of 
millions of human beings suffering from the scourge of hunger and disease, especially in the 
underdeveloped world. The Director-General had seen for himself the great respect, 
appreciation and esteem felt by the Cuban people and their authorities for the World Health 
Organization. Cuba1s offer to play host to the Health Assembly had pursued the same 
objectives. 

In view of the organizational and technical reasons cited by the Director-General and 
the need for unity, cohesion, and strength within the Organization, the Cuban Government had 
decided to withdraw its proposal. The Government felt a moral obligation to help WHO achieve 
its purposes that transcended all other interests. The Head of Government had informed the 
Director-General of the Government1 s decision to postpone its offer until another opportunity 
should arise to enable Cuba to make a worthy contribution to the policy drawn up by the 
peoples of the world for the World Health Organization, The Cuban Government had made the 
gesture because of the great esteem in which it held the Organization and its work and 
because of the close ties which had been established. 

Cuba had wished to play host to the Health Assembly because of its active work in the 
Third World and the experience it had to offer. However, its wish could not be allowed to 
lead to the weakening, division or destabilization of the Organiztion. The experience of 
UNESCO was well known to all. Mankind was currently motivated by a spirit of dialogue and 
cooperation, a recognition of the need to find civilized solutions for problems and the 
search for peace, A climate of détente and stablility was needed in order to tackle very 
serious difficulties. It was that understanding and that attitude which had led the Cuban 
Government to formulate the present statement. The Government reaffirmed its determination 
to continue its full support of the World Health Organization, its programmes and the efforts 
of its Director-General. 

The CHAIRMAN said that the supplementary item, "Invitation to hold the Thirty-ninth 
World Health Assembly in Cuba in 1986", would, accordingly, not be added to the agenda. 

Dr MAKUTO said that the Cuban Government had made the right decision in the interests of 
détente and the unity of WHO. He congratulated the Cuban Government on its decision. 

Dr BELLA congratulated the Cuban Government on its offer, which had been a proof of its 
full cooperation with WHO. Its subsequent decision to withdraw the offer did not alter that 
fact. 

Professor BAH recalled the assistance rendered by Cuba to many African countries in 
training medical personnel and sending medical teams to provide care• The efficiency of the 
Cuban health system was well known. Recognizing the wisdom of the Cuban Government's 
decision, he welcomed the prospect of a Health Assembly hosted by Cuba at some future date. 

Dr ADOU wished to be associated with the remarks of earlier speakers and thanked the 
representative of Cuba for new information on developments in the public health system of 
Cuba. Medical personnel for Djibouti also were being trained in Cuba. He congratulated the 
Cuban Government on the spirit of understanding and compromise which had prompted the 
decision to withdraw its offer. 

Dr TADESSE welcomed the magnanimity and comradeship between nations evident in the Cuban 
representative1s statement. He was familiar with the Cuban health care system and knew that 
the country1 s cooperative spirit had been demonstrated in practice• The statement had shown 
a concern and integrity which were vital to WHO1s work. 

Professor JAZBI declared himself deeply touched by Cuba1s reasons for offering to play 
host to the Health Assembly and by its reasons for withdrawing its offer. All the member 
States of the Movement of Non-Aligned Countries had appreciated the good work done by Cuba 
when it was health coordinator for the Movement. Cuba, under the leadeship of President 
Castro, had greatly improved the health of the people and primary health care. 

Every Member State had the right to play host to the World Health Assembly, and Cuba had 
already done much preliminary work. He would have supported Cuba1s proposal if it had come 
before the Board, However, such a move would have jeopardized WHO1s programme of health for 
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all by the year 2000. He respected the Cuban Government1 s decision to place collective 
interests before its own interests. 

Professor LAFONTAINE said that he appreciated the gesture made by the Cuba Government in 
the interests of a united Organization and the goal of health for all by the year 2000. 

Professor ISAKOV said that all who had been to Cuba were aware of the high level of 
health development and economic and social progress there. Cuba1s work in fields such as 
organization of health systems, training of medical personnel and primary health care showed 
that the Organization's Global Strategy for Health for All by the Year 2000 could be 
realized. Cuba1s experience was of considerable value to many other States. He fully 
supported the Cuban representative1 s statement• 

Dr MOLTO thanked the Cuban Government for its offer and said that Cuba1s achievements in 
health care were well known. He congratulated the Government on its difficult decision to 
withdraw its offer, taken in the Organization1s best interests. The decision displayed a 
sense of responsibility under the current difficult economic and social conditions. 

Dr HASSOUN (alternate to Dr Al-Taweel) agreed with the previous speakers and expressed 
appreciation of the Cuban representative1s statement, which had shown courage and 
conviction. He respected the spirit of solidarity and cooperation shown by the statement and 
expressed his best wishes to the Cuban people and Government. 

Dr GARCIA BATES thanked the Cuban representative for his statement and for his gesture 
in attending the meeting. She thanked the Cuban Government for its invitation and regretted 
that the Health Assembly would not be held in Cuba, where such great efforts had been made to 
attain the well-being of the population, particularly in the health sector. Countries of the 
Latin American region, and Argentina in particular, would have been pleased to participate in 
a meeting in Cuba, 

Dr QUAMINA expressed her appreciation of the statement of the Cuban Minister of Public 
Health and thanked him for having come in person to explain the circumstances of the decision 
to postpone his Government1 s invitation. 

Professor FORGÁCS said that the results attained in the health sector in Cuba were well 
known, as was the extent of Cuba1 s contribution to the common goals of WHO. He proposed that 
the Board should accept the information given by the representative of Cuba, 

Dr RUESTA (alternate to Dr Bello) thanked the Cuban Government for its invitation and 
congratulated it on the attitude it had subsequently adopted• She had the greatest respect 
for the work being undertaken in the health sector in Cuba. 

The DIRECTOR-GENERAL said that his position concerning the venue of Health Assemblies 
was well known； in order to make maximum use of WHO resources and demonstrate the basic 
unity of a regionalized organization such as WHO he believed that it was in the interests 
particularly of the developing countries to have the opportunity to meet at the headquarters 
of the Organization, 

That position, however, became very difficult when an invitation was forthcoming from a 
country such as Cuba, which was the country which had perhaps taken most seriously, not only 
in word but also in deed, both the strategy of health for all and the Alma-Ata Declaration, 
He was quite prepared to challenge any developing country to go to Cuba to see whether it had 
a comparable political commitment to health for all and to primary health care. The position 
became even more difficult when the country1s President could vyell take part in the 
discussions of any expert committee because his commitment wae based on an airazing 
comprehension of the whole science and technology base and on the delivery of that base 
through a countrywide infrastructure. 

He wished to dispel any idea that he had played a part in the decision taken by the 
President of Cuba. It was the President himself who had, in view of the current world 
climate, adopted the attitude transmitted by the Cuban Minister of Public Health. 

He expressed his exceptionally warm gratitude for the unique reception he had received 
in Cuba, where he had had the opportunity of hours of dialogue with the Head of State, not 
only on the matter in hand but on all issues relating to the health and social sectors of 
developing countries• He requested the Cuban Minister of Public Health 'со convey to 
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President Fidel Castro his expression of gratitude. The President's decision was a vital 
contribution to the harmony, coherence and effectiveness of WHO. He also thanked the Cuban 
Minister of Public Health for his presence and his statement. 

一 / 

Dr DEL VALLE JIMENEZ (representative of Cuba) thanked Board members for their 
understanding and sincere support of the decision taken by his Government. Cuba, its people, 
its health system and its President would hold open the doors of the nation to share its own 
modest experience and its solidarity in order to arrive at a world where all were united by 
life and where mankind was the privileged focus of WHO. 

The CHAIRMAN rioted that a larger number of members of the Board had taken the floor 
followiirg the Cuban representative1 s statement. While the matter of the inclusion of a 
supplementary agenda item was consequently not under discussion, Cuba1s invitation had had 
the effect of making members consider the general question of the Health Assembly, its venue 
and the conditions in which it should be held, which was in itself very positive. 

He drew attention to the extent to which the Cuban Government's proposal had revealed 
its interest in health matters and, above all, the esteem in which it held the Organization. 
Speaking personally, he hoped that all governments would hold WHO activities in the same 
esteem. The aim of health for all by the year 2000, if it were to be more than a pious wish, 
must be taken seriously by all governments. By withdrawing its proposal, the Cuban 
Government and its President had shown a highly developed sense of responsibility vis-à-vis 
WHO and the unity of the Organization. He requested the Cuban Minister of Public Health to 
communicate the gratitude of the Board to the President of Cuba, 

Dr RIFAI suggested that, in addition to a verbal message of thanks to the President of 
Cuba, the Board should send a written expression of its appreciation of his initiative and 
understanding of the essential interests and unity of the Organization. 

The CHAIRMAN said that in the absence of any objection to that suggestion, the Board 
might wish the Director-General, in the light of the statements made, to draft such a message 
on its behalf. 

It was so agreed. 

2. REPORT ON MEETINGS OF EXPERT COMMITTEES： Item 4 of the Agenda (Document EB75/3) 
(continued from the second meeting) 

Lymphatic filariasis: fourth report of the WHO Expert Committee on Filariasis (WHO Technical 
Report Series, No. 702) — — — 

Dr EL GAMAL said that the report was similar to the report on leishmaniases (WHO 
Technical Report Series, No. 701), submitted at the seventy-fourth session of the Board. He 
expressed his appreciation at the efforts of the Expert Committee and the Secretariat in 
preparing a report which was an example of a complete and comprehensive study of a health 
problem causing a great deal of human suffering. It was a fine monograph dealing with 
different aspects of the problem, both from the theoretical and the practical points of 
view. It would consequently serve both as a textbook for research workers and as a 
methodological reference book for health workers. It had adopted the best method in terms of 
technical guidelines in the fields of research and control and would help effect the best 
possible control measures in areas where the disease was prevalent. Indeed, results had 
already been achieved in parts of India, China, Sri Lanka and Malaysia, at a time when the 
disease was spreading in other parts of the world as a result of population increase or 
inadequate control measures. 

The report did not make reference to the equally important aspect of the contribution 
which countries could make in combating the disease, although it was implicit in the steps 
outlined in the report. He expressed his appreciation to the Organization for the steps it 
was taking. It would be useful if a future report could follow up the figures given for 
global estimates and prevalence of the disease in section 2.1. 

Section 9 on the primary health care system and community participation in the control 
of lymphatic filariasis and section 10 on the human behavioural and socioeconomic aspects 



SUMMARY RECORDS： SECOND MEETING 39 

deserved every appreciation. Similar reports should also give due importance to those 
essential aspects. 

Dr XU Shouren expressed his appreciation of the very comprehensive and complete report. 
It was pleasing to note that over the past decade, with the help of the Organization, 
considerable progress had been achieved in many countries in the study and control of 
lymphatic filariasis. Nonetheless, in many tropical countries the disease continued to have 
very serious social and economic effects. In China, prevalence remained high in the south, 
affecting 864 districts and municipalities. Following an intensive campaign over the 
previous decade the disease had been almost eradicated in 496 of them, but the overall task 
was far from being completed. 

In view of continued prevalence he suggested, firstly, that efforts should be continued 
to strengthen cooperation among countries for the study of the disease and exchange of 
technical cooperation on its prevention and treatment. He hoped that experts in all 
countries would assist in strengthening efforts in Third World countries towards control, 
study and cooperation. Secondly, the main drug - Hetrazan - used in the control of the 
disease was relatively expensive, and current prevention and treatment measures required 
heavy investment• Efforts should consequently be made to produce an effective replacement 
drug of low toxicity at a low cost. It was hoped that WHO would contribute to strengthening 
such efforts. Thirdly, as there were few effective measures other than surgery for patients 
in the later stages of the disease, he hoped that WHO would look into that aspect. 

Dr Sung Woo LEE commended the Expert Committee and Secretariat on its excellent work. 
Like Dr El Gamal, he expressed his appreciation of the estimates given for global prevalence 
and distribution of Wuchereria bancrofti, Brugia malayi and Brugia timori, contained in 
section 2, and aspects of the primary health care system and community participation in the 
control of lymphatic filariasis covered in section 9. The suggestions for further study in 
the different sections were most relevant• 

Professor JAZBI expressed his appreciation of the report and, in particular, the 
information both on new discoveries of variants of filarial parasites infecting man and on 
the identification of animal reservoirs playing a significant role in the epidemiology of 
human filariasis, which would prove helpful to laboratory workers, clinicians and health 
administrators and in the control programme in general. As the chronic manifestations of the 
disease were extremely disabling, he hoped that efforts would be undertaken to establish 
immune responses in the hope of achieving a breakthrough in vaccine production in the same 
way as seemed likely in the case of malaria. WHO should take steps towards ensuring that the 
studies recommended in the report were carried out, possibly under the UNDP/World Bank/WHO 
Special Programme for Research and Training in Tropical Diseases. He fully supported the 
views expressed concerning control of filariasis through primary health care, particularly 
after having noted the achievements of China and Egypt. Those two countries might wish to 
consider making their action plans available, either through WHO or bilaterally, to countries 
where the disease was highly endemic• 

The control programme for filariasis seemed to him to be rather easier than that for 
malaria, because there was no drug resistance problem, a single drug choice and 
identification of animal reservoirs. The primary health care approach was consequently very 
appropriate for tackling the problem, even though health education methods might have to be 
improved to ensure active community participation. 

He commended the Expert Committee and Secretariat on the report. 

Dr HAPSARA expressed his appreciation for the comprehensive way concepts had been 
covered in the report and the clear guidance it provided for implementation. Recommendations 
included the selection of an approach for implementation; in Indonesia, a vertical approach 
had been adopted in the early stages, with efforts subsequently being made towards an 
integrated programme in the primary health care system. WHO1s support in such programmes was 
much appreciated. 

Dr SUDSUKH congratulated the Expert Committee on its excellent report and the 
Secretariat for its support in combating filariasis. He agreed that the disease must be 
considered a public health problem of high priority in developing countries. Although many 
countries had made sustained efforts to combat the disease, only a few had been successful. 
He was confident that the current emphasis on primary health care would provide an effective 
and appropriate solution. For that reason he welcomed the recommendation concerning primary 
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health care and indeed all the other recommendations contained in the report. WHO support at 
all levels should be geared to their effective implementation. 

Dr DUKE (Filarial Infections) thanked Board members on behalf of the Expert Committee 
for their encouraging comments. He was sure that members of the Committee would be pleased 
to learn of the interest which the report had aroused. 

In reply to points that had been raised, he said that efforts would be made in response 
to Dr El Gamal1s suggestion that figures for prevalence and incidence should be followed up. 
However, that might prove an extremely difficult task, since unfortunately the figures quoted 
in the report were subject to a wide margin of error. 

Dr Xu Shouren had commented on the difficulty of dealing with lymphatic filariasis in 
the southern regions of China； in fact, it was generally found that the disease was much 
more difficult to control in areas where transmission continued throughout the year. It was 
much easier to break the cycle where the transmission period was seasonal and short-term. 
Dr Xu Shouren had also appealed for more technical cooperation between developing countries, 
and indeed several biregional or regional meetings on lymphatic filariasis had been held over 
the past three years, leading to valuable exchanges of information. As far as the cost of 
diethylcarbamazine or Hetrazan was concerned, a course of treatment would normally cost no 
more than US$ 0.20， indicating that the drug was comparatively cheap• 

Both Dr Xu Shouren and Professor Jazbi had commented on the need to alleviate chronic 
lesions of elephantiasis• Research was being done on the subject, and there was some hope 
that drugs might be found which could alleviate the condition, but investigations were still 
at a very early stage, and as yet no antigen had been obtained which was sufficiently good to 
act in a diagnostic test. Prospects of an effective vaccine were thus still remote, and in 
his view the best way to control elephantiasis was still to try to prevent it by treating 
cases at an early stage, when the first symptoms appeared； that could only be done through 
the primary health care system. 

The CHAIRMAN, on behalf of the Board, expressed his thanks to Dr Duke and to all those 
who had collaborated in the preparation of the report. 

Specifications for pharmaceutical preparations: twenty-ninth report of the WHO Expert 
Committee on Specifications for Pharmaceutical Preparations (WHO Technical Report Series, 
No. 704) 

Dr AL-TAWEEL commended the Expert Committee on an excellent report. The guidelines it 
contained would be of great value to developing countries which lacked the technology to 
carry out an effective study of pharmaceutical preparations. In his country, special 
committees had been set up within the relevant government department to consider the report's 
recommendations; their meetings were attended by the heads of independent control 
laboratories. He hoped that the Organization would continue its useful work in framing 
guidelines for the administration of such control laboratories and for the training of 
personnel to staff them, thus helping to maintain the necessary technical standards• 

Dr MAKUTO also found the report of great value, particularly that part of it which dealt 
with the establishment of national laboratories for drug surveillance and control. Countries 
which lacked such laboratories ran the risk of allowing substandard drugs to enter into 
circulation as a result of poor manufacturing practices, illicit production, or deterioration 
of old stocks with time. Since most governments in developing countries spent more than 40% 
of their national health budgets on drugs, that danger had to be averted if 
cost-effectiveness in the health sector was to be assured• The report made it clear that the 
setting-up of national control laboratories need not be a very costly exercise; any country, 
no matter how limited its resources, could set up facilities for detecting mis-labelled, 
adulterated or spurious drugs. If the countries which lacked such facilities adopted the 
report1 s recommendations, he was sure that the many problems associated with the use of 
substandard drugs would be alleviated, resulting in significant savings. He urged that the 
report should be widely distributed among Member States with a request that its 
recommendations be implemented as a priority. 

Mr GRIMSSON said the report would be particularly valuable in developing countries, 
where the quality control of drugs was still not fully established. Effective quality 
control of drugs was essential if a country was to be able to pursue a successful drugs 
policy. 
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He asked to what extent the work of other pharmacopoeial commissions, both international 
and national, had been taken into account in WHO1s work on the subject. With reference to 
section 2.8 and Annex 4 of the report, he understood that within the framework of the 
European Pharmacopoeia Commission a study was under way on the increased use of reference 
spectra to reduce the demand for chemical reference substances. Such a development, if it 
proved feasible, would be a very useful one, and he asked whether WHO was in any way 
collaborating with the Commission on that issue. 

He wished to emphasize the importance of WHO*s work on the elaboration of basic tests 
(section 3). Section 6 of the report dealt with the WHO Certification Scheme on the Quality 
of Products moving in International Commerce. There had been speculation that that scheme 
had not been much used, and WHO had circulated a questionnaire on the subject； he would 
welcome some information on the outcome of the analysis• Annex 1 to the report could be very 
helpful to countries which were establishing and organizing pharmaceutical quality control 
laboratories• 

In conclusion, he drew attention to the reference in section 3,2 of that annex to 
storage conditions and to rabbits used for pyrogen testing. He would like to ask the 
Secretariat whether it might not be timely to recommend the use of the Limulus Amoebocyte 
Lysate (LAL) test, which was simpler than the traditional test on rabbits, and quite 
economical. The reference endotoxine EC-5 was now freely available. 

Dr QUAMINA also paid tribute to the quality of the report, which would be of great 
relevance to developing countries. The surest way of convincing the medical profession to 
have confidence in the use of generic drugs was to set up a system of quality control within 
each country. The recommendations in that regard in Annex 1 would be of great value, and the 
knowledge that they had WHO1s endorsement would be very useful when ministers of health came 
to approach ministers of finance and planning for funding to set up the necessary 
laboratories. The recommendations were admirably clear and could be easily understood not 
only by health professionals, but also by those laymen who would be responsible for providing 
the necessary funds• 

Professor JAZBI also considered the report would be useful for developing countries 
manufacturing their own drugâ• Such countries had problems with quality control because of 
lack of trained manpower and laboratory facilities, and the report gave valuable guidelines 
on requirements for staff training and equipment, as well as indications as to what the scope 
of the work of the laboratories should be. He urged that the report should be made available 
to all developing countries. 

He endorsed the suggestion made in the report (Annex 2) that substances used as 
flavouring or colouring agents or as excipients should be termed "pharmaceutical aids11. 

Professor ISAKOV singled out for particular praise the Expert Committee1s concern with 
the establishment of national services for drug quality control• That work would help to 
prevent the use of substandard preparations. He specifically endorsed the Committee1 s 
recommendation that every country, regardless of its stage of development, should consider 
setting up an independent national drug quality control laboratory, and the reasons given for 
doing so. He welcomed the information given in the report that its recommendations had 
already to some extent been incorporated into the Organization1s research programmes. 

Dr GARDNER, praising the report, said that it would be useful not only to policy-makers, 
but also to technicians, academics and industrialists. He fully agreed that in the context 
of health for all by the year 2000 there was a need for "the institution of a national drug 
registration system embodied within a legislative framework that, inter alia, contains 
provisions to ensure the quality of all registered products"• Without a drug control 
authority or programme, laboratories could not provide an adequate national service, and he 
considered that the report should have recommended that the strengthening of national drug 
regulatory authorities should figure prominently in WHO'S Action Programme on Essential Drugs 
and Vaccines. He requested further information concerning the manner in which elements of 
the Committee1s proposals were already being incorporated into relevant WHO programmes, and 
particularly the Action Programme• 

More attention should have been paid to collaboration with nongovernmental organizations 
(pages 17-18 of the report). Two significant examples of cooperation had been the scheme of 
the International Federation of Pharmaceutical Manufacturers1 Associations for training in 
quality control, and similar training in good manufacturing practices organized by the World 
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Federation of Proprietary Medicine Manufacturers. More recognition should be given to the 
work of bodies such as the International Pharmaceutical Federation, and collaborative 
activities with physicians, universities and government regulatory authorities would be very 
profitable. 

Referring to the Expert Committee1s model for a medium-size drug control laboratory, he 
considered that a high-pressure liquid chroraatograph should be considered as essential rather 
than optional equipment. Some mention should be made of methods of maintaining the power 
supply in order to protect equipment from power surges or low voltage. In addition, he 
believed that a larger number of analysts than four or five should be recommended, in view of 
the fact that at any one time some or all of them might be engaged in other important 
activities• 

He suggested that the Committee1s work might reach a wider audience if the separate 
issues it had addressed were published in a variety of different specialist publications. 

Dr BORGOÑO drew attention to the section of the report concerning collaboration with 
nongovernmental organizations• When the Health Assembly discussed the Action Programme on 
Essential Drugs, it was recognized by all that such collaboration was vital. Action of the 
type mentioned would be most effective in producing better drugs for all and ensuring the 
best possible drug control. 

Annex 3 (International Chemical Reference Substances) would also be of crucial 
importance in ensuring good quality control and providing satisfactory guarantees. The 
longer the list of such substances, the better such control would be, and the work of the 
reference laboratories producing them was of the greatest significance• 

Dr KHALID BIN SAHAN (Chairman, Ad Hoc Committee on Drug Policies), after congratulating 
the Expert Committee and the Director-General on the report under consideration, recalled 
that the Thirty-seventh World Health Assembly had adopted resolution WHA37.32 on the Action 
Programme on Essential Drugs and Vaccines and resolution WHA37.33 on the rational use of 
drugs which, inter alia， requested the Director-General to arrange in 1985 a meeting of 
experts to discuss the means and methods of ensuring the rational use of drugs. The 
concomitant debate had highlighted a number of problems and constraints involved in the 
rational use of drugs, and the delegates had stressed that in addition to international 
collaboration the prime action had to be at country level. 

At the meeting of the Ad Hoc Committee on Drug Policies which the Director-General had 
convened on 2 and 3 November 1984 to discuss arrangements for the meeting of experts in 1985， 
he (Dr Khalid Bin Sahan) had drawn the attention of the Conmiittee to the issues referred to 
in the preambular paragraphs of resolution WHA37.33 and to the aim of the 1985 meeting, 
namely, to provide a broad exchange of views and experience among all the interested parties 
based on their stated common goal, which was to secure the rational use of drugs• 

The Ad Hoc Committee had noted that the meeting of experts was to bring together all 
concerned parties, including governments, pharmaceutical industries and patients1 and 
consumers' organizations, that balanced representation of those parties was necessary, that 
the agenda should effectively cover all the issues mentioned in the resolutions and that 
working papers, which must be reviewed for objectivity, should be prepared by outside 
experts. It had further noted that the funds raised thus far from extrabudgetary sources to 
cover the estimated cost of the conference, i.e.9 US$ 620 000, still fell short of that sum. 
The Committee had been acutely aware of the need for relevance, balance, objectivity and 
pragmatism at all stages in the preparation and proceedings of the meeting of experts. 

The Ad Hoc Committee recommended that the meeting, to be entitled "Rational Use of 
Drugs - Conference of Experts", should be held in October/November 1983 in Nairobi, Kenya, 
with an agenda divided into four sections, namely: sources, types and availability of 
information; drug control and distribution； training, education and other information 
transfer; and the Director-General1 s summing-up of the issues, the proceedings and the 
potential implications for WHO1s programme. The first three sections would be supported by 
ten working papers. The papers would be reviewed by a three-member peer review group, to 
ensure objectivity. 

The Ad Hoc Committee had recommended that the participants should not exceed 100 and 
should represent all parties concerned, and had established the working languages. It 
recommended that no resolution should be adopted by the conference and that under an agenda 
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item "Conference on the Rational Use of Drugs11, a report by the Director-General to the 
Thirty-ninth World Health Assembly in May 1986 would be discussed in Committee A. It further 
recommended that the Director-General should write to all governments informing them of his 
decisions following consultation with the Ad Hoc Committee on Drug Policies, and that he 
should request financial support from a number of additional countries and renew his request 
to countries which had not responded to his previous appeal. If countries were unable to 
provide the funds in 1985， the Director-General would request them to consider pledging 
contributions for early 1986; those pledged contributions would serve to replenish resources 
providing the necessary additional funds raised by the Director-General in order to hold the 
conference in 1985. 

The Director-General had accepted all the Ad Hoc Committee1s recommendations and had, he 
believed, written a second letter of appeal for financial support. 

Dr BORGONO expressed concern that the proposed conference of experts might not be 
sufficiently well prepared or adequately financed by 1985； he suggested that the 
Director-General might report to the Thirty-eighth World Health Assembly if it became 
necessary to postpone the meeting until 1986 to ensure that it was a complete success. 

Dr GARCIA BATES, paying tribute to the Ad Hoc Committee1 s work, said that drug policies 
were of great political and economic, as well as technical and scientific importance, and 
that there was a great need for governmental involvement in the rational use of drugs； the 
issue thus deserved special attention on the part of the Organization. 

The conditions in which the pharmaceutical sector operated, in her own and in other 
countries, with the number of licences granted for the marketing of new drugs, were sometimes 
at variance with the proper social role of safeguarding the consumer and ensuring the 
effectiveness of the products marketed. 

The over-pricing of imported drugs was another serious factor with which the 
pharmaceutical industry had to contend； US$ 80 000 000 was going out of her country annually 
to pay the transfer costs of imported raw materials, against a total cost of imports in that 
sector of US$ 200 000 000. A number of plants manufacturing raw materials were closing in 
her country as a result of equivocal policies with regard to foreign exchange. For those and 
other reasons it was important to establish standards to regulate the entire sector so as to 
provide adequate protection for the consumer and set up optimum production, marketing, 
research and control structures. For those reasons she considered that the work of the 
Ad Hoc Committee should be amplified and suggested that it should include representatives 
from Latin America among its members• 

The DIRECTOR-GENERAL said he fully appreciated Dr Borgoño1s concern about the need to 
prepare adequately for the conference and assured him that progress would be reviewed week by 
week and that he would report to the Assembly and request it to agree to a postponement if it 
should prove necessary. 

Replying to a question by Dr MAKUTO, he said that the titles of the working papers for 
the conference would be circulated and that the debate could be reopened subsequently for 
further comments and suggestions. 

Ms WEHRLI (Pharmaceuticals)， responding to comments on the report of the Expert 
Committee on Specifications for Pharmaceutical Preparations, assured Mr Grimsson that the 
Expert Committee worked in close collaboration with other pharmacopoeial commissions 
throughout the world, including European subregional commissions, as could be seen, among 
other things, by the membership of the Conmiittee. Replying to other comments by Mr Grimsson, 
she said that the Organization was indeed well aware that other pharmacopoeias, including the 
European pharmacopoeias, were following the tendency to replace reference substances by 
spectra. She assured him that work was being pursued on the elaboration of basic tests and 
informed him that basic tests for drug substances would be published in the course of the 
current year. Work was also proceeding on basic tests for dosage forms, for which there was 
an even greater need. 

Mr Grimsson had referred to the WHO Certification Scheme and its use. The subject had 
been discussed at the Third International Conference of Drug Regulatory Authorities in 
June 1984, in Sweden. Moreover, it was clear from the considerable response - by 70 
countries - to the questionnaire on the subject, that the scheme was being used far more 
widely than had been previously appreciated. Referring to Mr Grimsson1s suggestion that LAL 
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tests might replace the rabbit model for pyrogen testing, she said that developments in that 
area were being observed keenly but that for the time being such tests were not applicable in 
all cases. They were included in some pharmacopoeias, but only in limited and specific 
circumstances. 

Regarding Dr Gardner1s comment on the high-pressure liquid chromatograph, she said that 
it had been included only as an optional item because the Expert Committee was mindful of the 
difficulties encountered in developing countries in obtaining proper solvents and reagents 
and in maintaining the apparatus in operational order. Basically, the report was concerned 
to provide the developing countries with appropriate technology. In reply to his question 
about collaboration with the Action Programme on Essential Drugs and Vaccines, she informed 
him that among other forms of cooperation, a collaborative project was being considered on 
testing drugs provided through the Action Programme• 

From the information given by Dr Khalid bin Sahan as Chairman of the Ad Hoc Committee on 
Drug Policies, it was clear that the topics for discussion by the meeting on the rational use 
of drugs at the end of 1985 were of concern to both the Action Programme on Essential Drugs 
and Vaccines and the Pharmaceuticals unit• Finally, she said that all other comments made 
during the debate would be communicated to the members of the Expert Committee. 

International Classification of Diseases - Tenth revision： report of a WHO Expert Committee 
(Document DES/EC/ICD-10/84.34) 

Professor FORGACS said that the International Classification of Diseases (ICD) was an 
essential tool for monitoring the progress of the strategy for health for all and it was 
therefore important that the tenth revision should contain information necessary for that 
process• He consequently wondered whether the chapter on "Factors influencing health status 
and contact with health services" would be aligned with the respective objectives of the 
health-for-all strategy and include, for example, such matters as the borderline symptoms 
caused by different risk factors of social origin, 

Dr BORGOSO, observing that periodic revision of the causes of mortality was necessary 
and that time was required to make a statistical analysis of the relevant data, asked whether 
it was not perhaps premature for the Board to comment on the final form of the revised ICD 
before observations had been received from Member States on the document that would be sent 
to them. He pointed out that in the process of classification insufficient account was often 
taken of statistical progress in the registration of data which would often reveal new 
tendencies in relation to a particular disease• It would be necessary, therefore, when 
preparing the new ICD, to compare earlier with later data. That was a difficult task and, 
though efforts had been made, they must be supplemented, both at headquarters and in the 
regions, by checking the classification procedures with a view not only to obtaining 
mortality data or using mortality classification in relation to morbidity considerations, but 
also to the classification where various procedures 一 such as surgery - were concerned. 

Dr EL GAMAL drew attention to the fact that an increasingly complicated international 
classification of diseases could cause difficulties for the health workers called upon to use 
the classification. Better teaching in the use as well as the implementation of the ICD was 
thus called for, and it should be recalled that one of WHO*s tasks was to simplify medical 
matters for health workers at all levels. 

Dr MARTIN-BOUYER (adviser to Professor Roux), noting that ICD was a tool which had been 
in use for almost three-quarters of a century and that it reflected the progress made in 
statistical methods since its inception, pointed out that there was a gap between the 
potential offered by the classification for research and the real situation of practical 
studies in the field - a gap which merited reflection on the part of members of the Board. 
ICD was a tool which could not be easily modified. Thus, the preparation of the tenth 
revision had led to considerable comment, in France and no doubt in other countries, on the 
part of well-meaning health professionals who were not, however, always fully aware of the 
complexities of the matter. He considered that ICD should only be modified after very 
careful consideration and therefore agreed with the proposed postponement until 1989 of the 
Tenth Revision Conference. 

He was likewise in favour of a restructured, alphanumeric classification system to allow 
for the incorporation of additional classes based on concerns of a clinical, therapeutic, 
prophylactic or organizational nature, but maintained that the classification of diseases as 
such must remain the core of the system, to which other classifications might be adapted, and 
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not vice versa* He consequently agreed with the authors of the report that the objectives of 
the Tenth Revision should be to render it suitable for; statistics for decision-making in 
prevention of diseases； statistics for decision-making in health care； storage and 
retrieval of "diagnostic" information in health records; and promotion of internationally 
agreed nomenclature by including such terras in Volume 1 of the International Classification 
of Diseases. 

Professor ISAKOV expressed agreement with the recommendations of the Expert Committee, 
and more particularly the proposed new title, "International Classification of Diseases and 
Related Health Problems", which seemed to give fullest expression to its significance. He 
stressed that increasing health requirements in various countries called for a new 
classification geared to the demands of national health services. 

In that connection, postponement to 1989 of the Tenth Revision Conference would allow 
Member States the time necessary for the careful preparation of recommendations. 

Mr GRIMSSON noted that it was important to achieve consensus on ICD, so that the Tenth 
Revision might be implemented locally after being finalized. The revision should, moreover, 
be in conformity with the reorientation of health systems and health services that was taking 
place in accordance with the strategies of health for all. He therefore agreed with the 
previous speaker that the change of title was appropriate. 

He expressed interest in the classification of impairments, disabilities and handicaps, 
referred to in paragraph 1.6 of the report, and said he looked forward to the review planned 
for 1985, in cooperation with the WHO Regional Office for Europe, of the usefulness of that 
classification. 

Dr XU Shouren also expressed appreciation of the report. He agreed with the proposed 
format of the new ICD and that it should form the core of a broader family of 
classifications. He also appreciated the intention to include, in the Tenth Revision, 
information on the historical development of ICD. He welcomed the use of an alphanumerical 
system to allow for an increased number of rubrics and provide for greater flexibility, thus 
obviating the need for frequent major structural changes. Placing all the chapters and 
sections under a letter would make it easier to understand than the Ninth Revision, which 
contained too many cross-references. 

From the ICD family, a primary medical care classification must be developed and he 
hoped that a basic tabulation of that type could be included• Finally, it was essential to 
collect and collate the views of all Member States, as a means of ensuring that the new 
version would be better adapted to actual working conditions• 

Professor LAFONTAINE said that remarkable work had been done on a new ICD, but cautioned 
against the rupture of continuity with preceding ICDs that ill-considered revision might 
cause, with regard not only to the information which it furnished but also to the feedback 
which it called for. Observing from experience in Belgium that if data on mortality were 
generally precise, morbidity data were often somewhat uncertain, he suggested that thought 
must be given to the classification - for example - of post-surgical and post-therapeutic 
syndromes, and of nosocomial infections. 

He concurred with the Expert Committee1 s proposals concerning coding. 

He expressed the view that acquired immune deficiency syndrome (AIDS) should be 
classified as an immune deficiency； the identification of other, analogous syndromes was 
likely. 

Dr KUPKA (Development of Epidemiological and Health Statistical Services) thanked 
members of the Board for the interest and encouragement that they had shown and pointed out 
that the report before the Board was merely a first report on activities which were intended 
to continue over the next four to five years. 

The chapter to which Professor Forgács had referred was under careful consideration. In 
the Ninth Revision of the International Classification of Diseases the V code had contained 
non-morbid reasons for contact with health services, and social and socioeconomic parameters 
affecting health had been included in cooperation with Member States. During the coming five 
years, attention would be paid to that chapter with the aim of satisfying the needs of Member 
States which were concerned to classify social and socioeconomic conditions affecting health. 
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To Dr Borgoño he replied that the document describing the proposed structure for the 

Tenth Revision had been circulated to all Member States, since it was essential to have their 
views prior to the completion of the classification. The main problem in the revision was 
that continuity must be maintained. ICD had been in existence for nearly 100 years. It had 
started by dealing with mortality, then it had included morbidity, and was at present being 
used for storage and retrieval of data and the indexing of hospital records. The more uses 
there were for a tool the more complicated that tool would become if it was to satisfy 
sometimes contradictory requirements. 

He assured Dr El Gamal that efforts had been made to simplify the structure. Some 
countries might use only a few rubrics, while more sophisticated users might use extended 
classifirations. For that reason a hierarchical structure was proposed for ICD. He agreed 
that simplicity was necessary while assuring compatibility with statistical data from other 
sources• 

He thanked Dr Martin-Bouyer for his comments. It was true that mortality statistics 
were still in most cases the most reliable way of assessing the development of the health 
situation in a country. ICD would remain the core classification and the point of departure 
for all related classifications. 

He assured Professor Isakov that the Expert Committee was studying factors other than 
diseases that affected health. Great attention was being paid to include the impact of 
different interventions and environmental factors on health. 

He acknowledged that progress with regard to classification of handicaps and 
disabilities, to which Mr Grimsson had referred, was not as rapid as had been expected since 
there had been insufficient feedback from countries• Encouraging contacts had, however, been 
made and the.work was progressing satisfactorily. 

Dr Xu Shouren had stated his satisfaction with the development of the family of 
interrelated classifications• The space allocated to the various chapters in ICD was now 
more equitable than when ICD had started some hundred years ago and the new system of 
numbering should allow for growth of chapters without a change of numbers• Dr Xu Shouren1s 
point about the development of a basic tabulation list was one of the Expert Committee1 s 
major concerns as it would doubtless become the basic tool for comparison in assessing the 
achievement of health for all• It would be concerned with the diseases and problems common 
to most of the developing world and would enable a comparison not only of one country with 
another but of the situation at different times in the same country. 

Referring to Professor Lafontaine* s remark about AIDS, he pointed out that 
classifications were not usually modified between revisions, but each time a request was 
received on how to deal with AIDS it had been recommended that it should be classified with 
other immune deficiency syndromes• 

In conclusion, he referred to the Director-General1 s earlier request that women should 
be more fully represented in the expert committees. In the present case, that representation 
had been adequate, in that there had been three women out of eight members. 

Dr REGMI, speaking on agenda item 4 as a whole, said that the Board had discussed the 
reports of various expert committees arid had endorsed the quality of work and the 
recommendations contained in them. He was sure that, in general, similar endorsements had 
been given by each session of the Board. Thus, with the accumulated body of reports spanning 
many diverse technical and administrative areas, WHO had collected a rich source of knowledge 
to which experts from many countries had voluntarily given their time and energy. Surely 
they had given that time, and WHO had spent those resources, so that the knowledge could be 
useful to humanity. 

He did not believe that it was WHO1 s role to collect knowledge for the sake of 
collecting knowledge only but that it should make knowledge useful as widely as possible. 
From the remarks he had heard, and sometimes from the reports themselves, it was clear to him 
that that role was not being fully implemented and, moreover, that the accumulated knowledge 
lay largely unused in Member States• 

Instead of endeavouring to determine why that was so, the Board stiould look to the 
future and analyse why information did riot seep through and what could be done. He suggested 
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that an informal monitoring mechanism should be set up to evaluate how the knowledge being 
gathered by WHO was being transmitted and whether it was being used. It might take the form 
of reports from a few countries collected together and fed back to Member States or perhaps 
be incorporated in the reporting on the progress of implementation of the Global Strategy for 
Health for All• Incomplete or inconclusive reports would act as an inducement to Member 
States to take action if they were faced with more complete reports or reports on successful 
efforts in other Member States. New and imaginative schemes might be set up, such as 
seminars, eliciting the help of health leaders to disseminate ideas, implanting the concepts 
in universities and teaching institutions, and generating debate on the issues. 

To start with, however, there would be a need for seed-money, with the understanding 
that Member States must soon take up the full resource burden as a sign of their own 
commitment. The seed-money could be provided either from WHO1s regular budget or from 
extrabudgetary sources• 

He would welcome a study by the Director-General on the modalities of different 
approaches, their costs and benefits, the responsibility and roles of Member States and WHO, 
including the regional offices, to be submitted for discussion at a future session of the 
Board. 

The CHAIRMAN said that Dr Regmi1 s suggestion might be taken up when the Board discussed 
the question of information and the dissemination of WHO documents. 

Decision: The Executive Board considered and took note of the Director-General1s 
report̂ - 011 the meetings of the following expert committees: the Joint FAO/WHO Expert 
Committee on Food Safety (The role of food safety in health and development�；2 the 
Joint FAO/WHO Expert Committee on Food Additives, twenty-eighth report (Evaluation of 
certain food additives and contaminants)；^ the WHO Expert Committee on Rabies, 
seventh report, the WHO Expert Committee on Education and Training of Nurse Teachers 
and Managers with special regard to Primary Health Care；^ the WHO Expert Committee on 
Filariasis, fourth report (Lymphatic filariasis)；^ the WHO Expert Committee on 
Specifications for Pharmaceutical Preparations, twenty-ninth report;7 and the WHO 
Expert Committee on International Classification of Diseases - Tenth Revision.® It 
thanked those experts who had taken part in the meetings, and requested the 
Director-General to follow up the experts1 recommendations, as appropriate, in the 
implementation of the Organization1s programmes, bearing in mind the discussion in the 
Board9. 

The meeting rose at 12h40. 

Document EB75/3. 
WHO Technical Report Series, No, 705, 1984. 

3 WHO Technical Report Series, No. 710, 1984. 
4 WHO Technical Report Series, No. 709, 1984. 
5 WHO Technical Report Series, No. 708, 1984. 
6 WHO Technical Report Series, No. 702, 1984. 
7 WHO Technical Report Series, No. 704, 1984. 
Document DES/EC/ICD-10/84.34. 
Decision EB75(3). 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) 

The CHAIRMAN recalled that it had been agreed that item 8 of the agenda, Reports of the 
Regional Directors on significant regional developments, including regional committee 
matters, would be considered concurrently with item 7， Proposed programme budget. In 
addition to document PB/86-87 and the reports on regional developments, members would have at 
their disposal EB75/INF.DOC./1-3, EB75/INF.DOC./5-7 and document EB75/4, report on casual 
income. 

In order to give the discussion an orderly and logical framework, first, the 
Director-General would make an introductory statement which the Board would then consider in 
conjunction with the Director-General，s written Introduction to the proposed programme 
budget, including the main issues for debate as identified in chapter III of his Introduction 
but leaving aside for the moment the budgetary arid financial aspects dealt with in chapter II 
thereof. The budgetary and financial matters would then be considered separately, after an 
introductory statement had been made by Mr Furth, Assistant Director-General. Subsequently, 
the Regional Directors would introduce their reports on significant regional developments, 
including regional committee matters, and the Board would comment on them. Then the Board 
would examine individual programme statements and tables, considering any important policies, 
strategies or major trends affecting individual programmes and identifying any apparent 
imbalances or deficiencies in the proposed programme budget. The Board would subsequently 
discuss any activities singled out as requiring adjustment and would determine the degree of 
priority which they should be accorded in relation to the totality of the Organization1s 
programmes and resource allocation, due account being taken of the possibility of utilizing 
funds available in the Director-General1 s Development Programme. Finally, the Board would 
discuss and decide on the budget level and draft Appropriation Resolution to be recommended 
to the Health Assembly, including consideration of the scale of assessments and casual income 

The report on the Board1 s review of the proposed programme budget to be transmitted to 
the Health Assembly would be mainly concerned with the following matters： issues of world 
and regional policy arising out of the discussion on the Director-General's Introduction to 
the proposed programme budget； the principal questions relating to programme policy and 
strategy, presented under the four broad programme categories of the Seventh General 
Programme of Work； programmes identified as requiring adjustments in the allocation of 
funds; and the Appropriation Resolution and budget level, including the scale of assessments 
and casual income. 

The draft material for the Board1 s report on its review of the proposed programme budget 
would be prepared by the Secretariat later in the session. That material would then be 
reviewed by the Rapporteurs and by the Board1 s representatives at the Thirty-eighth World 
Health Assembly, including himself, during one or more working lunch meetings, as 
circumstances might require. Dr Reid might also assist. The report would subsequently be 
submitted to the Board for consideration. 

GENERAL POLICY REVIEW; Item 7.1 of the Agenda (Document PB/86-87) 

The DIRECTOR-GENERAL acknowledged that he had been particularly candid in his 
Introduction to the proposed programme budget. However, mutual outspokenness was necessary 
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if the best use was to be made of the Organization1s resources• He had been guided first and 
foremost by the crucial decision taken by the World Health Assembly in resolution WHA33.17 to 
the effect that the Organization's activities should be concentrated on support for 
strategies for attaining health for all by the year 2000, Nevertheless, in keeping with the 
world health and socioeconomic situation, he had been obliged to propose some drastic action 
in order to comply with that decision. 

First of all, in spite of the addition of six Member States as compared with the 
biennium 1984-1985, he was proposing to keep the budgetary ceiling in real terms at the same 
level as in 1984-1985. That had been no easy decision. On the one hand, his conscience kept 
telling him that the developing countries were facing a huge gap in the resources which they 
required to implement their strategies for health for all. On the other hand, he could not 
close his eyes to the economic situation and attitudes in those countries that provided most 
of the Organization's funds. If the budget in real terms remained stationary and needs were 
increasing, there appeared to be only one solution - to make ever better use of existing 
resources• That was precisely what the present programme budget proposals aimed to do. 
Where it mattered most 一 in countries - he was proposing to increase the allocations by more 
than 4% in real terms and to achieve that increase by parallel reductions elsewhere in the 
programme budget. 

To give an idea of budgetary trends; if 10 years ago the total of country, intercountry 
and regional activities amounted to 56% of the regular budget, in the proposals for 1986-1987 
they amounted to nearly 70%. Also, if the expenditure connected with the Executive Board and 
the Health Assembly was excluded from the calculation because those bodies related to all 
levels of the Organization, the percentage for global and interregional activities had 
dropped from 42% to 30% over the same decade* That reduction in quantity had not meant a 
lowering of quality. On the contrary, since the Seventh General Programme of Work had come 
into force in 1984 most of the global programmes had been moving from strength to strength. 

What about the other 70% that was being allocated to cooperation with Member States 
within the regions? If those resources were to be used for daily operational expenditures in 
countries, they would be very meagre as compared with actual needs. Furthermore, they would 
tend to maintain the status quo with little, if any, developmental clout. However, if 70% of 
WHO* s budget were to be spend on strengthening the mainstream of national developmental 
activities required to implement well-defined national strategies for health for all, the sum 
of nearly US$ 400 million could go a very long way. 

The question was whether the figure was going a long or a short way. The answer was not 
really known, and not enough trouble was being taken to find out• Certainly, a number of 
governments were using WHO1s resources wisely, and every tribute should be paid to them. Due 
recognition should also be given to those regional committees that were vigilant in 
monitoring the use of the Organization1s resources. However, it was his personal 一 and 
perhaps subjective - impression that the review of the substance of the programme budget 
proposals in most regional committees was on the whole perfunctory, and that the budgets 
devoted to individual Member States were scarcely looked at• Of course, it was easy to 
understand the reluctance of Member States to do what might seem to be prying into the 
affairs of other Member States. However, it should be borne in mind tnat the Organization1s 
budget was the property of the collectivity of Member States: no portion of it belonged by 
right to any one Member State. Thus it was the responsibility of all Member States, acting 
together in regional groupings and on a worldwide scale, to do everything in their power to 
ensure that optimum use was made of the Organization's resources in order to give maximum 
effect to its policies. That being so, those resources had to be used optimally where the 
greater part of them was being spent - namely in countries. He was perhaps being 
over-critical of the way in which the regional committees reviewed the programme budget 
proposals• It would therefore be useful if Board members who had served as representatives 
of their countries at regional committee meetings were to express their views on the subject 
and possibly correct his impression. 

He was certainly not advocating a return to the review of WHO projects in countries. 
Quite rightly, such projects were fewer and fewer in number, and the few that remained would 
eventually disappear or become integral parts of national programmes. What he had in mind 
were WHO1s investments in national programmes which were essential components of national 
strategies for health for all and whose self-sustaining evolution was assisted by WHO1s 
support. Collective monitoring and control of WHO'S resources therefore had deep 
implications for national health activities in which WHO was collaborating - whence the 
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sensitivity of the situation. However, there was no escape from it if the Organization was 
to be loyal to the Health Assembly when the latter had not only decidea, in resolution 
WHA33.17, to concentrate WHO1s activities on strategies for health for all but had also urged 
Member States to carry out a series of measures "in the spirit of the policies, principles 
and programmes they adopted collectively in WHO". Thus it was absolutely legitimate 一 and 
even mandatory - for the governing bodies to ascertain at all levels both whether the 
Organization was using evey means to further strategies for health for all and whether its 
resources were being put to the best use for that specific purpose. 

He wondered whether to increase the purchase of supplies and equipment for Member States 
from WHO1s regular budget really was the best way to use WHO1s resources. Yet that was what 
had been stated to be the feeling of Member States in one region in response to a comment by 
the internal auditor that a large volume of supplies and equipment had been bought hurriedly 
towards the end of the budgetary biennium. Would that lead to the self-sustaining 
development of health programmes that were essential parts of national strategies for health 
for all? Were all countries in all regions really taking seriously the policy on fellowships 
which the Board had adopted in 1983? Under that policy, it should be borne in mind, 
fellowships should be considered as only one element in a spectrum of training activities 
that formed part of a well-defined strategy for health manpower development. Was it really 
necessary for senior technical staff in the WHO Secretariat to encompass a wide variety of 
public health disciplines merely in order to provide supplies and equipment and to organize 
ad hoc fellowships? 

Admittedly, he was obsessed about the need to make proper use of the Organization1s 
resources in Member States particulary in view of all the sacrifices that had been made to 
transfer them there. That was why he was proposing that each region should prepare a 
regional programme budget policy. In his Introduction to the proposed programme budget he 
had outlined the constituent parts of such a policy. Briefly, it should aim to ensure that 
WHO resources did in fact concentrate on building up self-sustaining national health 
strategies and national programmes as part of those strategies, and that they did help to 
mobilize and rationalize the use of all internal and external resources to that end. If the 
Organization could not put into effect the policies which it had adopted, it would lose its 
credibility, and its influence as the really authentic authority on international health work 
conferred on it by its Constitution would diminish as rapidly as it had grown. However, if 
WHO was able to put its policies into practice, he personally had no doubt that the 
Organization1s goal of health for all would be successfully attained. 

The regional programme budget policy should also ensure that the new managerial 
arrangments for cooperation between WHO and its Member States actively furthered the 
commitment to collective policy entered into by Member States individually and by WHO as a 
whole and made it extremely difficult for the Organization1s resources to be used in 
countries for purposes other than those that were vital for national strategies for health 
for all. He had often referred to the new managerial arrangements, but he had never 
introduced them formally to the Board. That omission had now been made good by the 
distribution of an information document (EB75/INF.DOC./5), which he hoped members would 
comment on. 

He would therefore like to suggest that the Board request the regional committees to 
embark on the preparation of regional programme budget policies in 1985• Those policies 
could then perhaps be reviewed by the regional committees in 1986, by the Board in 
January 1987, and by the Health Assembly in May 1987. He further suggested that those 
evolving programme budget policies should act as the bases for the concomitant preparation of 
the programme budget proposals for 1988-1989. He realized that such a schedule of developing 
policy and at the same time interpreting it in practice might appear an obstacle, but it had 
been learned when resolution WHA29.48 had been adopted how to convert what appeared to be an 
obstacle into an outstanding opportunity. He humbly submitted that it now had to be ensured 
that the effects of that opportunity were sustained and intensified. 

Linked to the issue of regional programme budget policies was another initiative that 
had been proposed in the Introduction, namely the monitoring of the use of WHO1s resources 
through financial audit in policy and programme terms• That meant simply carrying out audits 
in such a way as to reveal whether the Organization1s resources were really being used for 
essential support to Member States in carrying out the policies and programmes that had been 
identified as high priorities by the governing bodies, and whether the use of those resources 
was being systematically planned and efficiently managed through reliable joint 
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govemment/WHO mechanisms. That was the only way to permit the Regional Directors to provide 
the regional committees with the information required to make it possible for them to enhance 
the impact of WHO1 s partnership with its Member States. By the same token, it was the only 
way to permit the Director-General to provide the Board and the Health Assembly with the 
information they required at the global level to the same end. 

That being said, no matter how well resources were used they would only lead to progress 
if there were people with the necessary dedication, initiative and drive to attain health for 
all by the year 2000. That was why he was proposing to make an all-out effort to generate a 
critical mass of health-for-all leaders throughout the world, starting with health-for-all 
leadership courses. A great deal of training was indeed taking place in relation to various 
parts of the Strategy for health for all, but no single course existed anywhere that provided 
the overall understanding of such a Strategy that would be required by national leaders in 
the field of health and by senior WHO staff. He therefore intended to establish such courses 
in an international network of national institutions collaborating under the aegis of WHO and 
using the same basic learning materials adapted to local conditions. After all, if world 
health was indivisible, so was the Strategy for health for all, in spite of national and 
regional variations. 

Critics would obviously complain that decentralization was now being followed by 
recentralization. That was far from the case. Recentralization was not involved; it was a 
matter of intensifying the transfer of responsibility for the work of the Organization to 
Member States in accordance with the Constitution, in a spirit of responsible democracy and 
within the framework of collectively agreed policy. Responsibility implied accountability, 
and responsible democracy implied that the collectivity of Member States would have to ensure 
that its policies were properly reflected and implemented at all levels of the Organization, 
not least in Member States themselves• Indeed, if WHO could not operate on a dynamic basis 
of consensus whereby the rights of individual Member States were subject to the collective 
responsibilities of all Member States its constitutional mission would be doomed to failure. 

He hoped that the Board would attach the same importance as he himself did to the issues 
he had raised, and would subject them to energetic debate. In that context, he drew 
attention to the main issues suggested for debate at the end of the Introduction. In 
particular he asked Board members to consider those issues and the proposals as a whole in 
the light of their potential usefulness for providing forceful support to their own countries. 

Dr REID felicitated the Director-General on the lucidity and frankness both of his 
verbal presentation and of his Introduction, which covered many points of interest. His 
comments on the place of health in the total social and economic scene would undoubtedly have 
the sympathetic support of the Board; there would also be great interest in his proposals 
for the development of leadership in relationship to the health-for-all endeavour. 

Although detailed discussion of the budget would come later, it was gratifying to note 
at the present juncture that the Director-General had again been able not merely to achieve a 
budget with no expansion in real terms, but at the same time to increase country allocations 
by over 4%, again in real terms. It was essential to make sure that that money was being put 
to the best and most relevant use. In paragraph 12 of the Introduction the Director-General 
referred to the need to ensure that government requests were met only if they were in keeping 
with the Organization's agreed policies, and pointed to the sad reality that that policy was 
not being consistently followed, despite the fact that it was embodied in resolution 
WHA33.17. Most if not all Board members could undoubtedly think of examples that bore out 
the Director-General1 s point； hence the need for rigid enforcement of that Health Assembly 
resolution. 

The response, so far, of individual Member States towards implementing the policy 
summarized as "Health for all" had, frankly, been very patchy； the response to the initial 
monitoring exercise itself had left much to be desired. The Board would be neglecting its 
duty as an executive body if it failed to recognize those unpalatable facts or to consider 
what should be done about them, especially as the Director-General had challenged it on those 
very points• As he himself had said before in the Board, the past decade or so had seen the 
positive development of an active and constructive dialogue between the Board and the 
Secretariat, between the Board (through its representatives) and the Health Assembly, and 
between the Secretariat, particularly as represented by the Director-General, and the Health 
Assembly. On the other hand, the relationship between the regional committees and both the 
Board and the Health Assembly had been much less clearly defined and developed. One striking 



52 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
point that came to mind was the fact that Board members were not invariably members of 
national delegations attending the regional committees or the Health Assembly. Similarly, 
while representatives of the Board to the Assembly were formally appointed in order to help 
to articulate the work of those two bodies, there was no analogous mechanism relating to the 
regional committees. Similarly, there would be advantages if Board members had more 
opportunities of seeing, in their official capacity, what was happening at country level. 
There had been sporadic forays in that direction in the past, but there was no systematized 
method of enabling Board members to see how policies were being implemented at country level. 

Speaking as a committed peripheralist, he fully subscribed to the supreme importance of 
the country level and, by extension, of the work of the regions and their regional 
committees. For that reason he was in full agreement with paragraph 20 of the 
Director-General's Introduction, with its emphasis on the national accountability of 
individual countries towards their fellow Member States and on the need for regional 
committees to strengthen their monitoring, control and evaluation functions• He also agreed 
with the view expressed in the same paragraph on the Board1 s role, on behalf of the Health 
Assembly, in monitoring regional activities and relevant aspects of the work of the 
Secretariat. He therefore heartily welcomed the special section of the Director-General1s 
Introduction (paragraphs 52-62) on questions concerning action in countries and at regional 
level - action which accounted for almost 70% of the regular budget. 

As always, the Director-General1 s message was frank, and it behoved Board members to pay 
careful attention to it and to ensure that the Board fulfilled its proper role in relation to 
the expenditure in question. He particularly supported the Director-General1 s proposal in 
paragraph 59 to require each region to define a regional programme budget policy to ensu-e 
the best possible use of WHO'S limited resources for the attainment of health for all -
further elaborated in paragraph 60. He hoped that all members of the Board would join with 
him in giving the strongest possible support to the Director-General1 s proposals. Once the 
Director-General had, as suggested in the Introduction, discussed the matter with the 
Regional Directors and reported to the Health Assembly in May 1985, it was to be hoped that 
the Board would be able to return to the topic in January 1986 for detailed consideration of 
how it could best contribute to the mechanism proposed by the Director-General and related 
matters, thus fulfilling its monitoring role on behalf of the Assembly. That would be 
appropriate in constitutional, financial and general policy terms and would go a substantial 
way towards completing the desirable complementary relationship between the Health Assembly, 
the regional committees, the Secretariat and the Board - a complementarity on which the 
efficient and effective functioning of the Organization depended. 

In the light of the Director-General1s Introduction and of the foregoing remarks, 
representing personal reflections on a particular and most important part of that 
Introduction, he had prepared a draft resolution which would be submitted to the Board at the 
close of the debate. 

Dr XU Shouren expressed his support for the proposed programme budget. It h?d been 
formulated on the basis of consultation with the Member States, taking into account the work 
being done to develop health activities in all WHO regions and Member countries as well as 
the requirements for attaining the goal of health for all. It had also benefited from the 
experience gained during implementation of the 1982-1983 budget. The propose" programme 
budget was, moreover, in conformity with the guidelines of the Seventh General Programme of 
Work. The Director-General and his staff were to be commended for all they had done in the 
preparation of the proposed programme budget• 

There were two new aspects to the main thrust of the proposals for 1986-1987. The 
emphasis in technical cooperation activities had been placed on the main components of 
national health-for-all strategies, and considerable attention had been focused on training 
the large number of leaders that were so urgently needed to guide the implementation of 
strategies. Such action was timely and very necessary to attain health for all at global, 
regional and national levels. It had his wholehearted support. 

The 6.52% increase over the 1984-1985 budget could be considered reasonable and 
appropriate in view of inflation factors and the work WHO was doing to support Member States1 
efforts to attain the goal of health for all. In fact, in real terms, what was being 
proposed was zero budget growth. Keeping activities up to the 1984-1985 level while 
maintaining zero budget growth, and so increase efficiency while making savings, was a 
difficult and praiseworthy achievement and one not often met with in the United Nations 
system. The Director-General and the Secretariat were to be commended for their efforts. 
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The Director-General had stressed the need for individual Member States to make better 
use of WHO resources. That was an extremely important point, and one to which the WHO 
regions and the Organization as a whole should pay attention. 

Dr BORGOÑO commended the Director-General for his frank and thought-provoking 
statement. He had started by reflecting on the need to find a balance between the 
conflicting pressures of the global economic situation and countries1 needs• His conclusion 
that zero budget growth was required should be supported. A further argument in its favour 
appeared when countries' contributions to WHO were considered• Many countries were in 
arrears in payment of their contributions - some to an extent invoking the provisions of the 
Constitution, However, in times of inflation, since scales of assessment were not 
adjustable, the amount due often changed considerably by the time payment was made. 
Recognition should be given to the difficulties many countries were facing. 

He agreed that any budget increase in real terms should be seen at country level. That 
would entail a two-fold challenge, as had been pointed out by the Director-General• 
Countries were being offered a real budget increase, but not all were using the funds 
allocated to them in accordance with agreed WHO policies. Countries would have to be open 
with the Director-General; he had done his best for them, and they should in return 
undertake to make the programme a reality. 

The process of monitoring and financial audit was, of course, extremely important. In 
that connection, clarification would be appreciated as to whether the Board was in actual 
fact entitled to interfere in the affairs of countries considered not to be using funds 
properly. It was to be hoped that that would be found to be so. It would be an extremely 
important advance, and support for it would obviously depend on drawing up regional policies 
on the subject, a process in which each country in the region concerned should be involved so 
as to ensure that the monitoring and financial auditing of WHO1s resources could be 
increased. That would ensure that WHO1s resources were applied where they were really 
needed. Collaboration and openness was required from all countries in order to ensure that 
all expenditure was fully justified. Furthermore, the monitoring procedure should be seen to 
apply its rules in a fair and rigorous way to all Member States without exception if the 
system was to retain credibility within the regions and within the Organization as a whole. 

The objective of building up a critical mass of health-for-all leaders seemed to him 
excellent, but he was not clear as to the best strategy for achieving that aim, and he was 
not entirely convinced that an international network of public health schools or other 
training institutions necessarily constituted the best tactic• It was his view that a 
flexible strategy was most likely to yield results, with the regions playing an important 
role by ensuring that prevailing conditions and needs were taken fully into account so as to 
ensure optimum use of the funds invested in that undertaking. Candidates should be carefully 
selected, with their long-term possibilities borne in mind. 

He emphasized the desirability of ensuring that in future the discussions in the Board 
had real repercussions on the budget, where appropriate. The example of the Region of the 
Americas seemed to him valid in that respect. It was frustrating for members of the Board to 
see that the most valid points made had no impact whatsoever on either the figures or the 
text of the proposed programme budget document. Some measure of flexibility should be 
gradually introduced in regard to incorporating worthwhile points which had obtained a 
consensus within the Board. The Board's participation could thus be further strengthened. 

Dr GARDNER said that, in general, he was very impressed by the approach taken by the 
Director-General whereby WHO Member countries and their appropriate authorities were both 
encouraged and prodded so as to ensure that the most effective steps were taken to implement 
WHO1s overall policies. 

He shared the concern expressed by the Director-General, in paragraph 12 of the 
Introduction, that technical cooperation in WHO did not adequately reflect WHO'S collective 
policies. Furthermore, as the Director-General had stated, certain activities in country 
programmes might be of doubtful relevance to strategies for health for all, and of those that 
were relevant too few would have a lasting influence. He also agreed that, as stated in 
paragraph 15, inadequate understanding of the difference between health strategy and a string 
of health programmes jeopardized the Organization1s goal of health for all. That 
misunderstanding might well exist not only at the national government level in countries 
where the health needs were greatest, but also in places where resources for cooperation 
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might be available, including the governments of more advantaged countries, multilateral 
agencies and private groups. While the Director-General had correctly indicated, in 
paragraph 15, the ways in which the Global Strategy sought to cope with the problem, he 
himself thought that it would continue to exist if governments saw WHO1s role as somehow 
divorced from their own national health plans. He therefore saw the joint government/WHO 
policy and programme reviews in each country, proposed in paragraph 19, as very important in 
solving that problem. Also important was the emphasis on government accountability, 
mentioned in paragraph 20, including the need for regional committees to increase their 
monitoring of country programmes and for the Executive Board itself increasingly to monitor 
the work of the regional committees in that regard. It was clear that the type of monitoring 
proposed would not be easily achieved. The regional committees had been reluctant to 
criticize the prograrame activities of their Member countries• The Director-General had 
noted, in paragraph 52, that the country level of the budget had only been glanced at by the 
regional committees without real debate. However, some device could perhaps be found, 
possibly a relatively small sub-committee, that could provide the appropriate review while 
still avoiding the potential embarrassment or ill-feeling that might accompany public 
discussion* 

In paragraph 34 the Director-General had suggested that he could help the regional 
committees to undertake such monitoring； he himself hoped that the Director-General would do 
so, and that both the Director-General and the Regional Directors would prod the regional 
committees to perform that task. Whatever the procedure, he believed that it was generally 
recognized by all representatives of Member States that countries could not accept resources 
from WHO without also accepting responsibilities towards the Organization, and that countries 
could not simply devote large portions of their WHO programmes to the purchase .of supplies 
and equipment, the promotion of high-technology hospitals, the awarding of fellowships 
regardless of the relevance of the field, or just to filling gaps in their own programmes. 
No Member State should be immune from a serious review of the way in which it was using 
resources made available by WHO. One possible impediment to the work of the Executive Board 
in monitoring country and regional programme activities was the lack of detailed information 
in the budget document regarding the specific country and intercountry programme activities 
that would be added or deleted in the 1986-1987 biennium； it was said not to be possible to 
provide details at such an early stage on what countries and regions would be doing, but such 
activities accounted for 70% of the total budget. Although it could not be expected that 
every detail would have taken firm shape, it was nevertheless essential for some basic 
projection of country and regional plans to be included in a document which was after all a 
budget proposal. It was difficult for the Board to review what countries and regions were 
planning to do with their funds, and in particular what changes they intended to make in 
relation to overall WHO goals, if such information was not made available to it. 

On a related point, as the Director-General had pointed out in paragraph 56 of the 
Introduction, the highly flexible prograrame budgeting process undoubtedly made the review of 
the bulk of the Organization1s investments more difficult. That was especially a problem for 
the major contributors to the budget, who naturally sought greater clarity about the ways in 
which their resources were used. It was very difficult for the Board or the Health Assembly 
to consider the WHO budget critically when the components of the programme originated at 
country level, in accordance with individual country needs, and when what was being 
considered in the budget document was in effect the aggregate result of country programmes• 

He accordingly welcomed the proposal, in paragraphs 59 and 60, that each region should 
define a regional programme budget policy, and he hoped that the Director-General would 
pursue the matter with the Regional Directors immediately, as he had indicated. The new 
regional financial audit, described in paragraphs 61 and 62, similarly seemed well worth 
pursuing. As long as 70% of the Organization1s resources was being spent at the regional and 
country levels - far more than in any other organization of the United Nations system - a 
very careful review of what was taking place at those levels was fully justified. Both those 
tasks appeared to imply extensive new roles for the Regional Directors, and their 
contributions would certainly be essential if that more thorough scrutiny of regional 
activity was to be effective. 

On the question of monitoring and evaluation, he recognized that the Organization had 
recently proposed some very complex procedures. Although, as the Director-General had noted 
in paragraph 17, a great deal of effort had gone into them, the response had not been 
particularly good, possibly because the mechanisms proposed had been too long and complex* 
While he hesitated to suggest that another document should be submitted by Member States9 he 
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thought that the concern for a better understanding of the use to which WHO resources were 
being put at the country level could in large part be met by means of a fairly simple annual 
report from each country describing how WHO1s resources had been utilized over the past year, 
how they had been integrated with other health programmes, and what results might be 
attributed to the WHO contribution. Such a report need not be lengthy or complicated, but 
would draw upon and incorporate data prepared for other purposes. The main objective would 
be to assist the regional committees and the Executive Board in understanding the country 
impact of WHO resources and to provide a starting point for the country review that the 
Director-General proposed. 

It would be useful to look carefully at the question of better coordination of available 
health resources, another issue raised by the Director-General, in connection, for instance, 
with WHO1s relations with the Health Resources Group, UNICEF, disaster relief organizations, 
bilateral cooperation agencies, and nongovernmental organizations. He suggested either a 
separate agenda item on that point at a future session of the Board, or the assignment of its 
study to the Programme Committee. 

Some inherent conflicts were, however, immediately apparent• While the Director-General 
had stated, in paragraph 11， that WHO1s coordinating role in international health work was 
incontestably recognized, much of his Introduction seemed to be saying that coordination was 
not functioning well and needed substantial improvement. For example, it was stated in 
paragraph 17 that monitoring was seen as only a WHO "exercise"• It was not entirely clear 
how the Country Resource Utilization documents being prepared for the Health Resources Group 
were related to the national strategies for health for all developed by each Member State； 
if the national strategy for each country was functioning as it should, and especially 
multisectorally, he wondered whether it was really necessary to analyse resource needs and 
the potential for collaboration and cooperation separately. He also wondered whether the 
work done at the national level by UNICEF, the World Bank or bilateral cooperation agencies 
was compatible with each country1s national health-for-all strategy. 

The concept of courses for health-for-all leaders was extremely interesting. The 
technical discussions held at the previous Health Assembly on "The role of universities in 
the strategies for health for all" had made it clear that very little was being done by the 
universities to promote the primary health care concepts which were the focal point of WHO'S 
activity. Consequently, the new courses or training programmes would seem to fill a real 
need, and he knew that the United States Public Health Service would be very interested in 
participating in such training once the issues had been clarified. It would be desirable for 
the Board to be provided with details of existing links with university activities and 
particularly of how such courses would be financed, whether through diversion of WHO 
fellowships from other areas, direct payment by governments, or inclusion of such costs in 
each country1 s WHO allocation, thus increasing the WHO budget. 

On the financing of the budget for 1986-1987, he was pleased to see that the budget 
proposal held the line on programme growth and could serve as a model in that regard for 
other United Nations agencies. It was particularly satisfactory that priorities had been 
redistributed in such a manner as to allow for a 4% growth in country programmes while 
maintaining overall programme activity at a constant level• He was somewhat concerned 
regarding the use of exchange rate gains and casual income, but would comment on those 
detailed issues at the appropriate juncture. 

Professor ISAKOV believed that consideration of the proposed programme budget was one of 
the most complicated and important issues affecting the work of the Organization. The 
Director-General had made great efforts over the past few years to reduce the financial 
burden of Member States, and the proposed programme budget before the Board was one of zero 
growth. It thus represented the results of his efforts to stabilize the budget, and could be 
seen as a significant milestone, since it satisfied the interests of Member States while 
safeguarding the work of the Organization. There was, however, still some increase in 
contributions by Member States• The aim should be zero growth of the budget and no increase 
in contributions at all. The effects of inflation and statutory cost increases could be met 
from casual income, for example, without detriment to the overall activities of WHO, 

With regard to the optimal use of WHO1s resources in supporting countries, it was 
perhaps not altogether desirable to reduce the allocations to intercountry， interregional and 
global programmes, since they made more economical use of those resources. Insufficient 
attention had been given to such programmes in the budget, as shown by the reduced 
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allocations, and cooperation between countries should be encouraged where they were faced by 
similar problems. That would be in keeping with the spirit and aims of WHO and would ensure 
that the best use was made of resources. Countries should agree to unite their forces and 
together solve similar problems, thereby reducing the cost of the activities and economizing 
WHO1 s resources in the interests both of themselves and of the Organization. 

He strongly supported the Director-General1s proposal with regard to health manpower, 
and it should be possible for WHO collaborating centres in primary health care to be used to 
organize training courses for health leaders, especially for the developing countries. A 
great deal more could be done. 

His last comment related to WHO1s policy in the interests of the integrity of the 
Organization. That policy had always been the main factor governing all of the 
Director-General1 s and WHO1s work in all regions and Member States. That policy was 
currently reflected in the regional programmes and the budget, due account being taken of the 
specific conditions and needs of each region. But here he agreed that, if 70% of the budget 
was allocated to regional activities, the Board should have more information on the 
implementation of those programmes in all regions in which the resources of Member States 
were used. That was very important from the point of view of evaluation and monitoring. In 
that connection, he fully supported the Director-General1 s views, provided that the policy 
would remain the same for the whole Organization, although its implementation would of course 
vary from one region to another depending on the activities concerned. 

Mr GRIMSSON said that he had been greatly impressed by the Director-General1s 
presentation of the programme budget. Referring to the main issues for debate outlined in 
chapter III, paragraph 71, of the Introduction, he said that WHO1s credibility stood very 
high, with regard to overall programming and economic strategy, partly owing to constant 
efforts to decentralize by increasing allocations to country and regional activities； those 
had grown in inverse proportion to the allocations to interregional activities over the past 
10 years, which had declined from 44% to 32% of the total• Credibility could be preserved by 
strengthening financial monitoring in the Organization and by seeking guidance from Member 
States at an earlier stage than at present• 

The optimal use of WHO1s resources was the central theme of the programme budget. 
Governments must assume the task of using resources, such as the Technical Reports which, as 
Board members had often said, should be distributed more widely. That would not happen 
unless the recipients of such reports at government level brought them to the attention of 
those in appropriate places in countries, e.g., by having them reviewed or introduced at 
seminars• 

As pointed out in paragraph 47 of the Introduction, resolution EB71.R6 on policy with 
regard to fellowships had probably not been taken seriously enough by Member States. The 
Regional Director for Europe had urged Member States to use fellowship allocations in line 
with overall strategies and real priorities in health services, and it might be timely to 
reiterate that message. 

He had some difficulty with the question posed in paragraph 71(2). He was aware that 
the Secretariat was doing good work in mobilizing resources, but perhaps the simplest answer 
was that, as long as its credibility was preserved, WHO could expect strong support. 

The establishment of a critical mass of health-for-all leaders, mentioned in 
paragraph 71(3)， was an interesting new question. He fully understood the emphasis that the 
Director-General placed on the leadership issue and supported his views• Nevertheless, he 
thought that efforts should be concentrated on a "ring effect", involving administrators, 
health workers, and other health-related sectors in the dissemination of the philosophy, 
targets and approaches of health for all throughout the community wita a view to achieving 
major improvements in health. It was also vitally important to attract the interest of the 
mass media, and noteworthy efforts in that direction had been made by the Regional Office for 
Europe. 

He accepted the proposal, mentioned in paragraph 71(4) that regional programme budget 
policy should be defined in each region, as that was in line with current policy trends. The 
Director-General should take the action described in the last sentence of paragraph 60 of the 
Introduction and should inform the Thirty-eighth World Health Assembly of the results. 



SUMMARY RECORDS： SEVENTH MEETING 57 
With regard to the question in paragraph 71(5) on additional measures to monitor the use 

of WHO1s resources, he suggested that the country project review mechanism might be 
strengthened and that the Executive Board might play a part in monitoring regional 
programmes. He had found the Regional Directors1 contributions to the Board1 s work very 
valuable, and it was certainly desirable to review their reports in an interregional 
perspective. 

Finally, he could reply in the affirmative to the last question. Health for all was an 
ambitious goal, which had to be reached with reasonable allocations• In his opinion, some 
progress could be achieved within a zero-growth budget. 

Dr EL GAMAL wondered whether, in view of the fact that the proposed programme budget 
listed between 40 and 50 areas of health activity, the Board could be expected to make a 
selection and whether it should rather concentrate on certain activities compatible with the 
goal of health for all by the year 2000, 

To establish a critical mass of health-for-all leaders, a rigorous and thorough study 
should be carried out on the basis of resolutions, and a pilot exercise should be conducted 
before intensifying activities. Monitoring of country activities could be improved by 
strengthening the programme review committees which had been set up by the regional offices 
and national health authorities and had worked efficiently for the past two years. 

Professor FORGACS, referring to paragraph 39(3) of the Introduction, said that he was 
sure the building-up of critical masses of health-for-all leaders at all levels would be an 
essential feature of the Strategy and that the choice of the best training programme was 
therefore more than a technical question. He suggested that a consultation should first be 
held at the global level to work out the basic curriculum and facilities for teacher training 
which could serve as a pattern for regional and national courses• It was to be hoped that 
medical and postgraduate medical schools and other health faculties and training institutions 
would participate in the work, 

Dr KHALID BIN SAHAN said that the Director-General was to be congratulated on a very 
comprehensive, lucid and self-explanatory budget document in which the note on the 
development, presentation and financing of the proposed programme budget was most welcome. 
He had been particularly struck by the forthrightness, candour and boldness of the 
Introduction. Many Board members would be only too familiar with budgets that did not 
reflect national priorities or follow agreed strategies, with poor resource arrangements, 
lack of coordination, inadequate attention to cost-benefit considerations, misuse of funds, 
imbalances between programmes and objectives, runaway budgets and a host of other 
weaknesses. All those problems could be multiplied a hundredfold when dealing with an 
international health programme, since many more variables and uncertainties had to be taken 
into account. Allowances had to be made for individual countries1 particular circumstances, 
but at the same time account had to be taken of the Seventh General Programme of Work and the 
Global Strategy for Health for All. At the country level, activities had to be specific to 
countries, but at the intercountry, regional, interregional and global levels the problem was 
one of achieving maximum relevance, given the great heterogeneity of country health profiles 
and circumstances. Even under the best conditions, there could never be a perfect system, 
and the best that could be done was, as the Director-General had said, to have "flexible 
programming within a well-defined policy", accompanied by strict budgetary control and a 
monitoring system to detect deviation and slackness. 

He endorsed the Director-General1 s list of general objectives in the programme budget 
proposals aimed at the coordinated and optimal use of all resources - strengthening of 
national capacities, focus on support for national strategies, build-up of critical masses of 
health-for-all leaders at the country level, research and development that would further, 
prepare and implement national strategies, and strengthening of information systems. It 
might be said that those broad objectives were catch-all phrases which could conceal a 
multitude of sins, but in fact they had been examined in detail in connection with regional 
and country budget documents. 

It might be argued that the Board had neither enough time to examine the budget 
thoroughly nor enough information, but in his view those concerns were procedural rather than 
substantive in relation to the 1986-1987 budget. The Director-General had to some extent 
answered those arguments by proposing that each region should define a budget policy for 
itself - a proposal which he fully supported. The Director-General intended to discuss the 
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matter with the Regional Directors immediately after the current Board session and to inform 
the Thirty-eighth World Health Assembly of the results； although he agreed that the matter 
was urgent, he would suggest that the details of the proposed policies should be discussed at 
regional offices and by the Executive Board, because those bodies were concerned with 
budgetary policies. 

Returning to the question whether optimal use was being made of WHO1s resources, he 
would reply obliquely by answering two other questions in relation to Malaysia. First, what 
did WHO and its resources mean in national terms? In monetary terms, they meant very little, 
as the direct WHO input amounted to some US$ 1 million, or 0.1% of the national health budget 
of about US$ 1000 million - 0.05% if the country1 s contribution to WHO was taken into 
account/ Yet WHO1s contribution to national health development was far greater and could not 
be judged merely by its monetary value, because WHO, its programmes and activities at all 
levels gave the country access to a rich pool of information and technology required for its 
health development. The value of WHO'S catalytic role and the strength and moral support 
given by collective decisions could not be expressed in dollars and cents. 

Secondly, what would happen if there was a cut-back in the WHO budget? In Malaysia1s 
programming for the WHO budget, the authorities had focused on issues and problems which 
would have the greatest leverage in terms of social and health improvement, emphasizing 
projects aimed at strengthening managerial processes for health improvement, epidemic 
diseases, methods of increasing productivity and efficiency, cost containment, and increasing 
community-based care, as well as other issues that would help the advance towards the goal of 
health for all. Action had been taken to implement the health-for-all strategy, and other 
related projects were ready for execution. Significant steps had been or were about to be 
taken to make far-reaching changes by reorienting strategies and redistributing resources in 
conformity with health-for-all objectives, and many of those changes could be attributed to 
the catalytic input of WHO; it would indeed be sad if those necessary measures were nipped 
in the bud because of shortage of funds• 

In response to the Director-General1 s appeal, he supported the proposed 1986-1987 
programme budget as presented, and also the proposal for regional programme budget policies, 
subject to the suggestion he had made earlier that details of those policies should be 
discussed at regional offices and in the Executive Board, and perhaps even in consultation 
with Member States. 

Miss DEBEY (alternate to Professor Roux) said that, in view of the great importance of 
the discussion, she particularly appreciated the Director-General1 s lucid and interesting 
presentation and Introduction, in which he had raised so many important problems. She fully 
approved of the two orientations underlying WHO's policy - the need to increase countries1 
responsibility and the need to change from vertical programmes applied by countries to a 
procedure whereby countries themselves would programme their own health systems• As stated 
in paragraph 2.6 of document EB75/INF.DOC./5, what was involved was "riot the management by 
governments of [United Nations] system projects, but the management by governments of various 
national health programmes, services and institutions that form part of their health system 
and that conformed to policies that they had agreed to in WHO". That was clearly a very 
important consideration having a number of organizational and budgetary implications, 
including an increase in direct support for national programmes, provided that they were in 
conformity with WHO policy. She approved of those orientations, but with two provisos. The 
first, as also pointed out by Dr Borgoflo, was the need for agreements, or negotiations with 
countries in which reciprocal undertakings with regard to a general policy were defined； in 
that connection, the proposal for country programme budgets should perhaps be supported, and 
a more detailed study made of the proposed committee for coordination between WHO and 
countries. The second proviso was the need for evaluation and monitoring of the relationship 
between the resources allocated to the objectives and the utilization of funds. The regional 
committees had an important part to play in that respect, and she supported Dr Gardner1 s 
suggestion of annual country reports describing the way in which funds had been used within 
the framework of an agreed general policy. In any case, those orientations made it necessary 
for the Board to consider carefully the various mechanisms that had been proposed, and that 
could probably be done in connection with the discussion of item 7.2 of the agenda. It would 
be particularly important to examine closely the precise definition of the role of each of 
the participants, coordinators and regional offices and the improvement needed in follow-up 
and monitoring machinery in order to ensure the most rational possible use of funds within 
the framework of a zero-growth budget. 
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Professor LAFONTAINE, welcoming the Director-General1 s presentation of the programme 
budget, said that the Board should support speedier strengthening of national capacity to 
formulate and apply health strategies by taking advantage of the health capacities of 
countries in a satisfactory health and socioeconomic situation. The so-called developed 
countries, which were not always perfect, should perhaps also review their own policies from 
time to time. 

He agreed that the WHO coordinator1s role in technical cooperation should be increased. 
Cooperation should not be allowed to degenerate into a distribution of funds to Member States 
to be used as they saw fit. The regions had a great responsibility in that connection, since 
a coordinated and balanced policy was necessary. 

There was a need for regular review of the action taken, and particularly for avoiding 
any tacit continuation of activities for an indefinite period, which could have unfortunate 
consequences• 

He would probably revert at a later stage to the problem of the coordinated and optimal 
use of resources• The question of the monitoring of resources and of follow-up mechanisms 
had been raised by Miss Debey and should be carefully studied so as to help WHO to act more 
realistically and to avoid cumbersome administrative machinery. The action taken in previous 
years should be continued• 

Dr QUAMINA commended the Director-General on his understanding of conditions in Third 
World countries• The principles enunciated in his policy and programme statement were a 
logical step forward on his consistent path of encouraging Member States to accept full 
responsibility for their actions in the health field. The attitude towards health of some 
influential economists too often retarded the implementation by Member States of policies to 
which they had agreed in the World Health Assembly. Documents monitoring the march towards 
health for all had frequently commented on the chasm between stated political commitment and 
political action. In many countries, particularly in the Third World, ministries of health 
were not always free to make final decisions as to the allocation of resources, even those 
coming from WHO. She agreed that governments, and not ministries of health alone, should 
assume responsibility so that WHO resources were used in the country for the further 
development and proper management of national health activities• Development of a country 
budget within the guidelines of the policy decisions of the Health Assembly would be a true 
exercise in intersectoral coordination and would provide an opportunity to introduce 
economists to Health As s embly policies and make them aware of the actions required if 
progress was to be made towards health for all. 

She endorsed the Director-General1s suggestion that the role of the regional offices in 
monitoring country budgets and country programmes should be increased. That, however, would 
require each region to give increasing support to countries to allow them to collect and 
prepare valid information. When the evaluation of progress towards health for all had been 
considered at the last Board session, many members had observed that countries lacked the 
information systems necessary for monitoring to be carried out• It was useless for the Board 
to pass on its monitoring responsibilities to the regional offices unless countries were 
helped to improve their information systems so that those offices could collect the 
information and assist in monitoring. Information systems should perhaps be one of the main 
priorities for budgetary allocation. 

She was anxious to hear more about the Director-General1 s proposal for courses to 
prepare people for health-for-all leadership. She wondered whether the Director-General had 
in mind something on the lines of the United Nations University. That might be a more 
appropriate mechanism for producing health-for-all leaders than a classroom course. She 
hoped that members of the Board would be allowed to participate in that interesting proposal. 

She had no criticisms of the Introduction to the programme budget, although she might 
have some on other sections. The Board should accept the important challenge placed before 
it, particularly since the Director-General had presented a zero-growth programme budget that 
would nevertheless allow progress to be made towards the goal of health for all. 

Dr TADESSE said that some self-criticism, together with certain recommendations, might 
be valuable. Coming from one of the least developed countries, he should be allowed to 
discuss health programmes and their cost implications only on condition that he became more 
cost-sensitive to health expenditure. Cost sensitivity and cost-benefit analysis were no 



60 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
longer a specialized interest of the economist alone, but should be of interest to public 
health and be applied in the interests of the primary health care strategy. While much was 
said about primary health care, it largely remained mere lip-service. Too little preventive 
work was being done and there was a lack of preparedness to deal with the most common 
problems. 

For the successful establishment of primary health care programmes by the year 2000 it 
was essential to have programme budget allocations properly geared to priorities, and above 
all towards longer-term problem solving and the bringing about of radical change. There was 
too great a tendency to adhere to the traditional way of tackling problems on an emergency 
basis. That was very dangerous. As long as there were financial flows from various 
directions, programmes had yielded encouraging results, but that had been only temporary. 
Once resources had dried up, programming had had to begin all over again since it had not 
been based on the right type of health system needed to solve health problems - a 
comprehensive and integrated system of health care and appropriate interaction between health 
services, teaching institutions and health service research. 

He recommended a programme budget that could provide a reliable means of achieving the 
goal of health for all - one whereby countries could learn to obtain results by themselves. 
A primary health care strategy had been chosen as a means of achieving self-reliance, and 
action should be planned accordingly. He urged the Director-General to seek special 
resources so that greater attention could be given to the least developed countries and they 
could be helped to establish their primary health care strategy on a firm and progressive 
infrastructure. 

Dr MAKUTO considered the Director-General丨s proposal for ensuring the optimal 
utilization of WHO resources by Member States to be extremely sound and deserving of the 
Board1 s endorsement. One of the main reasons why resources were not being used optimally in 
some Member States was the lack of fully knowledgeable or committed leadership, or of 
leadership oriented to the strategies of health for all, either among top-level management in 
ministries of health or, in certain instances, among WHO staff serving in Member States. The 
Director-General1s proposals for courses that would assist in establishing a critical mass of 
health-for-all leaders were vital if countries were to attain proficiency and 
self-sufficiency in their ability to use WHO resources optimally. Associating himself with 
Dr Quamina1 s views in that respect, he enthusiastically supported the Director-General1s 
proposals and would welcome futher information on the strategies envisaged to put them into 
effect. 

Dr HAPSARA commended the Director-General on his comprehensive programme budget and 
verbal explanations, and in particular on the way in which the targets had been carefully 
checked and prepared in terms of their relevance to the objectives and the feasibility and 
efficiency of implementation. 

He wished to make certain general comments together with some more specific ones on the 
six main issues for debate mentioned in chapter III of the Introduction. His general 
comments concerned, first, the "process" aspects and, secondly, the substantive aspects. 
With respect to the first, great enthusiasm had long been shown in preparing a policy, 
strategy and programme that was both carefully analysed and carefully prepared• The method 
was reasonable, priorities were specific and well analysed, and allocation of resources 
carefully designed. Sufficient guidance to enable countries to prepare the right type of 
programmes was needed for the future, particularly in two difficult aspects of preparation -
intersectoral cooperation and efficient community participation. Some developing countries 
were not yet in a very stable situation and the community's aspirations and potential were 
changing, but despite the difficulties it was important to understand them. 

Turning to the six main issues mentioned by the Director-General, he observed that they 
related, first, to the strengthening of the managerial aspects, information, target setting 
and policy matters； secondly, to technical cooperation and manpower development, to which 
his country had given considerable attention; and thirdly, to the clear development of the 
health-for-all strategy. Two factors were important for that development - first, clear and 
agreed objectives and, secondly, maximum efforts to achieve those objectives• If the entire 
programme at the headquarters, regional and country levels had a clear and accepted objective 
that would help considerably in implementation. Leadership was an extremely important aspect 
that must be taken into consideration. Successful implementation also depended on an 
understanding of the cultural background, which differed from country to country. He shared 
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the view that regional programme budget policies were also important for the implementation 
of the programme. 

Referring to the first of the six main issues for debate, he strongly agreed that Board 
members should review the proposals in terms of their potential usefulness in supporting 
effectively and efficiently the country they knew best. He hoped that that would bring the 
programme closer to the country so that its aspirations and potential could be explored and 
its development assisted more efficiently. 

On the second main issue, he hoped that WHO would be able and willing to prepare the 
policy and strategy design, and particularly to stimulate the implementation of the programme. 

With respect to the third issue, he suggested that, before implementing such proposals 
on a large scale, manpower performance should first be clearly identified, not only in terms 
of intellectual ability or skill but also of individual traits and motivation. 

The fourth issue was highly relevant to development: the proposal should be feasible if 
applied carefully. 

The fifth issue was extremely important. Efficient cooperation with ministries of 
health and other related bodies in the country, and proper programming, monitoring and 
evaluation, would help in monitoring the use of WHO'S resources• 

The meeting rose at 17h30. 



FIFTH MEETING 

Friday， 11 January 1985, at 9h30 

Chairman： Professor J. ROUX 

The'meeting was held in private from 9h3Q to 10hl5 and resumed in public session at 
10h40. 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR AFRICA; Item 9 of the Agenda (Document EB75/11) 

At the invitation of the CHAIRMAN, Dr QUAMINA (Rapporteur) read out the following 
resolution adopted by the Board in private session:^ 

The Executive Board, 

Considering the provisions of Article 52 of the Constitution and Staff 
Regulation 4.5; 

Considering the nomination made by the Regional Committee for Africa at its 
thirty-fourth session; 

1. APPOINTS Dr Gottlieb Lobe Monekosso as Regional Director for Africa as from 
1 February 1985; 

2. AUTHORIZES the Director-General to issue a contract to Dr Gottlieb Lobe Monekosso 
for a period of five years, subject to the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Monekosso and extended the Board's best wishes for success 
in all his endeavours in the African Region. 

At the invitation of the CHAIRMAN, Dr MONEKOSSO (Regional Director designate for Africa) 
took the oath of office contained in Staff Regulation 1.10 (Basic Documents, 34th edition, 
1984，page 88). ^ 一 一 ― — 

He expressed his gratitude to the Executive Board and to the Director-General for the 
confidence they had shown in him by confirming his nomination. The task which lay before the 
African Region was one which lay beyond the capacities of the staff of the Regional Office 
acting alone and indeed of the staff of the ministries of health in any single country in the 
Region. It was a historic task which required that all should work together - Regional 
Office, country offices and headquarters. In addition, he looked forward to the cooperation 
of his fellow Regional Directors. At its current rate of progress and unless widespread 
support and assistance were forthcoming, Africa could not hope to be present at the 
rendezvous of health for all by the year 2000. Above all, he hoped that the international 
community would come to the aid of the Region, not only with sporadic assistance but in a 
systematic manner, possibly, as had been suggested, through a special fund. 

2. APPOINTMENT OF THE REGIONAL DIRECTOR FOR EUROPE: Item 10 of the Agenda 
(Document EB75/12) 

At the invitation of the CHAIRMAN, Professor LAFONTAINE (Rapporteur) read out the 
following resolution adopted by the Board in private session:^ 

1 Resolution EB75.R1. 
2 Resolution EB75.R2. 

- 6 2 -
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The Executive Board, 

Considering the provisions of Article 52 of the Constitution and Staff 
Regulation 4,5; 

Considering the nomination made by the Regional Committee for Europe at its 
thirty-fourth session； 

1. APPOINTS Dr J. E. Asvall as Regional Director for Europe as from 1 February 1985； 

2. AUTHORIZES the Director-General to issue a contract to Dr J. E. Asvall for a period of five years, subject to the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Asvall and extended the Board1s best wishes for success in 
all his endeavours in the European Region. 

At the invitation of the CHAIRMAN, Dr ASVALL (Regional Director designate for Europe) 
took the oath of office contained in Staff Regulation 1.10 (Basic Documents, 34th edition, 
1984, page 88) . ^ 

He said that, having been a strong believer in WHO and its principles since his youth, 
to be invited to direct the Regional Office for Europe for the coming years was an 
extraordinary opportunity； it was with a feeling of profound respect and humility that he 
accepted that honour, pledging to do his utmost to fulfil the expectations of the Board and 
of Member States. He regarded the appointment as the greatest challenge in his professional 
career, taking place as it did at a unique time in history and in a very special region. The 
Organization had come to an important crossroads in its development, having successfully 
managed to develop the initial, vague dreams of health for all into concrete global, regional 
and - t o a varying degree perhaps - national health policies• Member States were facing the 
formidable task of turning the ideals and basic principles of that policy into purposeful 
action to bring about decisive change in the health of all peoples• 

The 32 European Member States of WHO were faced with a paradox： at a time when they had 
overcome so many of the traditional health problems of the past, the very success of their 
economic and technological development was changing life in such a way that a new set of 
diseases was threatening to lower levels of health. At the same time, the European situation 
was characterized by a new degree of solidarity among Member States and an increased 
awareness of the need for action. Over the last four or five years a common health policy 
for the Region had been drawn up, defining the direction that countries would try to take to 
improve the situation. It included the recent adoption by the Regional Committee of 38 
clearly defined health-for-all targets to be attained in the coming years and an agreement to 
monitor - independently in each Member State and jointly in the Regional Committee - efforts 
to improve their populations1 health. By adopting those regional targets at the 34th 
Regional Committee meeting in September 1984, members had demonstrated a rare example of 
international cooperation and solidarity. Indeed, he knew of no similar example from any 
other sector of society where such a joint agreement had been reached in an area of 
fundamental social policy and among countries of such widely differing political, economic 
and administrative characteristics. That development was evidence that the health-for-all 
concept was truly applicable to all countries - rich or poor, highly or less developed, 
whatever their political colour, religion or beliefs. 

While at first glance the great variety in political, economic and administrative 
characteristics of the European Member States might appear to be problematic, their very 
multiplicity could become a source of strength and inspiration, providing rare opportunities 
for countries to help each other by sharing their different experiences and approaches and by 
using their common regional strategy for health in order to reach across national borders to 
improve their own performance. The bold national health policies of many European Member 
States, the common historical and cultural inheritance of the European peoples, the high 
level of education of their citizens and their countless highly qualified experts and 
powerful institutions in the health field represented a formidable asset for the Region. 

Nonetheless, Europe should not be seen as being self-centred and oblivious to the world 
beyond its borders. Indeed, in its health-for-all movement, the Regional Committee for 
Europe had frequently stressed the fact that Europe1s problems of today would become those of 
the rest of the world tomorrow and that regional health-for-all developments had a 
significance which extended beyond Europe. 
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One task of the Regional Office was to stimulate and facilitate health-for-all 

development throughout the Region. While nobody could have any illusions about the 
formidable technical and other problems involved in such a task and while he was, of course, 
fully aware of the many difficult technical, political and other problems that lay ahead, he 
also knew from several years of direct experience that there existed a high level of 
competence and commitment among the Regional Office staff. Working with such persons was a 
rare privilege and Member States could count on them to do everything in their power to 
support efforts to attain regional targets. 

To assume the responsibilities of Regional Director for Europe was in itself a great 
challenge but to take over the post from a man like Dr Leo A. Kaprio further added to that 
challenge. During Dr Kaprio1s 18 years as Regional Director, he had demonstrated his rare 
gift for combining technical competence, political sensitivity, leadership qualities and a 
personal commitment to the cause of WHO which had won him great respect and admiration 
throughout the Region and beyond. He, Dr Asvall, had had the good fortune to work directly 
with Dr Kaprio for the past five years in what had been one of the finest experiences of his 
own professional life. He hoped that he might come to serve Member States and the 
Organization with a similar sense of duty and competence. 

The CHAIRMAN proposed that the Board express its appreciation to the retiring Regional 
Director for Europe, Dr Kaprio, by a resolution to read as follows: 

The Executive Board, 

Desiring on the occasion of the retirement of Dr Leo A. Kaprio as Regional Director 
for Europe, to express its appreciation of his services to the World Health Organization; 

Being mindful of his lifelong devotion to the cause of international health, and 
recalling especially his eighteen years as Regional Director for Europe； 

1. EXPRESSES its profound gratitude and appreciation to Dr Leo A. Kaprio 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 mankind. 

The resolution was adopted by acclamation.丄 

Dr KAPRIO (Regional Director for Europe) said he was very moved at the tribute that had 
just been paid him. It might not be realized that he had been working with WHO from as far 
back as 1948， when he had taken part in a meeting to discuss the setting-up of a European 
Regional Office. During his years as Director, it had been impressed on him that although 
great advances had been made towards achieving more social equity at national level, very 
little had been accomplished at the global level. He had also been made conscious of the 
importance of détente, a concept which at one time had been unpopular, but which was now 
returning to favour. He felt very strongly about the unnecessary wastage of resources 
involved in the arms race, as well as the danger of worldwide carnage and destruction it 
entailed. Although such problems were not directly concerned with medicine, it was becoming 
increasingly apparent that the health sector could not operate in a vacuum, but had to take 
into consideration developments in the political and economic sectors. 

During his years as an international civil servant, he had noted a considerable change 
in the attitude to WHO1s role and objectives. Whereas at first it had been thought that the 
Organization should confine itself to trying to eradicate the "ten main killer diseases", the 
aim today was rather to try to build up a solid infrastructure of health security for the 
peoples of the world. As had been recently pointed out by the representative of Ethiopia, it 
was vital to establish such an infrastructure, otherwise no sooner had one major disease been 
eliminated than another would arrive to take its place. 

It was essential that WHO, as a body of international civil servants, should follow 
loyally the guidance given it by its Member States, the Executive Board and the Health 
Assembly• Although the regional system had its faults, it had the great merit of enabling 
the Organization to keep in touch with the grassroots, and to keep contact with those who 

1 Resolution EB75.R3. 
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should be guiding its work, namely those who bore responsibility for health in their 
individual countries• 

Although the world situation might seem to some to have deteriorated since the post-war 
era of 1948, he was convinced that in fact there had been an improvement. To some extent WHO 
could be regarded as the world1 s conscience and as the leader* in a movement towards social 
revolution, and he regarded it as a great honour to have played a small part in that 
movement. Many problems still remained unsolved, but there were a growing number of people 
who dared to speak out about the true conditions that prevailed and who were working to 
alleviate them. 

He hoped that in the future he would be able to share his time between his home country 
and the Organization in Geneva, should the Director-General find some way in which he could 
be of service. 

The CHAIRMAN said the Board would certainly wish also to include in its tribute to 
Dr Kaprio an expression of appreciation to Mrs Kaprio. 

3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987; Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, 
EB75/8， EB75/9 and EB75/10) (continued) 

GENERAL POLICY REVIEW： Item 7.1 of the Agenda (continued from the fourth meeting) 

Professor JAZBI congratulated the Director-General on his achievement in maintaining the 
budget at the same level as in previous years while at the same time expanding programmes and 
allocations for the developing countries. Increasing the funds available to the regions was 
a wise step, which would assist countries in their efforts to attain the goal of health for 
all by the year 2000. He was glad to note that the Director-General was paying heed to 
resolutions adopted by both the Board and the Health Assembly urging the careful utilization 
of WHO'S meagre resources. 

He particularly appreciated paragraphs 32 and 35 of the Introduction to the proposed 
programme budget document, which urged governments to be aware of their responsibility to use 
WH0*s resources in the best interests of their respective countries, following the policy 
laid down by the Health Assembly. He fully supported the objectives for 1986-1987 as set out 
in paragraph 39, and in particular favoured the allocation planned for research activities, 
which he considered vital for the achieving of the Organization1s goal. 

Dr REGMI also supported the proposed programme budget for 1986-1987, which was in full 
conformity with the Seventh General Programme of Work, and congratulated the Director-General 
on his frank and forthright Introduction. One of the main issues for debate which had been 
put forward was how to achieve optimal use of resources； that would call for changes in the 
attitudes of Member States, as well as tighter control of WHO1s expenditure, aimed at 
increasing national self-reliance in achieving health for all. He welcomed the initiatives 
taken by WHO in organizing country resource utilization, and was sure they would bear fruit. 

He welcomed the Director-General1 s call for the creation of a critical mass of health 
leaders, and was sure it would prove helpful in attaining health for all• The courses that 
were proposed for the training of such leaders should not be of the routine kind, but should 
be seen more in terms of "learning-by-doing", so that the potential leaders could feel that 
they were making a genuine contribution towards the shaping of their countries丨 destinies. 

Regarding the defining of national programme budget policies, he urged that such 
policies should be seen in the context of the need for monitoring the use of WHO resources in 
the regions. Monitoring was a valuable tool for ensuring that policies were adhered to, 
deviations reported, and corrections made by both the Member States and the regions. He 
suggested that the Director-General might propose indicators for monitoring the use of WHO's 
resources at country and regional levels, similar to those used for monitoring the 
implementation of health-for-all strategies. 
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In his Introduction, the Director-General had repeatedly stressed the role of 

information in the creation of national self-reliance• That information included knowledge 
generated through research and development and through meetings of experts, and he suggested 
that the Director-General might study ways of creating a mechanism for monitoring information 
generated by WHO. 

There should not be too much pessimism about the rate of progress; great advances had 
indeed been made in the past decade, if it was taken into account that people and hence 
countries were slow to accept change. As the year 2000 drew closer, WHO and its Member 
States should redouble their joint efforts to achieve the goal of health for all. 

Dr SUDSUKH, congratulating the Director-General on his written and oral introductions to 
the proposed programme budget for 1986-1987, noted that the whole spectrum of policy issues 
essential for the attainment of the goal of health for all had been covered, as well as the 
general objectives of the proposed programme budget• The Director-General was to be 
commended in particular for two major innovations to those objectives, namely the 
concentration of technical cooperation activities in the mainstream of national 
health-for-all strategies, and the building-up of a critical mass of health-for-all leaders. 
He had also pointed to the importance of strengthening health infrastructure development and 
fostering the coordinated and optimal use of resources by governments and related agencies 
for the preparation of national health-for-all strategies in developing countries• 
Strategies and lines of action were realistic and had been clearly reflected in the 
introductory part of the proposed programme budget. 

While the proposed programme budget for 1986-1987 was rightly geared to the ultimate 
goal of health for all by the year 2000, health for all was but one element in the 
achievement of an appropriate quality of life, in which other issues such as education, 
employment and life security for all must also be considered. Cooperation and coordination 
at all levels and of all types were thus essential and must be in-built and continuous, with 
appropriate and effective tools and mechanisms• In Thailand, the "basic minimum needs" 
approach was being used as a tool for intersectoral coordination in regard to planning, 
target-setting and monitoring and evaluating indicators of health and health-related 
programmes• 

He particularly appreciated the insistence on building up a critical mass of 
health-for-all leaders. The term "leaders" covered a wide range óf human resources, from the 
humblest levels, such as that of the village headman, to the highest, such as that of 
international institutions like WHO, and included men and women from many walks of life; 
governmental and nongovernmental, health-related or non health-related and - more 
particularly - political. Once the critical mass had been built up, it was essential to 
mobilize popular support for the objectives of health for all and a proper quality of life. 
That meant stimulating and changing attitudes. In his view a sound approach to the 
implementation of the policy lay through the launching of a campaign; his own country, for 
example, had declared 1984 National Primary Health Care Year, with an appropriate national 
programme. 

He was gratified to see that at a time of scarce resources priority was accorded to the 
optimal use of resources from all sources. Regarding the use of WHO1s resources, he 
expressed particular appreciation to the Director-General for the comprehensive and 
informative document entitled "Managerial framework, for optimal use of WHO'S resources in 
direct support of Member States" (EB75/INF.DOC./5), which indicated the rationales for 
implementing the policy and concept, particular emphasis being laid on the responsibility of 
governments for carrying out national health-for-all strategies and of WHO for supporting 
them with its resources. The document also provided guidelines for the reorientation of 
decision-making at country level and of WHO technical cooperation at all levels by means of 
programme budgeting. 

The new policy had been implemented in Thailand since 1982. Subsequent to a visit in 
1981 by the Director-General of WHO and the Regional Director for South-East Asia, an 
agreement had been reached with the Thai Government to launch a "Programme Budgeting 
Exercise" which ensured a high degree of autonomy for the Government. National and WHO 
policies were to be managed by a joint Government/WHO coordinating committee. After a 
satisfactory preliminary evaluation in June 1984, it had been agreed that the procedure 
should no longer be considered to be an "exercise", and it had been designated as a 
"decentralized management system11. In its three years of existence, it had proved to be an 
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effective mechanism for implementing the new managerial and dec is ion-making process for the 
optimal use of WHO resources in support of a Member State in pursuit of its national goal of 
health for all. 

A particular example of the new policy in action through the Thai system had been the 
development of a self'-managed primary health care scheme in which the villagers were 
encouraged to organize and manage their own resources with help from the WHO budget； they 
had reached a high level of self-reliance, and the scheme had spread to other villages 
through "technical cooperation among developing villages" - a modification of the TCDC theme. 

In the light of that experience, therefore, he wholeheartedly supported the policy and 
guidelines set out in the document to which he had referred. The experience had confirmed 
the feasibility of the exercise and should encourage other Member States to venture on the 
same path, seeking out the cooperation approach most appropriate to their individual 
situation. 

Dr Sung Woo LEE spoke in appreciation both of the Director-General1 s statement and of 
the printed Introduction to the proposed programme budget. He joined previous speakers in 
commending the Director-General on his achievement in maintaining the budget ceiling at the 
same level as for the 1984-1985 biennium, while increasing the proposed allocations to 
countries by more than 4% in real terms. 

The DIRECTOR-GENERAL recalled that when he had opened the debate on the proposed 
programme budget he had expressed the hope that members of the Board would consider the 
issues he had raised important and would comment on them relentlessly. He had been more than 
encouraged by the subsequent debate which would be a crucial element of support in the debate 
on the programme budget at the Health Assembly. 

He concluded from the discussion that the Board supported his proposal to use the 
Organization1s programme budget to apply collective policy in individual national practice. 
As Dr Tadesse had so eloquently stated, the programme budget must be used to ensure proper 
implementation of the health-for-all strategy, particularly by delivering primary health care 
through firm infrastructure instead of fragile, vertical, external projects that left nothing 
behind when external support had disappeared. He himself agreed that there was a grave 
tendency in the present-day world to fall back on such short-lived adventures. Dr Quamina 
had added that governments as a whole, and not just ministries of health, should assume the 
responsibility for using WHO1s resources - in accordance, certainly, with Health Assembly 
policies• 

He had also sensed a general agreement that such objectives would necessarily lead to 
regional budget programme policies which ensured that technical cooperation would be in 
conformity with the collective policies adopted by World Health Assemblies. He had also 
understood that the Board would like to be closely involved in the preparation of those 
policies, as had been stated forcefully, for example, by Dr Reid and Dr Khalid bin Sahan. 

Professor Isakov had referred to the need for unified policies giving rise to regional 
interpretations in the light of the specific regional circumstances. That was how it should 
be in WHO'S collective democracy. Obviously, the regional committees would have to prepare 
draft policies which would then have to be transmitted to the Board for consideration. 
Immediately after the Board1 s current session, he would enter into discussions with his 
colleagues the Regional Directors with a view to preparing a draft outline to be sent to the 
regional committees during 1985 which would be based on the Board1 s comments together with 
the reflections he had himself included in the Introduction to the proposed programme 
budget. If the draft outline was considered during 1985 by the regional committees, the 
Board could make its observations in January 1986， which would make it possible to prepare 
WHO1s 1988-1989 programme budget in conformity with such evolving regional policies. The 
regional committees could then complete their policies later in 1986 and consider the related 
programme budget proposals for 1988-1989 at the same time; both the policies and the 
proposals would be reviewed by the Board in January 1987 and by the Health Assembly in 
May 1987. That would be a major step forward for the Organization, and would be worthwhile 
if of belief it to people in Member States. 

Dr Borgoño and others had asked whether regional committees could realistically be 
expected to monitor the use of resources in Member States and take action accordingly. 
Resolution WHA33.17 clearly stated that the Director-General and Regional Directors should 
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act on behalf of the collectivity of Member States in responding favourably to government 
requests only if those were in conformity with the Organization1s policies. WHO should not 
succumb to any pressure from individual Member States to support activities that did not 
conform to those policies. As Dr Gardner had stated, if governments took advantage of WHO1s 
resources they must also accept the concomitant responsibility. Dr Gardner had proposed that 
Member States should make periodic reports to the regional committees on their use of WHO 
resources and the benefits they had derived from them. In that case, regional committees 
would submit their review of such reports to the Executive Board. Particularly sensitive 
issues might be discussed in sub-committees of the regional committees. Professor Lafontaine 
had pointed out that monitoring was essential for the clarification of issues and 
encouragement to take the right kind of action; but it must be carried out with a minimum of 
bureaucracy. The aim was to provide support, not to take power away. Excessive bureaucracy 
was a real danger, especially where financial auditing was concerned, but it could be 
overcome if governments accepted that it was not a case of we and they, but us - Member 
States acting collectively to make the best use of WHO*s resources. WHO1s Constitution 
stated that it should act as the directing and coordinating authority on international health 
work. It was also responsible for coordinating its activities at the national, regional and 
international levels. A third coordinating responsibility related to bilateral and 
multilateral action for health and to collaboration with other organizations in the United 
Nations system, WHO1s policy framework had made possible great improvements in its 
coordinating. One example was the UNICEF/WHO Joint Committee on Health Policy, which would 
meet immediately after the Executive Board session to discuss the optimum use of the 
resources of both organizations for the benefit of Member States. 

Dr Borgoño had expressed frustration at the impossibility of modifying the programme 
budget proposals once they had been submitted. Of course, the flexibility of programme 
budget arrangements at the national level made a detailed review difficult• However, as 
Dr Sudsukh had shown, it was quite feasible to produce a 2-3 page review of planned use of 
resources• That forecast, in conjunction with the report to regional committees by Member 
States on how resources had, in fact, been used within the collective policy framework, would 
enable the regional committees and the Executive Board to monitor the use of resources 
without infringing national sovereignty• The greatly increased mutual confidence between WHO 
and its Member States had made that possible. 

He agreed with Dr Borgoflo that the presentation of the 70% regional/30% global budget 
proposals in what appeared to be final form was problematic although the comments of the 
regional committees, the Executive Board and the World Health Assembly were taken into 
consideration during implementation. He would look into the matter again. 

Mr Grimsson, Dr Quamina and others had enthusiastically supported the idea of developing 
health-for-all leadership, but had warned against short-term classroom technical courses. A 
short-term scheme was certainly not his intention; his was a long-term scheme, essential for 
the inspiration of potential health leaders, but it had to start somewhere with concrete 
notions. All the ingredients were there and had been endorsed enthusiastically by Member 
States - the ethic and philosophy of health for all, the policy for attaining that goal, the 
strategy to give effect to the policy, the clear directions in the Seventh General Programme 
of Work for health system infrastructures and health science and technology; the managerial 
processes to give rise to all those elements could be used to create dynamic learning 
material for health leaders which they could apply in their daily work and at the 
international level. He had set up a task force which would work together with the Regional 
Directors to decide on a suitable approach and ways of implementing the scheme. 
Professor Forgács, Dr Quamina and others had pointed out the need for careful preliminary 
consultation with Board members and other experts. He hoped that a detailed outline would be 
available for the Board session in January 1986. Dr Gardner, among others, had asked how the 
scheme would be financed. If the Member States considered it important enough, resources 
would be found from the regular budget. He and the Regional Directors would also try to find 
other sources of funds, but there was no question of a special additional allocation in the 
regular budget. 

The Regional Directors, the regional committees, the Executive Board, the Health 
Assembly and he himself would have to adapt to their new roles, but the change should provide 
new vigour and a fresh impetus which were essential if the goal of health for all by the 
year 2000 was to be attained. 

The meeting rose at 12hl0. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

GENERAL POLICY REVIEW: Item 7.1 of the Agenda (continued) 

The CHAIRMAN invited Mr Furth to provide the Board with budgetary, financial and 
programmatic information relating to the proposed programme budget (document РВ/86-87). In 
that connection, members of the Board were referred to chapter II of the Introduction to that 
document• 

Mr FURTH (Assistant Director-General) said that the financial highlights of the proposed 
programme budget were succinctly presented in the following five points outlined in 
paragraph 63 of the Introduction; (1) a regular effective working budget level of 
USÍ 554 000 000, representing an increase of 6.52% over the 1984-1985 programme budget 
level ; (2) a no-real-growth programme budget compared with 1984-1985； (3) a real increase 
of 4.2% at country level to support country activities； (4) a real decrease at regional and 
intercountry level and at global and interregional level in order to make possible the real 
increase at country level； and (5) a proportion of about 30% for global and interregional 
activities and nearly 70% for regional, intercountry and country activities. 

Those financial highlights as well as some other significant aspects of the proposed 
budget would become more apparent as the Board reviewed the various components of the 
proposed programme budget, particularly the 16 steps of the Analytical Framework for 
Budgetary Analysis (document PB/86-87, pages 11-23). But the review of even those relatively 
short and simple 16 tables required some time and effort to find a way through the maze of 
real increases and decreases, inflationary and statutory cost increases, currency 
adjustments, and total increases and decreases at the various organizational levels, such as 
country activities, intercountry and regional activities and global and interregional 
activities. It had therefore been thought that the Board1 s task would be facilitated by the 
presentation of a number of illustrative slides which would give tap Board a clear overview 
of the most important budgetary and financial aspects of the proposed programme budget before 
it delved into a detailed review of the budget volume• 

The first slide showed a pie chart giving the proposed distribution of the total regular 
budget for 1986-1987 by appropriation section, in percentages. The largest section was 
health system infrastructure with 32.62%, almost as large as the whole sector of health 
science and technology with 33.92% which, however, was divided into two appropriation 
sections : health promotion and care with 18.51% and disease prevention and control with 
15.41%• The smallest section was - as it should be - direction, coordination and management 
with 11.63%• The remaining section, programme support (21.83%)， had been divided into two to 
avoid giving the erroneous impression that it was entirely devoted to the administrative and 
financial support services. In fact, 6•16% of it went to health information support, i.e., 
to finance WHO1 s publication and translation services. The remaining 15.67% (a reduction of 
1% from the figure for the current budget period) was the proportion of the regular budget it 
was proposed to devote to administrative and financial support services• When the total 
budget (regular budget and extrabudgetary funds) was considered, the proportion taken up by 
support services financed from both those sources of funds fell to 11%， a very modest figure 
by any standards• 
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The second slide showed the proposed use of the effective working budget by 

organizational level. The largest proportion of the budget, 36.64%, went to country 
programmes. Country programmes, the regional committees and regional and intercountry 
programmes represented the total proportion of the budget going to the regions and came to 
68.47% or nearly 70%. The Health Assembly and the Executive Board were activities related to 
the Organization as a whole, with the result that the total proportion of the regular budget 
spent at or managed by headquarters (global and interregional) was only 30.27%. 

The third slide showed the determination of the effective working budget level proposed 
for 1986-1987: the 1984-1985 level plus cost increases and less the effects of adjustment of 
budgetary rates of exchange. In 1984-1985 the budget level had been US¿ 520.1 million. As 
already'stated, no real increase or decrease was envisaged for 1986-1987； in other words the 
volume of activities, although not necessarily their content, would remain exactly the same 
as in the current biennium. In an ideal world, without cost increases and with fixed 
exchange rates, the budget level would have remained exactly the same as for 1984-1985. 
Unfortunately, cost increases amounting to US¿ 65.8 million had occurred, which would have 
brought the 1986-1987 budget level up to US$ 585.9 million had it not happened that some of 
the estimated cost increases had been in local currencies against which the dollar had 
risen. Such adjustment of the budgetary rates of exchange had resulted in a saving of 
USÍ 31.9 million. Hence the net increase in the 1986—1987 budget level over the 1984-1985 
level was US$ 33.9 million. 

The fourth slide showed the budget increases or decreases for 1984-1985 as compared to 
1982-1983 and for 1986-1987 as compared to 1984-1985 in millions of US dollars. Some 
information given was the same as in the previous slide, but in addition the relevant data 
for 1984-1985 had been included so that the two bienniums could be compared• With regard to 
increases or decreases in real terms, none was proposed for 1986-19У7, whereas there had been 
a real decrease of US$ 1.5 million in 1984-1985. The cost increases before currency 
adjustments had been USÍ 81.7 million in 1984-1985 but had been brought down to 
US$ 65•8 million for 1986-1987, a respectable achievement since the base to which they had 
been added - the budget for the previous biennium - had been larger• While some of the 
decrease was due to the drop in inflation rates at some of the regional offices and at 
headquarters, a serious effort had nevertheless been made to reduce cost increases. The 
savings from currency adjustments were larger for 1986-1987 than for 1984-1985 because the 
dollar had continued to rise considerably against a number of the major regional currencies. 
The total impact of all those changes had led to a smaller budget increase for 1986-1987 than 
for 1984-1985. 

The fifth slide illustrated the evolution of the level of WHO effective working budgets, 
showing real programme increases or decreases and cost increases over an entire decade, from 
1976-1977 to 1986-1987. The yellow blocks represented the bases to which the real increases 
(red) and the cost increases (blue) had to be added, namely, in each case the level of the 
preceding biennium. As could be seen, the total increase over the decade had amounted to 
US$ 268 million, the major component of that being constituted by cost increases, since real 
increases had been relatively small or non-existent, or even negative, for the first and only 
time, in 1984-1985. 

The sixth slide summarized the information presented in the previous one, giving the 
overall picture of the decade by comparing the 1976-1977 and 1986-1987 budgets. As 
mentioned, the total increase for the decade had been US$ 268 million, or 93.8% of the 
1976—1978 budget• The real increase over the decade had been US$ 22.4 million, or 7.8% of 
the base, less than 0.75% per year. The cost increases amounted to US$ 245.6 million, or 86% 
of the base, a considerable proportion of them representing the effect of currency 
adjustments effected during the 1970s when the dollar had declined very substantially, 
particularly in relation to the Swiss franc, against which it had fallen from a high of 
4.32 Swiss francs in 1971 to a low of 1.55 Swiss francs in 1979. Had that decline not 
occurred, the cost increases during the decade would have been much less• 

The seventh slide illustrated the evolution of the level of WHO effective working 
budgets, showing regional allocations and global and interregional allocations. The chart 
contained data referred to by the Director-General in his Introduction to the proposed 
programme budget. Whereas global and interregional allocations, including the Health 
Assembly and Executive Board, had accounted for 44% of the regular budget in 1976, the year 
of adoption of resolution WHA29.48 stipulating that technical cooperation activities in WHO 
should be brought to the level of at least 60% of the budget, they accounted for only 32% in 
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the proposed programme budget for 1986-1987. Over the decade by far the greater proportion 
of all increases had occurred in the regional allocations - which comprised the country and 
intercountry programmes as well as the regional offices• That trend had even accelerated in 
the past few years, since in the years immediately following the adoption of resolution 
WHA29.48 the balance could not be changed by much more than 1% a year because the trend in 
currency adjustments had been against the Organization； as a result of the weakening of the 
dollar against the Swiss franc, the dollar costs of headquarters activity had continued to 
mount although the volume of such activity had been considerably reduced. Since 1981 and 
1982, however, a rising dollar had helped to accelerate the trend. 

The eighth slide made an attempt to analyse the 1986-1987 increase by organizational 
level in percentages of the total increase. It was to be noted that 88.84% of the total 
budgetary increase 一 US$ 30#1 million out of a total increase of USÍ 33.9 million for the 
biennium - had been devoted to country programmes. The rest of the increase was a composite 
of an increase of 22,49% in the regional offices and intercountry programmes offset by a 
decrease of 11.33% in global and interregional activities. That meant that the total 
increase to the regions, arrived at by taking the increase in country programmes together 
with that for the regional offices and intercountry programmes, was 111.33%, an amount larger 
than the total budget increase. That had been made possible by the decrease in global and 
interregional activities• 

The ninth slide showed the total or nominal increases by organizational level in the 
proposed programme budget for 1986-1987 as a percentage of allocations in 1984-1985. The 
greatest increase in that respect, 17.4%, had been in country activities, followed by a much 
smaller increase, 4.5%, at regional office and intercountry level. The allocation at global 
and interregional level showed a decrease of 2.1%, with the result that the overall increase 
in the proposed total budget level was no more than the relatively low figure of 6.5%. 

The tenth slide showed the real increases or decreases and cost increases or decreases 
by organizational level in the proposed programme budget for 1986-1987 as a percentage of 
1984-1985 allocations. In other words, it gave a breakdown of the data in the preceding 
chart, separating the total increases at the various organizational levels into real 
increases arid cost increases. Consideration of the total budgetary increase (6.5%) on its 
own, with the knowledge that there was no real growth increase, gave no idea of what was 
taking place with regard to programme development at the various organizational levels. The 
chart showed that notwithstanding a no-real-growth budget proposed for 1986-1987, allocations 
to country activities had not suffered and had indeed increased in real terms by 4.2%. That 
had been offset by real decreases at the regional and intercountry level and at the global 
and interregional level. Cost increases at country level were also higher, whereas costs had 
been reduced at the other two organizational levels by currency adjustments• 

The eleventh slide gave some of the most interesting data to be extracted from the 
budget； it showed the real increases and decreases, cost increases (inflationary and 
statutory cost increases together) and currency adjustments for each region and for global 
and interregional activities as a percentage of the total allocation for each sector. The 
resultant percentages of the total regular budget were also shown for comparison. Beginning 
with the real increases or decreases, the African Region showed a real decrease of 4.44%. 
However, that had been the result of offsetting a 4% real increase in country activities in 
that region by a very substantial real decrease at regional office and intercountry level. 
The Region of the Americas had had the largest real increase at country level - 5.6% - but 
that had been offset by a real decrease at regional office and intercountry level to give the 
indicated very small total increase, in real terms, of 0.86%. The other regions all had a 4% 
real increase in country activities. The overall real-increase percentage figure for the 
European Region was low because that region had in fact very few country activities• Global 
and interregional activities showed a small decrease in real terras. The ultimate result of 
all the various real increases and decreases was that there was no real increase in the total 
budget level. The highest level of cost increases before currency adjustments was shown by 
the African Region with 20%； that figure was the resultant of a 13.5% cost increase for 
country activities and a 27% cost increase at the regional office and intercountry level. 
Since the actual cost increases at country level were projected at 18.5% for the biennium, 
the figure ought in fact to be even higher and there would be a need for substantial cost 
absorption in that Region. The other regions had kept more or less to the 13.5% cost 
increase ceiling, although some would have to absorb a certain degree of costs. The Western 
Pacific Region was an exception; the increase in country activities had been held at the 
13.5% level, but the Director-General had as an exceptional measure authorized a higher level 
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of cost increase for the Regional Office in view of the current extraordinarily high rate of 
inflation in Manila. The increase of 6.77% at global and interregional level resulted from 
the relatively low rate of inflation in Switzerland. The total estimated cost increase 
before currency adjustments for the Organization as a whole was 12.66%, which represented 
only a little more than 6% a year. As far as regional currencies were concerned, the 
Americas and the Eastern Mediterranean Region had no adjustments to make since in the former 
case the major regional currency was the US dollar and in the latter the Egyptian pound had a 
fixed exchange rate with the dollar (the very recently announced change in that rate might 
even result in some savings)• In percentage terms larger savings in currency adjustments had 
been made in Europe than in the Western Pacific, despite the fact that the dollar had risen 
far more against the Philippine peso than against the Danish krone, because a greater 
proportion of expenditure in Europe was incurred in Danish kroner at the site of the Regional 
Office than the proportion in the Western Pacific spent on regional office and intercountry 
activities in Manila. One aspect shown clearly by the chart was that although the same 
criteria had been applied by the Director-General in drawing up the regional allocations, the 
effect of inflationary and currency adjustment factors had been to produce quite different 
total percentage increases in each region. 

The main purpose of the twelfth slide, which showed the financing of budgetary increases 
for 1986-1987 as compared with 1984-1985, was to answer the question why, when the total 
increase in the budget for 1986-1987 over the budget level of 1984-1985 was lower than the 
increase in the budget for 1984-1985 over the budget level of 1982-1983，Members1 
contributions in 1986-1987 should increase more than such contributions had increased in 
1984-1985. The answer was that the three sources of income for the budget, namely, UNDP 
programme support reimbursements, casual income and Members1 contributions, did not increase 
in the same proportions from one biennium to another. In 1984-19b5 UNDP prograrame support 
reimbursements had been estimated to increase from US$ 4.6 million to US$ 5 million, an 
increase of USÍ 400 000; casual income available to help finance the budget had increased 
from US$ 24.4 million to US$ 54.5 million, an increase of US$ 30.1 million; and therefore 
Members1 contributions had had to increase by only US东 20.7 million, or 4.71%, in order to 
cover the remaining budgetary increase. However, in 1986-1987 there was no reason to expect 
an increase in UNDP programme support reimbursements over and above the US$ 5 million 
estimated for 1984-1985. Moreover, while casual income available to help finance the budget 
had increased to US$ 56,5 million, that was an increase of only USÍ 2 million over 1984-1985, 
and consequently there remained US¿ 31.9 million that had to be covered by Members1 
contributions, which had thus increased by an average of 6.92%. The result was an apparently 
paradoxical situation in which Members1 contributions showed an average increase of 6.92% as 
compared with the previous biennium when the total increase in the budget for 1986-1987 over 
the 1984-1985 level stood at only 6.52%. He believed that a similar situation might well 
obtain for the following biennium unless casual income were to show a substantial increase• 

The thirteenth slide showed a chart outlining the proposed method of handling possible 
savings resulting from upward fluctuation of major regional office currencies under the 
programme budget for 1986-1987. It had been prepared in order to explain the provisions 
outlined in paragraph 69 of the Introduction, whereby net savings that might result from 
upward fluctuation of the actual average accounting rate of exchange in excess of 10% over 
the budgetary rate of exchange of major regional office currencies during 1986-1987 would not 
be retained by any regional office for programme purposes, but would be withdrawn from 
working allocations during implementation and surrendered as a budget surplus to be fed back 
into casual income, thus reverting to the Health Assembly. The chart showed the possible 
upward movement of the average accounting rate of exchange and how it would affect the 
savings to be surrendered as budget surplus and paid into casual income over and above the 
savings to be used for regional programme purposes. He made it clear that if the average 
accounting rate of exchange should fall below the budgetary rate of exchange for a major 
regional office currency, there would be no automatic relief granted to a regional office, 
which would have to absorb the additional costs, except that the Director-General would 
consider assisting any regional office in an emergency situation arising in that regard. 

He was of course prepared to give any further clarification on the slides shown, and he 
had arranged to have the illustrative charts contained in the slides printed and distributed 
to Board members• 

He drew attention to two corrections to be made in the text of the Introduction. At the 
end of the first sentence in paragraph 51, the words "and for 9% of the total budget as 
compared with 11% in 1984-1985" should be deleted. In the last line of paragraph 66, the 
figure of US¿ 31 943 000 should be amended to USÍ 31 943 700. 
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Dr BORGOÑO commended Mr Furth1s clear presentation, which had illustrated the striking 
trend towards regional and country action and away from global and interregional activities 
over the past decade. Early doubts as to whether a reduction in the proportion of 
expenditure on global and interregional activities might not create problems had proved vain, 
and the Director-General and the Secretariat were to be commended on their conduct of the 
programme• 

However, he would welcome clarification of the method of calculation of cost increases. 
Further information would be useful not only on the components of the increases but also as 
to how they were estimated, so as to obviate repeated discussion on that point in the 
future. Member States, particularly those that made a substantial contribution to the 
Organization1s budget, would welcome such data, since those factors could have a significant 
impact on the level of their contributions. 

Mr BOYER (adviser to Dr Gardner) expressed appreciation for the detailed analysis and 
informative charts provided by Mr Furth. He emphasized that it would be in the interest of 
all countries to look for possible savings within the budget, since they were finding it 
difficult to make their contributions to WHO, as shown by the fact that 49 countries had paid 
nothing to the Organization in 1984. Accordingly, all endeavours to hold down the level of 
the budget were to be welcomed. 

He was pleased to see that the budget showed that net programme activity remained 
steady, while provision had been made for programmes at country level to increase. If net 
programme activities were not, on the other hand, increasing, it was natural to ask why 
Member States were being required to pay an increase of 6.52% as compared with the 1984-1985 
biennium. Other basic figures to be taken into account were the decrease of 6•14% in respect 
of exchange rates with the United States dollar and the cost increase of 12.66%. It would be 
misleading to look only at the nominal growth of 6.52%, since that did not show what went on 
within the budget. 

With regard to the cost increase of 12.66%, it was gratifying that the figure was lower 
than the cost increase of 17.4% in regard to 1984-1985. Nevertheless, it should be possible, 
by calculating inflation and cost increases correctly, to bring that down still further. In 
step 8 of the Analytical Framework for Budgetary Analysis - Cost increases (decreases) by 
region showing separately (a) statutory costs arid inflation and (b) currency adjustments - on 
page 15 of the programme budget, only the figure for global and interregional increases, 
i.e. 6.77%, seemed realistic in terras of the general increase in global inflation, whereas 
the figures for the regions were relatively high. For example, the figure for the Americas 
of 13•39% was far above the experience of Washington where the Regional Office was located, 
and the figure of 20% for Africa seemed out of line, although Mr Furth had stated that it was 
in fact too low. 

The cost increases for general service staff were a major concern. Table II in step 9 
(Average cost of staff) on page 16 showed very large increases in relation to Africa (33%), 
the Americas (33%) and the Eastern Mediterranean (61%). Moreover, those increases were the 
net figures after favourable changes in exchange rates had been taken into account, the 
actual increases being far higher, including 97% in Africa and 65% in the Eastern 
Mediterranean. In respect of Washington, such cost increases did not correspond to local 
experience or to any reasonable predictable change in the local employment market or the cost 
of living, as inflation in the United States of America was now under 4% a year and increases 
in the salaries of United States Government personnel were limited to 3%； indeed, it was now 
being proposed that government salaries should actually be cut by 5%• Accordingly, those 
factors might be resulting in an overstatement of the total cost increase in the budget• 

The post adjustment multipliers used in the preparation of the budget seemed to be 
incorrect. The table in paragraph 18 of the section entitled "Computation of the estimates" 
(page 480) showed that an average post adjustment multiplier of 84 had been applied for 
Geneva for 1986-1987 whereas the multipl ier on 1 October 1984 had stood at 60• Consequently, 
even with an annual increase of 4% which the budget assumed, the multiplier should be 
substantially less than 84. Similarly, in relation to Africa, the budget used a post 
adjustment multiplier of 70 as compared with only 24 on 1 October 1984, and there were 
similar sharp climbs for the multipliers for the European and Western Pacific Regions. The 
effect in all those instances was to overstate the budget by a substantial amount. 

The provisions for contractual services, general operating expenses, and supplies and 
materials also seemed unreasonably high. The figures for those categories of expenditure, 
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given on page 447 of the budget, in fact showed little change as compared with the previous 
biennium, but those figures were net results after calculation of a favourable change in the 
exchange rate, so that the increases in the budget were actually far higher than the nominal 
increase in the budget as a whole. For example, he understood that contractual services in 
Africa showed an increase of 32% and general operating expenses 30%. Similarly, in 
South-East Asia the cost of supplies and materials was up 34% and that of furniture and 
equipment 38%, while in the Western Pacific contractual services were up 35% and furniture 
54%, including a significant 74% real increase. All such figures gave the impression that 
opportunities for savings were being overlooked. 

Another factor in cost increases related to exchange rates, a list of which for each 
region was given on page 479. In at least three cases, the exchange rates used in 
calculating the budget were far below the current rates. For example, the rate for the 
Danish krone used in the budget was 8.10 to the US dollar, whereas the most recent rate was 
11.29； for the Indian rupee, the budget used a rate of 10 to the dollar, although the 
current rate was 12.56; and the rate used for the Philippine peso was 14 to the dollar, 
whereas the current rate was 19.78, If more recent rates were used, the overall level of the 
budget could be substantially reduced• 

The Board was told that the level of programme activity was remaining stationary, but an 
important point, in the light of the Director-General1s Introduction arid his concern that 
regional committees should monitor country programme activities and the Executive Board 
analyse regional activities, was that information on country and intercountry programmes was 
missing from the budget. That was most noticeable in the table illustrating step 2 on 
page 12, which showed a net increase of USÍ 7.2 million in country activities ajid a net 
decrease of US¿ 7 million in intercountry and regional activities； those figures did not 
appear to be based on any specific information, since the columns leading into those figures 
remained blank. In contrast, the line for global and interregional activities at least gave 
overall figures for programmes that had been added or deleted. Moreover, the changes in 
specific programmes at the global and interregional level were fleshed out in the long new 
table beginning on page 383, which was very welcome； he could not understand, however, why 
comparable details could not be provided for country and intercountry programmes. Even in 
the context of resolution WHA30.23, it should be made clear to those asked to adopt a budget 
proposal what was being added to the programme and what was being deleted. Although he 
welcomed the fact that the budget level was being kept even, in the sense that it showed no 
net programme growth, the zero percentage of real change in the budget naturally prompted 
questions in the absence of justifying data. Perhaps those data were buried elsewhere in the 
document, but it was difficult for the Board to analyse them, at least on the basis of the 
tables he had mentioned. 

In the absence of specific figures for country and intercountry programmes, it was 
difficult to form an idea of the degree of change or dynamism in the budget proposals. In 
view of the programme emphasis on the various components of primary health care and the 
energetic efforts of the Secretariat to persuade Member States to make more effective use of 
WHO'S resources, it might be assumed that a substantial share of the US$ 520 million in the 
1984-1985 budget would be reprogrammed for 1986-1987 and that many previous activities would 
be replaced by new and more relevant ones• If that was indeed happening, it could not be 
seen from the information presented for country and intercountry programmes, which now made 
up over 70% of the budget. The information must be available at headquarters and in the 
regions, and if the Board was to play a stronger role in monitoring country and regional 
activities, some way would have to be found of making that information available to it. 

Professor JAZBI asked why Members' contributions should be increased when the 
Director-General was seeking US¿ 20 million from casual income to offset currency 
fluctuations and why casual income could not be used further to reduce the burden on Member 
States by keeping assessments the same as for the previous period• As Mr Boyer had pointed 
out, it was becoming increasingly difficult for many Member States to cope with inflationary 
trends. 

Mr FURTH (Assistant Director-General), replying to Dr Borgoño1s questions about how cost 
increases were calculated and estimated, drew attention to the brief explanation given on 
page 476, which should perhaps be amplified. The cost increases applied throughout the 
budget were based, to the greatest extent possible, on forecasts available at the time of the 
preparation of the budget. Budget officers at headquarters and at the regional offices took 
account of available official statistics, statements by competent authorities, and 
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information gathered from professional associations and other appropriate sources concerning 
the expected cost increases for various objects of expenditure. For example, in estimating 
the cost of printing and paper, letters were sent to printers' associations, paper 
manufacturers and other suppliers asking what increases might be expected. The same applied 
to utilities and postage rates. Very rarely were cost increases simply based on the 
inflation rate： it was not good enough to say that since the inflation rate in Washington 
was 4% a year, every cost increase would correspond to that percentage. It should be borne 
in mind that many components of the consumer price index, such as expenditure on food, 
entertainment or local transport, had no relevance to WHO. Accordingly, the budget officers 
based their estimates to the greatest possible extent on information they could obtain with 
regard to cost increases of such specific items as heating oil, paper, telecommunication 
equipment, postage, etc• 

Dr BORGOÑO said that he was puzzled by the very great differences between the data cited 
by Mr Boyer and those appearing in the budget document• In view of those wide discrepancies 
in specific data, for instance, for Africa and the Americas, it was essential to agree on the 
figures to be used, though of course with some degree of flexibility. In particular, 
Mr Boyer had spoken of salaries, and it would be interesting to note what data the 
Secretariat had used to arrive at such a high figure. 

Mr FURTH (Assistant Director-General) said that Dr Borgoño1s concern might be met by his 
answer to Mr Boyer1s questions. The latter had referred to the cost increases and decreases 
by region in step 8 on page 15 and had said that most of the statutory costs and inflation 
figures in column (a) did not reflect the decrease in global inflation. Yet the favourable 
economic picture in Geneva and Washington was not replicated in most of the world; although 
the rate of inflation had decreased in three of the major cost centres of the Organization -
Washington, Copenhagen and Geneva - the other major centres, Manila, New Delhi, Alexandria 
and Brazzaville, had experienced an increase in inflation in 1984-1985• 

Moreover, the table on page 15 did not relate to regional offices only but to the total 
cost increases for each region. Thus, for example, the figure of 13,39% for the Americas was 
not limited to Washington. Inflation was very high in the rest of the Region, particularly 
in Latin America, reaching 528% in Argentina in the first few months of 1984 and 111% in 
Brazil. According to a recent statement by the Executive Secretary of the Economic 
Commission for Latin America and the Caribbean (ECLAC), the average price increase in Latin 
America had been 165% in 1984. The figure of 20% for Africa should in fact be much higher; 
it represented an average between the ceiling for cost increases of 13.5% for country 
programmes and 27% for regional office and intercountry activities• Actual increases at 
country level had been calculated by the Regional Office for Africa on the basis of the 1984 
World Development Report published by the World Bank and projected on a biennial basis； that 
calculation had shown an inflationary trend of 18,5% for Africa as a whole, thus 5% above the 
established cost increase of 13.5%, representing an amount of some US东 2.5 million to be 
absorbed in country programmes during the budgetary period• The 27% increase in Regional 
Office and intercountry activities was due to two factors: first, locally purchased items 
would increase in cost by 40% in Brazzaville and non-local purchases by 13,5%; and big 
increases in the costs of general service staff. 

As correctly pointed out by Mr Boyer, Table II on page 16 showed the average increase 
applied for general service staff and took account of the favourable rates of exchange• That 
was why in three locations (the Regional Offices for Europe and the Western Pacific and 
global and interregional), the figures showed an average decrease - as much as 38% for the 
Western Pacific. Of course, if exchange rate adjustments had been disregarded, the actual 
increases in 1986-1987 would have been much higher. That was due to a combination of 
factors, such as underbudgeting in past bienniums, cost increases not included in the 
1984-1985 budget as well as estimated cost increases for 1986-1987, If one looked, on 
page 482, at the computations of the estimates for the general service averages at the 
Regional Office for Africa, it would be seen that in all of the lower grades in Brazzaville 
actual expenditure for 1982-1983 had already been well above the 1984-1985 estimates. That 
situation had to be rectified in 1986-1987 by, first of all, adjusting the average cost 
figure upwards to the level of the 1982-1983 expenditure, and then adding the cost increases 
for 1984-1985 to arrive at a base for 1 January 1986. To that base had been added estimated 
cost increases for 1986-1987. Therefore, even though the increase for 1986-1987 was very 
high, about two-thirds of it related to "catching up" expenditures for the two previous 
bienniums. Of course, the main reason for such high increases was to be found in the very 
high inflationary trends during the last few years in the best prevailing local salary rates 
in Brazzaville. 
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A similar situation prevailed, although to a lesser extent, in other regional office 

locations, including Washington, where some adjustments had had to be made to rectify the 
average costs for general service salaries, at least in respect of the current biennium, 
before adding to them estimated increases for 1986-1987. 

Turning to the question of post adjustment multipliers, referred to in paragraph 18 on 
page 480, he explained that those multipliers represented a unit of measurement in the post 
adjustment system, which provided additions or subtractions from the basic salaries of all 
professional staff members to ensure that their purchasing power remained the same wherever 
they were stationed. Mr Boyer's calculations were not in fact correct. For example, the 
starting point for global and interregional activities was multiplier 60 as at 1 October 1984 
on the basis of the then existing exchange rate of 2.50 Swiss francs to the dollar. As the 
budgetary rate of exchange for the 1986-1987 budget was also 2.50 Swiss francs to the dollar, 
only inflationary costs for the remainder of 1984 and for 1985 had to be added at the rate of 
6% for that whole period. As each percentage of inflation triggered approximately two points 
of the multiplier, 12 multiplier points had to be added to the October multiplier of 60, thus 
reaching multiplier 72 as a base for 1 January 1986. Assuming a cost increase of 4% for 1986 
and 4% for 1987, i.e., an average of 6% for the biennium, or another 12 multiplier points, a 
multiplier of 84 was reached. 

As for the regions, the multipliers shown in the budget for 1986-1987 had been estimated 
by the regional offices on the best information available during the first quarter of 1984. 
While for information purposes the actual multipliers as at 1 October 1984, at the time that 
the budget proposals had been consolidated, had been shown on page 480, it should be 
understood that those multipliers were based on the then prevailing exchange rates, which in 
the case of the regions, except for the Americas, happened to be different from the budgetary 
rates that had been applied in the budget. Therefore, before comparing the actual 
multipliers for October 1984 with those projected for 1986-1987 one had to convert those 
multiplier points from the October rate to the budgetary rate of exchange. If that was done 
in the case of Africa, the actual multiplier for October 1984, at the budgetary exchange rate 
of 380 CFA francs to the US dollar, would have been 58， and not 24. An estimated cost 
increase for 1986-1987 of 6% meant that 12 multiplier points had to be added to multiplier 
58， and thus confirmed the very reasonableness of multiplier 70 shown on page 480. 

Similarly, for Europe, on the basis that had just been described, the multiplier shown 
for October 1984 had first to be converted to the budgetary rate of 8.10 Danish kroner to the 
US dollar, which was the budgetary rate for 1986-1987. That resulted in multiplier 110, and 
it was that figure which was comparable to multiplier 122 for 1986-1987• 

It should be borne in mind that actual savings in respect of low multipliers which might 
result from lower rates of exchange during the implementation period would not remain as a 
bonus for the regions but would be withdrawn by the Director-General in accordance with the 
already agreed practice referred to in paragraph 69 of the Introduction. 

Replying to Mr Boyer1s comments on common services, he explained that the expenditure on 
such items as contractual services, general operating expenses, supplies and materials and 
acquisition of furniture and equipment was based on current experience and on established 
requirements for the proper running of the regional office operations. Indeed, several 
offices had expressed their concern that the budget provisions might be insufficient to cover 
their requirements under those items, in which case additional costs would have to be 
absorbed. 

He agreed with Mr Boyer that most regional budgetary exchange rates were outdated. 
However, the regional budgets had been prepared early in 1984 and budgetary rates had been 
set at that time. The dollar had risen against local currencies far beyond any expectations, 
and it was still difficult to keep up with the almost daily increase in its rate. It must be 
borne in mind that the dollar might fall by the time the budget was implemented, since 
implementation would not begin for a year and the budgetary period would not end for nearly 
three years. The budgetary rates set by the regional offices might well turn out to be 
realistic by that time. Moreover, if the rates turned out to be too high in relation to 
actual exchange rates in 1986-1987, the mechanism set forth in paragraph 69 of the 
Introduction would come into operation. That mechanism, which was being applied for the 
first time during the current biennium, was working well. On the basis of the currency 
savings that had already accrued in 1984 and the December 1984 exchange rates projected for 
the whole of 1985, one could expect that currency savings from the regions alone in 1984-1985 
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would amount to some USÍ 15.5 million, which would be surrendered as a budgetary surplus 
after the end of the biennial period. That would be done again in 1986-1987 if the average 
accounting rates of exchange were much higher than the budgetary rates of exchange set for 
the major regional office currencies. 

Referring to Mr Boyer1s comment concerning the Secretariat1 s inability to give a precise 
dollar figure for country activities and intercountry and regional activities to be added or 
terminated in 1986-1987, and to his particular reference to the blanks in step 2 of the 
analytical framework on page 12, he assured the Board that the figures given in that table 
for real increases in country activities and real decreases in intercountry and regional 
activities were not just plucked from the air, although they were admittedly, as stated in 
footnote 2 on page 12, only a "rough estimate" in view of the programme budgeting procedure 
at country level introduced pursuant to resolution WHA30.23. Board members who had attended 
regional committees and examined regional budget documents were familiar with the programme 
budgeting procedures at the country level. Application of those procedures resulted in the 
development of the WHO programme budget in terms of general programmes responding to 
nationally defined needs and priorities, detailed project planning being deferred until 
nearer the operating period, in closer harmony with national health programme processes. 
Since detailed project planning had not been undertaken by the time the proposed regional 
programme budgets were prepared, it was obviously impossible to include precise budgetary 
estimates for individual projects and objects of expenditure at the country and intercountry 
levels. In the absence of such detailed plans of operation and budgetary estimates for 
individual projects and objects of expenditure, there was an undeniable problem with regard 
to the breakdown of any increase in a country or intercountry planning figure between real 
increases and cost increases. It was nevertheless possible in a reasonable though rough 
manner to distinguish cost increases from real increases in country and intercountry 
programmes at the stage of budget preparation, although the methodology applied was somewhat 
different from that used elsewhere and the results were definitely less accurate than for 
global and interregional activities. 

In the early stages of the programme budget process, WHO and national authorities 
collaborated, in accordance with resolution WHA30.23, in identifying and developing priority 
programmes for cooperation, directed towards attaining national health goals defined in 
country health programmes and expressed in terms of general programmes. Those technical 
cooperation programme proposals were then presented in regional programme budgets in the form 
of narrative programme statements supported by budgetary tables in which the country planning 
figure was broken down only by programmes. Thus, even though the regional office had not 
developed budgetary estimates for individual projects and objects of expenditure at the 
country and intercountry levels at the stage of budget preparation, the proposed country and 
intercountry technical cooperation programme had been worked out to a sufficient extent for 
the budgetary staff of the regional office to have a general idea of WHO's "inputs" for each 
programme (for example, in terras of staff, fellowships, supplies, meetings), and it was 
therefore possible, on the basis of average costs for the current biennium for various 
inputs, of the regional office1s experience with past cost increases in the countries in the 
region, and of the best available information and forecasts as to inflationary trends and 
currency fluctuations in those countries, to arrive at a reasonable though rough estimate as 
to the part of the increase in a country or intercountry planning figure that represented a 
real increase, and the part that reflected a cost increase. 

Too much, he thought, might have been made of the lack of those two highly technical 
figures in step 2 on page 12 of the programme budget, particularly when it was said that the 
lack of those figures might impede the work of WHO1 s governing bodies in monitoring country, 
intercountry and regional activities. The budget proposals made clear what was being added 
to the programme and what was being deleted. The regional programme budgets contained many 
hundreds of pages of narrative country programme statements setting out programme trends, 
objectives and modes of action, giving the country planning figures for each country broken 
down by programme and clearly indicating increases and decreases for each programme in each 
country both in programmatic and budgetary terms. Such detailed information could hardly be 
included in the Director-General1 s proposed global programme budget, since that would entail 
at least four or five volumes of a similar size to the existing volume. Moreover, the task 
of reviewing the proposed country activities country-by-country in detail was the 
responsibility of the regional committees rather than of the Board. All such detailed 
information to be found in the regional budget documents, both in programmatic and budgetary 
terms, was aggregated and consolidated into the global budget document before the Board and, 
in addition, the same type of information with respect to real increases and decreases and 
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cost increases and decreases had been provided in that document for country activities as for 
global and interregional activities. Of course, those figures were provided in the budget 
volume for aggregate activities, but there would be no difficulty in giving detailed 
information on real increases and decreases and cost increases and decreases for country 
activities broken down by region or country or even by programme within each country if the 
Board so wished. The information would be extremely voluminous. The only type of 
information that was not available was that which the Board and the Health Assembly had 
decided in the past should not be available： details of staff, equipment, supplies, 
transport, fellowships or other objects of expenditure for each individual project under 
country programmes• Thus, while figures could be provided for real increases and decreases 
in country programmes, it was not possible to measure in exact dollar terms the precise WHO 
inputs Chat would be added to or deleted from such programmes, since at the stage of budget 
preparation the Organization had not yet negotiated with the country authorities the exact 
number of WHO staff man-months that would be added or deleted in the forthcoming budgetary 
period, the type and price of equipment to be purchased, the number and length of fellowships 
to be provided, etc• That was a highly technical exercise which no budget officer should or 
could undertake in the absence of figures for objects of expenditure• 

Mr Boyer had observed that it was difficult to obtain a reading on the degree of change 
or dynamism in the WHO proposals, and that although he would assume that a substantial share 
of the US¿ 520 million budget for 1984-1985 would be reprograramed for 1986-1987, he was 
unable to find any such reprogramming• Two tables showed the extraordinary extent to which 
there had, in fact, been reprogramming in the programme budget. He referred, firstly, to the 
table beginning on page 40 (Regular budget estimated obligations and analysis of increases 
and decreases by programme), column (b) of which showed striking increases and.decreases in 
real terms. Programme 12.1, for example, showed a decrease of 4.58%; programme 12.2， a 
decrease of 7•19%, programme 12.3, an increase of 29.01%; programme 12.4, an increase of 
75.48%； programme 12.5, an increase of 12.66%; programme 13.6, an increase of 22.45%； 
programme 13.7, an increase of 20.66%； programme 13,9, an increase of 96.37%； 
programme 13,15, a decrease of 12.12%; and programme 13.16, a decrease of 14,83%. When 
going through the budget document some members would probably protest about some of those 
changes on the ground that too much had been added to one programme at the expense of 
another. Further evidence of substantial reprogramming at the country level could be found 
in the table beginning on page 294 (Summary of country and intercountry activities), which 
showed the variety of increases in country planning figures given to African countries. The 
variety was even more startling in the Americas, with increases as high as 261% in at least 
one case and a decrease of 100% in another. Increases in South-East Asia ranged from 14.75% 
to 31,36%, There was little variation in Europe except in the case of Morocco and Turkey. 
Three countries in the Eastern Mediterranean Region (Iraq, Islamic Republic of Iran and 
Saudi Arabia) showed very substantial increases occasioned by the addition of WHO programme 
coordinators. The Western Pacific Region showed decreases as high as 100% and also increases 
as high as 38,89%, 

Professor Jazbi had asked why assessed contributions of Member States had to be 
increased when the Director-General was seeking US$ 20 million of casual income to meet 
currency exchange adjustments• There appeared to be some misunderstanding in that respect. 
All the casual income available as at 31 December 1984 and earned over the past two-year 
period was being made available to help to finance the 1986-1987 budget and thus reduce 
assessed contributions as far as possible. The USÍ 20 million of casual income to which 
reference was made in various parts of the budget and which might be needed if the dollar 
declined against the Swiss franc below the budgetary rate of exchange had not yet been 
earned; it was casual income that might be earned in the course of 1985 or 1986 and on which 
the Director-General would have a call if it was needed to protect the current programme in 
such an event. That situation had not arisen during the past two bienniums and it was hoped 
it would not occur in the future. 

Dr SAVEL'EV (adviser to Professor Isakov) said that Mr Furth*s presentation and the 
information in pages 1-24 and 35-46 of the draft programme budget, together with the answers 
to Board members1 questions, gave a reasonably complete picture of estimated obligations, 
sources of financing and proposed distribution of resources. The statement on page 4 of the 
document (paragraph 13) that the form of presentation of the proposed programme budget for 
1986-1987 was similar to that for the previous biennium was not entirely correct. He had 
noted with satisfaction the tables on research activities with a summary by programme and 
source of funds (pages 427-429). Such data had not been included in programme budget 
documents in the last few years, arid he welcomed their reintroduction. 
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There was no indication on page 5 (paragraph 22) that the programme descriptions 
differed in any way from those in the 1984-1985 budget, but if the descriptions of specific 
programmes for the two bienniums were compared, it would be seen that some differences did 
exist. The description of each programme in the 1984-1985 programme budget document was 
followed by an indication not only of the funds allocated to each region and to global and 
interregional projects, but also of the figures for all projects in that programme planned 
for 1984-1985 at the global and interregional levels, together with the number of man-years 
and man-months for each project and the funds allocated and sources of financing. Such 
information appeared on pages 388-426 of the document for 1986-1987 instead of being given 
together with the programme descriptions. That separation made it appreciably more difficult 
to use that information in assessing the activities planned for 1986-1987, and it would 
therefore be advisable to return to the previous format. Normally, changes in the form of 
presentation of the programme budget were the result of resolutions or decisions of the Board 
and the Health Assembly, e.g., resolutions WHA25.23 and WHA26.40, designed to facilitate the 
analysis and discussion of the programme budget document, but the separation to which he had 
referred made analysis more difficult and was therefore neither justified nor reasonable. A 
return to the former practice would make discussion more fruitful. 

Inevitable cost increases for particular areas of the budget, and especially those due 
to currency fluctuations, should be covered as far as possible by savings under particular 
sections of the budget, in accordance with the recommendations of the special committee on 
the financial situation of the United Nations. 

It was indicated on page 15 of the document that there was a 12,66% increase in the 
budget for 1986-1987 on account of increases in statutory costs and inflation. As shown on 
page 14， the effect of inflation was greatest in countries, but affected global and 
interregional activities to a lesser extent than in the previous biennium. That once again 
confirmed Professor Isakov1s comment to the effect that global and interregional activities 
were not only valuable in solving health problems affecting the majority of countries, but 
also less costly than country programmes because they were less liable to be affected by 
inflation. 

Mr BOYER (adviser to Dr Gardner) noted that Mr Furth had indicated that the use of 
consumer price indices to calculate inflation in a particular country or city was misleading 
because such indices were based on market basket surveys covering items that were not really 
representative of WHO*s purchases. That might well be true, and obviously the best way to 
calculate cost increases was to determine what items the Organization actually purchased and 
to check their prices. Nevertheless, in justifying the regional inflation figures, Mr Furth 
had referred to several market basket surveys, including one from ECLAC and one for the World 
Bank, for example. Thus it seemed that WHO was in fact relying on general studies of 
inflation. 

It was widely recognized that there was a linkage between inflation rates and exchange 
rates• In some circumstances the Organization seemed to have opted for the approach which 
led to the highest cost in regard to each. For example, special provision was being made to 
cover the additional costs resulting from very high inflation in Manila, but at Che same time 
the old exchange rate of the Philippine peso was being used, no account being taken of the 
more favourable rate currently obtaining. Even if allowance was made for the fact that gains 
accruing from movements in the exchange rate would be transferred to casual income, the 
adoption of a more recent exchange rate would be advantageous• 

Since 70% of the Organization1s funds were spent on staff salaries, a closer examination 
of the operation of post adjustment multipliers might lead to savings being made• 

Mr Furth had drawn attention to two tables in the budget as indicative of the dynamism 
of WHO1s activities. Nevertheless, those tables did not show differences in real programme 
activity at the country and regional levels. The table beginning on page 40 of the budget, 
for example, was a composite table encompassing WHO's entire programme, from which it was 
impossible to ascertain whether the changes indicated had come about as a result of changes 
in global and interregional programmes or whether individual countries were adjusting and 
adapting their activities in accordance with the global priorities established by the 
Executive Board and the Health Assembly. 

He agreed with the Director-General that more attention should be paid to what was 
happening in the regions and in individual countries. In that connection it would be helpful 
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if the Secretariat could devise appropriate methods of providing the Board with information 
so that it could make informed judgements without being overwhelmed with data. 

Mr FURTH (Assistant Director-General) noted that Dr Savel1ev had drawn attention to the 
fact that, as compared with the 1984-1985 budget presentation, in the budget document now 
before the Board global and interregional projects were no longer shown under individual 
programmes but were set forth in a special annex beginning on page 388. The reason for the 
new practice was that it was considered to be more rational than the former practice because, 
when the information concerned had been included under each individual programme, too much 
attention had been focused on that particular component of the programme; global and 
interregional projects funded by headquarters had been extensively discussed, to the 
detriment of what was being proposed for the country and intercountry levels. It had 
accordingly been decided that the relevant information would be retained in the budget 
document but that it would be placed in a special annex• If, however, the Board preferred to 
revert to the former practice, the change could certainly be made. 

Referring to the comments made by Mr Boyer, he explained that the Organization was 
obliged to use general inflation rates to some extent, particularly when it was not possible 
to obtain precise information on a specific item of expenditure. Moreover, when future 
increases in general service salaries or in post adjustments had to be estimated, reliance 
had to be placed on general forecasts of consumer price indices or rates of inflation. 
Whenever possible, however, the Organization tried to obtain precise cost estimates of 
specific items of expenditure. 

As far as exchange rates in the regions were concerned, he had already given all the 
information which he was in a position to provide, although the point made by Mr Boyer in 
that connection might be considered by the Board. 

Although it was true that the post adjustment system was expensive, it was not correct 
to state that 70% of WHO1 s funds were spent on staff salaries and common staff costs• Such a 
statement would have been true in the case of WHO if it had been made 15 years earlier, and 
it would perhaps still be true today in the case of the United Nations and some of the 
specialized agencies. As for WHO, the financial report for 1982-1983 showed that only 59.6% 
of the regular budget was spent on salaries and common staff costs. If WHO'S total 
expenditure under all sources of funds was taken into account, only 48.3% had been spent on 
salaries and common staff costs in the biennium 1982-1983. 

He agreed that the table on page 40 was a composite table. It had been included in the 
budget for the first time because Mr Boyer had requested it in 1983. The table did not, of 
course, give all the relevant information in respect of each country. Nevertheless, it would 
certainly be possible for the Secretariat to provide, within three days, computer print-outs 
derived from the budget data submitted by all the regions, in which real increases and cost 
increases were analysed by region, by country, and even by programme within each country. 
Some of the information concerned could be furnished by the regional offices when they 
considered the next progrannne budget. One of the points to be made in respect of the 
regional budget policy might well be that more information regarding real increases or 
decreases and cost increases or decreases in country programmes should be provided in the 
regional budget documents which would be reviewed more thoroughly by the regional committees. 

PROGRAMME REVIEW: Item 7.2 of the Agenda (Documents EB75/INF.DOC./1, EB75/INF.DOC./2, 
EB75/INF.DOC./3, EB75/INF.DOC./5, EB75/INF.DOC./6 and EB75/INF.DOC./7) 

The CHAIRMAN reminded the Board that it had been decided that item 8 of the agenda would 
be considered concurrently with item 7. 

Africa (Document ЕВ75/5) 

Dr SAMBA (Officer in charge, Regional Office for Africa), introducing his report 
(document EB75/5), informed the Board of the deep shock which the decease of the late 
Dr Quenum, former Regional Director for Africa, had caused in the Regional Office for 
Africa. For a while there had been a considerable disruption of activities. However, a 
meeting of the Regional Committee had been successfully held, and the Regional Office was 
steadily recovering from the consequences of the loss of Dr Quenum1 s invaluable services. It 
was expected that everything would be in order again by the time the new Regional Director 
entered upon his duties. 
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The general socioeconomic situation in the African Region was most unfavourable and was 
having adverse effects on the implementation of the strategy for health for all. No country 
in the Region was free from drought, and some countries were experiencing famine. In certain 
countries 60% of the total annual income had to be used to service debts. In addition, the 
Region was prey to local wars and political upheavals. All those factors tended to increase 
demands on diminishing resources. Nevertheless, a positive response to the hardships 
involved had already been detected. After approximately 20 years of independence most 
African leaders were suddenly asking themselves how the present situation had come about and 
were demanding a change to eliminate the unbearable suffering. There was widespread 
heart-searching as to what individuals and nations could do to improve the situation. 

The new attitude of self-inquiry would have a beneficial effect on the efforts being 
made to achieve health for all by the year 2000. The Regional Office for Africa had given 
great thought to the optimal use of WHO resources in the implementation of health for all and 
was holding consultations with selected countries in the Region. The Board had opportunely 
expressed its support for the Director-General丨s proposal that the critical mass of leaders 
needed for the attainment of health for all by the year 2000 should be increased. It was to 
be hoped that the role of women in health and general socioeconomic development would be 
given a prominent place in any arrangements made in that connection, since in most countries 
of the African Region women formed a majority of the population actively involved in that 
field. 

The Regional Committee had highlighted for special mention health manpower development, 
public information and health education, and disease control• Much time had been spent on 
evaluating the African experience of using nationals as WHO programme coordinators• The 
overall consensus had been that the experience was worthwhile and should continue, but that 
it should be reviewed and evaluated in greater detail• A working group had been established 
for that purpose, and the relevant information would be made available to the Board in due 
course. 

With regard to the arrangements for the African Region in the proposed programme budget, 
he could add very little to Mr Furth1s exposition. Nevertheless, he wished to reiterate that 
the proposed programme budget had been prepared within the limits of the tentative allocation 
established by the Director-General, and that it had been compiled in accordance with the 
guidelines issued by the governing bodies. In the light of the discussions at the 
Thirty-sixth World Health Assembly, a zero growth rate in real terms had been set for 
regional and intercountry activities. However, a real increase of 4% over the figure for 
1984-1985 had been proposed for activities at the country level. 

Intercountry programmes accounted for 22•8% of spending, country programmes for 56.3% 
and regional programmes for 20.9%. The disproportion between the Region1s needs and the 
resources available was so great that the estimated real increase of 4% in the country 
allocations was not, in the Regional Committee1 s view, sufficient to permit a meaningful 
implementation of the programmes which Member States had individually and collectively 
decided upon. Any savings resulting from fluctuations in the real average accounting 
exchange rate between the United States dollar and the CFA franc could perhaps have been used 
to strengthen certain country activities instead of being returned to headquarters as a 
budetary surplus to be paid into the casual income account. 

An analysis of the proposed programme budget revealed that more than one-third of the 
countries in the Region had selected the following programmes: (1) managerial process for 
national health development, (2) health manpower development, (3) organization of health 
systems based on primary health care, (4) public information and education for health, 
(5) community water supply and sanitation, (6) immunization, (7) maternal and child health, 
(8) nutrition, (9) malaria, and (10) research promotion and development. Four programmes -
namely health legislation, human reproduction research, cardiovascular diseases, and other 
noncommunicable diseases - had been selected by one country. Three other programmes 一 
accident prevention, health of the elderly, and acute respiratory infections - had not been 
selected by any country. The Regional Committee had observed that no allocations had been 
received for some programmes which were not of primary importance for the countries of the 
Region. The Regional Office had been urged to take appropriate steps to continue its 
cooperation with Member States in analysing their problems and in identifying their 
particular priorities. 

When considering the proposed increases and decreases in budgetary allocations, it 
should be borne in mind that projects might be shifted from one programme to another, as was 
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the case with programme 13.1 (Immunization), that in many cases decreases at the regional 
level were compensated by increases at the country level, and that some activities were being 
increasingly integrated at the operational stage, so that a decrease in budgetary terms did 
not necessarily entail a reduction of activity in respect of the programme concerned. That 
was the case, for example, with health manpower development, which was being increasingly 
integrated into other programmes• 

The meeting rose at 17h25. 



SEVENTH MEETING 

Saturday， 12 January 1985， at 9h00 

Chairman： Professor B. JAZBI 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987： Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW; Item 7.2 of the Agenda (continued) 

Africa (Document EB75/5) (continued) 

The CHAIRMAN invited comments on the report on significant developments in the African 
Region (document EB75/5) presented at the previous meeting. 

Dr MAKUTO congratulated Dr Samba on his excellent report, which was evidence of how 
quickly he had appraised the problems of the African Region on his recent appointment as 
officer in charge of affairs of the Regional Office following the death of the Regional 
Director. Africa1s problems were unique, and Dr Samba1s performance in the face of difficult 
circumstances had been outstanding. The Director-General also deserved credit for having 
chosen such a competent person to shoulder that responsibility. 

Despite the fact that Africa suffered from many serious problems, the Region continued 
to be committed to the goal of health for all. Dr Samba had referred to the priorities 
accorded by countries to the various programmes. In fact, all the programmes he had 
mentioned represented crucial needs in Africa, and to try to arrange them in order of 
priority was an academic exercise. In Zimbabwe it was now realized that, owing to 
difficulties in diagnosis, deaths from cancer and cardiovascular disease were more numerous 
than had been thought; similarly, the greatest cause of morbidity among teenagers had been 
found to be rheumatic heart disease, and respiratory tract infections were now known to be 
the third largest cause of mortality in children. 

It was thus clear that the African Region suffered from the full range of diseases found 
in western countries, as well as from the communicable diseases which had long been regarded 
as its own particular scourge. While it was true that resources should be allocated on the 
basis of the seriousness of each particular disease, Africa clearly needed all the resources 
WHO could muster for funding its health programmes• 

The Director-General had laid stress on the need for optimal utilization by Member 
States of WHO'S resources. He was glad that the subject was being discussed at the time of 
the appointment of Dr Monekosso as the new Regional Director for Africa; he was known to 
have the highest aspirations for his Region, and thanks were due to the Board for its wise 
decision in appointing him. It was the moment to look forward to the dawn of a new era for 
the Region, and not to dwell too much on the past• 

Dr 0T00 said that the serious problems that had beset the African Region over the past 
few years, combined with the sudden death of the former Regional Director, had created 
exceptionally difficult circumstances under which Dr Samba had to carry out his task. 
However, he had succeeded in implementing programmes on schedule and in keeping the affairs 
of the Region in good order. 

The growing recognition on the part of all national leaders in the Region of the 
importance of giving priority to the goal of health for all was an encouraging sign. One of 
the problems facing countries trying to implement the health-for-all strategy was the 
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vertical nature of the programmes involved, which tended to lead to difficulties such as 
overlapping, a multiplicity of categories of health personnel, wastage of resources, and 
fragmentation of operations. The various activities which made up the strategy needed to be 
integrated into a single, comprehensive health care delivery service, and that called for a 
coordinated organizational and managerial structure and comprehensive planning mechanism. He 
asked in what ways the Regional Office had been able to assist countries of the Region to 
achieve such coordination, and also what mechanism existed at global level to help regions 
and Member States achieve comprehensive health programming within the framework of the 
Strategy. 

Dr BELLA congratulated Dr Samba on the clear account he had given of health conditions 
in the Region, The past year had been a particularly harsh one for African countries； not 
only natural disasters, but world economic difficulties, had hampered efforts towards social 
and health development. Nevertheless, as highlighted by Dr Samba, there was a clear 
political will on the part of African countries to support WHO1s goal of health for all. The 
report gave an accurate account of the main concerns of the Region, where it was hard to 
establish priorities since so many matters required urgent consideration. He urged the Board 
to give the report close attention and the Director-General to continue to provide generous 
assistance so that Africa, despite its many handicaps, could achieve the goal that had been 
set • 

Dr KOINANGE congratulated the Director-General and Dr Samba on their excellent 
performance in discharging their responsibilities in the Region, The severe drought had 
greatly worsened the already severe economic conditions of the area, and recovery was likely 
to take a number of years• The general deterioration should be seen against the 4.4% 
decrease in the overall budget for the Region that was to be noted in step 3, on page 13 of 
the budget document, and the cost increase of 11.71% indicated in step 7 and step 8, on 
page 15• When the African countries began to recover, he was sure that they would give 
first priority to food production； investment in health, and notably in primary health care, 
was likely to suffer. 

One very notable trend in the budget for the African Region was the decrease in funds 
available from extrabudgetary sources. He suggested that the Director-General should seek 
to ensure that that trend was at least stabilized, and should look into the possibility of 
establishing a "cushioning" fund for the most severely affected areas of the Region. 

Dr TADESSE joined in praising Dr Samba1s report. The drought and famine from which 
many African countries had suffered over the past year had meant that there had been a drain 
on resources set aside for the development of primary health care； despite that misfortune, 
progress in the Region had continued, thanks to the excellent work done by Dr Samba. 

Member States of the Region should recognize the importance of collaborating with one 
another and of acting collectively if results were to be achieved. It was a significant 
advance that so many countries identified primary health care as a priority commitment, and 
he urged them to stand firm in defending that commitment• The importance of choosing the 
right primary health care leaders was crucial, and another priority concern was the 
managerial process, which should be seen part and parcel of the whole. Now that 
understanding had been reached in individual countries on what the priorities should be, he 
hoped that the same understanding would be achieved at the regional and interregional levels, 
so that primary health care did not remain an abstract concept, but became a reality. 

Dr SYLLA (alternate to Professor Bah) also commended Dr Samba on his report, and on the 
skill with which he had accomplished his task in the African Region. He paid tribute to the 
memory of Dr Quenum, who had made a lasting mark on development in Africa. 

As emphasized in the introduction to the report, Africa was suffering from a number of 
calamities, including drought, famine and war, at a time when the rest of the world was in 
the throes of economic crisis. It was thus that Africa1s current needs, in the field of 
health in particular, merited urgent attention. The report clearly showed that the 
political will existed in the Region to formulate and put into effect the strategy of health 
for all, with the support of the Regional Office. Considerable efforts were still needed in 
the field of training and health education, in communicable disease control and maternal and 
child health, and certain priority needs had therefore been identified in the programme 
budget (pages 306-317 of document PB/86-87). Although the list of priorities seemed long, 
it was still not sufficient to meet all Africa's current health needs. 
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He welcomed the increase in the provisions for country activities for 1986-1987, but 
stressed the particular importance for the Region of intercountry programmes. He drew 
special attention to resolution AFR/RC34/R1 (annexed to document EB75/5), on women and health 
development - a subject of great importance for national primary health care programmes in 
Africa. Women constituted the main force for social development in the Region, and WHO 
should give its full support to the programmes in that field. 

He supported both the report contained in document EB75/5 and 
1986-1987 for the African Region, and endorsed the appeal for more 
by WHO and by governmental and nongovernmental funding agencies to 
in Africa. 

Mrs DE LA BATUT (alternate to Professor Roux) commended Dr Samba for his presentation of 
the report, and also congratulated the Secretariat, and Mr Furth in particular, for the high 
quality of the tables contained in the budget document, which were extremely useful in 
facilitating understanding of the issues involved. 

In a general comment on the point made by the Director-General in his Introduction to 
the budget document regarding the optimal utilization of WHO1s resources, she said she was 
concerned by a certain imbalance in the allocation of resources； according to the diagram on 
page 34 of the budget document, 32.62% of the total effective working budget was allocated to 
health system infrastructure and only 15.41% to the prevention and control of all kinds of 
diseases - which seemed to be the main preoccupation of the various regional committees. In 
the African Region, where long-term nutritional deficiencies would follow the current famine, 
allocations to nutrition, which were already low, were further reduced by 11.47%. She would 
in no way wish to dispute the absolute priority of laying sound infrastructures for the 
implementation of primary health care strategies, but it did not follow that the amount of 
resources allocated to that objective should be in direct proportion to its high priority. 
She believed that the same objective could be attained at lower cost, without sacrificing the 
efforts that were still required to meet current needs in regard to vaccination, disease 
control, etc., especially in regions such as Africa. It seemed that perhaps too much 
emphasis was being placed on what the Director-General had referred to as "bureaucratic 
expenses"• In the African Region, for instance, whereas the overall budget increased by 
only 7.27% and the provision for country activities by 4%, the proposed increase for general 
administration and services was 29.44%. In addition to headquarters and regional office 
structures, which might in themselves lead to duplication, it was now proposed to extend the 
establishment of country offices• She therefore urged caution before any decisions were 
taken in that respect, and a case-by-case study to see whether the same goal might not be 
attained by restructuring the regional offices. 

She also expressed some concern about the proliferation of theoretical studies, 
seminars, meetings, documents and guidelines on primary health care and restructuring health 
systems, and felt that careful thought should be given to the optimum use of such documents. 

Referring to the tables shown by Mr Furth at the preceding meeting, she noted a certain 
imbalance between the regions which could not be entirely accounted for by reasons of 
inflation and exchange rates. Priorities prompted by the state of development of the 
various countries, or the disasters or other problems besetting them, were not always fully 
reflected. Inexplicably the African Region was the only region to show a reduction in real 
terms. 

Finally, in view of the general economic situation, she was concerned about the greater 
demand made on Member States in terms of their contributions to the budget - an increase of 
6.92%, despite the "savings" made, which in fact were currency gains. The situation was not 
improved by the fact that an increasing number of States were in arrears in payment of their 
contributions. In her view it would be somewhat difficult for the Board to recommend that 
the Health Assembly adopt a budget which required too great an effort on the part of Member 
States. 

Dr EL GAMAL asked what was being done by WHO to overcome the suffering caused by the 
drought in Africa and its adverse effects on health. Although his question did not relate 
specifically to the report under discussion but rather to cooperation within the United 
Nations system, it seemed relevant in view of the statements made on the situation in Africa 
and the fact that the aim of WHO and the Executive Board was to improve the health status and 
living standards of all mankind. 

the programme budget for 
support to be given both 
national health programmes 
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Mr BOYER (adviser to Dr Gardner), commenting generally on the reports of the Regional 

Directors, regretted that at the current session, with the exception of that for Africa, they 
seemed to have reverted to the earlier practice of merely listing resolutions adopted by the 
regional committees s contrary to the general сonelus ion of the Executive Board two years 
previously that they should be broader and more informative. That recommendation had been 
followed to good effect in the previous year,s reports, and was particularly important if the 
Executive Board was to become more involved in the work of the regional offices. 

He expressed some concern about the reference in paragraphs 18 and 19 of document EB75/5 
to the continued use of nationals as WHO programme coordinators in the African Region, the 
only region, to his knowledge, to follow that practice. The use of coordinators from other 
regions‘was, he felt, important if their independence of judgement was to be preserved. He 
requested information on the current state of that issue in the African Region. 

While he was impressed by statements by other Board members commending the progress made 
in Africa towards achieving primary health care goals, he too, like Dr El Gamal, wanted to 
know what WHO was doing in relation to the exceptionally tragic circumstances prevailing in 
Africa, which were not provided for in the regular budget. 

Dr KAPRIO (Regional Director for Europe), replying to Mr Boyer*s question about the 
presentation of the reports, said that it had been agreed collectively to restrict the 
reports more directly to budget issues in budget years, which would explain why the previous 
year's reports had been more comprehensive• While pointing out that additional information 
was contained in other regional reports, which were available for Board Members, he agreed 
that fuller coverage could perhaps be given to events in the regions in the documents 
submitted to the Board. It was a matter to be decided on in consultation with the 
Director-General• 

Dr QUAMINA wished to be associated with the requests of Dr El Gamal and Mr Boyer for 
information on WHO1s action in regard to the tragic situation in Africa; she suggested that 
the Director-General should give a comprehensive report on the subject. 

The CHAIRMAN, expressing his personal concern about the situation in Africa, agreed with 
previous speakers that the Board should be informed of possible WHO action. 

Dr REID, referring to Mr Boyer1s point about the use of nationals as WHO programme 
coordinators, said that the use of the word "experience" in paragraphs 18 and 19 of the 
report (document EB75/5) seemed to be a misprint for "experiment" for, as he understood it, 
it had been strongly emphasized that it would be an experiment and would be evaluated. In 
the interests of the Organization generally it would be useful to know how and in what form 
evaluation was going to take place, since clear decisions must be taken in the matter. 

The CHAIRMAN joined other members in congratulating Dr Samba on his comprehensive report 
to the Board, and in commending the Director-General1s timely and appropriate action in 
appointing Dr Samba as his representative• 

Dr SAMBA (Officer in charge, Regional Office for Africa) wished to pay tribute to the 
Director-General, to whom credit was due for the immediate action he had taken after 
Dr Quenum1 s sudden death and for his personal supervision of the Regional Office in the 
interim period. 

He wished to re-emphasize Dr Bella's comment that rank-ordering of priorities in Africa, 
where everything was a priority, was very difficult; it was further complicated by the 
absence of adequate data. 

Replying to Dr Otoo1s question as to how the Regional Office had assisted countries in 
the preparation of comprehensive health programming, he said that, since 1979, workshops for 
information systems had been organized in English and French in Cotonou, Harare and Maputo. 
High-level workshops, to which national and international coordinators, directors and in some 
cases politicians had been invited, had been held in 1984. He wished, however, to stress the 
point made by Dr Tadesse, namely that although the political will to support primary health 
care in Africa existed, corresponding firm action at the highest level was still wanting. 
The collaborative effort should not just be left to the Regional Office, but countries must 
take the initiative with requests to the Regional Office. 
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He was grateful for Mrs de La Batut1 s comments，especially that duplication should be 
avoided and optimal use should be made of WHO1s resources, and assured her that those matters 
were being constantly reviewed in the African Region, 

In reply to Mr Boyer1s question as to the outcome of the national coordinator 
experiment, he agreed with Dr Reid that it was indeed an experiment• It had been discussed 
at the last meeting of the Regional Committee which supported the experiment. A decision had 
been taken to set up a working party to evaluate and review the experiment. 

While Dr El Gamal1 s question regarding measures taken by the Regional Office in response 
to the drought in Africa was of global interest and would certainly be answered by the 
Director-General, he could himself inform the Board that a task force had been sent by 
headquarters to Ethiopia and that the Regional Office had collaborated in the preparation and 
execution of the task force's activities in defining needs and in providing support for 
drought-stricken areas• In general the Regional Office was participating in activities 
initiated by the Secretary-General of the United Nations• Documents were available on 
request. He added that the Regional Office for Africa was deeply involved in the tragic 
situation in Africa and concerned about its wider health implications； it would take all 
measures within its power and support all those taken by the international community. An 
aggressive move was needed in Africa, which was faced daily with the most wide-ranging 
problems and natural hazards requiring extraordinary measures and additional resources in 
order to come anywhere near achieving health for all. 

Dr RUESTA (alternate to Dr Bello), commending the high quality of the reports, said 
that, while Africa was stricken by natural catastrophes, there were also man-made disasters 
which were making the situation much worse; she was referring in particular to the refugee 
situation. At the International Conference on Assistance to Refugees in Africa, held in 
Geneva in July 1984, it was recognized that that situation was more serious than originally 
thought. While that Conference had included representatives of the United Nations, UNDP and 
the High Commission for Refugees, and had worked in close collaboration with the Organization 
of African Unity, she was unaware of the extent of WHO1s action in that field and wished to 
know what resources were being made available. 

Dr HAPSARA congratulated Dr Samba on his presentation of the report and answers to the 
questions raised• He asked what was the most serious constraint on health manpower 
development in most countries, especially regarding the career system, the production of 
health manpower, and in-service training. 

Dr SAMBA (Officer in charge, Regional Office for Africa), replying to Dr Hapsara, said 
that while full collaboration was forthcoming from headquarters and other agencies for 
training, shortage of funds was undoubtedly the most serious problem in health manpower 
development. 

Dr MOLTO said that, like everyone else, he was moved by the situation in the African 
continent and agreed that WHO should seek every available means of helping that continent 
more effectively. He therefore wondered why there had been a decrease of more than 30% in 
the funds allocated to immunization in Africa, as indicated on page 312 of the programme 
budget document• 

The DIRECTOR-GENERAL, responding to the debate, expressed his gratitude to Dr Samba, 
whom he had chosen to act as his personal representative in Africa because of his outstanding 
managerial capacity - evinced by his leadership of the onchocerciasis programme - and great 
motivation and loyalty. 

He recalled that it had been Dr Quenum1s view that, in Africa, the Organization could 
only respond to the wishes of Member States• There need not, should not, be a contradiction 
between the policies of WHO and those of Member States, but there often had been such a 
contradiction where governments had enthusiastically endorsed WHO collective policies 
established at Health Assemblies and had then failed to act in accordance with those policies 
at home. It was tempting for some countries of the world to say that the poorer you were the 
more rationally you must behave. His personal experience had been that when you were very 
poor it was difficult to be rational. In the African situation, where so many priorities 
were competing for attention, it was very difficult for any government to be rational. WHO1s 
collective policy framework was, however, a tool whereby WHO tried to induce countries to be 
rational and the Organization supported in particular those African countries which had had 
the courage to implement that policy framework. 
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He had agreed with Dr Quenum that the Organization must avoid any kind of 

supranationalism in Africa. But he hoped for the Board1s moral support for WHO,s role as 
activist in supporting Member States to put into effect at home what they had adopted in 
Health Assemblies. In his view, WHO* s essential role must be to support African States in 
the creation and development of their health infrastructure. If the international community 
believed that such infrastructure, and consequent absorptive capacity, was there, he would be 
able to mobilize millions of dollars in support of African countries. 

As Acting Regional Director for Africa, he had been disappointed by the lack of priority 
accorded to health by African Heads of State. Most African countries were not producing a 
meaningful framework for primary health care. He therefore appealed to members of the Board 
to help him in encouraging Heads of State to generate the political will to do so. He hoped 
that all would be ready to support Dr Moriekosso, the new Regional Director for Africa, in 
making the fullest use possible of all resources available. 

Moreover, he insisted that, however dramatic the present crisis in Africa was, the 
Organization could not afford to let its funds be allocated to emergency situations only. 
WHO was, indeed, actively involved in emergency assistance through its cooperation with 
UNICEF and other United Nations bodies, but its main endeavours should be directed to 
long-term efforts to develop self-sustaining national health infrastructures. 

He had been saddened to hear that Mrs de La Batut found it difficult to accept the 
programme budget• His concern had been to achieve a balance in the use of resources and had 
felt that the more funds were allocated to infrastructure, the more countries would then 
themselves be able to develop their own disease control, child welfare and other programmes. 
In fact, he had been active in mobilizing millions of dollars from external sources for 
disease prevention and other programmes, but it was difficult to show all those sources in 
the programme budget. For example, thanks to the generosity of the Italian Government, 
UNICEF had over USÍ 80 million available for trying to improve the nutritional situation in 
Africa and was collaborating closely with WHO in a joint programme to that end. If the 
regional budget were used to create the conditions for absorbing such additional funds, still 
more resources would become available. Moreover, the extra amounts which Member States were 
being asked to contribute to the budget were small in comparison to the needs. For the last 
ten years he had been urged to cut costs so as to provide more funds at the country level and 
to start new programmes and, through rationalization, he had been able to do so. 

Dr Otoo had asked about a mechanism for global support to Africa. He was at present 
holding discussions with Dr Monekosso about how to set up a system of liaison with the 
Regional Office to provide for better use of resources for Africa and better communications 
between headquarters and the Regional Office, 

As regards the use of national programme coordinators which, as Dr Reid had pointed out, 
had been approved by the Board as an experiment, they had tended to become a new category of 
staff in WHO and although he had hoped that they would be true partners with the national 
governments, he had been distressed to find that they were more concerned with their 
contracts than with their activities. An evaluation of their use had not been finalized by 
the Regional Committee； that was foreseen in 1985 and he hoped to be able to present such an 
evaluation to the Board in 1986. By then, there should be a clearer understanding of their 
position. 

In conclusion, he assured the Board that he would do all in his power to support the new 
Regional Director for Africa： Africa had always had a prominent place in WHO. 

Dr RUESTA (alternate to Dr Bello) said that, while she had admired both Dr Samba1s 
presentation and the Director-General * s statement, she felt she had not received an answer to 
her question. Reference had been made to emergency situations, but there were five million 
refugees in Africa and the situation could hardly be called an emergency one - the United 
Nations had decided that development programmes and not merely emergency programmes were 
needed. It was difficult to envisage such national development programmes without the 
participation of WHO. She agreed, however, that the subject could be discussed under agenda 
item 20. 

Mrs DE LA BATUT (alternate to Professor Roux) said that she wished to reassure the 
Director-General: there was no doubt in her mind concerning the paramount importance of 
creating infrastructures; what mattered was to avoid spending too much money on that task, 
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which required other types of investment as well 一 motivation and a good working atmosphere, 
for example• 

In referring earlier to the issue of nutrition, she had merely sought to draw attention 
to the disparity between the importance attached to nutrition programmes in paragraph 14 of 
the programme statement on Africa in the proposed programme budget and the decrease in the 
proposed allocations from the regular budget, with no indication that funds might be 
forthcoming from other sources. The Director-General had just stated that US$ 80 million 
were to be provided by UNICEF; that was good news, but it did not appear in document 
PB/86-87. 

Her earlier remarks concerning the budget level and the matter of increased 
contributions had not been intended as criticism, but rather as the expression of some 
anxiety on that account• 

Dr EL GAMAL said that in asking what had been done by the Regional Office to combat the 
drought in Africa, he had considered the question to be pertinent and to merit an immediate 
reply in the context of the Board1 s consideration of the reports of the Regional Directors on 
significant regional developments• 

The DIRECTOR-GENERAL said that he had made a clear distinction between emergency relief 
and the refugee problem, and it had seemed more efficient to discuss them under agenda 
item 20, "Collaboration within the United Nations system". However, if Dr El Gamal 
preferred, they could be dealt with immediately. 

He wished to make it clear to Mrs de La Batut that the figure of 32.62% which she had 
cited referred to the infrastructures of Member States not to the structure of WHO; Regional 
Directors were very anxious not to increase the bureaucracy of the Organization, 

Dr SAMBA (Officer in charge, Regional Office for Africa), speaking in answer to 
Dr El Gamal1 s question, said that in Africa, emergencies such as drought, famine and the 
influx of refugees were no longer occurring as isolated incidences but were becoming a 
permanent problem. The African Region had a Permanent Committee to deal with the problem, 
which included all programme directors and was headed by the Director, Programme Management. 
When an emergency occurred, resources were available from the Regional Directors1 development 
programme. Staff were sent, sometimes in collaboration with UNEP and UNDP, to make a st.udy 
of the resources needed, and their reports were submitted to WHO headquarters and the rest of 
the United Nations system. Some African countries, where the refugee situation was 
particularly acute, had special refugee funds. More would be said under agenda item 20 about 
the role of the Regional Office for Africa in collaboration with the United Nations Emergency 
services in Nairobi and recently, in New York. 

Dr GUNN (Emergency Relief Operations) said that all disasters, including drought, and 
refugee matterswere dealt with by his unit. However, they were often long-term, chronic 
problems； for instance the Palestinian refugee problem had existed for 25 years. When 
refugees first arrived, swift action was necessary in collaboration with the main emergency 
relief agency, i.e. UNHCR in the case under consideration. The WHO Emergency Relief 
Operations formed the health arm of the emergency services of the whole United Nations 
system. The arrival of 250 000 people in a country in conflict, and unprepared for the 
influx of refugees, constituted a short-term emergency and required immediate relief action. 
WHO and UNHCR worked together for such immediate needs, as well as for the long-term needs of 
refugee camps. On the basis of studies of refugee populations and their disease patterns, 
determining potential health problems, a WHO emergency health kit had been put together, 
which was adequate to meet the immediate needs of 10 000 people for a three-month period. 
The UNICEF Packing and Assembly Centre in Copenhagen (UNIPAC) had collaborated and agreed to 
keep a number of prepackaged kits available. Individual countries could also make up their 
own kits from the lists supplied by WHO. WHO had also conducted studies of the diseases 
which the refugees might introduce into their new country, and those which they might 
contract on arrival there• 

In countries where a long-term emergency existed, special measures were necessary. In 
Somalia, Thailand and Pakistan, WHO/UNHCR senior health coordinators had been appointed. 
Their work was essential to coordinate the aid forthcoming from a variety of sources: the 
host country, the United Nations system, nongovernmental organizations and other bilateral 
and multilateral sources. Optimum use of aid from so many sources was a great problem, and 
the health coordinator system had proved itself very useful• It was usually financed by 
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UNHCR, not from the WHO regular budget. The recent WHO team for the drought in Ethiopia had 
recommended that a similar health coordinator should be sent to that country. 

The principles of primary health care formed the basis for the health establishment in 
refugee camps. The WHO report on Ethiopia (document WHO/ERO/ETH/85.1) recommended that the 
Government should actively promote primary health саге9 which in fact it was doing• 
Emergency relief measures could not be separated from the long-terra rehabilitation and 
development which remained WHO'S main task. 

WHO used the same approach to deal with the different problems caused by drought. The 
emergency health kit was adequate for the immediate needs of the drought victims. Two WHO 
collaborating centres for disasters provided epidemiological and field data. The technical 
team in Ethiopia had made a diagnosis of the situation and prescribed long- and short-term 
therapy; document WHO/ERO/ETH/85.1 stated that the sum of US东 15.1 million was needed for 
disaster relief in 1985. It further recommended the appointment of a relief coordinator and 
indicated the essential calorie levels for the people undergoing resettlement and for the 
rest of the population, who were already undernourished• The report could also be used as a 
field manual for health care work, and a whole chapter had, accordingly, been dedicated to 
the principles of primary health care in disaster areas• A book on disaster management 
within primary health care was currently in preparation as part of WHO1s contribution to the 
emergency relief work of the United Nations system. 

Dr PARTOW (Assistant Director-General) said that WHO, through its Regional Office for 
Africa, was collaborating fully with the Secretary-General of the United Nations in his 
initiative on the African crisis. The aim was not only to coordinate resources within the 
United Nations system, but also to mobilize further external resources. The late Regional 
Director for Africa, Dr Quenum, and the new incumbent, Dr Monekosso, had represented the 
Director-General at United Nations meetings on the African crisis• The Regional Office for 
Africa had carried out an assessment of the funds needed to rebuild the infrastructure and 
provide a clean-water and sanitation programme in Africa. A meeting was scheduled for 24 and 
25 January in Geneva to review and finalize the United Nations system report on the African 
crisis for 1985-1986. The Secretary-General of the United Nations had created a special unit 
headed- by Mr Morse, Administrator of UNDP, with the assistance of Under-Secretaries-General 
Mr Farah and Mr Adedeji. WHO1s collaboration with the rest of the United Nations system was 
described in document ЕВ75/21 and would be discussed further under agenda item 20. 

Dr EL GAMAL said that having learned, from the response to his question on the 
assistance provided to drought-stricken countries in Africa, that various posts had been 
created at the country, regional and headquarters levels and within the United Nations, he 
still wondered what measures, other than bureaucratic, had been taken. What he had asked for 
was a detailed account of the activities of the Regional Office for Africa, He had been 
informed of the existence of a permanent committee, a development programme and visits of 
staff members to examine the situation and report to WHO. But in more concrete terms, what 
action had been taken? What amount of funds were available to the Regional Director for 
assistance? How much had been spent to alleviate drought-related problems? And what had 
been the actual conclusions of the reports? Similarly, reference had been made to the need 
for emergency relief operations and to the assistance being provided by the United Nations 
High Commissioner for Refugees, including the study of disease patterns. But how many of the 
emergency medical kits mentioned - each of which, it was claimed, could cover the needs of 
10 000 persons for three months • had actually been sent to Africa to assist the refugee 
victims of drought or of political problems? From the depths of their chronic or endemic 
suffering, were they likely to acclaim the appointment of "senior health coordinators"? 

One of the few figures provided in reply to his question was that of $ 15•1 million, the 
amount required for assistance over a 12-month period to Ethiopia; was WHO to contribute to 
the raising of that sum? 

Some of the information given seemed either gratuitous (was it not obvious that 
refugees - like other human beings - needed calories?) or irrelevant (references to the 
consolidation of infrastructure or the need to keep in line with the Strategy of Health for 
All)• When a house was on fire, he submitted, what was important was not to conduct studies 
in fire prevention or of the relation between amounts of water applied and amounts of fire 
put out； what was essential was to know what had been done already and whether the fire was 
still burning. What he was implying was that, while every organization or national body 
should certainly make contingency plans, there was less point in embarking on planning when 
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an emergency had already occurred, and when what was required was action, not research. 
People, not infrastructures, were surely what counted, 

Dr RUESTA (alternate to Dr Bello) said that Dr El Gamal had voiced some of her own 
preoccupations. In addition, however, she was particularly concerned at the situation in 
those countries in Africa where both man-made and natural disasters were compounding the 
problems with which they were already confronted as developing countries. In her earlier 
question, therefore - which it might be felt more appropriate to answer under another agenda 
item - she had not been referring simply to the problems of refugees or to emergency 
situations； her intention had been to seek information about the level and nature of WHO 
support to national development plans of governments which were also faced with the problem 
of providing assistance to refugees. 

The DIRECTOR-GENERAL said that quantifiable information such as was being requested 
would be made available by the Secretariat at a forthcoming meeting. He believed that 
attempts to rationalize the assistance which was being made available from a multiplicity of 
bilateral and voluntary organizations could be to the advantage of victims of emergency 
situations in concentrating efforts and avoiding duplication and confusion, and that WHO had 
a very important role to play in that field. 

The CHAIRMAN said that questions like those of Dr El Gamal and Dr Ruesta were very 
pertinent; it was essential to ensure that the resources of WHO were put to the best 
possible use. Where the present subject was concerned it should be borne in mind that WHO1 s 
action on behalf of refugees was only one component of an operation in which other 
organizations and agencies were also involved. That was presumably what would be discussed 
under agenda item 20• 

Dr EL GAMAL said he wished to make it clear that he had in no way sought to suggest that 
WHO had taken no action. But the replies so far to his questions had tended to show how 
things, rather than what things, were done. 

Dr QUAMINA said that Board members were naturally anxious to be assured that the 
Organization was fulfilling its role and was making maximum use of its capabilities• For 
that reason they wanted to obtain details of what had actually been done, in order to 
establish that the responses had been both humane and efficient. 

Professor BAH said that in the event of any new disaster or emergency existing 
programmes within a country could be and indeed often were disrupted, despite previous 
planning. Problems in Africa must be tackled in a humane and open-minded manner, with a 
minimum of bureaucratic intervention and delay. The possibility of making even limited funds 
available to allow prompt, direct action by the Director-General should be examined• 

Dr 0T00 asked what guidelines WHO provided for those on the spot when faced with a 
disaster situation. 

Professor LAFONTAINE said that there was always a great danger of seeing only one aspect 
of a problem. In such situations not only WHO but other organizations not present at the 
meeting must assume responsibility, and it was extremely important that it should be 
coordinated• 

While he was most most concerned about the effects of the drought, he appealed to those 
present not to discuss that aspect alone； there was other work to be done. 

Dr ADOU said that the problems of drought and famine were dramatic, as both the Board 
and the Secretariat were well aware. He therefore joined Dr El Garaai in his request for 
information on the work so far accomplished by the Organization and on how the capacities of 
WHO and other organizations of the United Nations system had been utilized. It was natural 
that the Executive Board should wish to know what had been done and what it was planned to do 
in the future. 

Dr BORGOÑO recalled that, at its last session, the Programme Committee had given its 
opinion on the role of the Organization and the emergency programmes to be undertaken. It 
would be useful if the background material and the conclusions from that session were made 
available to Board members. In addition, any conclusions reached in the evaluation of the 
International Drinking Water Supply and Sanitation Decade would be very important when it 
came to that aspect of the discussion on the budget. 
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The CHAIRMAN observed the extent of the interest and concern expressed in what was 

essentially a matter of helping people who needed help. In Pakistan, for example, the 
situation was such that there were three million refugees in the country. WHO collaboration 
there was most welcome. The Organization should not be concerned merely to provide a given 
amount of finances for assistance activities but must seek to utilize its capacities to the 
optimum. It was consequently encouraging that it was able to respond in such a fitting 
manner. 

As requested, the Director-General would be providing at a forthcoming meeting precise 
details on assistance provided in Africa (see summary record of the eighth meeting, page 95). 

The Americas (Document EB75/6) 

Dr GUERRA DE MACEDO (Regional Director for the Americas), introducing his report 
(document EB75/6), said that the countries of Latin America and the Caribbean had been 
particularly affected by the economic crisis, but that the first signs of recovery were being 
observed. It was to be hoped that the economic situation of most of those countries would 
improve for the 1986-1987 period in comparison with 1984 and 1985, during which period the 
economic crisis was having an alarming effect on the availability of resources required to 
satisfy the basic needs of the population of the countries, as well as a direct influence on 
their political and social development. 

From the health point of view, the effects of solutions to the economic crisis might 
prove to even be more serious than the crisis itself. The theoretical instruments employed 
to deal with economic and development problems failed to incorporate human needs but instead 
took into account almost exclusively the flow of material goods and capital. Consequently, 
in the Region of the Americas, and in Latin America and the Caribbean in particular, there 
had been a continuous cycle of crises. The effects could be such that what had been gained 
in over ten years of development - during the 1970s, for example 一 was lost in a matter of 
two years. In 1984, per capita product in some countries had been set back some 30 years. 

At national and regional levels, the economic crisis had had political consequences that 
were, with some exceptions, satisfactory. In most countries there had been a trend towards 
greater democracy, which was having considerable importance in terms of the process of 
allocation of resources among the different sectors, including the health sector. 
Nonetheless, serious problems of inflation, low investment, unemployment and distribution of 
population persisted. The high inflation prevailing in the Region - over 160% for Latin 
America - was a serious obstacle to social development. In view of the indebtedness of 
countries and the conditions of their external economic relations a considerable amount of 
capital was being exported, thus detracting from the possibilities for regional development, 
and, in particular, of meeting fully the basic health needs of the population. It was also 
essential to take into account the repercussions on the situation of the steep increase in 
demographic growth, which would result in some 180 million additional inhabitants in Latin 
America and the Caribbean by the year 2000, all of whom would be urban dwellers, thus further 
complicating the provision of health services. Moreover, the proportion of the elderly was 
increasing sharply, and the health picture of the population would reflect that. 

The Region must therefore face immense challenges if it was to succeed in making health 
for all by the year 2000 a reality, and that had provided the framework for the discussions 
at the last session of the Regional Committee• The Committee had considered the problem of 
the economic crisis and its repercussions on the health sector, with which the Regional 
Office would continue to concern itself in cooperation with economic development 
institutions, particularly since there appeared to be theoretical and organic deficiencies in 
the way of planning and promoting integrated development, especially with regard to human 
aspects. 

The fundamental issue of population policy had also been discussed, and the Committee 
had approved a policy for the Organization's actions in that basic field. Problems in the 
health sector were also taken into account, including possibilities for greater internal 
flexibility within institutions in that sector, with particular reference to links with 
social security in extending health care services. 

The Committee had also studied the problem of the operational capacity of the health 
services in the various countries. In connection with the need to increase efficiency, 
preliminary estimates implied wastage of some 30% of available resources, owing to a number 
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of factors such as inadequate technology, management deficiencies, etc. Indeed, even 
reducing that wastage by half would free more than the equivalent of the total amount 
currently being spent on primary health care and health promotion, and increasing importance 
should therefore be given to that matter by the Organization. 

The Committee had also noted the changes in PASB1s research policy and its definitions 
of priorities. The Organization1s new research policy would further integration of research 
activities in technical cooperation programmes and would focus attention on those problems 
where there were gaps in existing knowledge. 

The Committee had also discussed the basis for the promotion and development of 
cooperation activities between all countries in the Region and not only between developing 
countries. Emphasis had been placed on the strategy for mobilization of national resources 
so as to meet individual countries1 basic needs with a view to meeting the goal of health for 
all, if possible before the year 2000. He drew attention to the fact that, where the 
countries of Latin America and the Caribbean were concerned, the resources made available 
directly by WHO represented only 0.2% of the total health resources available and only 10% of 
external resources mobilized for the Region. 

He stressed the important practical initiative taken by the governments of Central 
America and Panama in the "Basic plan on priority health needs in Central America and 
Panama". It was to be hoped that such health activities would serve as a bridge to assist in 
the creation of a dialogue for peace and a spirit of solidarity in that area torn by 
conflict. The Regional Committee had given its backing to that plan, and had recommended the 
inclusion of Belize, to which Guatemala had given its approval, and the process for 
mobilization of international solidarity in support of that joint effort had been initiated. 
Whatever the results, experience hitherto had been entirely positive for those countries in 
that they had discovered the possibilities available to them for mobilizing their own 
resources and cooperating, in spite of the difficulties facing them, with all concerned, 
including multilateral and bilateral agencies. The experience had also provided a very good 
opportunity for WHO/РАНО to make better use of its resources to support the countries and to 
learn how really to work with other external agencies• 

The year 1984 had also seen the beginning in the Region of the implementation of the 
managerial strategies based on the Director-General1 s proposal, some results being more 
favourable than others, but all in all leading to increased efficiency and effectiveness. 
The political response had been excellent, the technical response somewhat slow, and the 
administrative response even slower, since it was inherent in organizations such as WHO for 
administration to be a lengthy process. 

The proposed programme budget for 1986-1987 submitted for the consideration of the 
Executive Board would only be complete once the extrabudgetary resources, amounting to almost 
75% of the Region1 s total resources, had been approved. However, what had already become 
apparent was the. increasingly effective participation of Member governments. The priorities 
established took account of the existing problems, including, for instance, the increasing 
problems connected with an elderly population, such as chronic and degenerative diseases, 
occupational health, the need for an adequate technological approach and the availability of 
special inputs, particularly drugs and vaccines which accounted for over 15% of health 
service costs, etc• Traditional problems would continue to be important, and he was 
gratified to inform the Board that the Region of the Americas anticipated having the diseases 
preventable by immunization under control by the year 1990, 

z . . . . 
Dr GARCIA BATES believed that social injustice represented the essential characteristic 

of the Region of the Americas. It was gratifying to see that the Regional Director was 
approaching the problems of the Americas in a realistic spirit, and that priority was being 
given to coordination between social security and public health institutions, as well as to 
the operational capacity of the health services, which had to function in a restrictive 
economic climate. Furthermore, examples of traditional models of health services existed in 
Latin America side by side with transitional as well as more streamlined services. 
Consequently, supportive technology had to be adapted to all those varying types. 

It was obvious that the conflict of the past decade in many countries in the Region had 
held up progress towards the goal of health for all by the year 2000. The economic and 
political situation and a concentration of wealth and privilege had increased the marginal 
sector of the population, who encountered growing difficulties in meeting even the most basic 
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requirements compatible with human dignity, as was reflected in health conditions. The 
reversal of social injustice constituted a mandate for all democratic countries in the 
Americas• 

She stressed the need for health activities to be integrated with other relevant social 
sectors, such as those for food, housing, and community development. It was essential that 
the State should play its full role in taking responsibility for the nation's health, both by 
direct action and in cooperation with such institutions as those for social security, but 
that it should not try to act alone. Accordingly, the programme for coordination between 
social security and public health institutions, which was receiving priority treatment by 
РАНО, was of extreme importance for countries in the Region by virtue of its promotion of 
coherentr guidelines aimed at minimizing inequality and achieving broad social coverage. It 
was essential for countries to do away with the profit factor in medicine, which had tended 
to take hold in recent years, and for direct health services to be made available by the 
State. A spirit of innovation, both within countries and at the Regional Office, was 
necessary in order to bring about that process, which was bound to be lengthy in view of 
prevailing economic difficulties• 

Courage was vital in imposing health as a social right, irrespective of the economic and 
social conditions of individuals or families. Thus, health services should no longer be at 
the mercy of the blind forces of a free market and should be equally available to all, with 
their technical composition accurately reflecting real needs• That aim should be translated 
into a joint undertaking by countries with РАНО to pursue primary health care. Social 
security and the large private sector would have to be taken into account• 

She believed that the programmes and policies adopted by the Regional Office had been 
guided by the concepts of freedom and social justice, the achievement of which would be 
synonymous with the goal of health for all by the year 2000. 

(For continuation, see eighth meeting, page 101.) 

The meeting rose at 12h55. 



EIGHTH MEETING 

Monday, 14 January 1985, at 9h30 

Chairman： Professor J. ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987： Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

Africa (Document EB75/5) (continued from the seventh meeting, page 92) 

The CHAIRMAN reminded the Board that although it had begun to consider the report of the 
Regional Director for the Americas at its previous meeting, a number of questions had been 
asked in connection with the report of the Officer in charge of affairs of the Regional 
Office for Africa concerning emergency relief operations on that continent. He therefore 
wished to make a statement relating to emergency relief operations under programme 2.4 in the 
proposed programme budget• 

At its ninth session, in October 1984, the Programme Committee of the Executive Board 
had examined the role of WHO in emergency relief operations• In view of the number of 
international agencies engaged in assistance and relief, the Committee had asked that the 
role of WHO should be clearly defined and wished it to be confirmed that the Organization was 
collaborating effectively with other agencies, without any unnecessary duplication. 

The Committee had noted that disasters, both natural and man-made, represented a serious 
and continuing problem in many countries and placed a heavy burden on the national health 
services• It had been particularly concerned by the distress of refugees, especially in 
drought-stricken areas• 

It had been explained that WHO represented the "health branch" of relief activities 
conducted by the United Nations system, especially by the Office of the United Nations High 
Commissioner for Refugees (UNHCR), the Office of the United Nations Disaster Relief 
Coordinator (UNDRO), the World Food Prograrame (WFP), UNICEF and other organizations such as 
the International Committee of the Red Cross and the League of Red Cross and Red Crescent 
Societies• 

Historically, there had always been a potential conflict between the constitutional role 
of WHO as a cooperative of Member States to act "as the directing and coordinating authority 
on international health work" (Article 2(a) of the Constitution) and Article 2(d), under 
which the Organization had to "furnish appropriate technical assistance and, in emergencies, 
necessary aid upon the request or acceptance of Governments". 

That potential conflict had been resolved by the adoption of the Global Strategy for 
Health for All, which emphasized the autonomous action of countries and by resolution 
WHA33.17 on "Structures of WHO in the light of its functions" in which the Director-General 
and the Regional Directors were requested to respond favourably to government requests only 
if those were in conformity with national priorities and the policies of the Organization 
adopted collectively by the Member States. 

Following the adoption of resolution WHA34.26 WHO had adopted a two-fold approach: 
first, planned preparation for possible disasters, and secondly, specific health action to 
respond promptly in the event of emergencies. The preparatory part, which included training, 
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strengthened the long-term capacity and the determination of countries and agencies to deal 
with the health consequences of future disasters. 

In response to requests for assistance, WHO provided technical support, called upon 
outside partners, mobilized donors of funds and procured essential medical supplies, 
equipment, medicaments and services. It had compiled an emergency kit on the basis of a 
study of epidemiological patterns and requirements during and after an emergency situation. 
That relief was almost entirely financed from external, extrabudgetary resources, amounting 
to some USi 10 million a year, for about 50 major disasters• WHO assistance was always 
provided in kind and in the form of technical advice, but never in cash. In the event of 
disastrous epidemics of communicable diseases, WHO called upon a world network of 
collaborating agencies, the speed of whose response was satisfactory. 

The Committee considered that it might be useful for the Organization to provide the 
general public with some information on its role in the event of a disaster, perhaps in the 
WHO Chronicle. He hoped that those few remarks would help the Board in its examination of 
the programme of external coordination for health and social development, including emergency 
relief operations. The other members of the Programme Committee and the Secretariat were 
prepared to give any further advice or information that might be desired. 

Dr PARTOW (Assistant Director-General) said that the Board was aware that the current 
crisis in Africa was affecting the vast majority of the countries in the continent, some of 
them being more severely affected； in response to requests made by members during the 
earlier discussion, he would outline the main WHO activities during 1984 and 1985 with 
respect to the health consequences of the critical situation. 

In Ethiopia in 1984, WHO had helped to assess the emergency needs and to identify the 
magnitude of immediate resources needed, by sending a technical team to the country, funded 
from the Director-General1 s development programme. As a result of that assessment, efforts 
were now under way to mobilize some US$ 15 million for essential health needs from 
multilateral and bilateral sources. During 1984, WHO had also provided acutely needed 
emergency medical supplies and equipment to a value of US$ 600 000, 

In Mauritania, WHO staff had participated in an emergency multi-agency mission for 
assisting the Government in dealing with the health problems arising from the drought 
situation. The crisis had been further complicated by outbreaks of cholera, and WHO had 
mobilized, through AGFUND assistance, US$ 400 000 for cholera control measures. Emergency 
supplies and equipment had also been provided by WHO. 

In Mozambique, WHO had provided emergency supplies and equipment amounting to about 
US$ 700 000 at different stages throughout 1984. In addition, WHO emergency kits costing 
US$ 20 000 and urgent laboratory supplies at a cost of US$ 75 000 had been made available. 
WHO had further assisted UNDRO in identifying and pricing pharmaceutical and surgical 
supplies• 

In Mali, WHO had collaborated with the Government in assessing the health consequences 
of the drought• There too, outbreaks of cholera had aggravated the already critical 
situation; medicine and other supplies costing USÍ 60 000 had been air-lifted; 30 000 
tetracycline capsules had been provided. 

Chad, another acutely affected country, had requested emergency assistance to restore 
the functioning of its hospital services. WHO had allocated USt 200 000 for that purpose and 
an additional USÍ 43 000 had been provided for diarrhoeal disease control. 

In Benin, WHO had cooperated with an UNDRO multi-agency mission in assessing the 
situation and had assisted the Government with measures to deal with the drought. Laboratory 
supplies had also been urgently provided. 

The drought and the emergency had different facets• Whereas the most serious element 
was the interaction of malnutrition and infection, various other factors had aggravated an 
already precarious situation. Some of the main factors, such as outbreaks of cholera and 
acute diarrhoeal disease, had already been mentioned, but there had also been outbreaks of 
yellow fever and cerebrospinal meningitis, which had been kept under control. In some 
countries, cyclones, earthquakes and massive displacement of populations and refugees had 
further contributed to the overall crisis. 
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As had been explained to the Board at the preceding meeting, WHO regular budget 
resources had to be directed flexibly to meet the resulting requirements forming an integral 
part of the critical situation. Thus, for control of cholera and diarrhoeal diseases, a 
number of countries had received varying amounts of urgent assistance, including 200 000 
packets of oral rehydration salts supplied to Botswana and 400 000 packets supplied to 
Madagascar, supplies costing US¿ 30 000 to Uganda, supplies costing USÍ 15 000 to Angola and 
a WHO team to assist the Government in Niger. 

Yellow fever vaccine had been urgently needed in a number of countries and WHO had 
provided emergency supplies of 100 000 doses for Benin, 600 000 doses for Burkina Faso, 
200 000 doses for Cameroon and 600 000 for Togo； US$ 420 000 had been mobilized by WHO for 
yellow fever control measures in Ghana； those funds had come mainly from the European 
Economic Community (EEC). WHO had collaborated with the Government of Ivory Coast on yellow 
fever control operations• 

In addition to the funds already mentioned, emergency supplies costing more than 
USÍ 200 000 (vaccines, drugs, emergency kits, etc.) had been provided to various countries. 

The information he had just provided dealt only with immediate emergency relief action, 
but that represented only one aspect of WHO activities to deal with the deeply rooted and 
long-lasting crisis• The picture would be incomplete without any reference to medium-term 
and long-term measures• 

He had mentioned malnutrition as the most serious health aspect of the crisis. The 
fundamental factor was the acute shortage of food which was responded to by the Food and 
Agriculture Organization of the United Nations (FAO), the World Food Programme (WFP), the 
World Bank and other organizations with substantial support from bilateral agencies• WHO1 s 
role in collaborating with those agencies and advising them on the health and nutritional 
aspects of their relief activities was crucially important• 

In that connection, WHO was actively involved, together with UNICEF, in a special 
nutrition support programme financed by the Government of Italy. An agreement between 
WHO/UNICEF and Italy concluded in 1982 provided the sum of US$ 85.3 million for 17 countries 
for a five-year period• Eight of those countries, all critically affected by the crisis, 
were in Africa - Angola, Ethiopia, Mali, Mozambique, Niger, Somalia, Sudan, and United 
Republic of Tanzania. The overall thrust of the programme was to strengthen the countries1 
capability for dealing with food and nutrition problems and to create the means to deal with 
the worsening food situation. In particular, the project in Ethiopia could also demonstrate 
how in the long term the relief work could be linked with prevention of emergency situations 
arising in the country and how such a project could become a focus for channelling other 
resources for emergency relief, 

WHO was also undertaking to accelerate its activities in the Expanded Programme on 
Immunization and the Diarrhoeal Diseases Control Programme in order to alleviate the burden 
of the health consequences of the drought. 

Combating hunger and malnutrition was also an aim of the Belgian Third World Survival 
Fund, in which IFAD, UNICEF, UNDP and WHO cooperated； in the long term some US¿ 200 million 
were to be utilized, of which about i 10 million would be available in 1985. The Fund was 
supporting activities in Kenya, Somalia and Uganda. The health activities included support 
to strengthening infrastructure, with emphasis on health centres, critical training of 
community health workers, health care in resettlement areas and essential supplies• 

The Board was aware of the important role of the World Food Programme in food aid as 
well as in relief operations. WHO worked in very close operation with WFP in providing 
technical advice on health aspects, including the nutritional aspects of food aid, water and 
sanitation, strengthening of health infrastructures, logistics and supplies. At the present 
stage, it was envisaged that 21 African countries faced with the critical situation would 
receive substantial relief assistance from that Programme. 

Responding to Dr Ruesta1s concern about the refugee situation and the support WHO should 
give in the national development plans of countries afflicted with refugee problems so that 
those might be alleviated without unduly overburdening health development, he said that, for 
example, WHO had been involved in work on the refugee situation in Somalia since 1979, and in 
1980, at the request of the Government, it had studied the emergency situation together with 
other organizations of the United Nations system. The health component of the needs had been 
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evaluated at US$ 4.5 million and water and sanitation at US$ 3.5 million. Funds had been 
provided by the United Nations system and, at the request of the Somali Government and UNHCR, 
health management had been entrusted to a senior WHO/UNHCR health coordinator before 
responsibility was transferred to the national refugee health programme, which was dealing 
with the situation remarkably well. 

In Sudan a public health nutritionist from the WHO collaborating centre on disasters was 
now in the country helping the Ministry of Health to define the actual impact of the refugee 
problem on the Government1 s health services. 

Another member of the Board had asked for information about WHO cooperation with other 
agencies. It would be clear from what he had already said that WHO was collaborating closely 
with other organizations to ensure that their efforts were complementary and to stimulate 
concerted action to cope with the whole range of health-related problems. He had given 
examples of such collaboration with UNICEF, UNDRO, WFP and IFAD. There had been similar 
collaboration with UNHCR in, for example, the procurement and provision of emergency health 
supplies for refugees in various African countries. In that context, WHO in collaboration 
with UNHCR had some time previously drawn up a list of essential drugs for refugees• 

There were also extensive joint activities with UNICEF. The Executive Director of that 
organization was to meet with the Director-General of WHO later in the month to discuss the 
best use of some US$ 20 million mobilized by UNICEF for relief operations in African 
countries, especially Ethiopia. It was WHO* s policy not to compete with UNICEF in 
fund-raising, but rather to support it technically in using such funds to the greatest 
benefit of the countries. In fact, the pledge of WHO technical support was an effective 
means of helping to mobilize resources• 

With regard to the World Bank, members of the Board were aware of the recently initiated 
Joint Programme of Action for Sub-Saharan Africa, for which substantial funds were to be 
raised - initially US¿ 1000 million. That programme placed considerable emphasis on the 
health sector, including primary health care. The Director-General and Dr Monekosso had 
already had preliminary discussions with World Bank officials on the possibilities of WHO 
collaboration in the implementation of the programme. 

WHO had supported and would continue to support African countries in the assessment of 
their needs for health resources. Those assessments were being submitted to "round-table" 
meetings organized by UNDP, involving African countries and the donor community. Support 
from WHO and UNDP for Benin in the form of a health sector round-table meeting had resulted 
in pledges for health aid from bilateral and multilateral sources already totalling nearly 
US$ 14 million. 

WHO would be collaborating with the Office for Emergency Operations in Africa recently 
established by the Secretary-General of the United Nations. Dr Monekosso was attending a 
meeting at which the Director of that Office would be discussing with all the Geneva-based 
agencies how to increase the effectiveness and cohesion of action in support of African 
countries• 

He hoped that those illustrations would suffice to show that coordination, particularly 
at country level, was an essential process for obtaining maximum impact, from the points of 
view of both the recipient countries and those providing external support. He was sure that 
the emergency health situation would as usual be kept under constant review by the WHO 
Regional Committee for Africa and that that would help to provide full information to the 
Board at future sessions• 

All the activities he had described had been discharged by the Secretariat on the basis 
of WHO'S policy expressed by the Executive Board and by the World Health Assembly in 
resolution WHA34.26 on emergency relief operations• That resolution set out the mandate for 
the Organization to continue to provide emergency relief and to promote approaches for the 
prevention of adverse health effects of disasters and to support Member States in becoming 
more prepared to deal with disaster situations. The information that the Chairman had given 
the Board on the conclusions of the Programme Committee would certainly have helped to 
clarify WHO'S mandate. 

He hoped that his replies to requests for information had reassured the Board that the 
Organization, in keeping with its humanitarian concerns and objectives, was making serious 
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efforts within its limited resources to respond to a critical situation of exceedingly large 
magnitude - a situation which was far beyond the resources of WHO or any single organization 
or agency and which called for rational and concerted worldwide action. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), supplementing Dr Partow，s 
report, informed the Board that, in response to urgent requests presented by Sudan and 
Somalia in preceding months, the Organization had sent medical equipment and drugs amounting 
to US$ 100 000 to the former country and USt 50 000 to the latter. 

Dr QUAMINA said that she had been most satisfied by the Secretariat1 s response to the 
questions of Board members and congratulated it on the report• It was the sort of 
information which enabled the Board to know what had actually been done in accordance with 
policy guidelines set down in the Health Assembly. 

Dr EL GAMAL thanked all those members of the Secretariat who had contributed to an 
excellent, detailed report. Such valuable information should be submitted to the Health 
Assembly so that it could be assured that the Secretariat and the Board were giving due 
attention to such important matters. 

Professor JAZBI also expressed appreciation of Dr Partow丨s report and the Secretariat1 s 
efforts to prepare such detailed information in so short a time• He also thanked the 
Regional Director for the Eastern Mediterranean for the supplementary information and for the 
interest he had taken in the African Region. 

Dr RUESTA (alternate to Dr Bello) also expressed thanks for the excellent report so 
promptly provided. She had been particularly interested in those aspects concerning all 
types of "refugees", as defined by the United Nations General Assembly to include displaced 
persons• 

Professor BAH welcomed the information provided by the Secretariat, particularly as it 
was most important to combat lack of information at country level and, through the media and 
other channels, make the activities of the Organization widely known. He stressed again the 
importance of simplifying administrative and bureaucratic procedures in order to increase the 
efficiency of WHO in disaster situations• Regardless of the origins of the current situation 
in Africa, it was largely the responsibility of politicians in the countries to alleviate 
human suffering and all those concerned must approach the situation in a spirit of 
self-criticism, 

Dr 0T00 commended the Secretariat1 s most impressive report. He was most satisfied at 
the measures taken and supported Dr El Gamal1 s suggestion that the report should be presented 
at the forthcoming Health Assembly. 

Dr ADOU joined previous speakers in congratulating the Organization on its work and on 
its collaboration with other United Nations bodies• The Secretariat1 s rapid response had 
enabled Board members to learn in detail of what was actually being done and the report would 
be most useful to States as an example of the types of measures in which WHO could cooperate 
in emergencies• 

Dr REID joined previous speakers in their comments, particularly in regard to reporting 
to the forthcoming Health Assembly, which would be most helpful. In connection with the 
reference made to the publication of information on WHO1s role in the event of a disaster, he 
asked when it could be made available as it would be of considerable use in countries in 
explaining WHO activities. 

Dr SUDSUKH said that he too was very grateful for the Secretariat1 s clear explanation, 
particularly in relation to the refugee problem, which was affecting not only Africa but all 
other Regions, including South-East Asia. In Thailand, where there were some 200 000 
refugees from neighbouring countries, there had been excellent cooperation on the part of WHO 
and other organizations, particularly through the senior medical officer - nominated by WHO -
of the Office of the United Nations High Commissioner for Refugees. The support of WHO at 
all levels was crucial, 

Dr HAPSARA joined previous speakers in expressing appreciation of WHO1s work in 
emergencies. He suggested that the information to be provided at the Health Assembly should 
comprise three main sections, on sensitivity of the WHO response to humanitarian problems, 
the substance of support, and the process of coordination. 
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Professor LAFONTAINE said that the public did not always understand the rivalry among 

United Nations bodies and should consequently be given the opportunity to know what WHO was 
doing and was to do, particularly as, in disasters when people were wounded or sick or became 
refugees, the health aspect was the one which immediately came to mind. The media must 
consequently be clearly informed, and the report just presented should be made available as 
rapidly as possible. He also emphasized the importance, in order to avoid delays, of 
cohesion between headquarters and the regional offices whenever a problem arose• 

The CHAIRMAN said that he had been informed by the Secretariat that the publication 
referred to by Dr Reid would be issued in the near future. 

Dr REGMI referred to one instance where WHO had been able to mobilize resources and 
avoid catastrophe： in 1984, in Kathmandu, there had been a severe outbreak of meningitis, 
during which 700 people had died. Within one week of being alerted, WHO had mobilized all 
resources and established what was probably the first emergency vaccination programme of its 
kind against the disease, so that within a month it had been possible to vaccinate 50 000 
people in the Kathmandu area. He expressed his deep gratitude to WHO, USAID and UNICEF for 
their prompt action and support. 

Mr BOYER (adviser to Dr Gardner) said that the current discussion within the Executive 
Board had done much to explain WHO*s activity in that field and was most valuable. It had 
become clear that there was a balance of concern; WHO was not regarded as a disaster relief 
organization, and yet it had an important role to play• There was appropriate concern that 
WHO should continue its primary health care approach and assist Member countries in 
maintaining disaster preparedness. It was also believed that in disaster relief the 
Organization should be able to act quickly and effectively in those areas in which it was 
equipped to do so and to engage in effective interaction in order to coordinate assistance. 
He endorsed the comments of Professor Bah on the importance of simplifying bureaucratic 
procedures. 

Dr TADESSE said that, coming himself from the country most severely affected by drought, 
he was most grateful, not only to the Secretariat for the information given, but also to 
those Board members who had emphasized the importance of the question and provoked a most 
valuable discussion which had resulted in Board members being well informed and having a 
deeper understanding of WHO activities. 

In Ethiopia WHO had acted immediately, with a technical group being sent to study and 
analyse the situation, not only in the area where the relief programme was taking place, but 
also in places where future rehabilitation programmes might be carried out. Such was the 
type of action which would seem to be required of WHO in the sense that it tackled not only 
the immediate, short-term problem of saving life, but also worked towards establishing a 
long-term programme to bring about a more permanent solution. He hoped that other 
international organizations, government and nongovernmental bodies, when involved in 
collaborative efforts, would act in a similar way to WHO in establishing a structure which 
would help to prepare in the future not merely for assistance but to avoid disasters. 

Mr BONEV (United Nations Development Programme) informed the Executive Board of some 
recent events which had given the Administrator of UNDP a special role with regard to the 
situation in Africa. In December 1984 the Secretary-General of the United Nations, 
Mr Pérez de Cuéllar, had organized a meeting of donors and had announced that while major 
efforts had been made in 1984, the unfortunate reality was that those efforts had not kept 
pace with the growing needs; the peoples in many countries of Africa were worse off than 
they had been at the beginning of 1984. The Secretary-General had called on all those 
represented at the meeting - governments, intergovernmental and other international 
organizations and voluntary agencies - to respond more effectively to the challenge in 1985. 

The Secretary-General had announced the establishment, under his direct supervision, of 
a special unit - the Office for Emergency Operations in Africa. The Office would be headed 
by Mr Morse, Administrator of UNDP, who had agreed to devote a major part of his time, energy 
arid experience to that endeavour, in addition to assuring the effective coordination of 
United Nations assistance and support for African countries affected by drought and famine. 
The new Office would furnish such assistance as might be requested by the countries concerned 
and by the international community at large, including donor governments and nongovernmental 
organizations, to help to ensure a broad yet concentrated international response to the 
continuing crisis. The Secretary-General had reaffirmed his belief that it was equally 
important to attack the more long-term problems of relief and rehabilitation. 
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At 15h00 that same day Mr Morse would address a meeting of donors at the Palais des 
Nations. 

The DIRECTOR-GENERAL thanked Members for helping to clarify what WHO1s role should be in 
emergencies. Dr Hapsara had usefully outlined the chapters that ought to be included in the 
publication - the sensitivity of the response, the substance of support, and the process of 
coordination. It might be necessary to add a further chapter on the role of WHO - a matter 
which had already been debated by the Programme Committee. 

In emergency situations there was a tendency for organizations to seek to ensure that 
the role which they played was visible to others. WHO was endeavouring to play its proper 
role in such situations, and unless the Organization could be seen to be sensitive to them, 
it would inevitably be condemned in many quarters• 

Professor Bah had rightly drawn attention to the need for self-criticism. Bearing that 
in mind, it was safe to say that in most regions the Organization could respond within 24 
hours of receiving a request for help； the Bhopal accident in India had been a case in 
point• Nevertheless, the response to the complexities of the African situation had not 
perhaps been as prompt as it ought to have been. It was very important for WHO1s reputation 
that it should never appear to be uncooperative without an obvious valid reason, and any 
delays that might be perceived as originating in bureaucratic practices must be eliminated as 
far as possible• He hoped that the current crisis in Africa would serve as a further 
stimulus to streamline WHO'S mechanisms for responding to emergency situations• 

The Americas (document EB75/6) (continued from the seventh meeting, page 94) 

Dr BORGOÑO expressed his satisfaction with the reports of the Regional Directors, which 
would be complemented by the discussion on the budget by programmes• The same procedure 
should be followed for future programme budgets. To help with the situation in Africa the 
Board would no doubt wish to place its individual and collective talents at the disposal of 
the Director-General, who had sincerely and intelligently defended his views in relation to 
the proposed programme budget； his notions on the training of leaders, if properly put into 
practice, provided particular grounds for optimism. 

Latin America's debt of approximately US$ 400 000 million was a heavy burden, and in the 
case of Chile interest payments alone absorbed 10% of the national income. Conditions of 
payment of such debts, in which organizations of the United Nations system could be 
influential, should be such as not to make the social problem worse; WHO should emphasize 
the importance of developing the health programmes. 

He appealed for a rational use of funds for health for all through primary health care； 
various studies had apparently indicated that there was a wastage of approximately 30%, 
although in his view that figure was probably too high. 

Despite the economic crisis there was a group of countries which had made substantial 
and sustained progress in the field of health. Some of them, including Chile, had already 
satisfied some of the indicators for health for all by the year 2000. However, it was 
important that goals should be construed in terms of the entire urban and rural population. 
The inequalities obtaining in Latin America should therefore be carefully analysed. 

Countries that had made progress were of different political ideologies but were 
characterized by three features; a sustained political will to do things properly, a 
critical mass of personnel to deliver the services, and an adequate infrastructure and 
national coverage to permit most of the population to have access to health services. 
However, difficult economic and social circumstances called for a sustained effort rather 
than for a brief pyrotechnical display. 

Another important factor was appropriate technology. In fact, part of the wastage that 
was taking place might well be due to the use of advanced technology unadapted to the 
realities of the environment in which it was used. A particularly fine example of the 
progress that could be made by a combination of political will and appropriate technology was 
primary health care in parts of Bolivia, although that country probably found itself in the 
most difficult socioeconomic circumstances of any in Latin America. 

The Regional Director for the Americas had taken some very important measures to ensure 
that the regional budget policy would be effective, concrete and unambiguously interpreted by 
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all concerned• Moreover, the Subcommittee on Programming and Planning of the Executive 
Committee had taken an apparently revolutionary step by declaring that its membership should 
consist not only of members of the Executive Committee but also of three competent, talented 
arid experienced persons from countries not represented in the Executive Committee, to be 
nominated by the Regional Director. In addition, the Regional Director and the Regional 
Office staff were doing a great deal to stimulate the efforts of all countries in the Region 
and to ensure that the promotion of health activities proceeded regardless of national 
frontiers, no country being overlooked. The inclusion of Belize in the "Basic plan on 
priority health needs of Central America and Panama" was a further example of regional 
cooperation. 

Dr -QUAMINA expressed her appreciation of the explanations which Mr Furth, Assistant 
Director-General, had given on the budget structure, although it was a little difficult to 
understand how a budget with a zero growth rate and favourable exchange rates could still 
entail an increase of 6.92% in the contribution of a Member State. However, it was realized 
that for the vast majority of Member States the effectiveness of WHO1 s contribution to 
national health programmes and to international social justice could not be evaluated in 
terms of mere dollars and cents. 

She also appreciated the background information which the Regional Director for the 
Americas had given in respect of the economic position in the Region, which included almost 
the largest country in the world and some of the smallest independent island States• The 
latter had particular problems that had produced a health service delivery structure quite 
different from that of some of the larger countries. They therefore required special 
attention and sympathetic consideration, since they were not always able to vocalize their 
needs at the international level. 

In the Americas great attention was paid to the operational capacity of health services, 
in keeping with objectives 3 and 4 of the Seventh General Programme of Work, The 
Director-General, in referring to management absorption capability, had emphasized the need 
to install that capability before additional resources were allocated to programmes. That 
approach was receiving priority, and the Regional Director was to be congratulated 
accordingly. The corresponding regional budgetary allocations for programme 3.2 (Managerial 
process for national health development) and for programme 4 (Organization of health systems 
based on primary health care) demonstrated the Region's commitment. 

The Region was fortunate in having considerable numbers of trained health workers, but 
it still lacked skilled management to ensure the effective deployment and the increased 
productivity of that valuable resource• In his report the Regional Director had referred to 
a 30% wastage. Much of the wastage was certainly due to the maldistribution of human 
resources and to the need for motivation, guidance and the development of proper monitoring 
facilities through the establishment of information systems. 

It was important not to overlook the role of the supporting structures of the health 
system, in particular hospital management and maintenance• It would indeed be short-sighted 
if hospitals and diagnostic services were not kept under constant review. That did not mean 
that countries without the means should be encouraged to indulge in expensive technology, but 
despite all the efforts made to promote preventive care and health education, people would 
still fall ill arid must therefore be accommodated in hospitals where they would feel safe and 
would not be at the mercy of breakdowns due to lack of maintenance. That point was sometimes 
overlooked when the disadvantages of acquiring too much high technology were emphasized. 

The allocations for maternal and child health and family planning reflected the 
importance of those programmes in the Region of the Americas, where 50% of the population was 
still under 21 years of age* Consequently, although the importance of caring for the elderly 
was recognized, family planning was most important• 

The Regional Director had been silent on the problem of drug and alcohol abuse in the 
Region. The socioeconomic, health and indeed political consequences of drug and alcohol 
abuse were well known and could be measured in terms of morbidity and of hard cash. The 
amounts allocated both by the WHO regular budget and by other sources did not reflect the 
priority that many States would wish to give to the problem, which could retard the pace of 
national development because of the impact on young people and workers• It was to be hoped 
that the Regional Director had access to other sources of funding for the purpose• Two other 
programmes also seemed to have been eliminated: control of environmental health hazards and 
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accident prevention. The former had been the subject of a Regional Committee resolution; it 
was therefore not logical to provide no funding for it in the programme budget. 

Those three programmes all required a considerable national commitment, calling for 
community participation and perhaps the enactment of legislation. Intersectoral 
collaboration would also be necessary, since the input from non-health sectors was often more 
critical for success than that from the health sector itself. Was that perhaps the reason 
for the very small or even non-existent budget allocations to those programmes? 

All in all, the budget presented by the Regional Director, and his backgtound statement, 
very accurately reflected the wishes of the Health Assembly as set out in its resolutions, 
and were in keeping with the Director-General1 s views on the work of the regions in the years 
to come. Her country would do its best to comply with those principles. 

Mr BROCHARD (alternate to Professor Roux), referring to paragraph 12 of the Regional 
Director1s report which concerned health priorities in Central America and Panama, welcomed 
the initiative the Regional Director had taken in setting up a multisectoral programme for 
the subregion and commended the spirit of cooperation shown by the governments concerned in 
sinking their political differences in the interests of promoting the health and development 
of their peoples. The joint effort by WHO and UNICEF, which left the door open for bilateral 
assistance, was exemplary. His country would do its best, so far as its means allowed, to 
meet the challenge. 

In addition, the Regional Director1s efforts to promote a rigorous definition of 
priorities within the Region were greatly appreciated, especially as concerned coordination 
between social security and public health institutions. That would help to cope with funding 
health for all, a serious problem given the widespread reduction in health ministries1 
budgets. 

Dr HAPSARA congratulated the Regional Director oil his concise and informative report. 
He felt that РАНО had succeeded in transforming its approach in order better to respond to 
the requirements of the next phase of the General Programme of Work, during the financial 
periods 1986-1987 and 1988-1989. In that connection, he asked for more details on how that 
policy modification affected the Organization1s philosophy and behaviour. 

From the section of the proposed programme budget dealing with the Americas, it was 
clear that there had been changes in resource allocation between programmes. It would seem, 
however, that the main regional programme priorities were not sharply enough reflected either 
in the prograrame statements in the budget document or in the Regional Director1s report. For 
example, over five programmes showed a proposed funding increase of above 35%. A more 
explicit statement of priorities would make the reasons for the 1986-1987 resource 
allocations easier to understand• 

With regard to paragraph 10 (Coordination between social security and public health 
institutions) in the Regional Director1s report, he wondered what had impelled the Regional 
Committee to recommend to Member governments that they "formulate strategies for the 
progressive development of linkages"• Could the Regional Director show how that approach 
helped to bring about the better use of national resources for the extension of health 
services to population groups that still lacked access to such services? 

/ • 

Dr MOLTO congratulated the Regional Director on having so concisely outlined the 
economic and social situation in Latin America. The regional progrannne for 1986-1987 gave 
ground for optimism despite the clouds that continued to darken the skies of some of its 
countries. It was to be hoped that Member governments would, through the exercise of 
goodwill and political determination, reach understanding on how to overcome their 
difficulties through close intercountry cooperation in the scientific, technical, economic 
and humanitarian spheres, so that with collaboration from the Regional Office, new forms of 
cooperation could be developed to ensure more effective use of the resources available in 
order to improve the level of well-being of all its peoples, to perfect primary health care 
techniques and to achieve the goal of health for all• 

The task would not be an easy one, but the experience gained in 1984, when at a time of 
dire economic crisis the health leaders of the countries of the Region had courageously and 
responsibly undergone a change of attitude in order that a higher qualitative and 
quantitative level of health might be achieved was encouraging. His own country had been 
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gratified to observe the new dynamic approach the Regional Director had infused into the 
Regional Office and to note the achievements of the current biennium. There was special 
merit in his search for procedures to provide better coordination between social security 
institutions and health ministries and in his initiative to make health a permanent bridge to 
peace in Central America. He should be urged to continue his leadership in that direction. 

Mr BOYER (adviser to Dr Gardner) endorsed what previous speakers had said with regard to 
the good progress the Regional Director had made in the Region. There were a number of 
aspects of work in the Americas that he would call the Board1s attention to as being worthy 
of consideration in other regions. 

First, the Americas was not the only region where a group of countries forming a 
subregion was facing difficult problems. In the case of Central America and Panama, the 
Regional Director had succeeded in bringing health ministers and their staffs together to 
work out a special plan, separate from the regular health programme budget, funded entirely 
or almost entirely from extrabudgetary resources. By thus concentrating the attention of 
health ministers and potential donors or contributing organizations, he was making good 
progress towards meeting a serious health need; such action was worthy of emulation in other 
regions. 

Secondly, the Americas, as indicated in the Regional Director's report, had recently 
produced a special policy statement on population matters. It had been an act of great 
courage for the Regional Director and the Member States of the Region to endorse, unanimously 
as they had done, a statement of that nature• Since population was a problem of such 
significance throughout the world, other regions too could well find such action deserving of 
attention. 

Finally, the Regional Director had shown considerable interest in stimulating 
cooperation and coordination at regional level with the regional representatives of other 
global organizations, such as UNICEF, UNDP and others. It was assumed that that practice was 
also followed in other regions so that such coordination did not take place only at 
headquarters level. Nevertheless, the special efforts that had been made in that direction 
recently in the Americas could well be pursued in other regions too• 

Dr RUESTA (alternate to Dr Bello) thanked Mr Furth for his explanations relating to the 
proposed programme budget in general and to those parts of it which concerned the Americas in 
particular； she commended the Regional Director on his excellent report. The attention 
being focused on health in Central America and Panama was particularly noteworthy. That 
subregion was regarded as of great importance in Venezuela, whose Head of State, being a 
doctor and with close links with WHO, took a special interest in the problem of drug abuse 
because of the ravages it was causing among the population in general and among young people 
in particular. 

Dr GARCIA BATES said she had three comments to make in connection with the Regional 
Director's report and with subjects that had been considered previously in the wider context 
of the proposed programme budget• 

First, with regard to the criteria to be used in setting up programmes, a useful 
approach was exemplified by the Americas1 endeavour to construct horizontal and integrated 
programmes concerning the overall health of subjects in various high-risk groups within the 
population (e.g. mothers, children, adolescents, workers and the aged), rather than dealing 
primarily with single diseases or taking preventive actions that in essence fragmented the 
attention paid to the individual human being and led to duplication of work and wastage of 
resources• 

Secondly, and with regard to administrative procedures for the use of internationally 
generated resources, РАНО was making an exemplary attempt to move out of the beaten track and 
find innovative approaches to ensure the proper application of such funds within countries. 
Unfortunately, such news approaches tended to collide with the excessive bureaucratization of 
increasingly complex organizations, which found it easer to make others change to meet its 
needs than to change itself to deal with new situations. The transfer of funds to countries 
must be facilitated, and in such a way that national directors might utilize them with 
maximum flexibility and minimum bureacratic constraints. Such action required mutual trust 
and cooperation on the part of all concerned. 
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The intent in the Region of the Americas was no longer to use international funds to 
finance routine activities that should be financed by the countries themselves and be 
incorporated in country activities. That would free international funds for their proper 
vocation of financing health development projects. In that way international support would 
achieve its ultimate goal - the initiation of new programmes rather than the under-writing of 
administrative costs and overheads• 

Finally, the health-for-all leadership training proposed by the Director-General was to 
be commended. It should first be extended to those working in an international context. 
Training so far had led to a great improvement in the quality of national health staff - a 
fact that was not always being taken sufficiently into account by international consultants. 
However, there was a difference between the possession of a large amount of knowledge and the 
ability to use that knowledge effectively. Therefore the criteria for the selection of 
personnel for international organizations engaged in the struggle to achieve health for all 
should set greater store by familiarity with the procedures whereby countries could be helped 
to use their own resources properly, than by specialized knowledge of all the technical and 
scientific advances in medicine during recent decades• 

Professor JAZBI commended the report by the Regional Director, and said he considered 
that the budget proposals properly reflected the needs of the Region, particularly Latin 
America. It would appear, however, that there was room for more research into cancer and 
cardiovascular disease, which were serious causes of mortality, and into drug-related 
problems. He generally endorsed the views of other speakers, in particular Mr Boyer, and 
congratulated the Regional Director on all his efforts. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) wished to express his 
appreciation of the comments made, not only in respect of the support and encouragement given 
but also in relation to the ideas and suggestions made, which would undoubtedly be of value 
in the Regional Office1 s continuing search for improvements• 

With reference to the role of the Organization in emergency situations, he stressed the 
fact that, besides endeavouring to act promptly in response to emergencies, WHO pursued a 
continuous process, in cooperation with countries, of evaluation of the conditions resulting 
in man-made and natural disasters, with a view to formulating policies for swift action. 
Indeed, the Region of the Americas had a specific programme relating to preparations for 
emergency situations, which aimed at covering every type of emergency by having the health 
services in a permanent state of readiness to face any disaster situation. 

In connection with the discussions as a whole, he stressed the importance of national 
political processes in respect of decision-making in the field of health. Basically, health 
decisions constituted a real exercise of political power within the social context• A 
characteristic governing the situation in the health sector was the inadequate emphasis laid 
on health within those political processes. Thus, in training leaders, it was necessary to 
take into account the need for understanding of the political process and how to define and 
implement health policies and strategies as part of it. 

With regard to primary health care, he noted that it was generally viewed just as a 
programme at the primary level of care directed towards special sectors of the population. 
He felt most strongly that the role of primary health care went beyond that, and that that 
approach should be viewed as an instrument in the strategy for change of the entire health 
system within the perspective of health for all by the year 2000. That concept in relation 
to primary health care was particularly vital in the Americas due to problems arising out of 
the level of resources and demands. It was the intention of the Regional Office to revise 
that concept along the lines he had indicated at a meeting to be held in Santiago de Chile in 
October of the present year, and he emphasized the urgency of that interpretion of primary 
health care permeating WHO action at all levels. Indeed, it was his opinion that the wastage 
of resources, to which reference had been made, occurred principally at the more complex 
levels• 

He had referred at the outset of the discussion to the significant repercussions of the 
reduction in the capacity for capital investment, which had become apparent in the course of 
the economic crisis, and he would stress the fact that such difficulties constituted a 
worldwide problem as a consequence, principally, of the huge debt services countries were 
obliged to pay. It was essential that the health sector be aware of its responsibility to 
add its voice in calling for a solution of that problem, which necessarily compromised action 
in the field of health. 
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Commenting on the specific points raised in the discussion, he said first that he would 

agree with Dr Borgoño as to the essential conditions for progress towards the goal of health 
for all. He would himself lay particular stress on the need for political will in achieving 
concrete action. 

In connection with the observations made by Dr Quamina, he said that it was a fact that 
the Region of the Americas counted among its Member countries some which were among the most 
developed in the world and others among the least, some among the biggest and others among 
the smallest, and he consequently tended to refer to the average level. All efforts were 
being made to meet the particular needs of Member countries, and specific strategies had been 
evolved in respect of smaller countries, such as the Caribbean countries. Such aspects as 
drug abî se, environmental hazards, and accidents were of great concern to the Regional 
Office. If that were not entirely evident in the budget proposals as they stood, he would 
point out that the budget process in respect of the Americas continued until September that 
year with regard to external resources, which did in fact make up 75% of the total regional 
budget. In all events, growing attention was being paid to the problem of drug abuse, and 
epidemiological activities in cooperation with the United States of America were being 
initiated to assist in that field. Furthermore, cooperation was intensifying with the United 
Nations Fund for Drug Abuse Control, and there was a possibility of additional funds being 
made available. As for environmental hazards, he referred to the fact that the action of the 
Pan American Centre for Human Ecology and Health, in Mexico, was designed specifically to 
combat that type of problem. 

He appreciated the encouraging remarks made by Mr Brochará concerning action in Central 
America and inter-agency cooperation. There would be an opportunity under agenda item 20, 
Collaboration within the United Nations system, to refer to achievements in the Americas in 
that regard. 

With regard to Dr Hapsara1s comments, he said that there was an undoubted need to 
transform the Organization1s action consequent on the transformation of world economic and 
social conditions, and especially the changes in the countries, since new realities called 
for new approaches and methods in a continuing process of change• The Organization was 
qualified to make such a response arising out of its own policy, as embodied in the 
resolutions of the World Health Assembly and in the programmes of work. The Regional Office 
made every effort to adjust the form of its activities so as to achieve maximum 
effectiveness, and there would be a permanent review of action in order constantly to ensure 
changes as needed. 

He drew attention to the fact that the figures given in the proposed programme budget, 
though attempting to meet existing priorities, should be seen in the light of a partial 
budget for the time being. He stressed the importance of social security as a factor of 
great importance to be taken into account• Social security institutions played an extremely 
promiment role in the Region; in some Latin American countries the health expenditures of 
social security institutions were many times higher than those of the ministries of health. 

He was grateful for the implicit support extended by Mr Boyer. He made it clear that 
the programme relating to Central America was aimed at mobilizing national as well as 
international resources and was intended to be a plan to reorientate existing resources so as 
to ensure their best use. 

In reply to the second group of comments by Dr García Bates, he made it clear that the 
strategies which the Region was attempting to implement constituted a direct response to the 
strategies evolved by the Director-General, and that the Regional Office was accordingly 
merely implementing the guidance given by the Director-General to the Organization as a whole• 

Reference had been made to the question of training leaders and of the need for WHO 
staff to be entirely up to date. In fact, he would echo the Director-General in saying that 
one of his own "obsessions" was the technical excellence of regional staff, not only from the 
viewpoint of their specific field of knowledge but also, going beyond that, of their 
administrative capacity to spread that knowledge and make it available in appropriate form 
wherever it was needed. It was vital that WHO staff should not only have a full 
understanding of health problems but be able to view them in a social, economic and political 
context if technical aid were to achieve its real purpose and have its true value. What was 
most important was not just a capacity to understand the problems, but the capacity to feel 
them as one's own, since only thereby could the wholehearted integration of a staff member, 
body and soul, in the Organization1s undertakings, be achieved. 
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The DIRECTOR-GENERAL, speaking on the specific issue of drug abuse, said that it was of 
the greatest importance for the Organization to assume the right kind of role. He had 
encountered difficulties over the years in determining exactly what Member countries wished 
WHO to do. 

He had recently seen for himself, in a developing country, how the poorest farmers were 
earning their livelihood in a manner which, in the eyes of the international community, might 
appear illegal. But they themselves were victims of circumstance, and vietinr-blaming was all 
too easy in such cases. What must be borne in mind was that the concepts of social justice 
and social equity were implicit in the goal of health for all, and that the latter 
necessarily included the fight against poverty. Furthermore, to cope with the matter of the 
"illegal export" of drugs from developing to affluent countries required that a spirit of 
international solidarity, acting within the spirit of the interdependence of countries, be 
brought into play. The action would have to go beyond cosmetic palliatives; little could be 
achieved through the piecemeal treatment of addicts, or by talking about crop substitutes 
which could not provide the farmer with a living. 

He did not know what action the coming Health Assembly might wish to take, but it would 
certainly do well to consider the problem within the totality of the health-for-all concept• 
Only genuine development in the rural societies concerned, and the presentation of valid 
alternatives, could offer some hope of its solution. 

The meeting rose at 12h25. 



NINTH MEETING 

Monday, 14 January 1985， at 14h30 

Chairman： Professor J. ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

South-East Asia (Document EB75/7) 

Dr KO KO (Regional Director for South-East Asia), introducing document EB75/7, said that 
he would refrain from repeating details of the report, but would concentrate on developments 
in the Region with a bearing on the programme budget for 1986-1987. It was the second 
largest Region, 80% rural, comprising 1100 million people, 40% of whom were under the age 
of 15, with all the countries except Mongolia undergoing a population explosion, five 
countries with an infant mortality rate of over 100, four classified as least developed 
countries, and a gross national product of less than USÍ 300 per capita (except in Indonesia 
and Thailand and two other countries from which information was not available). 

The proposed programme budget of USÍ 69 million for the Region had been developed on the 
basis of national health policies, priorities, plans and health-for-all strategies, and WHO 
policy guidelines, strategies, the Seventh General Programme of Work, the regional 
medium-term prograinme, and the new "Managerial framework for the optimal use of WHO1 s 
resources in direct support of Member States". 

Referring Board members to the programme budget proposals for South-East Asia 
(pages 329-342 of document PB/86-87), he presented the highlights of the proposals. The keen 
interest of Member States in the itianagenient of WHO1 s col labora t ive programme s and the work of 
the Consultative Committee for Programme Development and Management, described in 
paragraphs 2 and 3 of the programme statement, were welcome, as they would facilitate optimal 
use of WHO1s resources in direct support of health development efforts in Member States. 

The implementation of health-for-all activities was progress ing satisfactorily, if 
rather slowly, in the Region; that was due to the firm commitment of countries to 
health-for-all goals and their determined efforts and innovative approaches in translating 
those goals into reality at the country level• The programme budgeting exercise in Thailand 
had given a new insight into the basic principles underlying the new managerial framework, 
which was gradually being introduced in other countries of the Region. Joint government/WHO 
coordination committees or similar mechanisms were now functioning in most countries. Other 
mechanisms were also being used, such as the national health development council in 
Sri Lanka, the health-for-all working groups in Indonesia and Mongolia, the government/WHO 
coordinating committees in Burma, India, Nepal and elsewhere, the committees for joint 
support for primary health care in Burma and Nepal, and five country resource utilization 
reviews, for coordinating and mobilizing resources from various agencies in the 
implementation of health-for-all activities. 

He emphasized the programme proposals for WHO support to national activities for the 
further development of health system infrastructure to provide universal primary health 
care； their objectives were described in paragraph 7 of the programme statement. He also 
drew attention to the proposals for the strengthening of national health information systems, 
manpower training in epidemiological practices and the development and maintenance of a core 
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of multidisciplinary expertise. The crucial programme was that dealing with the organization 
of health systems based on primary health care, as outlined in paragraph 12 of the programme 
statement• 

Evidence of the high priority given to research promotion and development was the 
allocation of 5% of the total regional budget at the intercountry level and another 5% at the 
country level. In addition to the information given in paragraph 15 of the programme 
statement, he said that close contact was maintained with medical research councils in nearly 
all the countries of the Region. 

Referring to the environmental health programme he said that, while progress in 
implementing the programme had admittedly been slow and had fallen short of the targets, 
countries were endeavouring to step up their activities and integrate them into primary 
health care• 

Another important area of WHO collaboration was in the field of diagnostic, therapeutic 
and rehabilitative technology, with emphasis on the quality control of laboratory services, 
training manuals, rapid diagnostic techniques, and the production and supply of reagents； 
further development of drug policy and management and the quality control of drugs and 
vaccines； and promotion of the use of rehabilitative technology appropriate for specific 
situations• 

In view of the prevalence of communicable diseases, a major share of the country and 
intercountry programme budget, amounting to almost one-fifth of the total regional budget, 
had been earmarked for disease prevention and control• The Expanded Programme on 
Immunization would be supported, especially in its technical and managerial aspects, by 
further development of the cold-chain system, and maintenance of the smooth supply of potent 
vaccines. In that connection, clinical trials in the Region on vaccines against leprosy and 
dengue haemorrhagic fever were already going into their third phase, and an effective snake 
venom antitoxin had been developed； he was, however, aware that application of knowledge was 
more important than mere discovery of new technologies. Intensification of case-finding and 
treatment activities along with routine insecticide spraying was to continue for malaria 
control, and he referred also to WHO1 s support in the field of other communicable diseases -
diarrhoeal diseases, acute respiratory infections, virus infections, etc• - and emerging 
nonconmiunicable diseases • 

As Dr Khalid bin Sahan had mentioned, WHO1s financial support for the Region was only a 
small fraction of the total national investment. The Member States of the Region were firmly 
committed, despite meagre resources, to taking up the challenge of health for all. That 
commitment had been reaffirmed by the ministers of health of the countries of South-East Asia 
at their meeting in New Delhi in September 1984. At that meeting, in an effort to mobilize 
resources through mutual cooperation, the ministers had taken the initiative in developing a 
technical cooperation programme among the countries of the Region. He feared, however, that 
even that effort would not bridge the resource gap, and considerable efforts must be made to 
mobilize resources from bilateral and multilateral agencies, in addition to careful planning 
and financing of health care in the countries. Referring to the use of national expertise, 
he said that there were many nationals coordinating projects in the countries of the Region 
even though they might not be specifically referred to as "programme coordinators"• In many 
countries national officers were working in WHO programme coordinators1 and representatives1 
offices under different titles. 

In conclusion, he wished to draw attention to the fact that the situation varied widely 
from country to country, so that the implementation of innovative activities must be 
extremely flexible and carried out by stages. Referring to the pioneering role of the Region 
and its participation in numerous trials, experiments and case studies referred to in the 
programme budget document, he said that the Region - and countries - required still more 
experience and detailed preparation for the implementation of the excellent ideas put forward 
by the Director-General in his Introduction. Patience, pragmatism and thoroughness, under 
the wise guidance of the Board, should be the key to success• 

Dr HAPSARA expressed his gratitude to Dr Ko Ko and his staff at the Regional Office and 
to the Director-General and his staff at headquarters for their support of the Member States 
of the South-East Asia Region in speeding up their progress towards the health-for-all goal 
and overcoming their problems, and especially for their understanding of the specific 
sociocultural aspirations, potential and context of the various Member countries. 
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The "Common framework and format" was a valid managerial tool for critical examination 

and feedback. He appreciated the serious efforts made to strengthen the mechanism for 
monitoring and evaluating the implementation of national health strategies. 

Thanks to active support from WHO, Indonesia had been able to implement health-for-all 
strategies based on government policies and WHO collaboration. As a result of that 
collaboration, aimed at increased technical cooperation, national health development had been 
accelerated in line with national development policies and the Seventh General Programme of 
Work. Vigorous efforts were being made to integrate the programmes on immunization, acute 
respiratory infections, diarrhoeal diseases control, nutrition, and maternal and child health 
including family planning, as a family welfare "package"• The importance of the spiritual 
dimension in national health development had been taken into account in formulating national 
health policies, especially since 1980. The Basic Health Law was currently being redrafted 
with a view to speeding up progress towards the achievement of health for all by the year 
2000. 

Dr SUDSUKH, congratulating Dr Ko Ko on his informative and comprehensive report, said 
that as a result of vigorous implementation of health-for-all strategies by all countries in 
the Region, great progress had been made towards attaining the health-for-all goal. Credit 
was also due to the Regional Director for his energetic, efficient and cooperative leadership 
and support in achieving those goals and for the close and friendly dialogue established 
between the Regional Office and countries, and among the countries themselves, resulting in 
greater solidarity within the Region in the field of health development. He also expressed 
gratitude to the Director-General for his constant support. 

Commenting on the report, he noted that when referring to factors impeding the 
implementation of health development and health-for-all strategies, Dr Ko Ko had not 
mentioned the problem of refugees. In that connection, he stated that Thailand had received 
an influx of some 200 000 refugees during the last 10 years, and their number had increased 
considerably over the last two months. Their tragic situation constituted a tremendous 
burden for the Government, and WHO1 s cooperation in that regard was welcome. 

He stressed the value of the work of the Consultative Committee for Programme 
Development and Management in scrutinizing the programme budget prior to its submission to 
the Regional Committee and in monitoring and evaluating the implementation of both regional 
and country health development programmes• 

A yearly meeting of ministers of health was also valuable in convincing ministers of the 
need to implement approved health policies, in keeping them informed of progress made or 
constraints encountered in the implementation of policies and programmes, and in enabling 
them to initiate policies. 

The Region had been implementing the policy of making optimal use of WHO resources 
through various mechanisms, such as the establishment of joint government/WHO coordinating 
committees in most countries, the programme budgeting exercise in Thailand, and country 
resource utilization reviews in a few countries. The result had been encouraging in most 
countries, and there would no doubt be further development in that respect• 

Finally, bearing in mind the limited resources available, he was satisfied with the 
budget allocation for the South-East Asia Region, which was well directed towards the 
attainment of health for all. 

Dr REGMI congratulated Dr Ko Ko on his review of the health situation in the South-East 
Asia Region. That Region was one of the most populous in the world, and was still burdened 
by the preventable afflictions of diarrhoea, communicable diseases, malnutrition, and 
excessive population growth. The Regional Director was therefore facing huge obstacles - and 
was making a determined effort to overcome them. 

Progress was indeed being made. In Nepal, for example, primary health care was 
receiving top priority and the recently strengthened unit for monitoring progress in the 
implementation of strategies was in good shape. A joint Government/WHO Management Committee 
was working satisfactorily, the theme of health for all was being disseminated in rural 
areas, and community participation and community health leader schemes were making progress. 
The new drug scheme was also slowly gaining popularity, but extra funds were needed for it to 
continue. It was to be hoped that more extrabudgetary funds could be made available to the 
Region. 
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The Regional Director was to be commended on the efforts made to strengthen cooperation 
with other international agencies and secure their collaboration in the implementation of 
health programmes. The WHO/UNICEF Joint Nutrition Support Programme and activities for 
technical cooperation among developing countries (TCDC) were good examples. Nepal, for 
instance, was in the process of making a TCDC agreement with Thailand, and it was hoped that 
other similar agreements would follow. He would urge the Regional Director to do all 
possible to promote TCDC. 

The Regional Director had pointed out that the South-East Asia Region included four of 
the least developed countries. They would be unable to develop their health programmes 
without the mobilization of resources from bilateral or multilateral agencies• He urged the 
Director-General to seek extra funds for them so that the goal of health for all might be 
attained. 

Dr EL GAMAL said that he had been particularly interested in Dr Ko Ko1 s comments on the 
development of an antileprosy vaccine, which he considered a most important breakthrough. 
Perhaps it could be discussed under section 13.9 of the programme budget document• 

Professor JAZBI congratulated Dr Ko Ko on his excellent report and the health programme 
in the Region. 

He particularly commended the creation of the Consultative Committee for Programme 
Development and Management, which was valuable for coordination between Member countries and 
WHO and for surveillance of the proper utilization of resources• Certain countries were 
undertaking country resource utilization exercises, an activity which might motivate other 
countries to do the same. 

The health problems of the South-East Asia Region were similar to those of the Eastern 
Mediterranean； he found the emphasis on the development of health system infrastructure, 
managerial aspects, health manpower development and control of communicable diseases very 
relevant, and he fully supported it• 

He welcomed the effective cooperation between the two neighbouring regional offices -
for South-East Asia and the Eastern Mediterranean； the two Regional Directors were to be 
congratulated on that collaboration. Periodic meetings of ministers of health were also 
commendable. 

He fully endorsed the programme budget for the Region, and thanked Dr Ko Ko for his 
presentation. 

Professor ISAKOV said that the report, though brief, was informative. He noted the 
close link between the many types of activity in the most diverse fields of public health and 
medical science in the South-East Asia Region and WHO1s basic task of achieving health for 
all by the year 2000. He drew particular attention to resolution SEA/RC37/R9, adopted at the 
thirty-seventh session of the Regional Committee, which urged Member States to stimulate 
innovative approaches in primary health care； that was of interest also to other regions. 
The resolution also called for the provision of adequate support for scientific research in 
the Region; that was also a new approach, since it alone could ensure that the results of 
such research were introduced into both public health and national systems for the delivery 
of primary health care. 

Finally, he expressed his appreciation of the report and stressed the timeliness of the 
questions raised and their close connection with the achievement of the common goal• 

Dr BORGOÑO said that he had been particularly interested to hear of the use in the 
South-East Asia Region of intercountry consultants and intercountry fellowships for short 
periods； he wished the Regional Director to comment on preliminary evaluation of their use. 

Since 80% of the population of the Region lived in rural areas, it seemed to him that 
the multisectoral approach was essential. He asked how far such an approach was being 
implemented, and whether the experience could be of benefit to other regions. 

Regarding the Bhopal tragedy, he enquired what action WHO had taken in response to the 
request of the Government of India, whether the Regional Office was in a position to provide 
information on the possible long-term results, and whether it had a safety programme which 
might forestall such an event in the future. 



112 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
Further to Dr El Gamal1 s request concerning an antileprosy vaccine, he said that a 

different vaccine was being tested in Venezuela. The disease had a long incubation period 
and epidemiological changes had to be measured； it was thus impossible to draw speedy 
conclusions, but some light would probably be thrown on the problem. 

Finally, he inquired what were the present trends in malaria. The problem was 
particularly serious in Africa and South-East Asia, and there was the related question of the 
control methods being used, particularly insecticides and their effects on the population 
covered• 

Dr 0T00 congratulated the Regional Director on his informative report. He had been 
particularly interested in paragraph 9 of document ЕБ75/7, referring to the integration of 
immunization, nutrition and other programmes into family planning and maternal*and child 
health care• Such integrated approaches should be encouraged in other regions. 

Dr Sung Woo LEE also congratulated Dr Ko Ko on his report and the achievements in the 
Region and， especially, on his efforts to develop interregional cooperation. He fully 
endorsed the programme budget for the South-East Asia Region. 

Dr KOINANGE, pointing out that Asia and Africa were old neighbours and shared many 
health problems, said that he found the call to review the utilization of resources 
(paragraph 4 of document EB75/7) particularly noteworthy. As only limited funds were 
available, it was essential to review how efficiently they were being used. Paragraph 5 of 
the document, which stressed the need to improve managerial processes, was also a pertinent 
reminder, since there seemed to be a tendency to overlapping in the use of health manpower in 
several countries• It would be interesting to learn of the findings of the five country 
resource utilization reviews. Implementation of the programme budget depended on countries' 
being alert and reviewing the utilization of resources and, in the words of the 
Director-General1 s Introduction to the programme budget (paragraph 72), making sure that the 
belt fitted with no unnecessary slack. Referring to paragraph 12 of document EB75/7, he 
asked Dr Ko Ko for further information as to what bio-environmental methods for malaria 
control were recommended• 

Dr KO KO (Regional Director for South-East Asia) thanked the members of the Board for 
their interest and comments; he had taken note of the suggestions made• 

He did not feel it necessary to comment on the problem of refugees, mentioned by 
Dr Sudsukh, as it had already been dealt with at the previous meeting• 

He welcomed the Board1 s interest in the Consultative Committee for Programme Development 
and Management, which he agreed had done good work in defining priorities and formulating the 
regional programme with a view to meeting countries1 needs• 

TCDC efforts were indeed being promoted• A meeting had been held in April 1984 to 
examine potential areas for collaboration and define ways of implementing TCDC; the 
suggestions had been submitted to the Regional Committee and to the ministers1 meeting, which 
had endorsed them. As Dr Regmi had mentioned, various innovative activities were being 
developed in different countries so that various experiences should emerge from which lessons 
could be learnt• The Director-General had no doubt noted Dr Regmi1 s request for more funds. 

As regards the antileprosy vaccine, he had not referred to the one being developed by 
the Special Programme for Research and Training in Tropical Diseases, but to a vaccine based 
on a different, more easily grown bacillus, which had been tried out in India. The Indian 
Council of Medical Research was studying it. 

Turning to the questions asked by Dr Borgoflo, he said that efforts were being made to 
use the Region1s own resources and expertise increasingly for consultants and fellowships, 
but he felt the Region had now reached a plateau. Although he had been endeavouring to 
regionalize the fellowships programme, the policy was to send fellows to countries where they 
could find the most suitable teaching and research facilities at national, regional or 
international level. A few national fellowships had been granted to some countries within 
the Region. In countries such as India, Indonesia and Thailand the consultants generally 
came from outside the Region, but many were from the Region itself, when the requisite 
expertise was available. Often, national experts were used to advise on well-defined 
problems ； for the national survey of leprosy in India, for example, an Indian specialist had 
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been recruited. Sometimes national institutions were commissioned to carry out training 
surveys or research in aspects of national health systems management or evaluation. 

He would not go into details about the multisectoral approach, but assured the Board 
that that approach formed the basis of the primary health care programme in every country in 
the Region. It was intended that other ministries, in addition to health ministries, should 
participate in the integrated approach, but the mechanism of their participation and 
collaboration varied from country to country, and general guidelines were still being worked 
out • 

He had deliberately not mentioned the Bhopal tragedy because it was being dealt with by 
the national authorities and the official report was not yet out. The Regional Office for 
South-East Asia would provide whatever assistance was necessary, and requested, with the 
support of WHO headquarters. A consultant toxicologist from headquarters was being sent to 
the area as required• At first the Regional Office had been requested to supply equipment 
and medicines, but those were, in fact, available locally. The Regional Office had supplied 
information - on technical aspects of methyl isocyanate gas, its chemistry, toxicology, side 
effects, possible carcinogenic effects, etc. WHO would continue to provide as much support 
as the Government required. 

From an epidemiological point of view, the situation regarding malaria was 
satisfactory. However, the disease presented a long-term danger, owing to shortage of 
manpower and funds and increasing resistance to antimalarial drugs and to pesticides. 
Bio-environmental techniques were still at the research stage but were applied occasionally. 
For example, measures included the flushing out of rivers and dams and cleaning of streams 
and river banks, and the introduction of fish or larvicidal chemicals. 

Despite the pressing population problems of the Region - India, Indonesia and Bangladesh 
had a combined population of almost 1000 million - some countries were reluctant to refer to 
"family planning11 and used the term "child spacing", family health, family welfare, etc.， 
instead. In Mongolia a family health programme had been set up the aim of which was to 
increase the population. The Region was participating in research into maternal and child 
health and human reproduction and implementation of family health in an integrated manner• 

Five countries of the Region had completed country resource utilization reviews, and the 
information had been used, for instance, in programme formulation in the "rendezvous" 
conferences for the least developed countries, or for the information of visiting donor 
missions• 

He also welcomed the collaboration with countries of the Western Pacific and Eastern 
Mediterranean Regions. 

Dr EL GAMAL said that, if he had correctly understood Dr Ko Ko1 s statement on the 
leprosy control programme, the South-East Asia Region was not following the lines of research 
recommended by headquarters• Would it not be more rational to coordinate efforts in order to 
avoid overlap and save time and money? 

Dr KO KO (Regional Director for South-East Asia) said that he had emphasized the 
importance attached in the Region to WHO1 s policy. He referred to his earlier statement that 
leprosy control was based on early case-finding, case-holding, multidrug therapy, etc. WHO 
was not directly supporting the leprosy vaccine research referred to earlier, which was being 
carried out by the Indian Government, but it was providing technical information, 
consultation, etc. 

Dr NOORDEEN (Leprosy) said that the Immunology of Leprosy (IMMLEP) component of the 
UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases had made 
the development of an antileprosy vaccine one of its major objectives. It was collaborating 
with various scientists, including some from the South-East Asia Region. There were ’ 
currently three approaches to the development of a vaccine against leprosy. The first 
approach was a vaccine based on killed Mycobacterium leprae derived from armadillos, which 
had been tested in the laboratory and had progressed to Phase I trial on human volunteers to 
test its safety and effectiveness. The second approach was a series of vaccines based on 
cultivatable mycobacteria presumably related to Mycobacterium leprae. They included a 
vaccine based on "ICRC" bacillus and another based on Mycobacterium "W", both developed in 
India outside IMMLEP. They had shown equivocal results in laboratory studies. They were 
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likewise being tested on human subjects. The third approach was to use a combination of 
killed Mycobacterium leprae with live ВСG for immunoprophylaxis. A study was currently in 
progress in Venezuela with IMMLEP support. The same vaccine had been tried, also in 
Venezuela, as immunotherapy for lepromatous leprosy patients, with encouraging results• 
However, it would be several years before the usefulness of the above-mentioned leprosy 
vaccines could be established by means of immunoprophylaxis trials. 

Europe (Document EB75/8) 

Dr KAPRIO (Regional Director for Europe), presenting the report, expressed his regret at 
attending the Executive Board for the last time and his satisfaction at the appointment of 
Dr Asvall as his successor. Dr Asvall had helped him considerably in drawing up the report, 
which summed up the deliberations of the thirty-fourth session of the Regional Committee and 
covered other matters the importance of which had become clear during the session. The 
regional programme budget translated the health-for-all strategy and the Seventh General 
Programme of Work into operational terms. The regional strategy, which had been prepared in 
condensed form in 1980, and the regional targets approved by the Committee formed the basis 
for the European regional programme for 1986-1987. The report and minutes of the Regional 
Committee, the budget proposal and the target document were available from the Secretariat, 
but he had no time to comment on them in detail. 

In his many visits to countries of the Region, he had noted a growing awareness of the 
need to take seriously the implementation of national and European health strategy. It was 
the subject of newspaper headlines and was used as a political weapon to criticize government 
policy. Support for national and regional policies had made countries more aware of their 
responsibility for implementing global strategies. As Dr Asvall had said, European countries 
were realizing that they had a real European health policy; he had already mentioned the 
political consequences. 

The Regional Committee had unanimously endorsed the target document (resolution 
EUR/RC34/R5)• The document listed 38 targets, based on the proposals made by the Committee 
and many working groups. It was available from the Secretariat. The most important 
statement in the target document was that on equity. Great differences in health conditions 
existed between different European countries, and between the European Region and the rest of 
the world, and a thorough analysis was necessary. 

There had been three major conferences in the Region: the Conference on Primary Health 
Care in Industrialized Countries, held at Bordeaux, France, in 1983, a review of problems and 
policies in environmental health at a meeting in Vienna in December 1983 arid the European 
Conference on Planning and Management for Health, in The Hague in 1984, Environmental 
hazards, in particular, were a considerable health risk, and one which could not be directly 
prevented by health services； they were not dealt with by ministries of health, but by other 
departments; 114 ministries in 32 countries dealt directly with health hazards to human 
beings alone• Since approval of the target document, a conference on infectious diseases had 
been held in Czechoslovakia. The problem was still a serious one; for instance, 
poliomyelitis had recurred in some countries after a 20-year gap, and diphtheria had returned 
to some Nordic countries• Immunization was essential even in the European Region. New 
diseases, such as AIDS, were also appearing. The European strategy for health for all by the 
year 2000 had involved much consultation at government level and among experts, with the 
concomitant political consequences• 

The programme statement for Europe in the proposed programme budget described health 
conditions in the European Region, emphasizing the role of risk factors related to life-style 
and environment in highly industrialized countries• One example was that of chemical hazards 
resulting from inadequate controls. Some parts of the Region required further social and 
economic development and, in those countries, integrated programmes were required to deal 
with infectious diseases and poor nutrition and to provide immunization. A study had been 
carried out to compare conditions in Sri Lanka and Turkey. The infant mortality rate in 
Turkey was three times as high as in Sri Lanka, although the gross national product was four 
timps as great. An intensive cooperative primary health care programme was being initiated, 
and WHO was helping to coordinate that programme in collaboration with UNICEF. 

The problems experienced in the Region by highly developed and less highly developed 
countries were reflected in the regional strategy and the target document and hence in the 
budget proposal. They covered not only preventive and curative strategies of the health care 



SUMMARY RECORDS： S E V E N T H MEETING 115 

system, but also economic and financing problems and health risks from chemical hazards• 
Other sectors of society, such as the education system, transport and social welfare, also 
dealt with health risks, and multisectoral groups and committees were an important feature in 
the European Region. Hospitals and health centres were very necessary, especially since the 
population was accustomed to that kind of health care, which gave them an additional feeling 
of security, but health care activities carried out by the people themselves, by voluntary 
organizations and within the family were also important. The proposed programme budget 
continued the health-for-all policy introduced in the biennium 1984-1985. 

The regional targets had been approved at the same time as the regional budget. There 
were changes to some programmes, such as social equity and health (dealing with unemployment, 
aging, migrant workers, minority groups, etc.)， health situation and trend assessment 
(e.g., the increase in cardiovascular disease) and health promotion (linked with public 
education and information for health). Programmes for specific problems, including clean 
water and sanitation, cardiovascular disease and chemical safety, had been improved. Two of 
the European regional programmes, health promotion and appropriate technology for health, had 
received additional support from the Director-General1s Development Programme because of 
their potential for global application. Budgetary limitations had been applied to some 
programmes, and some programme implementations had been changed, with emphasis being placed 
on studies rather than meetings. Some implementations were being carried out at the same 
level with a reduced budget• Research centres in individual countries were becoming more 
involved in conducting studies and educational activities and it was hoped that the trend 
would continue in 1986-1987• 

For the country programmes, the key issue would be that of primary health care 
development. In addition to Turkey, there were many other countries which, in reorganizing 
their overall health services, were ready to involve the population to a greater extent and 
were treating their total health services more from the viewpoint of the primary health care 
principles of the Alma-Ata Declaration and their further development• 

The Bordeaux meeting in 1983 had shown that progress had been rather slow but that many 
interesting initiatives had been taken and that some speeding-up might be possible• In many 
countries, particularly those of the south, environmental activities, such as drinking-water 
and sanitation programmes, were of importance and, as would be seen from future programmes, 
were receiving strong support from the Regional Office. All the specific country programmes 
were based on a horizontal approach and integration of activities. 

The total budget for the Region was US$ 36 503 000, or 6.59% of the total WHO budget. 
The countries of the Region contributed nearly 50% of the regular budget. The Regional 
Committee had endorsed the programme budget document. There was an overall budget increase 
of 3.74%， or 0•22% in real terms, over the previous biennium. The programme budget proposals 
were closely linked to the regional strategy and regional targets, and that linkage was 
expected to become stronger in the future. When setting the targets, the Regional Committee 
had also approved the regional indicators, together with a proposed plan of action. When the 
Director-General proposed the regional budget policy, it should be possible to ascertain what 
governments should do, what part the Regional Office should play and how the collective 
budget should be used to support country action. 

With the adoption of the basic European health policy, it was hoped that the way had 
been opened for ensuring effective implementation of the health-for-all strategy. He 
welcomed the Director-General1 s global proposals with respect not only to the regional budget 
policy but also to development of the health infrastructure and the building-up of a critical 
mass of health-for-all leaders and operational health manpower, which was needed in all 
countries. In the European Region, much emphasis was still needed on the improvement of 
managerial processes at the country level, as well as of information systems. Dr Asvall had 
devoted considerable time over the past few years to arranging meetings for directors-general 
of health and other leaders, and seminars had been held in which questions of information, 
management and WHO health-for-all policies had been discussed, with useful results in 
providing an understanding of the regional programme. 

A further method for improving information systems and rationalizing the programme had 
been that of regular meetings (particularly with countries having larger country programmes), 
visits to the countries concerned at six-monthly intervals, visits by country teams to the 
Regional Office and a growing number of agreements on the linkage of the various 
collaborating centres with regional intercountry programmes. The process was really a joint 
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programming exercise in which various countries played specific roles and were able to budget 
according to their five-year plans. The system had sometimes been applied to one or two 
specific programmes and sometimes to a series of activities of interest to individual 
countries• 

It was hoped that that process would lead on to the evaluation exercises mentioned by 
the Director-General so as to show up the gaps and weak points in the system, and that the 
regional targets and indicators would form a basis not only for the Region as a whole but 
also for its individual countries, showing to what extent they were responsible for such gaps 
and whether they were moving in the right direction. 

Turning to research, he said that the formulation of the targets had been a long process 
in which the European Advisory Committee for Medical Research had been involved in order to 
investigate the possibilities of linkage with the research community and of obtaining 
information for future activities, bearing in mind that the health policy document was a 
political document, based on a good epidemiological, sociological and medical background. 
Research was needed to show the extent to which the activities desired by governments were 
feasible. It might be necessary from time to time to review the regional targets in order to 
ascertain the position. There appeared to be good cooperation with the European research 
conmiunity. The problems had been only of a minor nature and concerned, for example, a 
request to change the name of the Advisory Committee for Medical Research to the Advisory 
Committee for Health Research, although certain members of the Advisory Committee had felt 
that if the word "Medical" were retained there would be better contact with the medical 
profession. He understood that one region had already changed the name, and there was likely 
to be discussion of the names of ACMRs in the Board. 

Turning to the question of women and health, he recalled the observation that the 
overriding message from the Women and Health Conference, held in Scotland in 1983， had 
concerned the central issue of decision-making power - a need to re-examine and reformulate 
the reality of women 1 s lives. A very large number of health workers at various levels in 
Europe were women, who had a part to play in the people1 s participation in health policies at 
the primary health care level. The Region had made its contribution to the Decade for Women, 
and had put forward suggestions for continued action. 

A further special point was that of disaster relief policy. The Region had had its 
share of disasters 一 in Turkey, Yugoslavia, Greece, Italy, Algeria (formerly in the Region) 
and Morocco. They had taken such forms as earthquakes, floods and even arctic weather 
conditions in the north of the Region. It had been realized that the national health 
services might not have been fully prepared for such disasters, as affluent countries ought 
to be. A programme of disaster preparedness had begun at the Regional Committee in Madrid in 
1983， a conference had been held in Trieste in 1984, courses were to be held to train people 
to ensure coordination in disaster situations and there was a special collaborating centre in 
Belgium which had made a worldwide contribution. A great deal had been learned from the Pan 
American Health Organization, which had had longer experience than Europe of earthquakes and 
other disasters. The industrialized countries had long been accustomed to operating systems 
for controlling man-made chemical problems, but industry was spreading worldwide, and it was 
necessary to draw on common experience in that respect. 

On the intersectoral issue, he observed that people from coordinating ministries were 
interested in seeing that the international organizations made proper use of their funds. It 
was important for the Director-General to be warned where budget development was considered 
excessive or where careful internal economies were needed. Because of austerity in some 
countries in the European Region, medical or public health officials in ministries 
responsible for international health policies had relatively little local support and an 
insufficient number of experts, particularly where intersectoral issues - the environment, 
education, transport, etc• - were concerned. It might be hoped that members of the Board and 
of regional committees would have advisers or alternates with broad technical knowledge. In 
the European Region, there were countries that had to deal with such diverse organizations as 
WHO, the Council for Mutual Economic Assistance (CMEA), the Nordic Council, the European 
Economic Community, the Council of Europe and the League of Arab States. The caseload of 
responsible ministries was constantly increasing. There was possibly too much duplication in 
the health field, but the health conditions of the people were becoming important political 
problems. European trade unions expected people to be able to retire in good health. 
Various political parties were demanding more services. At a time of economic crisis there 
was a need for rational advice on what could be done in economic terms and otherwise to 
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obtain the best health standards for the population. He had recognized the need for contact 
with various government departments that could influence health and obtain improved 
coordination and cooperation. He hoped that health policies at the national level would 
favour more intersectoral cooperation. Some very good programme beginnings had been made 
with economists and manpower and employment experts to see what alternatives there were in 
the countries concerned for providing various activities in support of various groups in 
society. His successor was deeply involved in defending and further developing a health 
policy, and not only a health service policy, in the Region. 

Dr REID said that Board members would welcome the progress that had been made in the 
European Region in preparing specific targets in support of a clearly defined regional 
strategy for health for all. At its last session, the Regional Committee had endorsed 
38 such targets, as well as a preliminary list of indicators for monitoring progress towards 
health for all in the Region, and had also approved a preliminary plan of action. The 
European Region was thus moving steadily from generalities to specific and quantifiable 
actions and to the subsequent measurement of their achievement• Dr Kaprio1 s report would 
undoubtedly be of interest to Board members throughout the entire global system. He 
particularly commended the background documents dealing, for example, with the issue of 
targets and indicators. Many members from other regions might find them well worth 
studying. The success of the European approach would, as always, depend on the positive 
response of Member States to the decisions which they had collectively taken at the last 
session of the Regional Committee. 

Referring to the suggested change in the title of the European Advisory Committee for 
Medical Research, mentioned in paragraph 12 of the Regional Director 1s report, he said that 
the proposed new title in which "Medical" would be replaced by "Health", would help to 
emphasize the Committee1 s true role, not least in the field of health services research. He 
therefore hoped that the Board would consider such a change on a global basis• 

The European Region had been extremely fortunate in having had Dr Kaprio as its Regional 
Director. It had not only made a felicitous choice in selecting Dr Asvall as his successor, 
but the countries of the Region had also thereby ensured the highest possible level of 
continuity in the practical application of measures in pursuit of the objective of health for 
all in the European Region. 

Professor ISAKOV, commending the Regional Director on his report, said that, as a 
participant in the thirty-fourth session of the Regional Committee for Europe, he wished to 
draw special attention to that section of it concerned with three documents dealing with the 
implementation of the regional and national strategies for achieving health for all, the 
first relating to the regional targets for the strategy for health for all, the second 
providing a list of indicators for monitoring and control, and the third containing the plan 
of action. 

The successful implementation of the targets and of the strategy as a whole would 
require the properly directed efforts of all the parties concerned - individuals, national 
public health bodies, governments and international organizations. Member States in the 
European Region possessed good management capable of clearly defining practical methods of 
achieving the common goal. It was important, as most of the participants in the Regional 
Committee had stressed, for the target document to begin with a section on health 
prerequisites, including the need for safeguarding peace, achieving social equity, and 
meeting the people1 s needs for adequate nutrition, education, housing, employment, etc. 

The document was so important that it merited detailed attention and might well be used 
in furthering the achievement of health for all and in implementing programmes in other 
regions• 

He fully endorsed Dr Reid1 s comments concerning the Regional Director and his 
successor. The implementation of the European regional programme would depend very much on 
Dr Asvall1 s efforts. 

Mr BROCHARD (alternate to Professor Roux) commended the Regional Director on the 
presentation of his comprehensive report, which he endorsed, and expressed his regret at 
Dr Kaprio 1s impending departure after his many years of service as Regional Director - a post 
that he had filled with skill, efficiency and devotion. 
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Mr GRIMSSON, expressing appreciation for Dr Kaprio 1s report, said that a remarkable 

shift in emphasis had been developing in the European programme over the past five or six 
years. The focus was now on the underlying causes of illness - the effects on health of such 
factors as life-styles and the environment. The programme statement for Europe (document 
РВ/86-87, pages 343-347) gave an excellent overall situation analysis and description of 
future trends. As Dr Kaprio had rightly observed, the major message was that of equity• 

He wished to refer to two crucially important issues in the European programme of work. 
First, 1985 was International Youth Year. It was timely to give attention to that particular 
population group, in the same way as had recently been done in the case of children and the 
elderly. There was serious cause for concern about the rising trend in deaths of adolescents 
as a resült of traffic accidents at a time of overall decline in deaths from that cause. The 
disabilities resulting from accidents, not only on the roads but also in the home and in 
leisure activities, were a further cause of concern. Numerous other problems affected the 
health of young people, such as nutritional problems and the use of alcohol, drugs and 
tobacco, all of them relating to life-styles• It was essential to reach young people, not by 
emphasizing the negative aspects of certain forms of behaviour but by creating positive 
attitudes towards healthy life-styles. The task was not easy, but a good start had been made 
in promoting such life-styles, and he was glad to see that the European programme statement 
followed those lines. 

A further crucial issue was that of demographic change and the continuing increase in 
the proportion of the elderly. There was a growing awareness, increasingly reflected in 
action, of the need for an integrated approach to prevention of cancer and cardiovascular and 
other noncommunicable diseases. It was rightly stated in paragraph 27 of the programme 
statement that the expected success of preventive programmes would only add to the need for 
services for the elderly. Efforts were being made to improve the quality of life of all 
age-groups, and the basic rights of the elderly should be acknowledged - the right to remain 
as long as possible in their own homes, which called for adequate support from the community 
and the right to be socially active. People were often forced to retire on pension long 
before they wished to do so. 

There was an increasing problem of youth unemployment, which made it difficult to urge 
people to adopt healthy life-styles and to be satisfied with life. He welcomed the 
implication in the European programme statement that WHO would give priority to all the 
issues he had raised insofar as they were within the Organization 1s competence• 

The decisions on the European targets and the proposed programme budget for the European 
Region had been taken at the same time as the Regional Committee had paid its tribute to 
Dr Kaprio, who had been Regional Director for more than half the lifetime of the Regional 
Office for Europe• He associated himself with the tribute paid to Dr Kaprio by previous 
speakers, and wished Dr Asvall a successful continuation of his work in his new capacity as 
Regional Director. 

Dr JAKAB (alternate to Professor Forgács) congratulated the Regional Director for Europe 
on his concise and informative report• She welcomed the recent introduction of medium-term 
cooperative programmes between Member States and the Regional Office, which provided an 
excellent framework for cooperation on such matters as targets, cooperating partners, 
deadlines, inputs and sources of funding. Such programmes were normally planned on a two- to 
five-year basis, and the relevant activities were defined with due regard both to national 
priorities and to the elements of the health-for-all strategy. The chief advantage of that 
new approach was that Member States together with WHO could plan in advance how to use the 
funds at their disposal in the most efficient way. The programmes were flexible, and could 
be changed by mutual consent when the need arose• The various activities were reviewed and 
any difficulties discussed by means of six-monthly or yearly joint monitoring procedures. 
She suggested that the same system of cooperation could well be applied more generally to 
Member States and headquarters, thereby making possible the systematic monitoring of such 
cooperation and the planning of joint activities, with due regard to the needs of Member 
States and the common goal so that funds were used more efficiently. The duration of the 
medium-term programmes was not rigidly determined but took into account the planning cycles 
of Member States. 

She drew attention to an extremely important regional development not found elsewhere, 
with regard to the regional targets in support of the regional strategy for health for all 
approved by Member States at the Regional Committee for Europe in September 1984. The 
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targets defined the long-term tasks to be undertaken by the Region and Member States in the 
future. The flexibility of the targets had made it possible for Member States to set their 
own goals, taking into consideration national priorities and characteristics. The key 
elements listed in the target document as essential for attaining the targets set were peace, 
elimination of the danger of war, and social equity. The 38 targets defined reflected the 
main health and health-related problems of the European Region. The monitoring of the 
national strategies on the basis of the "Common framework and format" and accepted list of 
indicators was to start in the present year. Although Member States had agreed to monitor 
their national strategies and to evaluate them, that would constitute a heavy task for 
national health administrations, and would initially not be without difficulties and 
shortcomings. It would also include a great deal of work for WHO in analysing and 
synthesizing the results. However, that task was a worthwhile one for everyone concerned. 

A programme recently initiated by the Regional Office was aimed at reducing and 
eventually eliminating the most important risk factors leading to noncommunicable diseases. 
Several Member States had already begun to establish national structures aimed at ensuring a 
multisectoral approach within the countrywide integrated programme for noncommunicable 
diseases, and she had great hopes that those efforts would help to reduce some of the 
diseases which were responsible for high rates of mortality and morbidity. The programme was 
therefore of the greatest significance for the whole of Europe• 

She expressed her appreciation of the work done by Dr Kaprio during his period as 
Regional Director, which had been of great benefit to all• 

Professor JAZBI said that it was clear from the Regional Director 1s report that the 
programme proposals it contained had been fully endorsed by Member States, despite the fact 
that the countries of the European Region differed widely in socioeconomic conditions and 
health status• That was because greater emphasis had been placed on country programmes than 
on intercountry ones. 

He had been surprised to learn from the programme statement in the programme budget 
document that iri nearly all countries health services were biased towards secondary and 
tertiary levels of health care at the expense of the primary level, and that treatment in 
hospitals was becoming increasingly dehumanized, while adequate health care was unevenly 
distributed among the countries. That situation called for even greater emphasis on primary 
health care• 

He had been much struck by the suggestion in paragraph 29 of the programme statement 
that economic adjustments should be made to minimize movement of the population in search of 
employment, with the attendant problems of stress and social deprivation. He supported the 
initiatives proposed for correcting imbalances in the world economy• 

He commended Dr Kaprio* s statement, and paid tribute to the excellent service that the 
latter had rendered to WHO and to the Region； he wished him good health and prosperity. He 
welcomed the wise choice of Dr Asvall as his successor. 

He noted that there had been a proposal by the Regional Committee to amend the title 
"Advisory Committee on Medical Research", because as it stood it implied that research of a 
purely medical nature was involved. He wished the Board to discuss that proposal. 

Dr MAKUTO, commending Dr Kaprio for his clear presentation of the report, asked for more 
information on how the targets, plan of action, and indicators had been developed; had they 
simply been put forward in draft form by the Secretariat for adoption by the Regional 
Committee, or had the process involved a consultative committee for programme development and 
management, similar to that of the South-East Asia Region, in which Member States 
participated? 

Mr BOYER (adviser to Dr Gardner) paid tribute to Dr Kaprio's efforts during his term of 
office to foster a spirit of cooperation between the countries of the European Region and 
those of the Americas. That cooperation had been particularly useful in the northern part of 
the latter Region, where health problems were similar to those found in Europe. It was clear 
that health goals should evolve constantly as countries reached different stages of 
development, and Dr Kaprio 1s work bore witness to that fact. 

Professor LAFONTAINE, while agreeing that health research was very important, thought 
that fundamental medical research should not be forgotten. He also urged that, where medical 
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research was concerned, care should be taken to maintain a common-sense approach and not to 
be dazzled by rapid advances in technology and medical skills. 

He joined in the tributes paid to Dr Kaprio and was sure that the Board would be seeing 
him on future occasions. He was also sure that his successor, Dr Asvall, would do his utmost 
to continue to apply the same strategy at the head of a well-balanced Regional Office• 

Dr HAPSARA said that it appeared from the report that over the past few years there had 
been a number of changes of approach in health policy in Europe, notably the switch in 
emphasis from intercountry to country programming and the change in the definition of 
targets. He asked the reason for the very considerably increase in allocations to four 
sections in the programme budget, namely WHO 1s general programme development and management, 
the Director-General 1s and Regional Directors1 development programme, diagnostic, therapeutic 
and rehabilitative technology, and parasitic diseases. 

Dr KAPRIO (Regional Director for Europe) thanked Board members for the tributes they had 
paid him. He was glad to say that his Region had always maintained close cooperation with 
other regions. In commenting on the report, speakers had stressed the importance of the 
prerequisites of health development, namely a climate of peace and social equity, and had 
raised the question of how far the health services should be expected to cover the whole 
range of problems involved in the life-style of young people, such as alcohol, drugs, etc. 

Turning to more specific points raised, he said in reply to the question from Dr Makuto 
that the Regional Committee had first formulated a European strategy in 1980. Subsequently 
it had organized groups of national experts, who had each put forward their view on what 
could be achieved by the year 2000 in their respective countries, taking into account their 
progress in such fields as infant mortality, cancer control, cardiovascular disease, etc. 
That process had been a somehwat cumbersome one because of the large number of 
recommendations put forward, but ultimately a document had been compiled and submitted to the 
Health Development Advisory Council as well as to the Consultative Group on Programme 
Development for discussion. When the first draft of the target document had appeared in 1983 
it had been criticized as being too ambitious, and after consultation with governments the 
list of targets had been reduced to 38. The process ensured that the document in its final 
form had the approval of all governments concerned, and that it presented what could be 
termed a collective picture of the health status of the people of the Region, although some 
population groups were inevitably more advanced than others. 

In reply to Dr Hapsara 1s question, he said that the increase in the Regional Director 1s 
development programme had been intended to cover proposed new developments in the field of 
leadership training. Additional funds had also been allocated in support of country 
activities, allowing for flexibility to cover possible changes in health policy on the part 
of individual countries• As far as drugs were concerned, the change was merely one of 
terminology, the sum concerned being transfered to another sector. Finally, where parasitic 
diseases were concerned, the small increases provided were intended to deal with a problem 
which was unfortunately still present in the Region although at one time it had been hoped 
that it had been overcome• 

The DIRECTOR-GENERAL noted that Dr Jakab had suggested that a consultation process be 
initiated with Member States at global level similar to that which took place in the European 
Region. One way of achieving that would be for Member States to relate their own medium-term 
programmes to WHO1 s global medium-term programmes, and consider how and to what extent they 
could use the latter in support of their own programmes• They could then pass on their 
reflections to him, as Director-General, at the same time as the regional proposals, and he 
could consolidate them for presentation to the Board when it considered the overall budget. 
He hoped that medium-term programmes would never become fossilized, but he would always 
remain flexible. 

He suggested that the Board might consider changing the name of the Committee referred 
to by Professor Jazbi to "Advisory Committee on Medical and Health Research". 

The meeting rose at 17h40. 
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REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

Eastern Mediterranean (Document EB75/9) 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that adverse 
political, economic and social conditions still prevailed in the Region; fratricidal warfare 
between the Islamic Republic of Iran and Iraq continued, tyrannical aggression persisted 
against a number of Member States with the consequent occupation of lands and the expulsion 
and suffering of the population in Palestine, Syrian Arab Republic and Lebanon, and other 
types of civil strife were maintained with the help of foreign intervention, both open and 
disguised. Under such distressing conditions of suffering, migration of refugees - the 
refugee problem in the Region was no less acute than in Africa, with Afghan refugees in the 
Islamic Republic of Iran, Pakistan, refugees in Sudan and Somalia, as well as long-term 
refugees from occupied Palestine - economic recession and drought, fewer resources were 
available for health either within countries or to assist other countries. Intense efforts 
had been made by the Regional Office and Member States in a spirit of full understanding and 
cooperation, in the hope that reason and wisdom would prevail in the Region. 

Introducing his report (document EB75/9), he said that the principal aim in the Region 
for the 1983-1984 period had been to stress country activities, especially those that would 
increase national self-reliance. In health systems infrastructures and the managerial 
process for national health development, for example, the target had been the promotion of 
national self-sufficiency. All activities were to be closely related to health-for-all 
strategies to be achieved through primary health care in line with the objectives, targets 
and approaches set down in the Seventh General Programme of Work, In order to achieve that 
in a proper balance with the immediate and future needs of the countries, joint 
government/WHO programme review missions had been undertaken in 22 Member States of the 
Region, bringing together senior officials of the ministries of health and WHO staff from the 
Regional Office, headquarters and in the Member States concerned. Meetings had been held 
with senior officials from different sectors and with representatives of the United Nations 
and other bodies active in the countries. The frank discussions which had resulted had given 
the staff of the Organization a real understanding of factors facilitating and constraining 
programme delivery in Member States. The missions had been well received by Member States, 
which had requested that they be continued as a regular collaborative activity, as reflected 
in Regional Committee resolution EM/RC31A/R.5, that such missions "consider all important 
matters ••• pertaining to policy matters, programme budgeting, programme implementation and 
programme evaluation" and "that the recommendations of these Joint Programme Review Missions 
constitute guidelines for Governments and the Organization for implementation, monitoring and 
evaluation of collaborative activities". 

The work of the missions had been supplemented by that of WHO representatives and * 
programme coordinators and by in-depth reviews by the Regional Office of country programme 
implementation with a view to ensuring that in all planning and implementation of country 
activities the best possible use would be made of the Organization 1s resources. 

-121 -
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WHO activities in support of national health programmes had been vital for the 

preparation of the proposed programme budget for 1986-1987 which had been undertaken in close 
collaboration with Member States and reviewed in detail by the Regional Consultative 
Committee before being submitted to the Regional Committee. It was based on an approach in 
which all activities were reviewed and not simply projected forward• Special note had been 
taken of projects that had continued over long periods of time. The suspension of a number 
of those projects was considered because they had achieved their objectives. 

The resulting proposals under the regular budget were based on a tentative allocation of 
US$ 62 405 000 for 1986—1987 — an increase of 17.5% for country activities and 13.5% for 
Regional Office and intercountry activities. Of the 17.5%, 13.5% was to cover cost increases 
and inflation, while the real increase of 4% was to be exclusively distributed to country 
activities. Of the US农 62.4 million, US¿ 39.1 million (63%) had been allocated for country 
activities, of which USÍ 21.8 million were to meet the needs of the six least developed 
countries in the Region. Intercountry activities accounted for USÍ 15 million (24%) and 
Regional Office activities for US¿ 8.3 million (13%). 

A commendable and well established feature in the Region was that the more affluent 
countries financed most of the requirements under funds-in-trust arrangements. In addition, 
generous contributions by a number of governments supplemented the regular programme budget 
and were used largely for programmes in the least developed countries. 

The report highlighted priorities in various programme areas in an attempt to chart a 
path for the 1986-1987 biennium. Looking at the programme budget by appropriation section, 
by far the largest part - US$ 26,5 million, or 42.6% - had been allocated to health system 
infrastructure. That was hardly surprising as it was the main pillar of the WHO programme in 
the Region. Health promotion and care 一 USÍ 13.1 million, or 21% 一 and disease prevention 
and control 一 US$ 10.8 million, or 17.3% 一 were the other major items of planned 
expenditure. Direction, coordination and management accounted for US农 5.8 million (9.3%) and 
was the smallest item. Programme support - US$ 6•2 million - was best considered in two 
parts: health information support, comprising translation and publication services and the 
regional Arabic programme - which could hardly be considered as administrative support -
which accounted for USÍ 1.94 million (3.1%), and true administrative support, which accounted 
for USÍ 4.23 million (6.8%). 

Funding data shown in the programme budget for regional health programmes other than 
data for the regular budget were only preliminary, since other United Nations bodies were 
unable to provide detailed information about their support in view of their different 
planning cycles. Additional funds would doubtless be available at the time of programme 
implementation. Discussions were also under way concerning funds-in-trust arrangements• 

Two features were to be noted in relation to regional programmes: firstly, in addition 
to the global objective for the programme set out in the Seventh General Programme of Work, 
some regional programmes had specific objectives more accurately reflecting the needs of the 
Region； and, secondly, certain programme targets had been revised with the aim of presenting 
a more realistic picture of what it was believed would be achieved by the date indicated. 

A start had been made in giving preferential support to country-level activities that 
combined or helped to integrate two or more programme areas; in other words, intrasectoral 
activities were being promoted by the Regional Office which, in turn, required intersectoral 
collaboration at country level at both planning and implementation stages. That was one 
example of the efforts being made to further intersectoral collaboration in Member States, 
recognized by Sub-Committee A of the Regional Committee as essential for achieving the goal 
of health for all by the year 2000 (resolution EM/RC31A/R.9). The effect on the programme 
budget was a more efficient use of WHO funds as a result of sharing human and material 
resources among programmes• Programmes that could be integrated to support the concept of 
improving and preserving family health, and thereby the health of the community, had been 
given a certain priority； for example, integration of maternal and child health, 
immunization and diarrhoeal disease programmes. 

Throughout the different programme areas concerned with prevention and treatment of 
disease and injuries the importance of education had been stressed in a form which was in 
keeping with local culture and traditions. 

Criteria for selecting intercountry activities emphasized that (1) similar needs had 
been identified by a number of countries in the Region； (2) the pursuit of an activity as a 
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cooperative effort by a number of countries was likely to contribute significantly to 
attaining programme objectives; (3) countries practising TCDC/ECDC had requested WHO to 
facilitate and support such activities; and (4) the intercountry "framework" was a useful 
way of sharing scarce or costly human and material resources. There had been a substantial 
swing towards support for primary health care, and special stress was being laid on 
furthering community involvement and community dialogue with health professionals• 

Particular emphasis had been placed on all aspects of training at every level. 
Institutions of higher education, such as universities, and institutes training health 
professionals and paramedical staff were being strongly encouraged by ministries of health to 
reorient their teaching towards primary health care. Teacher training was receiving special 
attention and intercountry training courses were being held on appropriate topics, such as 
the managerial process for national health development, on completion of which participants 
were expected to be ready to pass on their knowledge by supporting national training 
courses. In addition, in-service training and continuing education were receiving support in 
several programme areas• 

Many of those aspects were also reflected in the proposals for collaborative programmes 
on country activities• 

Through the joint programme review missions, Member States had become more aware of the 
need to use the WHO support wisely and efficiently towards health-for-all strategies. The 
same was true for fellowship applications: it had regularly been emphasized that the 
fellowships programme was not a separate entity and that Member States and WHO had a common 
responsibility to see that fellowship resources were used directly to promote the goals of 
their common programme. 

Another aspect - the 
external sources of funds 
counter-productiveness of 
national resources• 

Very stringent methods had been applied to ensure that the Region 1s share of the regular 
budget was used carefully and effectively, and the programme budget for 1986-1987 would 
doubtless provide all concerned with valuable guidance and a basis for firm control• It 
would be supported by the results of monitoring and evaluation activities in Member States 
and detailed planning of approved activities in the course of the next round of joint 
government/WHO programme review missions in 1985• 

He concluded by quoting from the Koran: "To all are degrees according to their deeds, 
which God shall reward justly"• 

Professor JAZBI congratulated the Regional Director on the proposed regional programme 
budget for 1986-1987 and his comprehensive and informative report. 

As a member of the Regional Consultative Committee, he himself had attended the meetings 
held in Tunis and had also been actively involved in the formulation of the proposed 
programme budget, and he could therefore assure members of the Board that both programme and 
budget had been prepared in a very realistic manner, keeping in view the needs of individual 
member countries as well as the objectives set out in the Seventh General Programme of Work. 
The creation of the Regional Consultative Committee - thanks to the personal involvement of 
the dynamic Regional Director who had revolutionized the working of the Office since taking 
over - had proved to be very useful in providing a correct picture of the needs of the Region 
as a whole in order to attain health for all by the year 2000 and in translating them into 
programmes to be carried out during and beyond the coming biennium. 

The joint WHO/government programme reviews in all countries had produced very good 
results in assessing actual requirements and streamlining mutual collaborative efforts to 
achieve their targets. In addition, annual meetings of programme coordinators were being 
held to carry out in-depth study of country programmes. A clear understanding had emerged 
between governments and the Regional Office concerning their respective responsibilities in 
moving towards national self-reliance in the health field. The joint WHO/government review 
missions had also started monitoring progress. Recently, in Pakistan, a joint review had 
been carried out of the accelerated health programme to step up the pace of the expanded 
programme on immunization, the oral rehydration salts programme and the training of 

need for coordination of health programmes receiving support from 
- w a s becoming better understood. Duplication of effort and the 
conflicting activities were coming to be recognized as a waste of 
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traditional birth attendants within the overall context of primary health care. What the 
Director-General had emphasized in his introductory statement was therefore already taking 
place in the Region at the initiative of the Regional Director. 

Member States in the Region were suffering from inadequate health planning, 
insufficiently balanced health manpower development and a lack of managerial capabilities. 
Medical education was unrelated to coramunity needs and there was no system of continuing 
education of health personnel- However, under the recent dynamic leadership and able 
guidance of the Regional Director, himself an educationalist, there had been a move towards 
community-oriented teaching and many new schools had revised traditional curricula and 
teaching methodology. Efforts were being made to reorientate teaching of all categories of 
health personnel within countries, and teaching materials were being provided for that 
purpose. A clearing-house had been established in the Regional Office to collect and 
disseminate information on appropriate teaching materials for all categories of health 
personnel, including primary health care workers. Countries were being assisted by means of 
joint teaching ventures and learning material surveys to assess their requirements. The 
Learner was published quarterly by the Regional Office to provide information to teaching 
institutions on innovations in curricula and teaching methodology. Particular emphasis was 
thus being placed on manpower development, as was reflected in the proposed prograinme 
budget. Priority was being given to the managerial process for national health development, 
health education, maternal and child health, nutrition and disease prevention and control, 
particularly diarrhoea control, malaria, acute respiratory infections, tuberculosis and 
immunization, all of which were genuine requirements in the Region and all of which were to 
be carried out in the framework of primary health care• More funds had been allocated for 
essential drugs and vaccines and their quality and safety. With increasing industrialization 
environmental hazards were also having to be taken into consideration. 

The more affluent Member States, which had assumed their own share of the budget and 
also helped their more needy brothers, were to be commended, AGFUND had provided valuable 
assistance to a number of Member States through WHO to carry on specific health programmes. 
Pakistan was receiving such assistance for its programmes for control of tuberculosis and 
acute respiratory infections• 

He expressed appreciation of the benevolence shown by his Arab brothers in the cause of 
health for all. 

Much good work was being done in the Region in health promotion. Services for primary 
health care had been established in almost all countries, and good cooperation and 
understanding existed between WHO and Member States• There was also closer collaboration 
between WHO and UNICEF in the Region thanks to the efforts of the Regional Director. The 
proposed programme budget for 1986-1987 had been prepared in close cooperation with Member 
States, reflecting their needs and requirements, and he consequently fully supported it. 

Dr ADOU said that, while in January 1984 Board members had expressed their gratitude to 
the Regional Director for the new direction he had given in a Region which had known a 
troubled period, the time had come to express the assurance that was generally felt in the 
Region. When Sub-Committee A of the Regional Committee had met in Tunis in October 1984, the 
will of the countries of the Region to implement the health-for-all strategy had been clear, 
and practical mesures had been taken to implement organizational and administrative aspects 
of the strategy, including the redefining of the role of WHO programme coordinators, the 
establishment of the proposed programme budget for 1986-1987 with the help of joint 
WHO/government programme review missions, and the rationalization of methods of transfer of 
the Organization's knowledge by means of seminars and visits by experts. Those and other 
items were in line with the Director-General1 s appeal to Member States to utilize to the full 
the resources of the Organization, and it was to the honour of the countries of the Region 
and above all to the dynamism of the Regional Director that much progress had been made in 
that respect. 

Dr AL-TAWEEL congratulated the Regional Director on his full, realistic and objective 
report. After over four years in which the work of the Regional Office for the Eastern 
Mediterranean had stagnated and had been isolated at WHO headquarters, the situation was 
returning to normal, and joint projects between the Regional Office and headquarters were 
under way, thanks largely to the efforts made by Dr Gezairy and Dr Mahler. Once again 
seminars and regional meetings were being held in the Region. Experts were visiting the 
Region, training courses were being organized, and fellowships were being provided - all on a 
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regular basis. It was therefore not surprising that the programme budget had finally been 
implemented in a proportion of 99.9%. 

In 1985 Iraq, for example, had been visited by WHO experts on many subjects. National 
seminars on diarrhoeal disease control and on vaccines had also been held, while regional 
seminars had been organized on occupational hazards in rural areas and on natural disasters• 
Fellowships and training courses had been reintroduced in a new atmosphere of enthusiasm for 
the cause of health for all. Fresh impetus had been given to the joint government/WHO review 
missions. Also appreciated was the Regional Director's decision to reintroduce a WHO 
representative in Iraq - a decision which ought to be put into practice as soon as possible. 
The plans to create a critical mass of health leaders in the Eastern Mediterreanean Region 
were fundamental to the success of the Strategy for health for all by the year 2000. 

He did not wish to politicize the discussion in the Board, but Iraq was still engaged in 
a defensive war along a front of 1150 km, despite the attempts by many parties to mediate in 
the dispute, and WHO could help to prevent the spread of epidemics of diseases such as 
malaria and leishmaniasis in the area, and assist the disabled. 

Finally, he expressed regret at the departure of Dr Kaprio, who had served not only in 
the European Region but also in the Eastern Mediterranean Region, where he had worked as a 
consultant in Iraq. He wished Dr Kaprio health and happiness in his retirement. 

Dr RIFAI thanked the Regional Director for the Eastern Mediterranean for his valuable 
and clear report, which reflected the great effort which he had made in a very short time. 
The Region had suffered from a terrible upheaval that had disrupted cooperation between 
governments and the Regional Office, leading to a paralysis of the latter 1s work. However, 
during that period the Director-General had played a highly commendable role in saving 
certain projects and in safeguarding the Region 1s relationship with WHO, Dr Gezairy, with 
his political and technical skills, had also done much to improve the situation and to 
restore confidence in the Region, 

The Eastern Mediterranean was a Region of irreconcilable differences: some countries 
were extremely rich, while others were extremely poor; in many countries almost total 
ignorance prevailed, while others possessed a great deal of sophisticated technology and 
know-how； political systems also differed enormously. However, the basic problem was the 
situation of the Palestinian refugees and the occupation of Arab territory. There could be 
no real progress and no real implementation of health programmes unless peace was brought 
about, since SQ much of the Region1 s human and material resources were being devoted to 
seeking a solution to the Palestinian problem. In addition, there were armed conflicts and 
natural disasters in some other parts of the Region. The primary issue facing the peoples of 
the Region was therefore the struggle for survival. 

In spite of those conditions, however, the countries of the Region had accepted the goal 
of health for all and had adjusted their programmes accordingly, working in collaboration 
with the Regional Office with a view to attaining self-reliance in health matters. Some of 
the positive factors had been mentioned by the Regional Director. For example, the Region 
had initiated a pioneer project on training courses for country managers• Special committees 
had been established to review the implementation of national plans• Some countries were 
implementing their plans with their own resources, while others were receiving support from 
WHO. The rich countries in the Region had sacrificed part of their funds to help the poorer 
countries• Many seminars had also been held, with the result that the Region 1s problems were 
now properly understood and health programmes could be implemented, due account being taken 
of the great differences in political, social, scientific and health backgrounds. There was, 
however, a need to intensify cooperation with other organizations in the United Nations 
system. 

Dr BASSIOUNI (alternate to Dr El Gamal) said that when Dr Gezairy had taken up his 
duties the Eastern Mediterranean Region had been in a very poor state. The Executive Board 
had not even been able to obtain a report on what was happening there. Now, however, after 
an interval of four years, the Regional Committee had held two meetings and there was an 
awareness of what work was being done. The rational leadership shown by Dr Mahler and 
Dr Gezairy had done much to bring about the rebirth of the Regional Office. Nevertheless, he 
hoped that the temporary measures applied in connection with the Regional Office would be 
discontinued and that normal conditions would be restored so that the dialogue between the 
Regional Office and the countries of the Region could be fruitfully pursued and the goal of 
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health for all by the year 2000 could be achieved with the active collaboration of all 
concerned. 

Environmental health, occupational health, sanitation, disease control and the role of 
women in development and health had received full attention in the Region, which had been a 
pioneer in manpower development; its programme in that field could be considered as a model 
for all to follow. He was glad to note that the great importance traditionally attached to 
it would not be diminished. 

Serious attempts were being made to overcome language problems and other difficulties 
associated with fellowships. Moreover, workshops for health leaders were now starting as 
part of "the drive to develop managerial skills. Unfortunately, in six Member States in the 
Region armed conflict and internal troubles had led to a delay in the implementation of the 
long-term plan. The fact that the Palestinian people could not benefit from the resources 
available had had harmful consequences in all countries of the Region. 

In the past two years the Arabic publications programme had received great attention, 
and he hoped that would continue• Of particular importance was the unified medical 
dictionary, which would standardize the use of the Arabic language in science and medicine, 

Dr BORGOSfO noted the great progress made in restoring the normal operation of the 
Regional Office. If a similar crisis ever occurred in another region, it should be overcome 
in the same commendable fashion. 

He asked what impact the Expanded Programme on Immunization was having on the 
eradication of neonatal tetanus； and what action was being taken to promote chemical safety 
and to prevent oil spills at sea and accidents at oil refineries• 

Mr BOYER (adviser to Dr Gardner) commended Dr Gezairy on paragraph 12 of his report 
(document EB75/9), which stressed the importance of using funds strictly for activities 
directly supporting the strategies for health for all. He also welcomed the courageous 
statement, closely in keeping with the approach adopted by the Director-General in his 
Introduction to the proposed programme budget, that unused funds from the regional budget 
were not the "inalienable property" of a specific Member State. 

Paragraph 9 of the report, with its reference to the lively discussion on ways of 
improving the usefulness of WHO meetings, was also noteworthy. Dr Gezairy might wish to 
expand upon that statement, since it might be possible to draw some conclusion of benefit to 
the Executive Board or to other regional committees• 

Dr SUDSUKH noted that in paragraph 7 of the programme statement on pages 356 to 358 of 
document PB/86-87 it was stated that in preparing the programme budget Member States had 
taken seriously their commitment to health for all, the reorienting of health systems towards 
primary health care, and efforts to improve national capacities for health management. He 
was quite satisfied with that approach, particularly as far as the improvement of national 
capacities for health management was concerned. He asked about the main strategy used to 
improve national capacities for health planning and management, both at the regional and at 
country levels, and how much progress had been made so far. 

The Eastern Mediterranean Region apparently attached great importance to intercountry 
programmes, which accounted for 24% of the regional budget• The establishment of a number of 
criteria to ensure the inclusion of high priority activities of common concern was most 
welcome• 

The problem referred to in paragraph 15 of the programme statement - the lack of 
effective coordination or integration between the development of health services and the 
development of health manpower - was common to all regions and required further efforts. 

Dr HAPSARA joined in congratulating the Regional Director on his comprehensive report. 
He particularly appreciated the efforts being made in the Region to relate many small-scale 
projects to larger-scale ones and so provide the multipurpose coordination and integration 
that was so important for overall health development. He noted that the highest allocation 
( u s i 11.9 million) in the 1986-1987 budget for the Region had gone to health manpower 
development. He asked what major problems the Region was facing in the field of health 
manpower development, and in particular whether difficulties were being encountered in 
correlating the production, utilization and career development aspects. 
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Dr Sung Woo LEE also expressed his appreciation of the Regional Director1s excellent 
report, and particularly of the way in which he had managed, within the framework of a 
"stand-still" budget for 1986-1987, to increase the resources devoted to general health 
protection and promotion, which comprised nutrition, oral health and accident prevention. 
The allocation for the latter had been increased over 20-fold, from US$ 10 000 in 1984-1985 
to USt 208 900 in 1986-1987. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) expressed his gratitude for 
the appreciation shown for the Director-General1 s and his own efforts in the Eastern 
Mediterranean. He would continue to do his best to live up to expectations. He had been 
greatly assisted by the great interest the Director-General had taken in the Region in the 
past four difficult years and the great concern he had shown for its problems• Despite the 
fact that the Regional Committee had not met, the Regional Office had tried to pursue the 
impetus of its various activities even in the difficult political conditions then 
prevailing. The Director-General1 s responsible stance had been a major factor in enabling 
the Regional Office to carry on its work and, with the slight improvement in the political 
climate, to surmount its difficulties and stand once more on its feet• He assured the Board 
that the Regional Office would take into consideration the additional regional activities 
that had been recommended in the course of the debate. 

Dr Borgoflo1s questions had highlighted one of the most complex problems in the Region: 
that of making accurate health information and statistics available to assist in the 
deployment of scarce resources. Accurate figures were not available on the current status of 
neonatal tetanus. In some countries the problem did not exist• However, immunization of 
pregnant women was not the sole answer, traditional birth attendants had to be trained to 
recognize the danger of non-sterile conditions during delivery； that was where the 
difficulty lay. In countries that had embarked on education and training for traditional 
birth attendants, the morbidity rate for the disease had already declined and would continue 
to do so since those countries were now convinced of the importance of such education, 
Pakistan, for example, now had an extensive accelerated programme for the development of 
health services, one of its three main goals being to train enough such staff to provide at 
least one for every village. However, to start with - as in many of the Region 1s most 
developed countries - the health care services and the medical profession had not been fully 
convinced of the feasibility of training traditional birth attendants and had strongly 
opposed the scheme. It had taken the intervention of a country1 s President himself to insist 
on its introduction in view of the impossibility of providing enough specialized obstetrical 
personnel to cover the services required. 

In answer to Dr Borgoño1 s question on toxic and other hazards associated with oil 
production, he said that the countries of the Region were tackling the problem in a 
responsible way； they had always sought to introduce legislation on the handling of oil that 
complied with the most advanced medical thinking. A considerable area of health care 
planning and services was devoted to the issue, and the rate of oil-related disease and 
injury throughout the Region was decreasing. Furthermore, ministries of industry in the 
Region based their criteria for the allocation of production permits on the most up-to-date 
medical and legislative standards. Ministries of health had assumed responsibility for 
workers1 health and there was a considerable regional budget allocation for that activity. 
Oil pollution of the sea in the Gulf countries had been greatly exaggerated by the world 
press. Despite offers of expertise from outside, those countries had been able themselves to 
deal with oil slicks• 

Mr Boyer had requested further details of the Regional Committee 1s views on ways to 
improve WHO meetings. Many WHO staff and others involved in WHO activities realized that if 
meetings were not carefully prepared their usefulness would be limited. For that reason he 
had submitted a proposal to the Regional Committee relating to the difficulties associated 
with WHO meetings. The Regional Consultative Committee and the Regional Committee, at the 
outcome of their discussions, had made a number of concrete proposals, which were embodied in 
a resolution which he had attached to his report. A preliminary study was essential to 
determine the appropriate size and venue of a meeting, and countries must be informed in time 
to acquaint themselves with the purpose of the meeting and nominate participants who would 
contribute and benefit most from attendance. One of the Regional Committee's proposals had 
been that each ministry of health should set up a permanent committee to nominate 
participants for meetings (and replacements in case the original nominee was unable to 
attend). Participants should be given enough time to familiarize themselves with the 
subjects to be discussed at the meeting. A full account of all those points appeared in the 
report of the Regional Committee, which could be usefully consulted for further information. 
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Dr Sudsukh had asked about the role WHO was playing in health manpower development and 

national managerial activities in the Region. As set out in its programmes, its function was 
to organize meetings, first at regional and then at national level under the auspices of the 
ministry of health concerned, for the purpose of informing and training participants in 
relevant ways. The Regional Office had organized a number of intercountry meetings which had 
been attended by all countries of the Region, and 30% of countries had held national or local 
meetings. It was to WHO1s benefit to participate in all meetings held at country level 
concerned with any topic of relevance to health for all or health manpower development, even 
if it was not a WHO-organized meeting and 110 specific invitation had been received by WHO. 
That had not been the practice of the Regional Office in the past, but staff were now 
attending national meetings on a wide range of medical issues in order to be able to convey 
the Organization1s message to various medical circles. It should be remembered in that 
context that many of the difficulties facing WHO projects arose from the fact that many 
medical professionals did not support the Organization1s approach because they were not 
sufficiently well informed of the reasoning behind it. It had been found useful to organize 
a number of programmes on an intercountry basis since the Region contained a considerable 
number of small countries that could be grouped together to benefit from joint efforts rather 
than tackling matters on an individual basis. The Eastern Mediterranean had indeed been in 
the vanguard of health manpower development activities. One reason had been that the late 
Dr Taba had taken a deep interest in the field. On his initiative two regional meetings had 
been held on the topic. The latest one, which the Director-General had attended, had brought 
together ministers of health and of education and representatives of universities in order to 
prepare general principles and guidelines. Work was still continuing on implementation of 
the recommendations that had resulted from that meeting• 

In answer to Dr Hapsara1s question, he said that the main problems the Region 
experienced in the field of health manpower development varied: in some countries the number 
of physicians exceeded those of nurses； in others universities and medical schools were 
producing graduates more suited to work in the sophisticated conditions prevailing in the 
medical field in developed countries rather than in the framework of primary health care. 
Again, in a number of paramedical professions in some countries, although sufficient trainees 
were produced to fill requirements, the lack of career prospects resulting from a lack of 
prior planning had caused many to move from those professions into other fields. A further 
difficulty in the Region was the low government salary structures, rigidly regulated, that 
applied to physicians among others. That led to a great wastage of manpower despite the 
large sums being spent on university education. Consideration of the situation at the 
highest national level was required before the necessary changes could be made. Many of the 
difficulties the Region was facing in health manpower development were shared by other 
regions； that was why the Regional Office was trying to benefit from the experience of other 
regions in coping with such problems• 

He thanked Board members for their guidance and their observations and assured them that 
their comments would be taken into consideration by the Regional Office. It was hoped that 
the Regional Office1s efforts to serve the needs of the peoples of the Region would meet with 
success. 

Dr 0T00, congratulating the Regional Director on his lucid and comprehensive report, 
noted that paragraph 5 referred to a very active interest in promoting intersectoral 
collaboration between health and health-related agencies in Member States. Could the 
Regional Director give some examples of the mechanisms used to achieve such collaboration, 
and also inform the Board whether there was any collaboration at the regional level between 
WHO and other international agencies and, if so, how it operated? 

Professor BAH recalled that the Health Assembly had on several occasions determined that 
vaccination against cholera was no longer necessary. However, in the context of the annual 
pilgrimage to Mecca, the Government of Saudi Arabia quite understandably, in view of the 
large influx of people from different parts of the world, insisted on such vaccination for 
pilgrims. Between four and five thousand of his own compatriots made the journey to Mecca 
each year and Guinea was having great difficulty in obtaining vaccine; it was only able to 
do so thanks to assistance from a friendly country. Was there some way in which the Regional 
Committee for the Eastern Mediterranean could help on that issue? 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the Region had 
many integrated projects in which various activities related to such programmes as maternal 
and child health, immunization, nutrition and primary health care were carried out in 
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concert. The Regional Office also promoted intersectoral collaboration, seeking to achieve 
that in full cooperation and understanding with ministries of health. The Regional Office 
thus maintained contacts with ministries and authorities other than the ministries of health 
in those areas of their activities affecting the health field. For example, in accident 
prevention, contact was maintained with ministries of the interior and with police 
authorities. As regarded cooperation with other organizations, the Regional Office had a 
very close relationship with the UNICEF representatives in the Region, particularly with the 
Resident Representative based in Beirut (now stationed in Amman). The two regional 
organizations attended each other1s meetings and there were plans in 1985 for a short joint 
WHO/UNICEF meeting. Joint WHO/UNICEF mission had visited Member States and thus had ensured 
that their respective projects were coordinated and not competitive. The Regional Office 
also had a full understanding with UNDP and the other United Nations bodies and specialized 
agencies and other organizations in the Region. Every endeavour was made to inform the 
representatives of those various organizations of what WHO was doing in the Region and the 
Regional Office tried to keep informed on their activities. 

In reply to Professor Bah, he said that during the period he had held the post of 
Minister of Health in Saudi Arabia, it had been decided not to require the vaccination of 
pilgrims against cholera. That decision had followed a debate during the technical 
discussions at one Regional Committee, to which various international experts had 
contributed, which had concluded that such vaccination was not essential. Cholera 
immunization was at best only 30% effective and the protection it conferred limited in time. 
Vaccination could also increase the carrier rate• Hence vaccination increased rather than 
decreased the problems created by cholera. Saudi Arabia had instead instituted a very strict 
system of control and follow-up of cases and in addition took great care to provide safe 
water supplies and proper waste disposal• Such measures provided a more effective way of 
preventing epidemics than requiring the vaccination of pilgrims• 

Dr EL GAMAL, commenting on the point raised by Dr Otoo regarding intersectoral 
collaboration, recalled, from his own experience, that the Regional Office had, in connection 
with the International Drinking Water Supply and Sanitation Decade, arranged a meeting of the 
representatives of all government bodies and international organizations concerned, which had 
led to an extensive exchange of information. He was sure that the steering committee set up 
to monitor the progress of the Decade, and in which UNDP and UNICEF were collaborating with 
the Regional Office, would exert a most beneficial influence and be a constructive step 
towards the achievement of health for all. 

With regard to the matter of vaccination against cholera, he said that Egypt had been 
one of the few countries requiring vaccination certificates on entry. However, the results 
of a survey carried out at the Regional Office in respect of cholera vaccination showed that 
it could be dispensed with, and that it could indeed have a role in the spread of hepatitis. 

Professor JAZBI said, on the point made by Professor Bah, that Pakistan was ready and 
willing to supply quantities of cholera vaccine, provided that relevant requests were 
transmitted through the Regional Office. Over 60 000 pilgrims from that country had gone to 
Mecca the previous year, and it was anticipated that some 75 000 would do so in 1985. In 
fact, those people were accompanied by their own medical contingent, consisting of up to 60 
doctors and paramedical staff. 

In view of the numbers involved in the pilgrimage to Mecca, he believed that WHO should 
be prepared to respond immediately to any request for assistance that might be forthcoming 
from the Government of Saudi Arabia. 

Dr BELLA associated himself with the concerns expressed by Professor Bah. Pilgrims 
travelled from the Ivory Coast to Mecca every year, and it would be useful if up-to-date 
information on the situation and on vaccination requirements were disseminated by the 
Regional Office. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said he believed that the 
authorities of Saudi Arabia did not now require cholera vaccination or any other vaccination, 
with the exception of yellow fever vaccination in respect of persons coming from countries 
exposed to that disease. 

Professor BAH begged to disagree, on the basis of personal experience: cholera 
vaccination had been required in 1983, and again of the 4011 pilgrims travelling to Mecca 
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from Guinea in September 1984. He reiterated that acquiring vaccines had proved a 
considerable problem. He commended the manner in which the pilgrims were looked after in 
Saudi Arabia, where the health control was good. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said he hoped to be in a 
position, before the end of the current session, to supply the Board with definite 
information on the position regarding cholera vaccination for persons entering Saudi Arabia. 

The CHAIRMAN said that France had a large number of Moslems who went to Mecca on a 
pilgrimage among its immigrant workers. Speaking from his own experience, he did not think 
that vaccination against cholera was any longer obligatory； that state of affairs seemed 
reasonable, since the protection afforded by existing vaccines was limited, the level of 30% 
mentioned earlier being somewhat optimistic in his own view. Should new research lead to 
more effective vaccines, there could be cautious consideration of the possibility of 
reintroducing the requirement. It would be most useful to have clarification on the current 
attitude of the Saudi Arabian authorities. 

It had been gratifying to hear the Board pass positive judgement on the activities in 
the Eastern Mediterranean and on the progress made there, in spite of the great difficulties 
the Region was undergoing, Dr Gezairy deserved the warmest congratulations• 

Western Pacific (Document EB75/10) 

Dr NAKAJIMA (Regional Director for the Western Pacific) called attention to the 
extremely heterogeneous nature of the Western Pacific Region, in regard both to its geography 
and to its population. As for the situation concerning economic development, even the 
developed countries in the Region suffered from difficulties arising out of chronic budget 
deficits and shortages of hard currencies. Countries undergoing a rapid development process 
were faced with social changes, calling for a different slant in programmes. Other countries 
were faced with economic crises arising out of political difficulties, and yet others which 
had recently acquired independence encountered problems in raising adequate financial 
resources and also suffered from a lack of adequate essential trained health personnel. It 
was noteworthy that, in spite of the vast surface area of the Region, the budget was the 
smallest for any WIIO region, which showed both careful preparation and proper supervision of 
the utilization of resources. 

Introducing the regional programme statement, he said that the proposed programme budget 
estimates for the Western Pacific Region for 1986-1987 reflected the continuing reorientation 
of programmes towards achievement of the goal of health for all. Those estimates, which had 
been prepared in close consultation with governments through a joint planning process 
involving national authorities and members of the Secretariat both at country and regional 
levels, accordingly provided for activities responding to the needs and priorities of 
countries within the framework of the goal• In addition to the usual consultations between 
national authorities and WHO staff at country level and to visits by himself and other senior 
Regional Office staff, joint reviews were also being conducted with other organizations of 
the United Nations system, such as UNICEF and UNDP, at country level together with national 
authorities to ensure coordinated efforts for better use of national and international 
resources in the health field. 

As to the formulation of the proposed programme budget estimates, he said that the 
proposed regular programme budget for 1986-1987 had been prepared on the basis of a 
provisional allocation by the Director-General of US$ 54 748 000. However, following a 
series of changes in the Philippine peso/US dollar exchange rate, the estimates had been 
adjusted downwards, as a result of which currency exchange savings of US$ 3 460 500 had been 
relinquished. Thus, the 1986-1987 estimates for the Region now totalled US$ 51 287 500, 
which, compared with the 1984-1985 approved budget of US$ 46 125 000, represented a net 
increase of US$ 5 162 500 or 11.2%. 

In accordance with the directives received from the Director-General, the estimates for 
country activities included a real increase of 4% as compared with the approved level of 
1984-1985. Cost increases at country level had to be contained within a maximum increase of 
13.5% over 1984-1985. 

He emphasized the facts that Regional Office and intercountry activities reflected no 
net real increase• Cost increases had taken into account the present high rate of inflation 
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and, based on reasonable projections for 1986-1987, had been limited to 20%. Estimates for 
certain Regional Office activities had been subsequently recalculated; namely, for items 
relating to the post adjustment for professional staff, salaries and related costs for 
general service staff, and common services, a rate of exchange of 14 Philippine pesos to the 
United States dollar was being applied. As a result, a currency exchange adjustment had been 
made, representing a reduction of 15.7% on the 1984-1985 estimates for Regional Office and 
intercountry activities, and that reduction had been noted with satisfaction by many 
representatives during the thirty-fifth session of the Regional Committee. 

Considered on an overall basis, the proposed budget for 1986-1987 for the Western 
Pacific Region reflected an increase of 11.2% as compared with the approved budget for 
1984-1985. The increase was composed of a real increase of 2.1%, an increase of 16.6% owing 
to statutory costs and inflation, and a reduction of 7.5% resulting from currency adjustment. 

Most of WHO'S cooperative activities during 1986-1987 would be provided through country 
programmes. In addition, an intercountry programme had been maintained in view of the 
heterogeneous nature of the Region, which made that kind of programme a more effective and 
economical means of providing cooperation. The Regional Committee had observed that the 
general policy had been to maximize country allocations at the expense of Regional Office and 
intercountry activities. It had rioted the additional inflation in the Region, stimulated by 
the high exchange rate of the dollar, and had welcomed the efforts to absorb some of the cost 
increases in the Regional Office and intercountry programmes. 

Referring to some of the regional policies applied in the development of the 1986-1987 
proposed programme budget for the Region, especially insofar as countries were concerned, he 
first pointed out that the real increase had been applied only to the countries. In 
establishing country planning figures a number of factors had been taken into consideration 
so as to ensure that WHO resources would be utilized for priority programmes in support of 
the health-for-all strategies. Foremost among those were the existence of national 
health-for-all strategies and the progress actually achieved in implementation of those 
strategies• In that connection, it was interesting to note that an analysis of progress 
reports submitted by Member States following their first round of monitoring the 
implementation of their strategies revealed that more action was indeed taking place 
throughout the Region in the field of implementation. Various developments in the field of 
health, such as expansion of health care coverage, reorientation and retraining of health 
manpower, strengthening of managerial capabilities, particularly at the intermediate level, 
and active community participation on the basis of the principle of self-reliance, reflected 
the new thinking at policy level, stimulated by primary health care principles and the 
health-for-all concept. However, countries differed considerably insofar as the content, 
direction and pace of their health development were concerned. 

Other factors taken into account in the country planning figures were the stage of 
development of countries, partly measured on the basis of such socioeconomic and health 
indicators as population size and per capita GNP, the managerial absorption capacities of 
countries for external resources and other country-specific considerations, such as 
commitment to WHO membership. In that regard, both at the Regional Office and at country 
level, mechanisms were developed for information support to the planning of efficient 
operations and continuous monitoring and evaluation of country/WHO collaborative programmes, 
not only from the financial, but also from the programme point of view. An advanced and 
appropriate data- and text-processing technology and communication system were being 
introduced for that purpose. 

The proposals received from countries confirmed the soundness of those criteria, since 
most of the countries and areas in the Region identified as priority activities those 
relating to the broad category of programmes classified under health system infrastructure, 
and that had resulted in 45.8% of the regular budget being allocated to that category• The 
health system infrastructure was being built up in accordance with primary health care 
principles• Countries had become much more realistic in that regard, commissioning reviews 
and studies and conducting research and development projects to arrive at more pragmatic 
solutions. WHO had provided and would continue to provide support for such studies, 
including the formulation and implementation of necessary measures geared to the 
reorientation of the health system. Since such exercises were of a national character, a 
major direction of WHO collaboration consisted of strengthening national capabilities for 
health planning and management, including evaluation and health systems research. Some of 
the issues which the countries themselves would have to deal with in varying degrees, 
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depending on local circumstances, and for which WHO must be ready to provide technical 
"backstopping"， were redistribution or reallocation of health resources, development of 
alternative means of financing, improvement of the efficiency of health care delivery, 
containment of the rising costs of health care, enhancement of the relevance of health 
manpower development programmes, use of appropriate technology, promotion and support of 
community participation, and intrasectoral and intersectoral coordination. 

Health system infrastructure included the health manpower programme, which accounted for 
the highest proportion of resources (19.1%), approximately 89% of that provision going 
directly to the countries. Although a few reservations about the large amount allocated to 
the health manpower programme had been expressed during its last session, the Regional 
Committee had noted that the allocation for the programme, based on government requests, 
reflected the high priority accorded to health manpower development by most Member States in 
the Region. That had been confirmed by a number of Member States which had welcomed the 
allocation for health manpower in their country programmes• The total amount allocated, 
including US$ 4.9 million for fellowships in other programme areas, had been 
US$ 13.7 million, representing 30% of the total regular budget for the Region. The Committee 
had noted that the fellowship programme gave particularly valuable support to small newly 
independent States in developing national personnel for their health services, since it was 
not feasible for them to set up schools for such staff. 

Shortage of appropriate health manpower was a situation faced by virtually all the 
countries in the Region and was regarded as a major obstacle to the attainment of the 
health-for-all goal. Lack of resources, skills and coherent policies and plans were the most 
frequently cited factors, and WHO would therefore focus its collaboration on supporting 
Member States in formulating manpower policies and plans and in such areas as manpower 
production and management• Support would be provided for the necessary reorientation of 
curricula, faculty preparation and institution-strengthening. Steps would be taken to 
improve coordination between producers and users of health manpower, with a view to enhancing 
the relevance of training programmes in meeting the requirements of the health systems. The 
development and strengthening of national mechanisms to improve the integration of the 
fellowship programme in national health manpower plans would continue to receive attention. 

Community partnership in health was the most important element of primary health care. 
Efforts in the area of public information and education for health would therefore be focused 
on enhancing community participation and promoting healthy life-styles• Closer links would 
be established between health education units and public information networks. 

The research promotion and development programme would continue to emphasize the 
strengthening of research infrastructure in Member States in support of their health-for-all 
strategies. Priority would be given to operational or applied research, rather than to 
basic research. Among the components of the general health protection and promotion 
programmes, diagnosis and management of nutrition problems at the peripheral level would be 
the main consideration. To that end, training of different categories of health workers and 
those from other sectors would be emphasized, and support would be given to countries in 
developing their national food and nutrition policies and programmes. The oral health 
programme would stress prevention through the wider use of fluorides and improved oral 
hygiene in order to reduce the existing quantum of oral health diseases to a more manageable 
level. 

The programme for protection and promotion of the health of specific population groups 
covered the health problems of women of child-bearing age, children, workers and the 
elderly• In the area of maternal and child health, efforts would be made further to reduce 
morbidity and mortality by improving perinatal surveillance and care and monitoring the 
physical and mental development of infants and children. Priority would be given to the 
early detection of high-risk factors for mothers and children requiring special care and to 
the provision of wider coverage by the antenatal and postnatal services based on primary 
health care, including an appropriate referral system. 

The protection and promotion of mental health included programmes of increasing 
importance in the fields of mental and neurological disorders, psychosocial problems and 
alcohol and drug abuse. Attention would be focused on research and training for the 
development of community-based mental health services, which in many countries were still 
custodial in nature and poorly developed. 
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The programme for the promotion of environment health would continue to play a 

significant role in the strategy for attaining the health and well-being of people 
everywhere. Support for the International Drinking Water Supply and Sanitation Decade would 
continue, and efforts to improve basic sanitation would be directed to such areas as manpower 
training at all levels and to strengthening the capacity of communities to operate and 
maintain the systems themselves. For programmes on environmental health in urban and rural 
development and housing and control of environmental health hazards, technical cooperation 
would be provided mainly through the Western Pacific Regional Centre for the Promotion of 
Environmental Planning and Applied Studies (PEPAS). 

The concept of technical cooperation among the developing countries of the Region was 
being applied with notable success with regard to essential drugs and vaccines, and efforts 
would be made to increase the availability of safe and effective drugs for primary health 
care. In its review of the programme budget, the Regional Committee had welcomed the offer 
of the United States Food and Drug Administration to provide countries of the Region with 
training in good manufacturing practices and quality control, together with advice and 
information on the quality, safety and efficacy of drugs and vaccines and also to share its 
expertise on the quality control and development of hepatitis В vaccine. 

The role of traditional medicine in primary health care was being increasingly 
recognized and had focused attention on the need to integrate traditional medicine into the 
general health system. Following the initial publication of the Standard Acupuncture 
Nomenclature, it was proposed to conduct more activities in that area, including training. 

With regard to disease prevention and control, support would continue to be given to 
such traditional programmes as those for the control of malaria, tuberculosis, leprosy, acute 
respiratory infections and diarrhoeal diseases, and the immunization programme. One of the 
most significant was the programme for control of viral hepatitis В, which was a major 
concern in the Region. 

Among the noncommunicable diseases, cancer and cardiovascular diseases would be given 
increasing attention. Efforts would be focused on the primary prevention of some major 
cancers prevalent in the Region, such as stomach and liver cancer (liver cancer through 
hepatitis В vaccination), and lung cancer (through an intensified antismoking and health 
education campaign), as well as studies on the possible environmental influence on etiology 
of a particular type of lung cancer prevalent in women which was now increasing in certain 
parts of the Region. 

Research into the causes of other common cancers would be promoted in close cooperation 
with WHO collaborating centres. Support would also be provided, where necessary, to 
countries in the development of national cancer policies and control programmes• Efforts in 
pursuing communitу-based cardiovascular disease prevention and control activities would be 
continued in selected countries, with emphasis on a healthy life-style and the nutritional 
aspects of the diseases• 

The health information programme would continue to promote the development of national 
and regional capacities for the collection and exchange of biomedical information. 
Institution-strengthening, training of core or focal groups and the development of links 
between such groups at the national and regional levels would be promoted. 

He reviewed briefly some of the highlights of the Regional Committee session held in 
Suva from 5 to 11 September 1984, He had already referred to the discussion of the programme 
budget for 1986-1987； another topic of major importance discussed by the Committee had been 
the impending evaluation of national strategies for health for all• Preparations for the 
evaluation were now gathering momentum. During the thirty-fourth session of the Regional 
Committee in 1983, a number of representatives had described their difficulties in 
understanding the wording of questions and the significance of indicators used in the "Common 
framework and format11 for monitoring the strategies. It had therefore been felt that, 'in the 
best interests of Members States and the Secretariat, the "Common framework and format" to be 
used for evaluating strategies should be reviewed by the Regional Committee1 s Subcommittee on 
the General Programme of Work at its meeting in June 1984. That review had resulted in the 
preparation of the supplementary information document which was now appended to the "Common 
framework and format" and was intended to help Member States to prepare evaluation reports. 

An important item on the Regional Conmiittee's agenda had been viral hepatitis В, 
hyperendemic in most countries of the Region, where between 5% and 15% of the population were 
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persistent carriers of the virus. There was also strong evidence that the hepatitis В virus 
could be one of the major causative factors in cirrhosis of the liver and liver cancer, which 
was one of the most common cancers in the Region. Expressing its concern at that high 
prevalence of viral hepatitis B, the Regional Committee had adopted a resolution requesting 
the Regional Director, among other things, to stimulate the further development, production 
and monitoring of safe, effective and low-cost hepatitis В vaccine derived from human plasma 
and to encourage research on the development of a new hepatitis В vaccine, in particular 
using recombinant DNA technology. It should be noted that a stage had been reached where 
commercial hepatitis В vaccine and diagnostic reagents were available, but their high cost 
had limited their use in the routine surveillance of hepatitis in many countries of the 
Region； as some representatives had pointed out in the Regional Committee, a number of 
countries had had to adopt a strategy of selective immunization for certain high-risk 
groups• At the present time, hepatitis В vaccine was being produced in Japan and the 
Republic of Korea and on a limited scale in China. 

At the request of the Government of New Zealand, the WHO Guidelines for drinking-water 
quality had been on the agenda of the session. The discussion on that item had led to the 
identification of a number of technical and operational problems which needed to be solved if 
the objectives of the Decade were to be achieved• 

During the discussion of resolution WHA37,32, "Action programme on essential drugs and 
vaccines", it had been suggested that, in view of the concern shown by many countries, the 
Committee should convene an ad hoc sub-committee to consider means for cooperation between 
Member States in the field of drugs and vaccines. A resolution had been adopted to that 
effect and the first meeting of the ad hoc sub-committee was scheduled for June 1985； 

meanwhile, information about drug production, supply, distribution and management, including 
utilization, was being obtained from Member States• The ad hoc sub-committee would report 
to the Regional Committee at its next session, in September 1985. 

During discussions of the agenda for the seventy-fifth session of the Executive Board, 
the question of the Members of WHO in the Western Pacific Region entitled to designate a 
person to serve on the Board had been brought up. It was common knowledge that Che number 
of Member States in that Region had steadily increased: In 1983, Solomon Islands and 
Vanuatu had been welcomed as Members, and before the last session of the Regional Committee 
two more countries, Cook Islands and Kiribati, had become Member States of the Organization. 
That brought the number of Member States in the Region to 23, a figure which, of course, 
included the four so-called metropolitan governments having responsibility for certain areas 
in the Region. Moreover, the Western Pacific Region had the highest population of any WHO 
region and in fact comprised more than one quarter of the world1 s total population. It was 
the consensus of the Committee, reflected in its resolution WPR/RC35.R10, that if the 
principle that health for all by the year 2000 meant health through the people was to be 
maintained, consideration should be given to increasing the number of Members in the Western 
Pacific Region entitled to designate a member of the Board from the present three to four, 
which would be a more equitable geographical distribution. He therefore requested the 
Members of the Board to look into the matter and to recommend to the World Health Assembly 
that consideration should be given to that request• 

A number of points had been raised in connection with the Health Resources Group. Since 
the Group was global in character, reference had been made to the need for a mechanism for 
transmitting the views of the Regional Committee to the Group and for providing feedback from 
the Group to the Regional Committee in the form of a report on its proceedings. 

During the discussion on the topic "Women, health and development", a large number of 
representatives had supported the proposed action to improve the data base on the subject, to 
design strategies for more active involvement of women1 s organizations in health development 
and to formulate a monitoring system for improving the social and health status of women. 

Finally, shortly before the closure of the session, a long discussion had been initiated 
by the representative of Vanuatu who had proposed the insertion in the agenda of the next 
session of an item concerning the health hazards to the people of the Western Pacific Region 
caused by the testing of nuclear weapons and the dumping of nuclear wastes. During the 
discussion, it had been proposed that a report should be prepared by an expert technical 
committee for submission to the Committee1 s next session. It had been observed, however, 
that insufficient expertise was available and that time would be required for that type of 
study. It had further been noted that the subject went beyond WHO 1s area of responsibility 
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and that, in view of its political overtones and complexity, the matter could be more 
appropriately dealt with either by a global WHO body such as the Executive Board or the World 
Health Assembly or in another international forum such as the United Nations General 
Assembly, The Regional Committee had finally decided that the discussion should be reported 
in the records, and he had undertaken to convey to the Executive Board the grave concern 
expressed by Member States of the Western Pacific Region on that most important issue. 

The meeting rose at 12h25, 



ELEVENTH M E E T I N G 

Tuesday， 15 January 1985， at 14h30 

Chairman： Professor J. ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987; Item 7 of the Agenda 
(Resolution WHA36•35, para• 5(2)\ Document PB/86—87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

Western Pacific (Document EB75/10) (continued) 

Dr Sung Woo LEE congratulated the Regional Director on his comprehensive and valuable 
report and coramended him on the progress made under his able leadership towards the goal of 
health for all in the Western Pacific Region. He also thanked the Director-General for his 
continuing efforts to serve the health needs of the people of that Region. 

During the thirty-fifth session of the Regional Committee for the Western Pacific the 
subject of women, health and development had been extensively discussed. As the Region was 
developing economically and socially, an increasing number of women were entering the work 
force as wage-earners. Many of them were experiencing stress as a result of combining the 
functions of home-maker and wage-earner. It was therefore most timely and appropriate that 
resolution WPR/RC35.R8 had been adopted. 

As Dr Nakajima had mentioned, the problem of viral hepatitis В in the Region called for 
special attention. It was estimated that, out of a world total of 215 million chronic 
carriers of hepatitis В virus, approximately 168 million were in the Western Pacific Region 
and other countries in Asia. Since viral hepatitis В was closely associated with the 
development of chronic liver disease, regional action to encourage collaborative activities 
in the development of low-cost plasma-derived vaccine and the search for a new vaccine using 
recombinant DNA technology were particularly important. He was grateful to the Regional 
Director for his concern over that issue• 

He supported the proposal that the largest allocation of resources in the programme 
budget for 1986-1987 for the Western Pacific Region should go to health manpower, to promote 
the development of health systems based on primary health care. It was imperative that the 
appropriate health system infrastructure should be aimed at making the health care delivery 
system responsive to the changing needs of the population. In view of the short time 
remaining before the year 2000， radical changes in health systems were needed in order to 
achieve the goal of health for all. 

Special emphasis was needed on general health protection and promotion (nutrition, oral 
health, and accident prevention). In that connection he recalled that during the 
thirty-fifth session of the Regional Committee Dr Nakajima had assured members that more 
support would be provided from extrabudgetary sources. 

In conclusion, he stressed the importance of the promotion of environmental planning in 
the Region. Rapid economic development was bringing to the Region the potential risks of 
man-made toxic and hazardous substances in the environment. In that regard, he was looking 
forward to the work in the coming years of the Regional Centre for the Promotion of 
Environmental Planning and Applied Studies, which had been established in Kuala Lumpur. 

-136 -
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Dr XU Shouren thanked the Regional Director for his report, and expressed appreciation 
of his efforts and those of the staff of the Regional Office for the Western Pacific to 
promote technical cooperation among countries in the Region so as to raise health standards. 

During the past year much work had been done by the Regional Office, within the 
framework of the Seventh General Programme of Work, to examine and review activities and 
programmes so as to adapt them better to the health situation and needs of Member countries, 
thus contributing to the implementation of the health-for-all strategy at both country and 
regional levels. It had emphasized the strengthening of managerial procedures and health 
information systems in Member States in order to improve their capacity to formulate, 
implement and evaluate their strategies. It had also launched into new areas of work, 
including health of the elderly, the establishment of rehabilitation systems based on 
community involvement, and the publication of a standard acupuncture nomenclature. He was 
sure that those areas would prove increasingly important in the future. 

As the Regional Director had stated, priority had been accorded to the control and 
prevention of hepatitis B. Meetings had been held on the subject, and an expert group had 
been established. Dr Nakajima had visited some Member countries, including China, and 
efforts had been made to promote technical cooperation between WHO and Member countries with 
the aim of developing and producing diagnostic reagents and vaccines for hepatitis B. 

The Regional Director had drawn attention to a resolution adopted by the thirty-fifth 
session of the Regional Committee recommending an increase in the number of Members from the 
Western Pacific Region entitled to designate a member of the Executive Board from the current 
three to four, in view of the recent increase in the number of Member States in the Region. 
In support of that resolution, together with Dr Khalid bin Sahan and Dr Sung Woo Lee he had 
submitted a draft resolution which he hoped the Board would receive favourably. 

Professor ISAKOV thanked Dr Nakajima for his comprehensive report, providing a very full 
picture of the work in the Western Pacific Region and the questions which had been discussed 
at the thirty-fifth session of the Regional Committee. 

The programme for the Region deserved the Board1 s full support. He stressed the 
importance of a comprehensive approach to planning and implementation of primary health care 
delivery, bearing in mind the specific characteristics of the countries in the Region. Such 
an approach was a logical one and a continuation of the principles enshrined in the Alma-Ata 
Declaration. 

He drew attention to a further matter referred to at the end of the Regional Director1 s 
report which was in line with a decision recently taken by the United Nations General 
Assembly at its thirty-ninth session: the question of the health hazards caused by nuclear 
arms tests and the danger of environmental pollution from radioactive fallout and waste. It 
showed that WHO and its regional bodies, within their field of competence, were concerning 
themselves with that very important issue - a subject in which the majority of Member States 
had constantly shown their interest through decisions taken at Health Assemblies. 

Professor JAZBI congratulated Dr Nakajima on his informative report. He noted that the 
review of the General Programme of Work and the promotion of TCDC were being carried out by 
two subcommittees whose members made country visits to review the extent and impact of WHO1 s 
cooperation. He asked the composition of those subcommittees； was their membership 
permanent or was there a fixed period of tenure? 

It was gratifying to note that the rate of implementation of the budget for 1982-1983 
had been 99.9%. He asked what the average percentage utilization had been at individual 
country level. 

He was highly satisfied to learn that efforts had been made to maximize country 
allocations in the programme budget proposals for 1986-1987, cutting down expenses at the 
Regional Office and limiting intercountry activities to absolute essentials. Priority 
allocations for health manpower development, the strengthening of integrated health systems 
based on primary health care, and disease prevent ion and control all seeroed very relevant for 
the Region and should receive the support of the Board. He supported the proposed programme 
budget for the Region. 

Turning to the draft resolution on an increase in the membership of the Board to provide 
four members from the Region instead of the existing three, he cons idered the reasons given 
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to be genuine and the request justifiable. The Region comprised 23 Member States and its 
population was reported to be the highest of all WHO regions. Although China alone accounted 
for the major part of that population, the number of Members justified four seats. He 
therefore supported the draft resolution and urged the Board to consider it favourably. 

Dr KHALID BIN SAHAN expressed his appreciation of the Regional Director 1s report and the 
significant progress made in cooperation with Member States, in particular with Malaysia. 

As the Western Pacific Region was the most heterogeneous WHO region, with countries of 
extremes of size, levels of development and economic and health profiles, it was very 
difficult, yet challenging, to prepare a programme which was acceptable and likely to be 
beneficial to all. 

At the Regional Committee 1s thirty-fifth session many delegates had stressed the need to 
further strengthen manpower development and activities relating to managerial processes for 
health development at country level in order to improve the basis of their planning and 
decisionmaking. For many countries, the ability to analyse and discriminate among a number 
of strategies and activities was extremely important, particularly because of the escalation 
of health care costs and increased expectations on the part of the population, which made it 
imperative to ensure the optimal use of resources. In view of the economic recession and its 
effects on health budgets, health administrators must be equipped with managerial and 
planning expertise of the very highest standards. 

He therefore endorsed the budget proposals for 1986-1987 for the Western Pacific Region 
and, in particular, the increases for health situation and trend assessment, managerial 
process for national health development, research promotion and development, community water 
supply and sanitation, essential drugs and vaccines, malaria, diarrhoeal diseases and 
sexually transmitted diseases• 

In his comment on the Director-General1 s Introduction to the 1986-1987 programme budget, 
he had strongly supported the proposal to define regional programme budget policies. Such a 
policy could ensure optimal use of WHO 1 s resources at all levels through the appropriate 
apportionment of resources among programmes and levels, dovetailing WHO collaboration with 
national programmes,, determining a proper mix of structures and activities at all levels, and 
an effective monitoring system which would detect deviations and slackness in programme 
implementation at all levels• 

He had also mentioned the need for the regional committees and the Executive Board to be 
involved in the formulation of such policies, and supported the view that regional committees 
and the Board itself must play a greater role in both programme and financial planning. 
Because programme needs and priorities were determined initially at country level and only 
later collectively at regional and global level, the budgetary exercise at country level was 
critical. Hence, the need for a close rapport between national health agencies and WHO 
country representatives could not be over-emphasized. WHO representatives at country level 
should be able to interact effectively with and provide guidance to national officials, they 
should be knowledgeable about country health programmes and should be able to identify and 
transmit to regional offices information on any WHO non-country-spec if ic input at the 
intercountry, regional, interregional or global level which might be of benefit to a 
particular country. The reverse was also true. National officials needed to have adequate 
discussion with and provide adequate information to WHO representatives to enable them to 
make appropriate proposals and representations to the regional offices• 

Next came the role of the regional committees. It was only at regional committee level 
that all Member States were represented, and the committees should therefore examine more 
closely intercountry and regional programme proposals. The sum set aside for such proposals 
was often quite large. For example, in the Western Pacific Region, out of the proposed 
programme budget of US¿ 51.3 million for 1986—1987, only US$ 28.4 million was allocated to 
country programmes• Of the remaining USt 22.9 million, some US$ 6,8 million and 
US$ 16.1 million had been set aside for regional and intercountry programmes respectively. 
Under the present arrangement proposals for regional and intercountry programmes were 
examined by regional programme committees before submission to Regional Directors and 
subsequently to regional committees. Whilst it was not his intention to question the wisdom 
of regional programme committees and Regional Directors, he believed that regional 
committees, which represented all Member States, could provide invaluable input in the 
consideration of regional and intercountry programmes which, by their very nature, were 
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intended to benefit more than one country. Regional committees must therefore be given 
adequate information and opportunity to study such programmes in detail. Details of projects 
and listing of countries likely to benefit from such projects would help regional committees 
to decide whether those projects could be supported. 

Dr SUDSUKH congratulated the Regional Director for the Western Pacific on his 
comprehensive and informative report and on the progress made by the Region in the 
implementation of health-for-all and support strategies. Attention had been focused on 
primary health care and the need to integrate traditional medicine into the health system. 
Efforts would be made to test the safety and efficacy of medicinal plants and other 
traditional remedies and to standardize acupuncture terminology. Many developing countries, 
including Thailand, had recognized the need to take account of traditional medicines in the 
essential drugs programme. A large number of health personnel from Thailand had participated 
in seminars and other forms of training in China, and he wished to express thanks to that 
country for this contribution to technical cooperation, as well as to the Regional Director 
for his support and assistance in such interregional collaboration. 

Dr NAKAJIMA (Regional Director for the Western Pacific) thanked the members of the Board 
for their advice and comments, and expressed gratitude to his staff and collaborators -
particularly those at the country level - who had made the achievements possible. 

Dr Sung Woo Lee had commented on several aspects. The programme on women, health and 
development was an important area which was receiving considerable attention in the Region. 
Some programmes, such as nutrition and accident prevention, had been given reduced 
allocations under the proposed budget, but that was because there was the possibility of 
extrabudgetary funding. 

Many countries had expressed concern about the dangers of man-made hazards and toxic 
substances. The Regional Centre for the Promotion of Environmental Planning and Applied 
Studies was closely monitoring the issue. 

Dr Xu Shouren had commented on the measures against hepatitis В in the regional 
programme. Attention was also being paid to the fight against hepatitis A and non-A, non-B 
hepatitis, which were also prevalent in the Region. 

Professor Isakov had referred to country-specific primary health care. More 
comprehensive information systems were being developed and advanced technology was being 
introduced as appropriate. All countries of the Region had expressed great concern at the 
testing of nuclear weapons and the dumping of nuclear waste. Radiation was a crucial issue； 

the very survival of the human race depended upon it; but technical reasons had prevented 
the inclusion of the matter on the agenda for the next session of the Regional Committee. 

With reference to Professor Jazbi1 s comments, two standing subcommittees had been set up 
some years before. The first dealt with the General Programme of Work and included 
representatives of eight Member States. The second dealt with technical cooperation among 
developing countries, and included representatives of four Member States. The term for 
members of both subcommittees was three years. Metropolitan governments were not represented 
on the subcommittees at present; however, they would participate in the work of an ad hoc 
committee on essential drugs and vaccines which would meet in June 1985 to increase technical 
cooperation within the Region. At its 1985 session the Regional Committee would reconsider 
the terms of reference of the standing subcommittees• 

Professor Jazbi had also asked about country-specific implementation. The high degree 
of budgetary implementation was the result of tight financial monitoring, but technical 
monitoring could still be improved. Information on the implementation of country-specific 
programmes was available, and Mr Furth, Assistant Director-General, would provide that later. 

Dr Khalid bin Sahan had commented on the need to ensure smooth transmission of 
informat ion to and from national health agencies. The country-specific information system 
had been set up to link individual countries with the Regional Office through WHO programme 
coordinators. A computerized programme monitoring system was being set up and preparations 
were under way. The WHO programme coordinators had spent some days after their regular 
meeting discussing the development of the system and training on a microcomputer. The 
Regional Committee and its subcommittees had a vital role to play in WHO programme monitoring 
and evaluation. Regional Committee sessions in non-budgetary years could devote more time to 
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the issue. At its previous session the Regional Committee had selected technical topics for 
the next session. Dr Khalid would be able to suggest further topics for discussion if he 
wished. 

He appreciated the comments made by Dr Sudsukh on the integration of traditional medical 
practices into primary health care in the Region. Many countries in that part of the world 
had a common cultural heritage, including traditional medicines, and there was collaboration 
and technical cooperation in that field with the South-East Asia Region. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that he had been 
informed by the Assistant Minister for Preventive Medicine of Saudi Arabia that the 
authorities had never insisted that pilgrims should produce cholera vaccination certificates, 
whether or not they came from countries where cholera was prevalent• 

Professor LAFONTAINE said that it was time for WHO to re-evaluate the whole question of 
cholera vaccination certificates in the light of recent advances made regarding cholera 
vaccines. 

Mr FURTH (Assistant Director-General), answering Professor Jazbi1 s question on the rate 
of implementation of country-specific programmes in the Western Pacific Region, said that in 
1982—1983 the rate had been 104% of the programme as budgeted, i.e. US$ 648 500 more than as 
provided for in the budget. However, the rate of implementation varied between countries: 
in 11 countries there had been over-implementation - by up to 67% in one country; in 16 
countries there had been under-imp1ement a t i on, and in one country there had been no 
implementation at all• 

Dr MAKUTO asked about experience in the Western Pacific Region with hepatitis В 
vaccine• He enquired about its efficacity, the estimated cost per dose and the likelihood 
that costs would go down. Was the vaccine currently under production in China, Japan and the 
Republic of Korea based on human plasma or on recombinant DNA technology? Such information 
was of interest to many countries in the African Region, where hepatitis В was a big 
problem； it had been named as a possible cause of liver cancer and cirrhosis. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that not all the 
hepatitis В vaccine currently available commercially conformed with WHO specifications. 
Hepatitis В virus vaccine could be used alone or in combination with immune gammaglobulin 
(trials had shown a 75%—95% effectiveness rate)• The combined vaccine and gammaglobulin had 
proved more effective, but it was also much more expensive, so that the comprehensive 
vaccination programme could be carried out with vaccine alone• The efficacy of the vaccine 
depended on the production process, in particular the inactivation method used by the 
manufacturer - whether it was pepsin digestion, heating, or another method. The regional 
hepatitis В control task force was continuing its work on the problem in collaboration with 
headquarters, and it was hoped that more information could be made available on the subject 
in 1985. 

Vaccine costs varied from approximately USÍ 30 per dose of vaccine to US$ 10 per dose of 
vaccine manufactured from donated blood in the Republic of Korea. Depending on the supply of 
plasma, costs might yet be reduced sufficiently to come within the reach of developing 
countries• The cost of the vaccination programme depended not only on the cost of the 
vaccine, but also on the overall vaccination policy. In many countries of the Region health 
infrastructures and diagnostic capacity were not yet fully developed, and it was essential to 
vaccinate the groups most at risk, e.g. medical personnel working with blood and newborn 
children born of mothers who were e—antigen positive, especially in countries where 5%—10% of 
the population were carriers of the hepatitis В virus. A national vaccination campaign was 
enormously expensive, but the hepatitis В virus vaccine on its own had some advantages. It 
was fast-acting, effective and thermostable, so that the need for a cold chain might not be 
as rigorous as for other vaccines. Attention was currently being paid to simple diagnostic 
tests, using for instance haemagglutination and enzyme-linked immunosorbent assay (ELISA) 
techniques. With the collaboration of scientists from the Region it might be possible to 
develop a test for the e-antigen in 1985. More details were available if Board members 
required them. 

Dr ASSAAD (Director, Division of Communicable Diseases) said that the epidemiology of 
hepatitis В might differ not only from country to country but from continent to continent. 
In South-East Asia, for example, transmission from mother to child during birth was a 
prominent risk factor if the mother was a carrier, particularly of the e-antigen, while in 
tropical Africa, which also had a very high carrier rate, transmission came slightly later in 
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life. That was extremely important for the vaccination schedule. While in South-East Asia 
vaccination should be carried out as near to birth as possible, in Africa, if a cheap vaccine 
was available and if the risk groups could be identified, it could be done later on within 
the first year of life. 

The Regional Office for South-East Asia, together with the Government of Burma and the 
Centers for Disease Control in Atlanta, United States of America, had carried out a control 
study in Burma on the possibility of giving the vaccine within 12-24 hours of birth to babies 
of e-antigen carrier mothers, both with and without immunoglobulins. It had been found that 
the protection rate was over 95% with immunoglobulins and that 75%-85% protection was 
obtained without gammaglobulin. That was a very reasonable result considering that the 
cheapest gammaglobulin available at the WHO price was US$ 65 and that the price could rise to 
over US$ 100 on the market. The price per course of three doses was about US右 35 for the 
Korean vaccine, and about US$ 100 for the Merck Sharp and Dohme vaccine, while that for other 
vaccines varied between those figures. 

Vaccine was one way of controlling hepatitis, but control also depended on screening of 
blood donors and on public health practice. It had been noted in Japan, for example, that 
with the use of disposable syringes and needles, there had been a marked reduction in the 
transmission of hepatitis. It was essential, too, to consider risk groups such as medical 
and research workers who might be exposed to blood or blood products, as well as patients at 
particular risk, such as those in haemodialysis units. 

Referring to the question of other vaccines, he recalled that a meeting of the seven 
producers of hepatitis В in yeast had been held in the autumn of 1984, The product was not 
yet on the market, but it had gone into human experimentation and the seven producers had 
agreed to make their product available to WHO between February and April 1985. It would then 
be examined by two WHO collaborating centres 一 one in the United States of America and the 
other in the United Kingdom of Great Britain and Northern Ireland - and the requirements for 
the product would be submitted to the relevant WHO Expert Committee in November 1985. That 
would have an effect on the price, but the vaccine would still be expensive. There was a 
dilemma in diagnosing the cases that should be given the vaccine• Dr Nakajima had pointed 
out that a cheap and simple test was available to identify the carrier, but to limit 
vaccinations to babies of mothers who were carriers of e-antigen would require a futher test 
costing over US¿ 10. The dilemma was thus the cost-effectiveness of various procedures• 
Every effort was being made to find out how to reduce the price. 

The CHAIRMAN invited the Board to consider the following draft resolution proposed by 
Dr Khalid bin Sahan, Dr Sung Woo Lee and Dr Xu Shouren: 

The Executive Board, 

Having considered the report by the Regional Director for the Western Pacific and 
resolution WPR/RC35.R10 of the thirty-fifth session of the Regional Committee； 

Recognizing the need to increase the number of Members from the Western Pacific 
Region entitled to designate a person to serve on the Executive Board from the current 
three to four, taking into account the recent increase in the number of Members in the 
Region and the size of its population; 

RECOMMENDS to the Thirty-eighth World Health Assembly that it consider increasing 
the membership of the Executive Board from 31 to 32 to meet this need. 

Dr BORGOÑO said that the question of the number of Board members should not be 
considered for individual regions, but as a whole. On the basis of criteria such as 
population and number of Member States, almost all regions could put in a claim for more 
members - for instance, the Region of the Americas had a number of Member States that might 
entitle it to claim that it should have seven members rather than six. The Board was tending 
to increase steadily in size, but if it did not keep to a limit of between 33 and 35 members 
it would become an assembly and no longer be able to carry out its proper functions. 

Dr REID agreed with Dr Borgoño that there must be some limit to the size of the Board. 
Some specialized agencies had analogous executive bodies that were substantially larger than 
that of WHO. To be effective, the Board should not be much larger than it was at present. 
Once such a body exceeded a certain size, the task of its Chairman became far more 



142 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
difficult. The nature of the Board had inevitably changed to some degree as the number of 
members had grown from 24 to 31• If membership was increased much further, that would 
increase the danger of members1 regarding themselves as national delegates. The phrase "a 
country I know well11 had the virtue of constantly reminding them that they were not attending 
in that capacity. The Board was currently about the right size, and was likely to remain so 
because the number of possible new Member States was small, so that the great changes of the 
past would not recur. 

He would not welcome the major upheaval of a general review of the Board1 s entire 
structure• That would be a prolonged exercise that would create uncertainty, and was, in his 
view, unnecessary. The Board1 s composition was determined by the reference in Article 24 of 
the Constitution to equitable geographical distribution. The position of the Western Pacific 
Region had become increasingly clear: that Region had fewer seats on the Board in relation 
to the number of Member States than any other region, and to increase the number by one would 
substantially correct the imbalance. A second important issue was that of population: one 
extremely important country in the area had a very large population. 

It would thus be proper for the Board to adopt the draft resolution before it. The last 
time the matter had come before the Health Assembly, that body, in resolution WHA28.22, had 
referred to the need for a marginal increase. The word "marginal" had been used with the 
deliberate intention of keeping the matter under control. Membership had then been increased 
from 30 to 31. He supported the draft resolution as it stood because it would achieve a 
balance and would see justice done. The Board could then settle down with a membership of 32 
for some years to come. 

Dr KOINANGE observed that the draft resolution before the Board gave two main reasons 
for the proposed increase in Board membership ; the increased number of Members in the Region 
and the size of its population. He was not opposed to the draft resolution, but the Board 
should be extremely careful about changing the number of members. The number of Member 
States in the African Region had recently increased by one. Other Members in the future 
might wish to move from one region to another, particularly in Africa, and there might then 
be a case for increasing the number of Board members from the region concerned. Large 
population increases were also likely in many countries. Before taking any decision to 
increase its membership, the Board should first spell out the parameters to be used, taking 
account of the two factors mentioned in the draft resolution, which might change in the 
future. 

Dr EL GAMAL said that the criteria on which any decision for an increase in Board 
membership should be based should be, firstly, the number of countries in the region; 
secondly, the population of the region; thirdly, the number of countries in the region 
nominating a candidate every four years； and fourthly, the maximum number of members 
required by the Board• If an increase in the number of members from the Western Pacific 
Region was being requested because it contained a quarter of the world1 s population, it 
should surely be an increase of two members, not one. The Board must define the criteria for 
considering such a proposal and apply them to all regions when deciding on the maximum 
desirable number of Board members• His statement should not be taken either as an acceptance 
or a rejection of the draft resolution, but merely as a request for further information on 
the subject. 

Professor JAZBI agreed in principle with Dr Reid1 s comments. The Board was not 
currently dealing with any specific proposal from any other region. A draft resolution had 
been submitted and that was all that should be considered; it should be adopted or rejected 
or the matter deferred, but it would be a mistake to open up a major controversial issue. 
The case of UNICEF showed that the problem was not one of numbers• In the case under 
discussion, an increase in the number of members from the Western Pacific Region appeared 
reasonable in order to ensure equitable representation. He would therefore strongly support 
the draft resolution, but would request that the issue should not be taken further unless the 
Board was confronted with specific requests from other regions, on which it could decide at 
the appropriate time. 

Dr QUAMINA supported the draft resolution, since the existing situation was an injustice 
to the Western Pacific Region. She fully endorsed the point of view expressed by Dr Reid. 
The Board should consider the draft resolution before it and decide either to adopt or reject 
it• If there was a need for further discussion about total membership and its distribution, 
that could take place later, but the Board was faced with an obvious injustice, which it 
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should remedy without delay. It had taken many years to add one member in the past, since 
Member States had been very slow to act, and further deliberation could delay the necessary 
action by a number of years. She urged the Board to take an immediate decision. 

Professor LAFONTAINE expressed his concern at the tone the discussion had taken. The 
main point at issue was the Board1 s effectiveness, and that could not be assured by 
increasing numbers indefinitely. He was in no way opposed to the draft resolution, but the 
Board1 s membership might already be too large for it to be fully effective. Associating 
himself with Dr Borgoño 1s comments, he said that he was not in favour of the draft resolution 
at the present stage. The Secretariat might be asked to re-examine the question as a whole 
rather than for an individual region, since other regions might later come forward with the 
same arguments, and that might have far-reaching consequences. He proposed that 
consideration of the proposal should be deferred until the Secretariat had carefully studied 
the question. 

Dr MAKUTO said that he was not opposed to the draft resolution but wished to endorse the 
comments of Dr Koinange, Dr El Gamal and Professor Lafontaine. It was not simply a matter of 
adding a further member to the Board• It was essential to follow certain guidelines, since 
there would undoubtedly be further requests of the same kind in the future. In the African 
Region, for example, there was one very large country that was not currently represented in 
United Nations bodies. If that position changed, consideration might have to be given to 
increasing the Board 1 s membership yet again. The Secretariat should perhaps examine the 
entire issue and make recommendations• 

Dr BORGONO said that criteria could not be applied to one region alone without applying 
them to the others and finding out whether they were over-represented or under-represented. 
It might be claimed - and by the Region of the Americas with good reason, since it 
contributed a third of the total regular budget - that the criterion should be the level of 
contributions, but it would not ask for a third of the seats on the Board, nor that that 
factor should be of overriding importance, though it might be one of the variables 
considered. He shared Professor Lafontaine's view that the Board should study the matter 
more carefully and take no decision on the draft resolution, since insufficient information 
was available. There should, in his view, be no increase in the Board 1 s membership. It 
would be preferable to study the problem more thoroughly so that at its next session, with 
the aid of a report to be submitted by the Secretariat, the Board could take a decision. 

He understood that there was a problem in certain regions owing to countries which, 
after a year 1s absence from the Board, then returned to it in a cycle constituting virtually 
permanent membership. There was one such case in the Americas and there were three in 
Europe. The Board should consider the problem objectively and as a whole, rather than on the 
basis of requests from individual regions. 

Dr ADOU said that, while he fully understood the views of Dr Borgoño and those who 
thought like him, he considered that Board membership should reflect the situation in the 
regions. The request for an additional seat on the Board for the Western Pacific Region, 
which had led to the Board1 s discussion, had been discussed even more thoroughly at the 
regional level. If other regions considered themselves under-represented on the Board on the 
basis of the criteria on which the number of members had so far been decided, they should 
perhaps also ask for an additional seat. It might be more appropriate at the current stage, 
however, to accept the proposals of Dr Khalid bin Sahan and Dr Xu Shouren and to defer 
consideration of the parameters to which Dr Koinange had referred to a later stage， when a 
final decision could be taken. 

The DIRECTOR-GENERAL believed that the decision lay entirely with Board members, and the 
Secretariat should not be seen as pre-empting the Board's decision. The Secretariat would, 
of course, be ready to provide Board members with information on the history of Board 
membership including all the parameters used for distribution of seats among regions. 

Professor JAZBI welcomed the Director-General 1 s suggestion. The proposal was simple. 
The Board might wish to defer its decision on the draft resolution in order to consult the 
Secretariat, to look into the history of the Board1 s membership, or into the representation 
of the regions, but at the present stage it should decide either to accept, reject or defer 
the draft resolution. 

The CHAIRMAN said that the Board had only one proposal before it and must decide what to 
do about it. He asked the Secretariat to provide the information to which the 
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Director-General had referred so that a speedy decision could be taken on the draft 
resolution. 

Mr VIGNES (Legal Counsel) outlined the history of the composition of the Executive 
Board, which had evolved through a number of phases; initially, under Article 24 of the WHO 
Constitution adopted at the International Health Conference, 1946， the number of members had 
been set at 18. Subsequently, following a series of amendments to the Constitution, the 
membership of the Executive Board had been increased to 24, 30， and finally 31. 

The other question was the basis on which members of the Board were selected, since the 
only criterion laid down in the Constitution was that the principle of equitable geographical 
distribution should be taken into account• A number of possible criteria had been put 
forward in the past, and he would attempt to outline them, as well as indicating which 
solution had finally been adopted. 

A number of Member States had proposed as a criterion the geographical extent of the 
region concerned； others had suggested the size of the contributions made by Member States, 
and others the seriousness of the health problems encountered. Another criterion put forward 
had been the number of States that made up the region, and another the size of its 
population. Application of those various criteria in recruitment of members of the Board 
produced widely varying results. The numerical criterion, according to which a region would 
have a number of members on the Board proportionate to the number of States in the region, 
produced a distribution roughly equivalent to that which had been operative in recent years, 
namely between three and seven seats per region. However, if the population criterion was 
applied, the result was completely different, in view of the fact that, for some regions one 
seat would "weigh" 430 million people, while in other regions it would "weigh" only 
50 million people. Those were the various possibilities that had been put forward over the 
years in the course of discussion. 

As far as the solution actually adopted was concerned, a distinction had to be made 
between the pre-1984 and post-1984 periods. In the earlier period, before the entry into 
force of the amendment adopted in 1976 increasing the number of Board members to 31, the 
criterion favoured by the Health Assembly appeared to have been largely arithmetical, which 
meant that the number of seats on the Board for each region was roughly proportional to the 
number of States in the region. That solution had been severely criticized on several 
occasions, and it was for that reason that the 1976 amendment, increasing the number of 
members to 31, had been adopted. After 1984 the criterion had completely changed, in that 
Article 24 of the Constitution laid down that the basis of selection should be equitable 
geographic distribution, with the proviso that at least three Members should be elected from 
each of the regional organizations established under Article 44. That change was a very 
important one from the constitutional viewpoint, since for the first time in the history of 
the Organization the concept of the region was given recognition in regard to recruitment of 
Board members. It was also significant because for the first time account was taken of a 
criterion other than a purely numerical one, namely the criterion of population. In fact, 
the 1976 amendment, by which the number of members was increased from 30 to 31, had been 
adopted following the initiative of the South-East Asia Region, which had pointed out that 
its large population was not adequately represented on the Board• 

Concerning the present discussions on the subject, he had noted a possible 
misunderstanding in the minds of some of the members of the Board. Certain members seemed to 
have the impression that adoption of the draft resolution would automatically imply adoption 
of an amendment to the Constitution, but that was not in fact the case； it was not possible 
for the Board to adopt an amendment to the Constitution, The effect of the resolution, if 
adopted, would merely be to draw the Health Assembly 1 s attention to the existence of the 
problem and to invite it to consider it. He pointed out that the Regional Committee for the 
Western Pacific had not in fact envisaged increasing the number of Board members from 31 to 
32; its resolution had simply pointed out that in view of the size of the Region 1s 
population the number of seats for the Region should be increased from three to four. 

Dr Sung Woo LEE, speaking as co-sponsor of the draft resolution before the Board, said 
that it was being proposed for the sole reason that the Western Pacific Region was not 
adequately represented on the Board. He urged members to give the resolution favourable 
consideration. 

Dr EL GAMAL asked whether, in view of the fact that Article 24 of the Constitution 
currently provided for only 31 Board members, the resolution would make a constitutional 
amendment necessary. 
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Mr VIGNES (Legal Counsel) confirmed that the formal procedure for making an amendment to 
Article 24 of the Constitution would indeed have to be initiated if the increase proposed in 
the resolution was decided by the Health Assembly； the text of a specific amendment would 
have to be transmitted to the Director-General, who would then have to circulate it to Member 
States at least six months before the opening of the Health Assembly at which the amendment 
was to be discussed. The resolution would not in itself have the legal force of an 
amendment• 

Dr MOLTO asked for information on the present distribution of membership of the Board by 
region. 

Mr VIGNES (Legal Counsel) replied that the African Region had 44 Member States and 7 
seats； the Region of the Americas, 34 Members and 6 seats ; the South-East Asia Region, 11 
Members and 3 seats; the European Region, 32 Members and 7 seats; the Eastern Mediterranean 
Region, 23 Members and 5 seats; and the Western Pacific Region, 19 Members and 3 seats. 

In reply to a question from Dr 0T00, he said that hitherto the practice followed by the 
Organization had been to allocate seats more or less in proportion to the number of Member 
States in a given region, on the understanding that each region would be allocated at least 
three seats. 

Professor JAZBI, supported by Dr 0T00, stressed that adoption of the resolution would 
not at the present stage involve any constitutional change. In view of the small number of 
seats at present allotted to the Region concerned, it was clear that the situation needed to 
be rectified, and he urged that the resolution be adopted without wasting time on further 
discussion. 

Mr VIGNES (Legal Counsel), in answer to a question from Dr AL-TAWEEL, said it was true 
that, although there were only 19 Member States in the Western Pacific Region, the number of 
States represented at Regional Committee sessions was 23. That was because countries 
responsible for the administration of territories in a region also attended the sessions of 
the regional committee (in the case of the Western Pacific, those countries were France, 
Portugal, the United Kingdom of Great Britain and Northern Ireland and the United States of 
America). 

Dr BORGOÑO said that in his view adoption of the draft resolution implicitly amounted to 
a request for a constitutional amendment. Would such an amendment need the approval of a 
two-thirds majority or merely of a simple majority of the Health Assembly. 

Mr VIGNES (Legal Counsel) replied that approval by the Health Assembly would require a 
two-thirds majority, and the amendment would subsequently need to be accepted by two-thirds 
of the Member States of the Organization. 

In reply to a question from Dr KOINANGE, he reiterated that adopt ion of the resolution 
would riot in itself constitute adoption of an amendment to the Constitution. 

/ 

Dr MOLTO said that the purpose of the resolution adopted by the Regional Committee for 
the Western Pacific was to increase the number of Board members from that Region from three 
to four; there was no suggestion that the total number of members of the Board should be 
increased. He suggested that an alternative way of complying with the wishes of the Western 
Pacific Region might be to recommend an increase in the number of members for that Region 
from three to four, while leaving it to the discretion of the Health Assembly to decide 
whether that should be done by a redistribution of seats on the Executive Board or by a 
constitutional amendment• If no criterion was laid down in Article 24 of the Constitution as 
to the composition of the Board, perhaps some United Nations criterion might be applied• 

Dr SUDSUKH said that, since size of population was one criterion, he would welcome 
information on the distribution of population by region, 

Dr EL GAMAL expressed concern that, by recommending to the Health Assembly an increase 
in Board membership, the Board was indirectly recommending that it amend the Constitution. 

Dr RUESTA (alternate to Dr Bello) said that, in the light of Mr Vignes1 explanations and 
the ensuing discussion, and given that Article 24 of the Constitution contained a completely 
new element, namely legal recognition of the regions, she proposed that the operative 
paragraph of the draft resolution be amended to read; 



146 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
"RECOMMENDS to the Thirty-eighth World Health Assembly that it consider studying the 
possibility of increasing the membership of the Executive Board from 31 to 32 to meet 
this need." 

Dr ADOU said that a new element had been introduced into what he had originally 
understood to be a debate on an increase in the number of members from the Western Pacific 
Region from three to four, namely, an increase in the membership of the Board and hence a 
need to amend the Constitution. He therefore proposed to amend the operative paragraph of 
the draft resolution to read; 

"RECOMMENDS to the Thirty-eighth World Health Assembly that it consider an amendment to 
the ‘ Constitution so that membership of the Executive Board can be increased to meet this 
n e e d , 

Mr GRIMSSON expressed concern about the optimal operational size of the Executive Board, 
which he felt had already been attained. He did appreciate, however, that the Western 
Pacific Region had a strong case for an increase in the number of members from that Region, 
and he did not wish to prevent the Executive Board from drawing the attention of the Health 
As s embly to the problem, since that was his understanding, based on Mr Vignes1 explanations, 
of how adoption of the resolution was to be construed. 

Dr QUAMINA said that her understanding of the Constitution was that it was for the 
Director-General to draft amendments to it. Might it not be more appropriate for the 
Executive Board to request the Director-General to place the matter before the Health 
Assembly? 

Dr Sung Woo LEE, replying to Dr Sudsukh1 s question about population distribution, said 
that the current situation with regard to population, number of Member States and assessments 
in each region had been carefully studied prior to submission of the draft resolution. The 
Western Pacific accounted for 29.5% of the total world population, South-East Asia 23.8%, 
Europe 18.8%, the Americas 13,8%, Africa 8.0% and the Eastern Mediterranean 6.1%. If 
population were the only criterion, the Western Pacific Region, for example, would have nine 
seats on the Board but, as he had said before, the sponsors of the resolution were not 
requesting a redistribution of Member States designating Board members, but an increase of 
one in the Member countries from the Western Pacific Region designating Board members. 

Professor BAH considered that the request of the Western Pacific Region was legitimate, 
especially taking into account the basic United Nations rule of one State, one vote, whatever 
the size or contribution of the State concerned. 

Dr RIFAI cautioned against the danger of setting a precedent for requests for increased 
Board membership from other regions, and suggested that a committee should be set up to 
define the minimum number of seats for each region, even if that meant an increase in the 
total membership of the Board. 

Dr REID said that it was the role of the Executive Board to assist the Health Assembly 
in its work by placing proposals before it. It appeared that the Western Pacific Region was 
under-represented in terms of the number of Member States in the Region and their population, 
a problem which could be solved by increasing the number of members of the Board by one. In 
his view the matter was a simple one and all that the Board was being asked to do was to 
forward a recommendation to the Health Assembly for its consideration. That recommendation 
should be a specific one of the type before the Board. He therefore invoked Rule 35 of the 
Rules of Procedure of the Executive Board and moved the closure of the debate. 

Professor LAFONTAINE opposed that motion. It was reasonable that there should be an 
appropriate number of Board members from the Western Pacific Region, which was 
under-represented, and the Board should therefore request the Health Assembly to consider the 
question; it should refrain, however, from making any precise references to numbers of 
members• 

Dr BORGOÑO joined Professor Lafontaine in opposing the motion to close the debate. 
While all Board members agreed on the need to increase the number of Members from the Western 
Pacific Region entitled to designate Board members from three to four, they did not agree on 
an increase in total Board membership from 31 to 32. 
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The CHAIRMAN put to the vote the motion to close the debate. 

The motion was carried by 21 votes to 7， with 1 abstention. 

Dr EL GAMAL, speaking on a point of order, wished to know whether the Board was adopting 
the correct procedure for amending the Constitution of the Organization; if not, the proposal 
before the Board was unconstitutional• 

Mr VIGNES (Legal Counsel) pointed out that the draft resolution did not constitute an 
amendment to the Constitution. Its only legal force was as a recommendation to the Health 
Assembly to consider the possibility of amending the Constitution, but the Health Assembly 
was sovereign and would make the appropriate decision. Even if it did decide on an 
amendment, the necessary procedure would have to be followed, and the amendment could not be 
considered by the Health Assembly until May 1986 at the earliest. 

The CHAIRMAN invited the Board to vote on the amendment to the operative paragraph 
proposed by Dr Ruesta. 

The amendment was rejected by 12 votes to 1， with 13 abstentions. 

The CHAIRMAN invited the Board to vo te on the amendment to the operative paragraph 
proposed by Dr Adou. 

The amendment was rejected by 14 vot es to 2, with 10 abstentions. 

The CHAIRMAN invited the Board to vote on the draft resolution, without any amendment. 

The resolution was adopted by 21 votes to none, with 9 abstentions.丄 

The meeting rose at 17h40. 

1 Resolution EB75.R4, 



TWELFTH MEETING 

Wednesday, 16 January 1985， at 9h3Q 

Chairman: Professor J, ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987; Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS : Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

GENERAL POLICY REVIEW: Item 7.1 of the Agenda (continued from the sixth meeting) 

The CHAIRMAN drew attention to the following draft resolution on regional programme 
budget policies proposed by Dr Reid; 

The Executive Board, 

Recalling resolution WHA33.17 in which the Thirty-third World Health Assembly, 
inter alia, 

- d e c i d e d to concentrate the Organization 1s activities over the coming decades on 
support to national, regional and global strategies for attaining health for all 
by the year 2000; 

- u r g e d Member States to undertake a series of measures in the spirit of the 
policies, principles and programmes they have adopted collectively in WHO, 
including the tightening of their coordinating mechanisms so as to ensure the 
mutual relevance and support of their own health development strategy on the one 
hand and their technical cooperation with WHO and with other Member States of WHO 
on the other； and 

- u r g e d the regional coiranittees to increase their monitoring, control and 
evaluation functions so as to ensure the proper reflection of national, regional 
and global health policies in regional programmes and the proper implementation 
of these programmes, and to include in their programmes of work the review of 
WHO1 s action in individual Member States within the regions； 

Bearing in mind resolution WHA34.24 in which the Thirty-fourth World Health 
Assembly, inter alia， 

- r e i t e r a t e d that WHO 1 s unique constitutional role in international health work 
comprises in essence the inseparable arid mutually supportive functions of acting 
as the directing and coordinating authority on international health work and 
ensuring technical cooperation between WHO and its Member States, essential for 
the attainment of health for all by the year 2000 and 

- u r g e d Member States to act collectively in order to ensure the most effective 
fulfilment by WHO of its constitutional functions and the formulation by the 
Organization of appropriate international health policies, as well as principles 
and programmes to implement these policies, and to formulate their requests for 
technical cooperation with WHO in the spirit of the policies, principles and 
programmes they have adopted collectively in WHO; 

Anxious to ensure that optimal use is made of WHO 1s limited resources at all 
organizational levels and in particular of the funds allocated in the regional programme 

- 1 4 8 -
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budgets for cooperation with Member States, 
regular programme budget as a result of the 
WHA29.48; 

these funds accounting for some 70% of the 
action taken in pursuance of resolution 

1. REQUESTS the regional committees； 

(1) to prepare regional programme budget policies that ensure optimal use of WHO1 s 
resources, particularly at country level, in order to give maximum effect to the 
Organization's collective policies； 

(2) to promote through such policies the further development of national 
strategies for health for all by the year 2000 and the self-sustaining growth of 
national health programmes that form essential parts of such strategies； 

(3) to facilitate through such policies the rationalization of the use of all 
national and external resources to the above ends； 

(4) to submit such policies for review by the Executive Board and Health Assembly 
and to prepare the regional 1988-1989 programme budget proposals in accordance with 
them； 

(5) to monitor and evaluate the implementation of such policies with a view to 
ensuring that they are properly reflected in the Organization1s activities in the 
region; 

2. REQUESTS the Director-General: 

(1) to take the necessary measures, together with the Regional Directors, to 
support regional committees in the preparation and subsequent monitoring of the 
regional programme budget policies； 

(2) to inform the Executive Board and the Health Assembly about these measures； 

3. DECIDES that the Executive Board shall： 

(1) monitor the preparation of the regional programme budget policies； 

(2) monitor and evaluate the subsequent implementation of these policies and 
report thereon to the Health Assembly. 

Dr REID, introducing the draft resolution, explained that the preamble contained 
excerpts from two key resolutions of the Health Assembly; resolutions WHA33.17, with its 
reference to the need for regional committees to increase their monitoring, controlling and 
evaluative functions, and resolution WHA34.24, with its reference to the need for countries 
to formulate their requests for technical cooperation in keeping with the policies 
collectively agreed in WHO. The operative paragraphs of the draft resolution took up certain 
of the key points and recommendations contained in the Director-General1 s Introduction to the 
programme budget. For example, the regional committees were requested to prepare regional 
programme budget policies and to monitor and evaluate them； the Director-General was 
requested to provide all necessary support in that endeavour and to report to the Executive 
Board and the World Health Assembly on the matter； and a decision was taken to the effect 
that the Executive Board would undertake a clear monitoring and evaluating role in relation 
to regional programme budget policies - a point which had been accepted as being important 
when the Board had discussed the Director-General1 s Introduction to the proposed programme 
budget• 

Much remained to be done to determine exactly how the Executive Board should perfQrm the 
role suggested for it, which was fully in keeping with its constitutional function. However, 
the precise mechanisms would evolve as part of the action taken pursuant to the suggestions 
made by the Director-General in his Introduction； the first step would be for him to discuss 
the matter with the Regional Directors immediately after the current session of the Board. 
It was important that the Board should assume a monitoring role which was effective yet not 
inappropriately prescriptive and which did not lead to its becoming lost in a welter of 
unmanageable material• 
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The details could not be settled at the current session of the Board but such an 

important topic would certainly be taken up again as the Board evolved its methodology and 
applied it at successive sessions. It might be helpful if the Director-General could 
communicate his preliminary thoughts on how the activities suggested in the draft resolution 
might most effectively fit in with his own proposals as described in his Introduction to the 
programme budget• 

Dr BORGOHO said that it was appropriate that the Board should adopt a resolution on 
regional programme budget policy. However, the regional committees needed to know exactly 
what was expected of them, and in the draft resolution under consideration the operative 
paragraphs were insufficiently precise. The activities to be undertaken by the 
Directors-General constituted the first step in establishing the overall policy on which the 
specific policies of individual regions would be based. Consequently, if operative 
paragraph 2 were placed before operative paragraph 1， and if the procedures were clearly 
specified, the text would be easier to follow. 

There was also some confusion with regard to the timing of the measures to be taken: 
some - such as the study of what the policy should be - would be of almost immediate 
application, whereas others - such as evaluation and monitoring - would be undertaken at a 
future date after the actual policies had been determined. In any case the resolution 
finally adopted by the Board should offer real guidance and should not be a mere declaration 
of principle. 

Dr HAPSARA welcomed the attempt to establish a closer link between national programmes 
and WHO support from the regional offices or from headquarters. There was a wide spectrum of 
concepts and mechanisms concerned with policies, strategies and plans of action for health 
for all, and it was important that they should be designed in clear terms and with due regard 
for the health development process as a whole. 

He agreed that every effort should be made to optimize the use of WHO'S resources. In 
many cases, however, resources available to countries from WHO were less than those available 
from elsewhere. In such circumstances it would be wise to try to make efficient use of the 
total resources available, and not just of those supplied by WHO, He therefore suggested 
that a new subparagraph (3) should be included in operative paragraph 2, requesting the 
Director-General "to continue to promote the mobilization of resources, including external 
resources, for the implementation of the strategy for health for all". 

An important consideration was the feasibility of the measures proposed in the draft 
resolution. It would accordingly be helpful if the Regional Directors could inform the Board 
whether the draft resolution could be implemented smoothly or whether it would need some 
modification. 

Mrs DE LA BATUT (alternate to Professor Roux) requested clarification of a point 
connected with operative paragraph 2 of the draft resolution. If the activities referred to 
in that paragraph were to constitute an institutional mechanism, there was a connection 
between that paragraph and the document entitled "Managerial framework for optimal use of 
WHO1 s resources in direct support of Member States" (EB75/INF.DOC./5) to be considered in 
connection with item 7.2 of the agenda. 

Dr SAVEL1EV (adviser to Professor Isakov) said that the draft resolution reflected 
previous discussions on the subject. He wished to propose a number of amendments which, 
while not altering the substance, might help to improve the text. 

First, he wished to add a fourth quotation from resolution WHA33.17 at the end of the 
first preambular paragraph, reading； 

-requested the Executive Board 1 to monitor on behalf of the Health Assembly the way 
the regional committees reflect the Assembly1s policies in their work 1 • 

Secondly, the content of the draft resolution ought to be addressed to the Thirty-eighth 
World Health Assembly, which had wider powers. He accordingly proposed that the words: 

"RECOMMENDS to the Thirty-eighth World Health Assembly the adoption of the following 
resolution: 
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•The Thirty-eighth World Health Assembly, 

Recalling resolutions WHA33.17 and WHA34.24,,f 

should be inserted before the paragraph beginning "Anxious to ensure 

Thirdly, he proposed that that paragraph should end at the words "Member States". 

Fourthly, the word "regularly" should be inserted at the beginning of operative 
paragraph 2(2). 

Fifthly, in operative paragraph 3(2) the words "on a regular basis" should be inserted 
after the words "monitor and evaluate", and the words "every two years in association with 
the programme budget review11 should be added at the end, 

Dr KHALID BIN SAHAN, commenting on the words "these funds accounting for some 70% of the 
regular programme budget as a result of the action taken in pursuance of resolution WHA29.48" 
at the end of the last preambular paragraph, said that although an increasing amount of WHO 1 s 
resources was being allocated to the regions, in the Western Pacific Region, out of a budget 
of USÍ 51.3 million for the period 1986-1987, 28.4 million was budgeted for country 
programmes and USÍ 22.9 million for regional activities. He therefore suggested that in 
operative paragraph 1(1) the words "both regional and" should be inserted before the words 
"country level1'. 

In operative paragraph 1(3) the words "such policies" referred to the "regional 
programme budget policies" mentioned in operative paragraph 1(1)• Yet it had presumably not 
been the intention to use regional programme budget policies in order to rationalize the use 
of national resources, as was implied by operative paragraph 1(3). He therefore proposed 
that operative paragraph 1(3) should be amended to read as follows： "to facilitate through 
such policies the rational use of WHO and other external resources in pursuance of national 
health development"• 

Mrs DE LA BATUT (alternate to Professor Roux) proposed the substitution of the words "to 
report to" for "to inform" in operative paragraph 2(2). 

Dr EL GAMAL agreed with the substance of the draft resolution, which accurately 
reflected the views expressed at preceding meetings, but feared that it would not be clear to 
a person reading the text without a knowledge of the discussion, 

In the preamble, the material drawn from the two World Health Assembly resolutions could 
be either shortened or deleted altogether. Moreover, in operative paragraph 1(1) the words 
"particularly at country level" should be replaced by "at all levels". 

The content of operative paragraph 1(4) suggested that the Executive Board would review 
the work of the regional committees twice - once when they submitted "such policies" for 
review by the Executive Board and Health Assembly, and again when the regional programme 
budget proposals were submitted to the Executive Board. He wondered whether that was, in 
fact, the intention and suggested that operative paragraph 1(4) should be amended to read: 

to prepare the regional 1988-1989 programme budget proposals in accordance with such 
policies for review by the Executive Board and Health Assembly . 

In operative paragraph 1(5) it was not quite clear what the word "they" really referred 
to. 

Since there was general agreement regarding the substance of the draft resolution, he 
suggested that a drafting group should be established to consolidate the amendments. 

Professor LAFONTAINE supported Dr El Gamal1 s proposal for the establishment of a 
drafting group• 

Dr REID also supported that proposal. However he felt that the drafting group would be 
assisted in its work if the Director-General could give some indication as to how the process 
set out in paragraphs 59 and 60 of the Introduction to the proposed programme budget was 
expected to operate in practice• 
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The DIRECTOR-GENERAL said that while it was the more usual practice in WHO to provide 

the Board in advance with an information document on any points raised in the Introduction to 
the proposed programme budget that required expansion, there was always a dilemma involved in 
choosing the best way to present a topic. In the present instance he had thought it more 
useful to highlight his main concerns in the Introduction and await the Board's reactions to 
them so that further information could then be provided in direct response to those 
reactions• In the light of what had been said in the Introduction and the Board1 s comments 
upon it, he considered that the best course of action would be for himself and the Regional 
Directors, in their forthcoming discussions, jointly to try to identify the issues, processes 
and mechanisms at country level that would be involved in any regional programme budget 
policy. Other aspects of such a policy, outside the country level, that would have to be 
discussed were the implications for the regional offices, such as the impact on staffing and 
financial and budgetary matters, as well as for the regional committees. The policy would 
also include the establishment of a plan of action and a timetable, as well as monitoring and 
evaluation. As a guideline, a brief outline of the various aspects to be considered was as 
follows• 

The issues to be covered on a country by country basis within the framework of any 
regional programme budget policy might be: (1) support to national health-for-al1 
strategies； (2) support to the programmes that were essential components of those 
strategies； (3) strengthening national capacities for preparing and implementing national 
health-for-all strategies and their related programmes； (4) the importance of the transfer 
of validated information and of facilitating its absorption at national level； (5) the 
research and development required for health for all (a much neglected issue)； (6) optimal 
use of all resources, whether national or international, through the managerial process for 
national health development; (7) criteria for determining the WHO international services to 
be provided and for providing direct financial cooperation with Member States； (8) criteria 
for intercountry and regional activities； (9) criteria for the provision of supplies and 
equipment； (10) training: (a) utilization of national training institutions, (b) WHO 
country and intercountry training courses, and (c) criteria for the utilization of 
fellowships in accordance with the Executive Board's policies； (IX) consultants; 
(a) maximization of the use of national staff, and (b) criteria for ensuring that both 
national and international consultants were well versed in the Organization's policies; 
(12) criteria for ensuring that meetings were convened and organized in a productive manner. 

The processes to be set in motion at country level to tackle those issues would have to 
comply with the provisions of resolution WHA30,23 on programme budgeting procedures and might 
be as follows : (1) definition of the requirements with regard to strategies and programme 
development; (2) definition of priorities in accordance with the criteria set out in the 
Seventh General Programme of Work; (3) identification of the WHO collaboration required； 

(4) rationalization and mobilization of resources, both national and international. 

The mechanisms to be set up in countries through which the processes could be set in 
motion to tackle the issues had been evoked by a number of Board members. Whatever 
mechanisms were eventually proposed, they would have to be based on a concept of WHO, not 
just as a provider of funds, but as a partner closely involved in national strategies and 
programmes. Further discussion would be required to work out those mechanisms. 

The aspects beyond the country level that required consideration were: (1) the action 
and attitudes required from WHO in providing the regional and global support required to deal 
with the issues through the specified processes and mechanisms； (2) WHO1 s staff structure 
and profiles - were they compatible with the new approach or would changes be needed to 
ensure that Member States received the support they needed? (3) the budgetary and financial 
implications of a regional programme budget policy； (4) the regional committees - how were 
they to prepare themselves for the establishment and monitoring of regional programme 
budgets, how were the 1988-1989 regional budget proposals to be prepared (the guidelines now 
being given were no more than suggestions for further consideration by the regional 
committees)? (5) the plan of action and timetable for getting regional programme budgeting 
under way; and (6) monitoring and evaluation and the preparations to be made for that 
activity by the regional committees, the Executive Board and the Health Assembly. 

He admitted that a concentrated verbal outline such as the one he had just given was not 
easy to grasp in the immediate. If the Board so wished, he could prepare an information 
document on the subject to assist the the Board in its deliberations. Such a document could 
be produced within 24 hours, but, if issued, should be considered only as an informal source 
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of ideas and in no way construed as an attempt to force any particular course of action on 
the Board. 

Dr KO KO (Regional Director for South-East Asia) noted that, as the Director-General had 
said, the Regional Directors would in their meeting with him after the Board session be 
discussing all the technical aspects involved in regional programme budgeting. That would be 
a considerable task and since there were still a large number of practical points to be 
thrashed out he doubted whether Dr Borgoflo1s request for greater precision in the resolution 
could be met. It would perhaps be better to leave determination of the details to the next 
session of the Board. 

In reply to Dr Hapsara, he felt that the regions could produce a regional programme 
budget for 1988-1989. In the South-East Asia Region, for example, there were mechanisms such 
as those developed for national development plans, national health policies, regional 
health-for-all strategies and plans of action, the Seventh General Programme of Work and 
other activities that could be used as a basis for formulating the regional budget policy. 
The difficulty was, as Dr El Gamal had mentioned, to prepare it in time for review by the 
Board and the Health Assembly as required by operative paragraph 1(4) of the draft 
resolution. Although it would be feasible to present a regional programme budget policy to 
the Regional Committee in 1985, that would preclude detailed consultation with countries and 
discussion of the budget's implications with them. A further difficulty was that the regions 
were being asked to develop a regional budget policy and at the same time to apply it in the 
preparation of a budget• It would be simpler and more convenient if the policy were to be 
developed now and applied for the preparation of the 1990-1991 budget, but the Board1 s 
anxiety for a regional programme budget policy to be applied as early as the preparation of 
the 1988-1989 programme budget was understandable as the health-for-all deadline was so close 
at hand. Normally, the Director-General's instructions for the preparation of the 1988-1989 
programme budget would be issued in August 1985, thus initiating the budget preparation cycle 
which ended with submission of the budget to the Health Assembly in 1987. It would be useful 
if the Board could before that date provide the Secretariat with guidelines on how to prepare 
their regional budget policies and advise them on how to incorporate those policies in the 
budget being prepared at the same time• 

Dr BORGOÑO proposed that the Director-General•s offer to provide a document, even if 
only a preliminary one, containing an expanded version of the guidelines he had just given 
verbally, should be accepted. Such a document would provide a very useful conceptual 
framework for the draft resolution and should perhaps go to the drafting group first before 
being discussed by the Board as a whole. 

Dr KOINANGE seconded that proposal. 

Dr NAKAJIMA (Regional Director for the Western Pacific) endorsed the observations that 
had been made by the Regional Director for South-East Asia. A further aspect that caused him 
concern was how to coordinate the discussions on regional programme budget policy with those 
on other important regional issues. For instance, the next session of the Regional Committee 
for the Western Pacific would be embarking on its first evaluation of the implementation of 
national and regional strategies for health for all by the year 2000. He felt that if the 
Regional Committee was to be asked at the same time to discuss a regional programme budget 
policy some confusion would be generated among participants, especially as the most important 
aspect of that programme budget policy would be the proper use of WHO resources to implement 
programmes in accordance with the health-for-all policy. Furthermore, in response to 
Dr Khalid bin Sahan1s suggestion that the Regional Committee should take a more careful look 
at some important programme issues linked to health-for-all activities, he had promised that 
that would be done• He would need to give more careful consideration to the time scale of 
the preparation of a regional programme budget, but here too he had reservations. 

Dr ASVALL (Regional Director designate for Europe) said that the suggestions before the 
Board would be of great assistance to the regional offices and regional committees in * 
adjusting programmes to improve their performance in advancing towards the goal of health for 
all. The Regional Office for Europe would welcome the exercise. One slight problem would, 
however, be timing. The long-standing tradition in the European Region was to start 
programme budget preparations in the spring in order to allow for detailed review of 
proposals by individual Member States before the draft programme budget document was 
submitted to the Regional Committee in the autumn. Ideally, the regional programme budget 
policy should be available now if it was to be applied to the formulation of the 1988-1989 
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regional programme budget. One way round that problem would be to formulate the policy in 
time for submission at the end of April to the annual session of the Advisory Group on 
Programme Development, a sufficiently large and representative group to give an accurate 
reflection of the Regional Committee's likely reactions to the policy. The Regional Office 
could then work on further development of the policy document in parallel with the budget 
document, which would include the ideas put forward by the Advisory Group, The final 
revision of the policy would be carried out after the Regional Committee1 s discussion of it 
when the programme budget was finalized in the spring of 1986. It was clear that to meet 
that timetable, the whole process would have to start as soon as possible if the policy 
formulated was to have any real influence on the preparation of the 1988-1989 programme 
budget. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that his understanding 
from what the Director-General had said was that regional programme budget policies, 
programmes and plans of action would be discussed with the Regional Directors and within the 
Global Programme Committee. Thus it might be slightly premature to take any decision on the 
matter before those discussions had taken place, since the Board might well wish to know the 
consensus of opinion arising out of them before finalizing its own views. He too, like the 
other Regional Directors, felt that the timing of the procedure might cause problems. 

Dr REID said that he had deliberately not been very specific in some areas of the draft 
resolution for reasons that had become clear as the Director-General and others had spoken. 
He fully appreciated the difficulties timetabling would cause• It would not be useful to 
issue directions that were impossible to carry out, and the important point was to settle the 
general principles involved in order to guide the development of regional programme budget 
policy. He therefore suggested that it would facilitate and accelerate the drafting group1 s 
work if it had before it not only the information document to be prepared by the 
Director-General and the list of the amendments proposed by Board members but also any 
suggestions the Secretariat might have with regard to timetabling• 

Dr BORGONO agreed with Dr Reid1 s suggestion. He felt that the regional offices would 
not be starting from scratch in their preparation of regional programme budget policies； 

admittedly there were no written policies, but the regions were already applying certain 
patterns of policies. What the Board was trying to do was to define general and uniform 
principles that would include specific features to take account of the diversity of the 
regions. If the information document to be prepared by the Director-General and the Regional 
Directors to serve as guidelines for discuss ion could be ready in time for the next meeting 
of the Global Programme Committee, that would make it possible for the next session of the 
Board in May 1985 to review regional programme budget policy in the light of the Global 
Programme Committee1 s conclusions. 

The DIRECTOR-GENERAL said that he was inclined to feel that there was always a tendency 
to believe that the Director-General was attempting to centralize WHO1 s action and was 
endeavouring to gain greater power. That was in fact entirely contrary to his view of how 
the Organization should function and to the spirit guiding his work. It was his obsession 
that Member States should receive the maximum assistance from their Organization, in terms of 
political, moral and emotional, and technical support• He personally had nothing to lose or 
win; all he stood to gain was to further his conviction of the importance of improving 
health. He stressed the need for dynamic autocriticism at all levels, both among Member 
States and by the Director-General himself. 

The proposals under consideration indeed represented another building block in the 
process, which had been evolving over the past eight or nine years, in support of 
health-for-all strategies and with the purpose of instituting and digesting a coherent policy 
at all levels• It seemed to him that there would have to be an outlook of "systematic 
indeterminacy" in order to ensure that Member States were indeed making the best possible use 
of WHO. Discipline was required in that regard. From his own visits to countries he felt 
that many of them could avail themselves to an increasing extent of what WHO had to offer, 
and he would emphasize the importance of that consideration. 

He stressed the fundamental difference between WHO, with its constitutional mandate of 
directing and coordinating international health work, and all other agencies working in the 
field of health. He sometimes wondered whether Member States really wanted an organization 
with those specific characteristics, and he had raised the question with the non-aligned 
countries, since there could not be a divorce between the policies of an organization and the 



SUMMARY RECORDS： THIRTEENTH MEETING 155 

responses to such policies. The policy process had in effect been initiated and Member 
States were indicating their wishes in that respect. The time had now come essentially to 
provide a suitable impetus and discipline. Such discipline could be provided by a suitable 
regional programme budget policy framework - the systematic part• The details of giving 
effect to such policy would have to evolve progressively - the intermediate part. 

In connection with the time-frame to be adopted, he said that the programme budget, 
while not perfect in itself, was becoming a valid tool for assessing how action was 
developing and for facilitating the next assessment, which would lay emphasis on replying to 
the question of how Member States made use of WHO, as well as how the Organization was 
playing its role with regard to health-for-all and priority programmes. Accordingly, it 
seemed to him that it should be possible to accommodate the timing of the proposal under 
consideration. 

The CHAIRMAN noted that the Board had not expressed any objection to the submission 
shortly of a preliminary document by the Director-General. In that regard, he urged any 
members who wished to do so to propose amendments to the draft resolution that morning. The 
proposed drafting group could then meet, and he suggested that it should consist of 
Mrs de La Batut, Dr Borgoflo, Dr Hapsara, Dr Koinange, Dr Reid and Dr Savel 1ev. 

It was so agreed. (For continuation, see summary record of the twenty-second meeting, 
page 306.) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued from the eleventh meeting) 

The CHAIRMAN pointed out that although the basic information and tables contained in 
pages 1-46 and pages 293-305 of the proposed programme budget document did not call for 
formal study by the Board and had been included for information purposes only, members were 
naturally free to ask questions thereon at any time• He invited the Board to begin 
consideration of the programme statements and tables• 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1； Document P3/86-87, 
pages 49-70) 

Governing bodies (programme 1) 

Dr REID gave notice of two matters which he thought the Executive Board would do well to 
consider in a year's time and which were both related to the draft resolution on which a 
drafting group had been established. Firstly, and in connection with the reference, in 
paragraph 3 under programme 1.2, to the correlation of the Board's work with that of the 
regional committees, he thought that the relationship between the Board and the regional 
committees needed to be more clearly defined. Secondly, it was his view that there should be 
greater opportunities for members of the Board to see for themselves what was happening at 
the country level, and beyond the limits of their own regions• If they were able to carry 
out visits to seek on-the-spot answers to specific questions - and he acknowledged that the 
matter had budgetary implications - the monitoring role of the Board might be enhanced. 

In reply to a question by Dr BORGOÑO, Mr FURTH (Assistant Director-General) explained 
that the net decrease in the estimates for the World Health Assembly and the Executive Board 
in comparison with the 1984-1985 figures was almost entirely due to the application of an 
exchange rate of Sw.fr. 2.50 to the US dollar for 1986-1987 as compared with a rate of 
Sw.fr. 2.16 used in the current budget. 

WHO 1s general programme development and management (programme 2) 

Executive management (programme 2.1) 

Dr BORGOÑO stressed the importance of the Health for All Working Group, referred to in 
paragraph 7 under programme 2.1 (Executive management)； there was a clear need for 
coordination to ensure satisfactory team work in the sphere of primary health care, where 
activities were particularly fragmented. He suggested that apart from making field visits 
and sporadic contacts as the occasion arose, the Group should invite the opinion of nationals 
who could provide direct feedback from countries where particular progress had been made, and 
its meetings should be arranged to facilitate such dialogue. 
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Dr HAPSARA said that the importance of coordinated cooperation could not be 

over-eraphas ized, and asked for more details concerning the act ions envisaged in the paragraph 
to which the previous speaker had also referred. 

Dr 0T00, who also called for further details as to the operation of the Health for All 
Working Group, pointed out that although management per se constituted a major vehicle for 
providing support to national efforts to secure health for all by the year 2000, there was a 
danger of management developing for its own sake, somewhat in isolation from all the various 
primary health care activities. It was essential to ensure the concentration and proper 
channelling of resources• 

Dr QUAMINA, speaking on the subject of internal audit, noted the statement in 
paragraph 20 under programme 2.1 (Executive management) that the Organization1s management 
would be informed wherever recommendations arising from the audits were not being acted 
upon; she asked whether the Board was provided with up-dated information as to whether such 
recommendations were being carried out• 

Professor ISAKOV, also speaking on the subject of management, noted with satisfaction 
the statement that evaluation would be an integral part of the management process; it was 
essential to review the effectiveness of resource utilization, not merely during 1986-1987 
but on a permanent, ongoing basis. 

He welcomed the creation of the Health for All Working Group under the chairmanship of 
the Director-General as a further step towards efficient monitoring of progress and of the 
utilization of resources at the national level• 

Dr KHALID BIN SAHAN observed that in paragraph 11, under programme 2.1, reference was 
made to the role of the Regional Director in the coordination of regional and country 
activities. He recalled that an experiment in using nationals as WHO programme coordinators 
was under way in the African Region; if the experiment proved positive, would it be extended 
to other regions? If it was a failure, would it be discontinued? 

Professor JAZBI asked for further information concerning the Health for All Working 
Group, including the criteria for selection of its members and the frequency of its meetings. 

Dr HELLBERG (Director, Health for All Strategy Coordination) said that the Health for 
All Working Group had been established by the Director-General to work on the country aspects 
of the Strategy and to learn with the countries as they implemented their national 
strategies• Those contacts were related to ascertaining what was going on, what constraints 
there were on implementation and how the Organization could strengthen and further develop 
its support for countries. That badly needed dialogue involved and should involve senior and 
experienced public health administrators, such as members of the Executive Board and senior 
WHO staff members, who were aware of the problems faced by national administrators in 
implementing their strategies. The main entry point to the relationship with countries was 
provided by the monitoring and evaluation process, which provided a diagnosis and developed 
the agenda of work for the Secretariat and WHO as a whole in developing further support in 
that area. Referring to paragraph 7 under programme 2.1, he said that certain critical 
issues had already been identified during the first round of monitoring. The three major 
areas where support was needed were, first, dealing with resources, economic strategies etc., 
secondly, advocacy of strategies, policy, etc. and, thirdly, management, to which Dr Otoo had 
referred. In that way, by taking account of the agenda of work presented by countries 
through monitoring and evaluation reports and by continuous dialogue with the responsible 
leadership, cooperation was stimulated between countries, with constant emphasis on the 
country level, including the strengthening of management. The Director-General acted as 
Chairman of the Working Group and the members consisted of the Deputy Director-General, two 
Assistant Directors-General, two Directors and representatives of the Director-General's 
Office and the Health for All secretariat. There was also a support group which closely 
followed the monitoring and evaluation process. The Health for All Working Group met roughly 
once a month, holding about 10 meetings a year, while the support group met more frequently； 

its task entailed continuous coordination of relationships with other programmes at 
headquarters and at the regional offices, as well as joint participation at the country 
level• The machinery had been established by the Director-General as an experiment in 
strengthening the support to be given to the process in which countries were involved, and a 
great deal had already been learned as the dialogue with the countries continued; the use of 
that machinery was being adapted in the light of experience. 
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Mr DONALD (Internal Audit), replying to Dr Quamina, said that the internal and external 
audit reports were dealt with separately, the former being submitted to the Director-General 
and the latter to the World Health Assembly. With regard to the specific question of what 
had happened concerning matters raised in the External Auditor 1s last report to the Assembly, 
the internal auditors had followed up certain aspects as the occasion had arisen, but the 
External Auditor himself would follow up other questions and would presumably report on them 
to the next World Health Assembly or, failing that, to the one after. 

Dr SAMBA (Officer in charge, Regional Office for Africa), replying to 
Dr Khalid bin Sahan, drew attention to the experimental nature of the introduction of 
national WHO programme coordinators. In Africa, the concept had gradually moved from an 
experiment to experience. At the last session of the Regional Committee, an exchange of 
views had been held on the functions of those coordinators, and a working group had been set 
up to review and evaluate the entire experiment; the results would be submitted to the 
Executive Board. The continuation of the experiment in Africa and its possible extension to 
other regions would depend on the decisions of the competent authorities, of which the 
Executive Board was one. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the experiment in 
the Region for which he was responsible was very limited, since only two countries had 
national coordinators• The success of the experiment would mainly depend on Member States 
themselves - whether they appointed suitable people and whether they were prepared to 
cooperate with them after they had been appointed. In many cases, the very fact of the 
appointment resulted almost at once in a good relationship with the existing minister of 
health and other health officials; but sometimes when a change occurred the newcomer was 
practically excluded from all cooperation- In one of the countries concerned, there had been 
two national coordinators, the first very ineffective and the second quite effective； in the 
other country, the coordinator had been successful simply because the minister of health had 
decided to increase cooperation with WHO. It might therefore be concluded that if the health 
authorities were really willing to cooperate, the experiment could succeed. While it might 
be safer to appoint international officials, with whom cooperation was usually easier, in 
favourable circumstances a national representative could be more successful than an 
international one, because he knew the people and how to approach them, particularly in 
countries where discussions had to be held with more than one person. His Regional Office 
still had an open mind on the subject and considered that it was worthwhile pursuing the 
experiment for the time being. 

Dr EL GAMAL asked whether the appointment of a national WHO programme coordinator was 
considered necessary in countries where the various regional offices themselves were located. 

The DIRECTOR-GENERAL said that Dr El Gamal 1s question had given him an opportunity of 
bringing the question into historical perspective• He bore considerable responsibility for 
the experiment. The original idea had been to try at all costs to mobilize national talents, 
since there had been a tendency for many years in the Organization to conduct what aroounted 
to supranational WHO projects with WHO experts, overlooking the national expertise that 
existed in so many countries. Moreover, if WHO was to be used more imaginatively and 
intelligently in utilizing national resources, confidence between Member States would be 
improved and there would be a greater critical mass of people understanding WHO policies at 
the national level• That was the underlying idea of appointing national progrannne 
coordinators. He would not dwell on the exercise, because it would subsequently be 
evaluated, but the Executive Board had given him permission to go ahead with the experiment 
and he was therefore obliged to report back to the Board. The only reason why 110 report had 
been submitted at the current session was because of the lively discussion on the subject in 
the Regional Committee for Africa, which had not led to any conclusions for the evaluation of 
the experiment• A report would certainly be submitted to the next January session of the 
Board. 

In reply to Dr El Gamal he said that it was for each Member State to decide whether it 
had the national capacity to make the best possible use of WHO, with or without a regional 
office or an international or national programme coordinator. All WHO was concerned with was 
how to derive the maximum benefit from the available resources• He fully understood 
Dr El Gamal 1s concern, for a country hosting a regional office might well consider whether or 
not it needed a coordinator or whether the resources involved could be used in a more 
productive way. In any case, each host country would solve the problem in the light of its 
specific situation； for example, India had mostly felt the need to have an international 
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programme coordinator in addition to the Regional Office, but the problem would naturally 
vary from one host country to another. 

Director-General,s and Regional Directors1 Development Programme (programme 2.2) 

Dr REID observed with approval that programme 2.2 introduced an element of flexibility 
and capacity to respond to scientific and other developments of all kinds. He had been glad 
to see from paragraph 4 that in the light of discussions in the Executive Board and the 
Health Assembly on the programme budget for the previous biennium, the Director-General had 
found it possible to make US$ 1.6 million available to strengthen programmes which might 
benefit thereby• It would be noted that in 1986-1987 the amount in the Director-General1 s 
Development Programme would be retained at the same level as in 1984-1985. He had two small 
points to make concerning the Regional Directors1 development programmes. The statement in 
paragraph 6 that allocations for the programme in the Americas were funded from "Other 
Sources11 seemed to be incorrect; the relevant table showed that the amount of US$ 207 000 
was proposed under the regular budget• Secondly, and although he was confident that there 
were good reasons for the nearly threefold increase in the proposed allocation for Europe, he 
hoped that those reasons would be explained. 

Dr BORGOÑO agreed with Dr Reid on the importance and utility of the Development 
Programme, and added that its management raised delicate problems. The Director-General 
pointed out in the Introduction to the proposed programme budget that radical changes in the 
management and coordination of budget implementation would be made with respect to the first 
three general objectives of the proposals for 1986-1987 - strengthening of national 
capacities to prepare and implement national health-for-all strategies, technical cooperation 
in support of those national strategies and the establishment of critical masses of 
health-for-all leaders. It appeared that the changes referred to would affect programme 2.2, 
but the actual manner in which the funds available would be used was not very clear. It was 
of course important to have a reserve for unforeseen eventualities, and it was important for 
all regions to have such funds at their disposal under the authority of the Regional 
Director; up to now, the Pan American Health Organization (РАНО) had not enjoyed such an 
allocation; it was his understanding that the sum that Dr Reid had referred to was to come 
from the РАНО, not the WHO regular budget. 

Like Dr Reid, he wished to know the reasons for the very considerable increase under the 
Development Programme in the proposed allocation for Europe, which might generally be thought 
to need such a reserve least. 

Professor JAZBI, referring to paragraph 6， asked why the allocations for the Development 
Programme had been increased in the Americas, Europe and South-East Asia and not elsewhere. 
Was it because the programmes for which the funds were to be used were not progressing 
satisfactorily? 

Dr OTOO recalled that during the discussion on the grave disaster situation in Africa, 
the Officer in charge of the Regional Office for Africa had said that WHO support for relief 
programmes came from the Regional Directors1 development programme funds. Despite all the 
concern which had been expressed about that situation, it appeared that the proposed budget 
allocation for Africa under the Development Programme in 1986-1987 was identical with that in 
1984-1985. Could not some measure of increase be contemplated? 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the present financial 
exercise was the first time for the Region of the Americas that the budget contained WHO 
resources specifically assigned to the Regional Director1 s development programme for 
cooperation in the Region. It had thus been suggested that WHO resources should be placed 
under "Regular budget" against the Regional Director1 s development programme• He endorsed 
Dr Borgoño 1s and Dr Reid1 s remarks on the importance of that kind of programme and resources 
to provide flexibility in regional action. 

Dr ASVALL (Regional Director designate for Europe) said it would be seen from the budget 
figures that the increased allocations for 1986-1987 were largely intended to catch up with 
non-increases in past years• The fact that Europe had had much lower allocations for the 
Regional Directors1 development programme in the past three or four budget years than other 
regions had caused considerable problems in programme delivery, although the situation had 
been somewhat easier during the previous biennium owing to accrued savings. That situation 
no longer obtained, and in planning for the future and discussing health development and the 
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need to be able to inject programme activities at an opportune time when the greatest benefit 
could be derived from specific actions, it had been decided that a reasonable degree of 
flexibility should be maintained. That was the reason for the proposed increase, which might 
seem rather large from one biennium to another, but reflected the very low budgeting for 
previous years; there was no great difference between the European proposals and those of 
some other regions. A number of events that had occurred in recent years, such as the 
problems raised by toxic oil in Spain, necessitated the possibility of quick action, which 
related to inter-country, not only country, programme activities. 

Dr SAMBA (Officer in charge, Regional Office for Africa) welcomed Dr Otoo 1s question. 
One of the most difficult problems he had had to deal with in the past few months in 
Brazzaville had been how to satisfy increasing demands on the Regional Director1 s development 
programme in view of the fact that the regular budget was already committed to meeting 
increasing requirements, particularly for emergency relief. The Regional Office had very 
little left in the Regional Director 1s development programme, even only half-way through the 
biennium, and it would therefore be most grateful if its allocation could be somewhat 
increased, to allow for flexibility. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that it had not been 
found necessary to try to increase the allocation for his Region. Any emergency or new 
development occurring during one biennium was usually taken into account in the regular 
programme budget for the biennium following, so that the amount in the Regional Director 1 s 
development programme was released for future use for another purpose. That of course did 
not mean that allocations for previous years were not fully used. 

Professor JAZBI said he found that statement rather confusing. If the allocation for 
the subsequent biennium could be drawn upon, why should any region seek an increase? 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that the Regional 
Director's development programme for the Western Pacific Region was already being funded to 
the maximum financial limit of 2% of the regular budget and consequently, in order to respect 
that limit, no increase had been requested. A zero-based budgeting had been applied when 
preparing the proposed programme budget for 1986-1987, and although it had been recognized 
that requirements did indeed exist - taking into account the increasing need for disaster 
relief, programme development in applied research into health services and transfer of 
technology programmes -, in view of the financial limitation the development programme had 
been maintained at the same level as for the previous biennium. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that Dr Nakajima 1s 
reply had already provided the reason for an absence of increase also in the Regional 
Director's development programme in the Eastern Mediterranean, since in view of the financial 
limitation it was very difficult to consider any larger figure, except in a situation of 
extreme importance. It should be noted that in real terms an absence of any increase meant a 
reduction of approximately 13.5% as a result of cost inflation. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the increase shown 
for the Region of the Americas was provisional and was based on budget forecasts made in 1982 
which would be adjusted in the light of the РАНО budget to be determined in 1985. It was 
likely, in view of current circumstances and limited resources, that the increase would not 
in fact be realized. 

Dr KO KO (Regional Director for South-East Asia) said that the figures given, although 
they might appear high, were hardly sufficient to cover any real emergency. In the 
South-East Asia Region, the amount currently available under the programme in question came 
to rather more than US¿ 137 ООО a year. With that sum he was unable to carry out any real 
development activity and indeed attempted to earmark it mainly for situations of emergency. 
The sum was in fact a nominal one. For real development programmes the tendency was to turn 
to the global programme for support, without which it would be impossible to carry out 
development activities. 

The DIRECTOR-GENERAL, in reply to Dr Borgoño, said that the history of the 
Director-General•s Development Programme dated back to the time when it had been necessary to 
make drastic reductions at global level, in accordance with resolution WHA29.48, during which 
period it had been very difficult to maintain much flexibility to stimulate innovative 
ideas. Innovation was therefore the first justification for the Development Programme. 
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Tropical disease research and training had initially come out of the programme and had 
subsequently become universally recognized as a leading force in that all-important research 
area with a budget of US$ 32 million a year. Other examples were the expanded immunization 
programme, the diarrhoeal diseases control programme and the action programme on essential 
drugs, all of which had had their "origins in the Director-General's Development Programme and 
had subsequently received extrabudgetary financing. As Dr Borgoño had said, the funds should 
be used when there were radical changes in programme orientation, which always presented 
difficulties. For example, in the area of cardiovascular diseases there had been a new 
orientation towards prevention and the Director-General's development programme was being 
utilized in that respect and would probably continue to be utilized until that area also 
attracted sufficient resources to become self-sustaining• The radical change in policy 
orientation towards health for all meant that many countries were cooperating as "sentinel" 
countries with WHO at global and regional levels, and the Director-General丨s Development 
Programme was being used in order to help accelerate that cooperation. 

Secondly, when it came to translating new and often difficult policy prescriptions by 
the Health Assembly into national realities 一 in areas where research and development was 
required, such as in financing of health services, community participation and intersectoral 
action - the Director-General1 s Development Programme was a means by which to set up 
activities in their initial phases. 

Thirdly, the programme was constantly resorted to in situations of emergency, as was the 
case for the current African crisis• 

Full details of the programme were provided to the Health Assembly and Executive Board 
every two years, and a report would be available in 1986. Such a flexible resource potential 
could obviously be either used for real stimulation or abused and, while there was always a 
risk that it might become a "slush fund", that danger had so far been avoided and the funds 
made available had always had an important justification in what was a period of constant 
change within the Organization. 

Dr BORGOÑO said that he had also wished to know whether funds for the training of 
leaders at WHO and within countries was to be included under executive management 
(programme 2.1) or in the Director-General1 s Development Programme (programme 2.2). He had 
understood from tbe Director-General 1s Introduction that resources for such purposes would 
come not only from global funds but also from country funds so as to stimulate a real 
interest in such training. He requested further clarification on that point. 

The DIRECTOR-GENERAL said in reply to Dr Borgoño that he was of the opinion that there 
should be different levels of resource mobilization. It was obviously important that Member 
States should consider it to be a worthwhile innovation, and if so he hoped that they would 
be ready to allocate resources to it, for example, through fellowships as part of health 
manpower development• Nonetheless, in order to establish a basic institutional framework in 
which the projected training could take place, it would be useful to draw upon some of the 
Director-General * s and Regional Director 1s Development Programme funds for the first few 
years until the possibilities of more permanent solutions, including extrabudgetary 
financing, could be assessed. 

Dr GARCIA BATES said the objective of increasing the ability of staff at all levels was 
obviously closely connected with that stated in paragraph 5 under "WHO*s General programme 
development and management". She asked what methods were to be used to that end, 
particularly when it came to changing attitudes among top-level staff and considering the 
need to create a "critical mass11 of support staff both within WHO and at the country level. 
Consideration should be given to non-traditional teaching methods, particularly for top-level 
staff for whom traditional forms of teaching would be ill-adapted and whose attitudes and 
behaviour it was most difficult to change• Who would be their teachers? 

General programme development (programme 2.3; Document ЕВ75/INF.DOC./5) 

Professor ISAKOV, referring to paragraphs 5 to 9, said that he had been pleased to note 
attempts to improve still further the information system of WHO, with particular relation to 
the effective use of resources to meet the real needs of the Organization and its Member 
States. In view of the fact that considerable funds were being devoted to the information 
system he asked about the extent of use of the facilities at headquarters and in the regional 
offices and whether coordination was adequate. 



SUMMARY RECORDS： THIRTEENTH MEETING 161 
Professor BAH, referring to staff development and training (paragraphs 10 to 12)， said 

that it was largely due to WHO that medical faculties in Africa had been transformed into 
centres for health sciences and that the training of health workers had become a continuing 
part of health policy. WHO should, in particular, continue to provide support for seminars 
which would help train local personnel and should pursue its activities to train personnel in 
statistics and, above all, in management, without which it would not be possible to realize 
health-for-all targets. 

The CHAIRMAN drew attention to the particular relevance in the current discussion of the 
document on the managerial framework for optimal use of WHO'S resources in direct support of 
Member States (document EB75/INF.DOC./5). 

Dr BORGOÑO said that he shared the concern expressed by Professor Isakov and pointed out 
the importance of paragraphs 21 and 22 under programme 2.3, which referred to WHO 1s 
masterplan for informatics support. Paragraph 22 prompted the question of what the "new 
systems'1 were and how they were to be developed at different levels with appropriate 
technology at each level, be it within countries, regions or globally. 

Referring to the table relating to programme 2.3, he expressed surprise at the decrease 
in the amount for the Western Pacific； there were increases in all other regions, including 
a very large increase 一 from US$ 221 000 to US$ 2 010 800 一 for the Eastern Mediterranean 
Region. 

Dr QUAMINA said that it was heartening to read the references to microcomputers and that 
the Organization had gone on record as saying it approved of their use in health systems at 
country level, particularly for information systems and in monitoring and evaluation. Noting 
that workshops and other forms of training were to be conducted at country, regional and 
global levels, she suggested that a technical report might provide a good introduction in 
that area. 

Dr EL GAMAL said that reference was made, in paragraph 16 under programme 2.3, to the 
Eighth General Programme of Work, which was one of the must crucial tasks for the Board in 
the 1986-1987 biennium. That was also closely related to the subject of the draft resolution 
presented in the early part of the current meeting and called for more detailed examination 
in so far as the timetable for the elaboration of the Eighth General Programme of Work was 
concerned, since the Programme would determine the success or failure of the health-for-all 
strategy. 

The meeting rose at 12h25. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS ; Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

DIRECTION， COORDINATION AND MANAGEMENT (Appropriation Section 1； Document PB/86-87, 
pages 49-70) (continued) 

WHO 1s general programme development and management (programme 2) (continued) 

General programme development (programme 2.3; Document EB75/INF.DOC,/5) (continued) 

Dr BELLA expressed appreciation of WHO 1s staff development and training programme and, 
in particular, the training provided in connection with the onchocerciasis programme. 

Miss DEBEY (alternate to Professor Roux) said that document EB75/INF.DOC./5, on the 
managerial framework for optimal use of WHO*s resources in direct support of Member States, 
was of crucial importance in view of the change from a programme-oriented structure to a 
system where each country was responsible for the definition and implementation of its 
national strategy. The document was also relevant to programme 3.2 (Managerial process for 
national health development)• The agreement between WHO and Member States to determine the 
commitments and joint activities of both parties should, perhaps, be valid for several years 
in order to allow for real programme planning and joint monitoring. Care should be taken to 
ensure flexibility； the agreement would have to be adapted according to the country, and 
perhaps a model Memorandum of Understanding might not be necessary. It was stated that a 
study would be made on the possibility of updating basic agreements and she would appreciate 
more information on that point• 

There had been much discussion on the appointment of national programme coordinators who 
were nationals of the country concerned. The problem was whether they could perform their 
duties properly, with a foot in either camp； it would be particularly difficult for them to 
discharge their responsibilities in the joint monitoring process. Great care should be taken 
if the experiment were extended, and a better definition of a coordinator1 s tasks would be 
useful• 

A third point was the monitoring of Member States1 expenditure by WHO. Paragraph 3.12 
of document EB75/INF.DOC./5 referred to the need for "sound evidence that these funds have 
been used for the intended purpose11 • There was a potential danger of conflict in assessing 
the evidence, and perhaps expenditure should be defined more specifically in the budget to 
prevent that difficulty. 

Regarding the role of regional offices (section 4 of the document), it seemed that the 
tendency was to move from a programme-based structure towards a country-based structure. The 
term "country desks11 ("bureaux de pays") was not very clear. 

In the programme budget document, in paragraph 26 of the statement on programme 2.3, it 
was stated that the substantial increase in the budget for the African Region was the result 
of pooling secretarial staff providing support to the regional health officers under the 
programme. She would like to know what regrouping had taken place and whether it had been 
intended to improve geographical coordination, and how it had been organized. 

-162 -
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Dr GEZAIRY (Regional Director for the Eastern Mediterranean), in reply to Dr Borgoño 1s 
question at the preceding meeting, said that the budget for the Eastern Mediterranean Region 
had increased because an increase had long been overdue for supplies and equipment for 
computer-assisted management. The budget would probably be reduced again in 1988-1989. The 
budgets of some other regions had decreased under the 1986-1987 global budget to balance out 
previous increases, although the "Other Sources" column often showed that there had been no 
net decrease, 

Dr NAKAJIMA (Regional Director for the Western Pacific), in further reply to Dr Borgoño, 
said that the increase in the budget for the Western Pacific Region was due to a 
restructuring of services within the Regional Office. The increase in the regional programme 
was offset by a decrease in the intercountry budget. Staff had been transferred from the 
health information programme to the health situation and trend assessment programme 
(programme 3.1) to enable them to work more directly with Member States. A systems analyst 
had been transferred to the regional programme, and a statistician had been transferred to 
the intercountry team. Such transfers were important in the campaign for countries to become 
self-reliant in information systems development. Some programmes had lost staff, while 
others had gained staff. The budgetary implications were explained in the regional programme 
budget document, but only a summary was provided in document PB/86-87. He would give more 
information if required• 

Dr ROBERTSON (Staff Development and Training), replying to Dr García Bates1 questions, 
said that it was necessary to identify and build "bridges" in the context of the training 
offered by the Organization to its own staff and to senior national staff in Member States• 
Dr García Bates had endorsed the Director-General 1s statement in the Introduction to the 
proposed programme budget on the need for a critical mass of health-for-all leaders. The 
concept of "training" as such for leadership was a questionable one, but it was essential to 
establish a developmental route for the preparation of all-round leaders, both within the 
Organization and at country level in ministries, universities and health-related 
institutions. As the Director-General had said, such training could not be achieved by 
short-term classroom technical courses alone, although there were certain sound traditional 
teaching elements which would continue to be used. Learning by doing, by discussion, by 
absorption, by apprenticeship, by internship, etc., were not infallible methods and some 
types of information could still best be conveyed in traditional ways. WHO should not be 
afraid of using traditional methods, but should be bold in the use of radical new approaches 
where appropriate. The combination of methods which best served the Organization 1s 
objectives would be used: the "objective" of health-for-all leadership development would 
itself have to be much more clearly defined. Dr García Bates had asked whether WHO would be 
using non-traditional methods. The answer was yes, but it was not yet clear which methods 
would be appropriate. One new approach which might be tried was the work-study programme, 
particularly for the training of young potential leaders. An international work-study 
programme might be set up, in which participants would alternate periods at work with periods 
of formal or informal study. 

Many people on a global scale and within WHO had the best of intentions and appropriate 
basic professional training but suffered from a sense of professional isolation, A more 
effective network of communication must be set up among health-for-all and primary health 
care leaders• Orientation exercises should also be provided for the present health and 
political leaders. The Regional Director for the Eastern Mediterranean had quoted that 
morning an example of how a problem-solving meeting had turned into an educational and 
developmental exercise for ministers of health and of education. 

Another bridge was one which might improve the understanding between WHO senior staff 
and senior staffs at country level to improve mutual understanding of what each side meant by 
primary health care and health for all, and understanding of the goals and nature of the 
Organization itself. 

Traditional professional health teaching had its social and developmental inadequacies 
and, unfortunately, it was the senior lead health profession itself that was most at fault, 
with a few laudable exceptions. A bridge was needed for members of individual health 
professions to enable them to become "international health development" experts. In 
universities, in ministries of health, and within the Organization itself, it had often been 
thought that a person could be moved, without any specific preparation, from the desk, 
laboratory or bedside to a position in a national ministry with international 
responsibilities or to the Organization itself where the whole thrust of the work was 
developmental and catalytic. On joining the Organization, any new staff member needed to 
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learn how it functioned. WHO was fully committed to a process of continuing education for 
its staff, including stages of briefing, advanced briefing, and further briefing as a career 
developed. Staff members subsequently learned by exposure and experience. A coherent plan 
was gradually being implemented for the briefing and training procedures which all 
professional staff should go through on joining the Organization and in the course of their 
careers. 

Another bridge was required at the national level. Health manpower development 
programmes at global and regional level had already done a great deal to develop basic 
training in public health, health services management and health services research as the 
foundation which health-for-all leaders had to build upon. However, given a number of people 
with the basic professional training, the next stage was to introduce those issues which 
related to an understanding of interrelationships, development and the catalytic process. 
Dr García Bates had asked what kind of behaviour change was necessary. The first requirement 
was surely a change in the utilization of the potential of the Organization and its staff• 
Staff now had to understand not just one or two specialized areas but the whole developmental 
and catalytic processes which lay at the heart of WHO'S work in the period until the year 
2000 and beyond. 

Dr García Bates had asked who would be carrying out the training. The answer was that 
everyone in WHO and in the countries had their part to play• Most of the training required 
for the development of leaders could only be done as a dialogue between equals led by people 
who knew the business from both the WHO side and the national government side. The 
"university without walls" which was WHO 1s aim should perhaps have as its deans a judicious 
combination of the Dr Kaprios of WHO and his counterparts among the elder statesmen of the 
Member States• All persons in line management in the Secretariat should be involved in 
self-education and in the training of their peers, those above them and those they 
supervised. That principle was rapidly becoming a reality at headquarters and in several 
regional offices. An emphasis on staff development and training would also benefit 
ministries of health at country level, for without that foundation it was difficult to see 
how leaders of the future could be trained. Training staff would have to come from outside 
the health world as well. WHO should look to schools of sociology, anthropology, the 
behavioural sciences and management for some of the input required to meet the 
Director-General 1 s challenge. 

Dr MANDIL (Director, Division of Information Systems Support), replying to Dr Quamina, 
said that "informatics" was a collective term to refer to the development and operation of 
information systems and the computer methodology and technology used to support such 
systems• The term came from the French term "informatique", but it had not yet reached the 
Oxford Dictionary. Analagous new terms, such a "telematics" and "bureautics", had been 
coined to describe other new technologies• 

Dr Quamina had expressed approval of the way in which WHO was introducing microcomputers 
and of the emphasis placed on training• She had suggested that a technical report, as part 
of the WHO Technical Report Series, should be published on the subject. In fact, a start had 
been made in 1981 by an international consultation of experts on informatics and on the uses 
of informatics in the health field from seven Member countries, the then two WHO 
collaborating centres on health informatics, and members of the WHO Secretariat; it had 
produced a report on the priorities among future prospects for the WHO informatics support 
programme. A technical report could indeed be produced, but whether that would call for an 
expert committee or a study group was a matter for the Director-General to decide. Such a 
report would require the close cooperation of national experts and the WHO collaborating 
centres on health informatics, which now numbered four. 

Professor Bah also had stressed the importance of information systems and informatics 
training. A number of training activities both for Member States and for WHO staff had been 
conducted or were planned. For example, international seminars had been held in 1983 and 
1984, with particular reference to the suitability and uses of information systems and 
small-scale computing in the health sector. There were a number of examples from Member 
States showing the approach to such processes and how they had been used. The first seminar, 
held in Cairo in 1983， had been attended by 14 participants from 12 Member States, and the 
second, held in Sirmione, Italy, in 1984, by 13 participants from 11 Member States. Similar 
training activities would be conducted in 1986 and 1987• 

In cooperation with the staff development and training programme mentioned by 
Dr Robertson, a number of training opportunities had been provided for WHO staff individually 
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and in groups. Some 270 staff members, coming from virtually all WHO programmes and 
divisions, were to be trained in 1985. Two such training activities had been carried out in 
1984, and a training seminar was currently taking place. There were plans for such training 
in the regional offices throughout 1985, 1986 and 1987 both for staff and for Member States, 
definite arrangements having already been made in two regional offices• 

Dr Borgoño had stressed the importance of the masterplan, which was the means whereby 
the Director-General intended to pursue the systematic development and operation of systems 
within the Organization. The plan was also a means of controlled technical and managerial 
coordination of such systems and a cost-effective way of developing systems for common 
Organization-wide application. Dr Borgoño had specifically asked about the new and enhanced 
systems referred to in paragraph 22. Such information could be provided when reviewing the 
programme budget of the technical programmes• Examples of programmes to which such systems 
related included the programmes on tropical diseases research, expanded immunization, human 
reproduction research, and vaccine development. There were some systems needed throughout 
the Organization which would have to be enhanced in themselves or were to be extended to 
cover other offices and levels in 1986-1987 in terms not only of development but also of 
operation. Examples were systems for information support for the monitoring and control of 
health-for-all by the year 2000, and informatics support at the WHO programme-coordinator and 
country levels and within the Secretariat• Activities in all those areas were being carried 
out for and with the full cooperation of the regional offices. A further example was the 
extended use of telecommunications between the Secretariat and institutions in Member States, 
including WHO collaborating centres in those States• An experiment to which reference might 
be made when the Board reviewed the vaccine development programme was already being 
conducted, involving a network linking together a number of collaborating centres in seven 
countries, and the WHO Secretariat, to provide a speedy flow of information for the vaccine 
development programme. 

He fully agreed with Dr Borgoño on the importance of appropriate technology and gadgetry 
to be used at various levels. Until very recently, expensive large computers could only be 
used in capitals, in specialized buildings and with strong support from computer suppliers. 
But with the growth of inexpensive small-scale and more robust informatics technology, it was 
now possible confidently to extend the use of such technology in the regional offices and in 
the field. There were indeed many cases in which informatics technology, though a high 
technology, had become perfectly appropriate. 

Professor Isakov had asked how all the hardware and software was being coordinated 
within the WHO Secretariat. Several forms of such coordination were currently being 
practised• The information system support groups at headquarters and in the regional offices 
had agreed on a number of standards for application throughout the Organization, to ensure 
minimum technical compatibility. There were also written guidelines for the development of 
any type of computer application, and the acquisition of any hardware and software anywhere 
in the Organization, with clear step-by-step technical and other directives. The Global 
Programme Connnittee had agreed on a minimum acceptable level of compatibility, which stopped 
just short of suggesting that everyone should have the same type of hardware. That provided 
a level of compatibility, with a cost-effectiveness objective to ensure that any computer 
application developed anywhere in the Organization could probably, with minor or no 
adjustments, be used in any other part of the Organization. There were many illustrations of 
how the coordination of hardware and software in the information systems led to such 
cost-effective use. The administration and finance system, of which the Board had seen some 
slides arid viewgraphs, was one such common system; substantially the same system was used in 
the Regional Office for Europe and the Regional Office for Africa and was under active 
consideration for installation in the Regional Office for the Eastern Mediterranean later in 
1985. 

Dr CHOLLAT-TRAQUET (Managerial Process for WHO Programme Development), replying to 
Dr El Gamal1 s question on the preparation of the Eighth General Programme of Work, said that, 
according to the plan of action for the implementation of the Global Strategy for Health for 
All adopted by the Health Assembly in May 1982,1 the Assembly was to approve the Eighth 
General Programme of Work in May 1987. The Executive Board had thus to prepare the final 
draft text in January 1987, That timing would allow for the timely preparation of 
medium-term programmes related to the Eighth General Programme of Work, on which the 
programme budget for 1990-1991, which would be the first prograrame budget for the Eighth 

1 Plan of Action for implementing the Global Strategy for Health for All. Geneva, 
World Health Organization, 1982 ("Health for All" Series, No. 7). 
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General Programme of Work, would be based. To enable those operations to proceed smoothly in 
1987, the Board would have to begin its preparation of the Eighth General Programme of Work 
in January 1986. That would allow a year of preparation - a very busy year in which, 
following the methods of preparation already used for the Seventh General Programme of Work, 
it would be necessary to consult countries and regional committees, possibly with the support 
of the Programme Committee of the Executive Board if the Board so desired. 

If the Board agreed to that general line of operations, the Director-General would 
submit a working paper on the subject to the Board in January 1986. It was as yet premature 
to say what the precise content of the document would be, but it appeared reasonable to 
include in it a summary of the contents of the Eighth General Programme of Work, based on a 
preliminary analysis of the results of implementation of the objectives and activities of the 
Seventh General Programme of Work and of the medium-term programmes related thereto. The 
Eighth General Programme of Work would also take account of the evaluation of global, 
national and regional strategies for health for all by the year 2000 and of the general 
development of country programmes. The document might also contain a summary of the 
principles and methods used for formulating the Eighth General Programme of Work. Those 
methods would take account of WHO1 s new management policies, in particular of the programme 
budget policy to be adopted by the Board at its current session. She was at the Board1 s 
disposal if further information was required on the subject• 

Dr COHEN (Adviser on Health Policy, Director-General 1s Office), responding to 
Miss Debey1 s request for information about the basic agreements mentioned in document 
EB75/INF.DOC./5, said that, in order to avoid bureaucracy, the Director-General would not 
wish to attempt to engage immediately in all the legal, political and practical matters 
involved in changing the basic agreements with countries, particularly since the nature of 
WHO 1s cooperation with its 164 Member States varied widely. Drawing attention to paragraph 
2.20 of the document, in which it was stated that the kinds of existing agreements between 
WHO and Member States might require amendment or updating, and that it was therefore proposed 
in the meantime to rely on memoranda of understanding, he said that the Director-General had 
established a small interdisciplinary group whose purpose, as described in paragraph 2.21, 
was to "see to what extent an illustrative model Memorandum of Understanding can be 
drafted"• In other words, the Director-General intended to "play it by ear" and to learn by 
doing. 

Dr KAPRIO (Regional Director for Europe), supplementing Dr Cohen 1s statement, said that 
the Regional Office had been endeavouring to develop the "technology" of agreements of 
understanding, and it had been necessary to take conditions in individual countries fully 
into consideration. Even in Miss Debey's own country, efforts had been made to discover what 
coordination should take place among the various ministries, what ministries should be 
involved and what role should be played nationally and in WHO. Another member had raised the 
question of roles as between the region and headquarters• There was a tremendous variation 
of possibilities, from very modest and straightforward one-programme agreements to 
large-scale cooperation. The extent to which it was desired to use the services of WHO 
depended largely on the political will of countries. His Region and others had accumulated a 
considerable amount of experience in the matter. 

Dr OTOO said that he viewed the leadership training concept as a direct response to 
long-felt needs in the process of developing health for all. In many ways, that concept had 
come late - but better late than never! Leadership needs applied as much to political 
leaders as to health and health-related personnel. If leadership training failed to develop 
a way of promoting intersectoral cooperation and community participation in national health 
development, the problems of establishing primary health care on a broad basis might be 
aggravated. The target group for the activity in question and the role it was expected to 
play should be clearly outlined at the various levels of health development. The development 
of such a leadership training programme must be made part of the general managerial process, 
a vehicle for national health development, and part of a package for developing the 
management absorption capacity of Member countries. 

External coordination for health and social development (programme 2.4) 

The CHAIRMAN recalled that reference had already been made to the question of external 
coordination for health and social development in connection with emergency relief operations 
and coordination with other organizations. In addition, he had given an account during the 
Board's consideration of the report on the African Region of discussions held in the 
Programme Committee on the subject. A considerable amount of ground had thus been covered. 
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Dr BORGOSO said that he had gained the impression from the description of programme 2.4 
that the emergency relief operations now came under the responsibility of Dr Partow, even 
though it was shown in the organizational chart at the end of the programme budget document 
as coming under the Director-General1 s Office. If his understanding was correct, that was an 
extremely important move, there would be no need to discuss many questions that had already 
been considered by the Board. 

Mr GRIMSSON, referring to paragraph 15 on emergency relief operations, said that, in the 
light of the earlier discussion, it would be appropriate to reverse the double objective 
referred to. WHO 1s primary role must be to promote the health component of national and 
international preparedness for disasters. 

Turning to paragraph 13， he asked whether the mobilization of international resources 
and, in relation thereto, the economic strategy of WHO and the work of the Health Resources 
Group, would form the subject of a specific report to the Board at its next session. The 
issue was one that required to be kept under continuous observation by the Organization 1s 
governing bodies. Dr Gardner had raised the same issue during the discussion on general 
policy. 

Professor LAFONTAINE emphasized the need for effective coordination in emergency relief 
operations, in which there had been certain difficulties in the past. Such coordination 
should exist not only at the national level but also between headquarters and the regions• 
He hoped that that aspect of the problem would be kept in mind. 

Mrs BRÜGGEMANN (Director, Programme for External Coordination), replying to 
Mr Grimsson1s question, said that it was intended that the Executive Board discuss the 
subjects raised by him in response to a request made at an earlier session that WHO should 
look into the economic strategies required in relation to the implementation of the strategy 
for health for all. It would be related to issues of health resources mobilization. Dr 
Hellberg, who had been in consultation with certain experts to see what preparatory work 
could be done in that connection, could no doubt provide more details. 

Dr HELLBERG (Director, Health for All Strategy Coordination) recalled that, at the 
Board's last session, it had been decided that an item on economic strategies in support of 
health for all should be placed on the agenda for the Board's session in January 1986. The 
Director-General had begun preparation of the document for the Board as part of the 
health-for-all coordination process. One of the weaknesses diagnosed during the first 
monitoring round had been related to resources and their handling, availability and use in 
economic and financial planning with regard to health for all. Certain studies were already 
under way in the various regions and results of earlier studies were being brought together 
to provide material for discussion of the Organization 1s activities in support of Member 
States in that respect. Discussions with Regional Directors and various programmes at 
headquarters were under way, since economic aspects formed part of many different programmes 
and activities. There would be an opportunity to discuss the matter at length in January 
1986. 

Professor LAFONTAINE said that he would welcome some comments on the point he had raised 
concerning coordination between the regions and headquarters• He had in mind particularly 
the question of refugees in Central America. 

The DIRECTOR-GENERAL confirmed that the Secretariat had taken note of Dr Borgoflo1s 
comments on the importance of bringing the whole spectrum under better control than in the 
past and of Professor Lafontaine1s stress on the need for coordination to be properly and 
productively related between the various levels from headquarters to the country level and 
through the regional level. The Secretariat was keenly aware of the danger of any disruption 
in that process. 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2; Document PB/86-87, pages 71-105) 

Health system development (programme 3) 

Health situation and trend assessment (programme 3.1) 

Professor FORGA'CS observed that it was stated in paragraph 2(1) under "Targets11 that by 
1989 most countries should have well-developed mechanisms for collecting relevant information 
and using it to assess their health system, while in paragraph 5 it was stated that a great 
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many countries had difficulty, or were unable, to obtain basic information even in respect of 
the 12 global indicators for health for all• There appeared to be some incompatibility 
between the two statements. 

Referring to paragraph 14, he stressed the importance of the question of terminology. 
An international standard classification of diseases existed, and there was also some 
international classification of primary health care systems, but international 
standardization of other indicators was also needed for the monitoring of the strategy, since 
it was otherwise extremely difficult to collect and use the information concerned at the 
regional and global levels. He asked whether it was possible to formulate a standard 
classification of indicators during the Seventh General Programme of Work. 

Dr BELLA said that, although the Ivory Coast had made a considerable investment in 
health, much remained to be done, and the current world financial situation did not help. As 
a basis for its primary health care system, and in addition to a number of large hospitals, 
the Ivory Coast had established 26 rural health sectors, one for each of its subprefectures, 
each sector covering several villages and including what was termed a peripheral hospital. 
Every young doctor, once qualified, was required to serve either in a health sector post or 
in a peripheral hospital, and only after two years of service there could he return to the 
capital and begin to specialize. The Ivory Coast considered that it was following WHO 1 s 
recommendations in so doing. 

With reference to resolutions WHA37.17 and WHA29.31, he appealed to the Director-General 
to provide funds to equip the peripheral hospitals he had referred to, to which country 
people came for treatment. The hospitals needed chairs for dental surgery, since at the 
moment young dental surgeons who had been trained at great expense had to work at tables for 
lack of proper equipment. There was also a need for basic X-ray equipment to assist in the 
diagnosis of the more prevalent complaints, and notably of injuries caused by the large 
number of road accidents which occurred in the country. He thanked the Director-General in 
advance for what he might be able to do in that connection. 

Dr BORGOÑO said programme 3 of the programme budget was of considerable importance 
since, according to the tables presented, it accounted for roughly one-third of the 
Organization 1s regular budget• Programme 3.1, in particular, was crucial since, for 
monitoring and evaluation to be feasible, it was essential to have access to information that 
was timely, reliable and complete. He therefore regretted the fact that the allocation for 
that programme had been decreased by some US¿ 1 million, due primarily, although not 
exclusively, to a decrease in intercountry and regional programmes in Africa. 

He urged that when indicators were developed great efforts should go towards making them 
positive, particularly where coverage was concerned, so that instead of merely enumerating 
how many fewer people had become ill or died and assessing the coverage of specific 
programmes, such as the Expanded Programme on Immunization, it became possible to assess 
other aspects, such as the number of births at which professionals were in attendance. 

The most important part of the programme was contained in paragraphs 12-15 of the 
programme statement, since that would make possible real development at local level from the 
point of view of reorganization. It should have a catalytic effect which could be used to 
obtain complete and reliable information, not only within countries and regions, but also for 
publication in WHO 1s periodicals. He therefore suggested that, where that part of the budget 
was concerned, the funding should not be reduced by the large amount indicated. 

Dr QUAMINA, referring to paragraph 6 of the programme statement, in which reference was 
made to resolution WHA37•17, said that members would recall that, at both the Board and the 
Health Assembly, speakers had expressed their concern at the difficulties countries had 
experienced in fulfilling the requirements for monitoring and evaluating the health 
situation. She commended the Director-General for the programme activities described in 
paragraphs 10-13， which showed that he had responded to that resolution by trying to assist 
countries not only to meet their obligations to WHO, but also to fulfil their own needs for 
an information system which would allow them to evaluate their programmes for themselves. 

Dr Sung Woo LEE observed, with regard to paragraphs 10 and 15 of the programme 
statement, that WHO 1s Weekly Epidemiological Record had in the past been an important 
publication; however, since the diseases subject to the International Health Regulations had 
decreased to three 一 cholera, plague and yellow fever - its importance had decreased. Were 
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any efforts being made to improve the quality of the Weekly Epidemiological Record in order 
to give better service to Member countries? 

Dr SAMBA (Officer in charge, Regional Office for Africa) drew attention to paragraph 25 
under programme 13.13 of the programme budget, which stated that at intercountry level the 
increase in the African Region was due to the transfer of the provisions for the regional 
team for epidemiological surveillance and disease control previously included in 
programme 3.1, 

Mr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and 
Trend Assessment), in reply to the point raised by Professor Forgács, recalled that the 
Health Assembly had decided that every two years Member countries should carry out a process 
of monitoring or evaluation of the implementation of their health-for-all strategy. The 
results of that process were consolidated into a regional, and eventually a global synthesis, 
and thus monitoring and evaluation were essential tools for management vis-à-vis the targets 
set out in national strategies. The process provided an excellent opportunity for 
stimulating interest and for improving national capabilities in generating and utilizing 
information; however, improvements could not be achieved overnight, but only as a result of 
long and painstaking efforts. 

On the question of terminology, international classifications would have to be further 
developed so that there would be different sets of classifications for use at different 
levels of the health system, including a very simple one for use at the lay reporting level. 
It was not intended to develop any international classification for indicators； the 12 
global indicators adopted by the Health Assembly would constitute the core. However, 
countries, and also regions, might find that for monitoring and evaluation they needed more 
specific indicators than those 12 core indicators. Some regions had in fact already adopted 
additional indicators; for example, the Regional Committee for Europe had recently adopted 
38 regional targets and approved a provisional list of some 65 indicators. 

Dr Borgoño had urged that indicators used should not be merely negative, but should be 
concerned with positive aspects of health, and he fully supported that view. In a number of 
countries, indicators had traditionally been seen as negative and concerned with morbidity 
and mortality, but it was now felt to be important to supplement those with more positive 
types of indicator assessing progress in health promotion and protection. Here the European 
Region was again in the lead, and was preparing a new publication on the subject of 
measurements in health promotion and protection. 

As far as the WHO Weekly Epidemiological Record was concerned, it was true that the 
number of diseases subject to the International Health Regulations had now fallen to three. 
However, the Record had been reoriented, and was now capable of disseminating important news 
on a wide variety of health topics. For example, it periodically published reports on 
diarrhoeal and parasitic diseases, as well as on such less common topics as noneommuniсable 
diseases and environmental health. The Secretariat would continue to do its best to see that 
the Record， as well as other publications connected with the programme, continued to serve 
the interests of Member States, especially in support of the monitoring and evaluation of the 
strategy for health for all. 

Dr EL GAMAL said that he considered the WHO Weekly Epidemiological Record to be a very 
useful and important publication. Ministries of health placed great reliance on it in their 
work. 

As far as the question of indicators was concerned, he had been somewhat confused by the 
statement made by Mr Uemura to the effect that, in addition to the core of global indicators, 
there were to be a number of other indicators, if those were not supplementary indicators, or 
sub-indicators, for the different regions； he did not see how it would be possible to make a 
global statement if so many different kinds of indicator were to be used at regional level. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, at an 
intercountry meeting held in Damascus in September 1983, it had been agreed to adopt 
12 supplementary indicators, or sub-indicators, which were considered to be of special 
interest to the Region, but which would not have any negative effect on the global or core 
indicators. They had been the following: proportion of the recurrent budget in the total 
government budget allocation to the ministry of health; proportion of total public 
expenditure devoted to health； annual health budget per capita; per capita health resources 
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for primary health care； percentage of population covered by safe water supply; sanitary 
waste disposal; annual incidence rate of each of six EPI target diseases for the most recent 
five years； percentage of population covered by local health care； maternal mortality 
rates; proportion of children having a weight-for-age in line with reference values on 
entrance to primary school； life expectancy at birth; and finally, gross domestic product 
per head. 

The DIRECTOR-GENERAL said that Dr Bella had made an appeal for WHO cooperation in 
providing equipment to front-line hospitals which were directly in support of primary health 
care. The response to that request would necessitate a close dialogue between WHO and the 
Member State concerned, because if donors - whether bilateral or multilateral - were to be 
convinced of the need for such new equipment, they would have to be convinced also that the 
country concerned accorded due importance to primary health care and did not devote an unduly 
large percentage of its budget to maintaining large tertiary-level hospitals. He would 
discuss with the new Regional Director for Africa how to initiate such a dialogue with the 
Ivory Coast authorities so that WHO could respond to the request. 

He was glad that Dr El Gamal appreciated the importance of the Weekly Epidemiological 
Record. That publication had undergone radical changes, and now provided relevant, sensitive 
and consistent information for decision-makers in ministries of health in Member countries. 

Dr 0T00, expressing his appreciation of programme 3.1, pointed out that in many 
countries the health sector was competing with other sectors for funds to carry out its 
programmes. There was therefore a need to convince political decision-makers and economists 
that the contribution of the health sector to the economy was as important as that of other 
sectors• He consequently suggested that WHO should extend the programme on health situation 
and trend assessment to include a method of "talking with figures11 or develop a health 
economics language for effective dialogue with planners. The result would be to secure more 
national funding for small-scale local health programmes and thus ultimately effect savings 
in WHO 1s budget. 

Managerial process for national health development (programme 3.2) 

Dr HAPSARA strongly supported the programme proposals on leadership training in 
paragraphs 13 and 14 of the programme statement. He hoped that, in the measures already 
taken or to be taken by the Director-General, particular attention would be paid to 
identification of the expertise needed, design of curricula, training of trainers 
(paragraph 14), and the requisite facilities. Careful identification of the expertise needed 
should involve, inter alia, task or performance analysis and value systems analysis. 

Leadership was the essence of management, and human relations were the essence of 
leadership. The emphasis in training should be on the human factor, in other words on 
sociological, psychological, sociopsychological and socioanthropological aspects, rather than 
on purely economic considerations and managerial techniques or tactics as had sometimes been 
the case in the past• Every effort should be made to gear training to the philosophy of the 
people in the country or society concerned. Drawing on experience in his own country, he 
said that the building up of expertise should be focused on the management of health 
development, including policies, programming and implementation planning; actuating health 
programmes, including organization, staffing, supervision, intersectoral cooperation and 
community participation； control, monitoring and evaluation of the programme； the 
implementation of activities as required; and development 一 in other words, a constant 
endeavour to improve the quality of management or implementation. 

Mr GRIMSSON believed that a strong health economics component was very important, 
especially in regard to the managerial process for national health development; that was not 
clearly visible either in the programme under discussion or in other programmes. The 
programme was not intended solely as a priority one for affluent countries at a time of 
austerity, but could be formulated in such a way as to be equally applicable to all Member 
States. Economic thinking was still alien to many health workers, and all Member States were 
concerned about the cost implications and appropriate allocation of resources to health. He 
would welcome a response from the Secretariat on that point. 

He also wished to point out a discrepancy between the reference to the creation of a 
critical mass of "health development specialists" in programme 3.2 (paragraph 13 of the 
programme statement) and the need for "generalists" mentioned in connection with 
programme 2.3 (paragraph 12). 
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Dr GARCIA BATES, commenting on health system development (programme 3) as a whole, said 

that it was difficult to dissociate the four programmes of which it consisted and to 
appreciate their respective budgetary reductions and increases, since each was linked to the 
others. It was important that there should be no reduction in the budget allocation to the 
programme as a whole, especially since national health policies and strategies depended 
largely on the development of the interrelationship between the public health and social 
security systems and the private sector, the first two of which, for historical reasons in 
the Americas, had worked together to provide services, organize resources, and finance them. 

The political decisions as to the future development of health and particularly of 
social security systems constituted the basic framework for the changes needed in the health 
system. Although in most countries, particularly those of Latin America, the social security 
systems favoured certain privileged groups of workers, while few resources were available to 
the rest of the population, those systems nevertheless constituted an undeniable step forward 
in broadening the access of the population to health services. Their social role should be 
reassessed so as to reinforce their virtues and overcome their defects, based on a more 
comprehensive view of the nature of social security in the modern world. On that basis, it 
was clear that, by focusing the programmes and WHO 1s support for them on finding ways of 
integrating and coordinating the public health and social security systems and on seeking 
responses appropriate to the specific situation of the countries concerned, national health 
policies would be consolidated. There were no general rules since there were large 
differences between countries, so that collaborative efforts on the part of the Organization 
were called for to enable countries to find the correct approach. The situation of countries 
needed to be carefully assessed and a search made for new methodologies so that previous 
mistakes were not repeated and effective decision-making and management tools were developed 
for their health systems, together with the necessary legal framework. 

Miss DEBEY (alternate to Professor Roux), referring to the substantial increase in 
allocations to programme 3.2, requested precise information on the seven new posts in the 
South-East Asia Region mentioned in paragraph 17 of the programme statement, since they were 
stated to be mainly responsible for that increase. 

Professor BAH said that Guinea had been well advised to focus its efforts on primary 
health care since, despite the recent changes in the country and the gradual introduction for 
the first time of private health care, the foundations remained and primary health care in 
the rural areas was in a satisfactory state. He wished to thank the Regional Director for 
Africa and the Director-General for their collaboration in the development of the health 
system in Guinea; a WHO team was currently assisting in restructuring and evaluating its 
managerial process• 

Dr SUDSUKH appreciated the support to be given with a view to better programme budgeting 
(paragraph 12 of the programme statement) as one of the mechanisms leading to the optimal use 
of scarce resources. That approach was outlined in document EB75/INF•DOC•/5, and could be 
adjusted for use in countries in accordance with their specific situations. He was glad to 
see that decentralized programme budgeting would be extended to several countries in each 
region during the 1986-1987 financial period. 

He fully agreed with Dr Hapsara 1s views in connection with paragraphs 13 and 14 on 
health development specialists and training, respectively； training should be a continuing 
process and should be based on field experience and practical learning, and not just on 
institutional training courses. 

Dr KHALID BIN SAHAN said that the whole area of managerial processes for national health 
development was critical for countries, for which it was becoming increasingly difficult to 
find the funds that they needed. He saw four major problems facing countries in connection 
with the managerial process. The first concerned the escalating costs of medical care as a 
result of the higher prices of technologies; larger institutions had to be built, far more 
difficult disease conditions requiring a high level of diagnostic services and prolonged 
treatment had to be controlled, and increasingly sophisticated equipment and facilities had 
to be provided and selected. The second problem was that of obtaining and providing reliable 
information for planning purposes, the third was money supply and che need to justify 
countries1 greater demands, and the fourth was the skill of planners. Furthermore, 
ministries of health were not necessarily the most effective agents of major socioeconomic 
change, since ministers of health were not usually at the centre of decision-making on 
socioeconomic investment. Another weakness was that many plans were drafted primarily in 



172 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
medical terms, and he agreed with Mr Grimsson that more attention should perhaps be paid to 
addressing the economic planners in a language that they understood. 

For those reasons, it was important for WHO to pay increasing attention to the 
managerial process for national health development, not only at the country level, but also 
at the regional and global levels. He therefore fully supported the proposed increases in 
certain areas of the programme budget. 

Dr KO KO (Regional Director for South-East Asia) said that all budgetary implications 
must be looked at in the context of the managerial framework for optimal use of WHO 1s 
resources in direct support of Member States. If countries were being given more 
responsibility and authority, they would naturally need more resources• Whereas that was 
already the case in a country like Thailand, with the Thai programme budgeting exercise, in 
some other countries WHO would have to reinforce the offices of WHO programme coordinators to 
enable them to assume their additional responsibilities. 

In reply to Miss Debey1 s question, he said that the seven posts mentioned in 
paragraph 17 were all nationals occupying general staff positions, and he referred her to 
page 442 of document РВ/86-87 for a breakdown of posts. 

Paragraph 12 on support for better programme budgeting systems, referred.to by 
Dr Sudsukh, had some implications for the future, as the experience gained in the countries 
concerned could usefully be adapted and applied in other countries. 

Dr VUKMANOVIC (Managerial Process for National Health Development) thanked members of 
the Board for their reflections and guidance, of which he had taken note. 

He informed the Board that the strategy for WHO support for the managerial process for 
national health development comprised six major components, namely, promotion, technical 
cooperation, training, mobilization of material support, development of methodology and 
strengthening WHO support capacity. Based on that strategy, a plan of action had been 
established defining the respective roles of each echelon of the Organization; WHO programme 
coordinators, the staff at country level, at the regional offices and at headquarters. 

In response to the question put by Dr Hapsara, Dr Sudsukh and others he pointed out that 
training in the managerial process was only one component of the WHO strategy to support the 
application of the process• In the present context, training should be considered, as 
Dr Sudsukh had suggested, as a continuous process, as part of applying the various components 
of the managerial process and as a part of learning how to resolve issues and problems when 
planning, implementing, monitoring and controlling the health system and the delivery of 
health programmes. He agreed with Dr Hapsara 1s suggestion that the type of people to be 
considered for that training should include representatives of various disciplines of both 
health and social sciences, and political and economic sciences, and should include health 
and development planners, representatives of other government sectors related to health, and 
of universities, institutes of public health, and insurance authorities, representatives of 
interest groups and nongovernmental organizations, and, above all, representatives of people 
and their communities. Intercountry training activities had been initiated to start up the 
training process for key nationals with the aim that the principles discussed could then be 
applied at the country level. Thus, training in that context was not used in its classic 
sense, as training done in isolation, but as part of the application of the managerial 
process• 

It was necessary to think, when devising programmes of such a type as would facilitate 
obtaining commitment to health for all, of all those concerned, not only at the highest 
government level but also of important people both in government and outside government in 
various groups, universities, nongovernmental organizations, and in the communities. WHO, 
being unable to provide all the training required in all countries, had adopted a selective 
approach, providing and facilitating the training of key nationals with the expectation that 
they would train others, thus putting in motion a multiplier effect. 

With regard to Mr Grimsson 1s concern, he informed the Board that a set of guiding 
principles had been set out in a recent booklet on programme budgeting and resource 
allocation in support of strategies for health for all, which concentrated on showing how 
policies, strategies and plans of action for health for all should be looked at in the light 
of the availability of resources for the implementation of national strategies for health for 
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all. The programme budgeting policy being promoted by WHO called for the government as a 
whole to define national priorities as a part of the strategy for health for all and to 
mobilize resources from various government sectors, interest groups, nongovernmental 
organizations and from people and their communities• 

As regards the complex of issues raised by Dr García Bates and Dr Khalid bin Sahan, he 
agreed that the task which lay ahead would perhaps facilitate the application of the 
managerial process in countries in subserving national goals through the mobilization of 
financial resources from health insurance schemes, interested groups and communities, in 
addition to those from government sectors, and through the mobilization of all individuals 
and institutions concerned. It was a complex problem and would perhaps form part of the 
leadership development process which was to be initiated• 

He added that WHO should accelerate its efforts to promote managerial capabilities and 
that the main aim at present was to launch the process at the country level. 

Mr FURTH (Assistant Director-General), replying to the question asked by Miss Debey 
about paragraph 17 (page 79), said that pages 441-443 of document PB/86-87 gave a complete 
list of the addition and deletion of posts in the offices of the WHO programme coordinators. 
The conclusion, on page 443, showed a net increase of 22 posts, resulting from an increase of 
39 posts and the abolition of 17. On page 441 it would be seen that in Africa there was a 
net decrease of posts in WHO coordinators1 offices primarily because of their replacement by 
national programme coordinators. In Burkina Faso, Mauritania and Togo, WHO programme 
coordinators had been replaced by national coordinators. No posts of national coordinators 
were shown in the table, as they were not WHO posts, although WHO paid part of the national 
coordinators1 remuneration and some allowances. In the Americas, on page 442, there were two 
new РАНО/WHO representatives - in Haiti and Panama - being financed from the WHO regular 
budget while the РАНО/WHO representative in Uruguay was being taken over by the РАНО regular 
budget. In South-East Asia, seven general service posts were being added to strengthen the 
WHO programme coordinators1 offices in Bangladesh, Indonesia，Sri Lanka and Thailand, In the 
Eastern Mediterranean Region, there were three new WHO programme coordinator posts in Iraq, 
Islamic Republic of Iran, and Saudi Arabia. As of 1986-1987, if the programme budget was 
approved, there would be 69 WHO programme coordinators and 24 national programme 
coordinators, making 93 altogether, of which 77 would be financed from the regular budget and 
16 from other sources• 

Dr KAPRIO (Regional Director for Europe), in further reply to Mr Grimsson 1s concern, 
said that in the European Region the health economics programme had been separated from the 
managerial process for national health development to form a sub-programme. 

As regards Dr García Bates1 comment on the social security aspect, it was clear to 
countries where health expenditure represented over 10% of GNP that it was a very important 
factor economically. The problem of achieving a balance between tertiary and primary care 
was therefore one which the European Region was trying to solve from the WHO viewpoint by 
showing that, if more funds were spent on prevention and on primary health care, there would 
be considerable savings in other health sectors. The economics programme was being carried 
out in cooperation with the International Social Security Association (ISSA), which had 
connections with ILO, and with the Organization for Economic Cooperation and Development 
(OECD), which collected information on health expenditure from the affluent countries of the 
world. If people in the European countries started to agree that primary health care 
investment was more important than tertiary care, that might lead to better care, since 
primary health care affected more people. Moreover, if such a development came from affluent 
countries, which could afford to experiment, it might influence and encourage similar 
developments in the Third World. 

Dr SUDSUKH, referring to Mr Furth*s statement that there were 69 WHO programme 
coordinators and 24 national ones, making 93 in all, pointed out that the Organization had 
164 Members. What did WHO do in the countries where there was no programme coordinator? 

The DIRECTOR-GENERAL said that in many European countries there already existed a 
national capacity to coordinate with WHO. He had always encouraged European countries to 
remember that WHO was not only concerned with the developing world and that they too should 
work with the Organization and make use of its information, experience and policy-making 
mechanisms. In the USSR, to quote but one example, many professionals within the Ministry of 
Health were working in close cooperation with WHO. In other regions there were situations in 
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which one coordinator worked with several countries. Although some countries had no 
coordinator, there were coordinating mechanisms in the overwhelming majority of Member States. 

WHO policies were faced not only with all the constraints which Dr Khalid bin Sahan had 
mentioned, but with different preference value systems in different countries. In some, the 
preferences of urban voters, who wanted technically advanced, expensive treatments, carried 
more weight with governments and heads of State than did those of rural voters: that was 
the political preference value system. There was also the social preference value system, 
which had its own parameters, as well as the technical preference value system which 
advocated the latest technology and clamoured for unlimited resources. All those competing 
value systems needed to be addressed, as Dr Khalid bin Sahan had said, in the appropriate 
economic language. To adapt to those conflicting demands, it was necessary to engage in 
research and development so as to create a system which would appeal to heads of State, who 
tended to favour prestigious developments, so that they could have a basis that would justify 
putting money into such things as primary health care. 

There was an immense way still to go in that direction. That was why he was promoting 
the development of health-for-all leaders who could cope with and influence those conflicting 
demands• They must be able to advocate at the head-of-State level and convince heads of 
State of the political value of providing health for people. 

It was easier to act on those lines if proper information was available. WHO had done a 
great deal in connection with a whole series of communicable diseases. In those areas, the 
best information in the world was being generated by the Organization and because of that, 
and because the cost-effectiveness of its achievements had been proved, it was possible to 
win the battle. On the other hand, WHO was at the embryonic stage of medical technology 
assessment• It must be able to conduct a proper argument at different levels, for example as 
to whether ultrasound scanning was better than computerized tomography scanning, but it must 
also be able to provide reasoned arguments in people1 s - and politicians1 - language about 
primary health care. The health-for-all strategy called for leadership and, if WHO did not 
produce leaders capable of arguing at both those levels, the management of health delivery 
would grow worse because of escalating costs. 

The meeting rose at 17h35. 
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Health system development (programme 3) (continued) 

Health systems research (programme 3.3) 

The CHAIRMAN drew attention to the fact that, at its ninth session, in October 1984, the 
Programme Committee had discussed health systems research. It had noted that despite the 
progress accomplished in biomedical research and health technology, health care delivery 
systems were not always in a position to make such advances accessible to all. The Programme 
Committee had recognized that health systems research, which might be defined as research 
aimed at optimizing the utilization of the techniques and resources available in a country in 
order to promote health and health care delivery at all levels of the national health system, 
had a major role to play in filling the gap between the development of new technologies and 
their application within countries. Health systems research embraced a whole range of 
subjects, from determining how a given technique could best be applied in any given health 
service to investigating the way the basic components of primary health care could be 
integrated for application at country level, and the Programme Committee had concluded that, 
in practice, it should enter into every national programme in the health field. Within the 
Organization, health services research formed an integral part of the programmes aimed at 
assisting countries in the field of health systems infrastructure and health science and 
technology• 

The Division of Strengthening of Health Services included a clearing-house for the 
coordination and exchange of information on health systems research• The Programme Committee 
had noted that many countries were insufficiently aware of the potential benefits of such 
research. There was too often a tendency to apply techniques coming from outside without 
testing them properly under local conditions or taking account of their impact on existing 
systems and services, which resulted in wastage of resources and inefficiency. In addition, 
the application of health services research implied a willingness to accept reform. The 
Programme Committee had considered that the Organization should continue to promote the 
appropriate utilization of health systems research in countries for the purpose of 
implementing national strategies for health for all• Particular attention in such action 
should be paid to the financial implications of any proposed innovations in order to ensure 
that the best use was being made of national and other sources for development. The 
Programme Committee had concluded that national potentials for health systems research should 
be strengthened, with especial attention being given to training the manpower of all levels 
that it required. The Organization should continue to promote health systems research in 
underserved priority sectors and to facilitate the dissemination of information and the 
exchange of experience on the subject among countries. 

Dr KOINANGE said that, as the Programme Committee had noted, very little if any 
attention was paid in health ministries to health systems research• Those who were supposed 
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to be providing attention to or leadership in that area very often had their time taken up in 
trying to remedy, in a haphazard and piecemeal manner, failures in parts of existing 
structures, generally in response to political pressures or community criticism. Any large 
industrial concern set aside funds for research and development； the health sector was far 
bigger, with a far bigger budget, than many industrial firms, and yet it spent very little on 
health systems research. He was disappointed that relatively little had been allocated to 
the field in the proposed programme budget and hoped that in future more funds would be made 
available. He hoped that the Director-General would in the meantime look into ways and means 
of responding to any requests to expand health systems research programmes that might be 
received before the preparation of the budget for the next biennium. 

The integration of programmes in the field and cooperation between them was an important 
area of investigation for health systems research. In this context, many countries had a 
tendency to reflect structures that existed at WHO headquarters in their own health 
ministries where they might be neither appropriate nor useful. Integration had been the 
subject of much debate； it would now be of interest to see an evaluation of what different 
countries and regions had actually achieved in the way of integration of, for example, 
maternal and child health, communicable disease and other programmes• 

Dr HAPSARA said that there seemed to be a close relationship between programme 3.2 
(Managerial process for national health development) and programme 3.3 (Health systems 
research). It would be useful to know what mechanisms existed in practice to link those 
programmes in an effective way at country, regional and global levels. 

With regard to the implementation of health systems research in the priority areas 
mentioned in paragraph 12, which was very important for the future, he wondered whether, in 
the light of what had been said in earlier discussions, it would not also be appropriate to 
include leadership in health development among those priorities. In any event, whatever part 
of the health systems development programme that topic might properly be considered to come 
under, it would assist countries1 efforts in providing further training if more specific 
mention was made of it in the appropriate programme. 

He shared Dr Koinange1 s view that the budget allocation for health systems research was 
rather limited and suggested that more attention should be given to it in the future. 

Dr SUDSUKH was gratified to see that the objective in paragraph 1 under health systems 
research explicitly referred to the development of appropriate methodologies for health 
systems research as an integral part of the managerial process for national health 
development, and the promotion of the application of research results in order to generate 
the knowledge required to improve the planning, organization and operation of health 
systems. However, the programme activities themselves did not seem to reflect clearly the 
following crucial aspects of health systems research: (1) to promote coordination of the 
whole process of health systems research including policy formulation, planning, funding, 
implementation, monitoring, evaluation and the dissemination of information and utilization 
of research results; and (2) to set up appropriate mechanisms as part of the health systems 
research process to ensure the implementation of that process as a whole and the involvement 
of manpower at appropriate levels, not only from the health sector but from others, including 
such people as economists, social anthropologists, policy-makers, administrators, field 
workers, community leaders and persons of intellectual standing in the community. Those two 
aspects would have a crucial bearing on the success of efforts to make the best use of the 
results of health systems research for developing and improving the managerial process for 
national health development. 

Dr BORGOHO said that there was general agreement on the increasing importance of health 
systems research and on the fact that countries were behindhand in utilizing it. The 
Organization should use its capacity as a catalyst to promote the topic as a priority at 
regional and especially at country level. The present low level of interest at country level 
was evident from the small size of the country allocations to health systems research in the 
budget• 

He agreed with the statement (in paragraph 3) that health systems research was an 
essential dimension of national strategies for the promotion and development of primary 
health care, particularly since the results of such research, although often of very local 
application, were nevertheless very necessary for the more efficient operation of the 
services concerned• 



SUMMARY RECORDS： THIRTEENTH MEETING 177 

With regard to programme activities for 1986-1987 (paragraph 7), the coordination of 
research was of importance not only within programme 3.3 but also between that programme and 
programme 7 (Research promotion and development) since there were general principles that 
were common to them both. Efforts should thus be carried out jointly, and not in isolation, 
for a more effective use of funds. The acquisition of knowledge was as important as the 
delivery of services. 

With regard to the implementation of health systems research (paragraph 12)， he 
suggested that the Director-General might refer the subject to expert committees, which 
should be able not only to indicate the most salient aspects of research into priority areas, 
but also to encompass the broader outlook of health for all by the year 2000, the strategy to 
reach that goal and further progress beyond that date. 

He joined previous speakers in requesting that if more funds became available, priority 
should be given to allocating them to health systems research, 

Dr KHALID BIN SAHAN agreed that health systems research was very important in the 
planning, organization and operation of health systems. Health services research addressed 
itself essentially to the utilization of existing technologies and resources rather than the 
discovery of new technologies• From that point of view health systems research would make an 
extremely important contribution to maximizing the use of available resources. The inclusion 
of the word "research" unfortunately gave the impression that very sophisticated technologies 
and structures were required to practise it, yet health systems research was crucial to the 
efforts to attain health for all. 

The present emphasis many countries placed on clinical and biomedical research was a 
legacy from past experience and practice. There was a need to develop a pool of people 
capable of applying the methods of health systems research and it should include not only 
those involved in the research field but also, and more particularly, managers. Managers, if 
they applied the methods of health systems research in their day-to-day activities, could be 
very effective in improving the delivery of health care services. Hence it was important in 
the health systems research programme to stress that management training programmes should 
include a health systems research component• Managers should be trained to carry out simple 
health systems research on their own systems and subsystems and to apply the results to 
improve those systems. 

The budget allocation for health systems research for 1986-1987 (US$ 2.7 million) 
compared unfavourably with that (US$ 10.67 million) for research promotion and development, 
which was devoted to clinical and biomedical research, in other words to the discovery of new 
technologies and the improvement of existing ones. In his view the proportion should rather 
be reversed in view of the importance of health systems research to the attainment of health 
for all. 

Finally, there was a need for the regional advisory committees on medical research to 
give greater attention to health systems research and reduce the emphasis on clinical and 
biomedical research. 

Dr OTOO said that primary health care would not be established by revolution: it had 
now become clear to most that it would only be reached by an evolutionary process. That 
process needed to be supported by operational research on critical issues and research into 
the social and economic impact of the primary health care programmes in order to determine 
their effectiveness in improving well-being and also to justify the enormous expense. He 
therefore joined previous speakers in emphasizing the need to increase the budgetary 
allocation to health systems research in the next biennium. 

Dr SAVEL'EV (adviser to Professor Isakov) noted that of the budget allocation for the 
health systems research programme, the largest portion (65%) had gone to intercountry and 
regional activities, representing an 11.45% increase on the amount being spent in the current 
biennium on the same activities. Considering the importance of the health systems research 
programme and the usefulness of developing standard methods and approaches to research on the 
organization and economics of health care which could be used by a wide range of countries 
and thus serve to strengthen national capabilities in the field, he emphasized that it would 
be more reasonable to develop such methods and approaches precisely by means of global and 
interregional activities. It would therefore be desirable to increase the budget allocation 
to global and interregional activities within the framework of the resources already 
earmarked for the programme. 
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Professor FORGACS agreed that health systems research was a crucial factor in attaining 

the targets of the strategy, and training in such research was also very important. However, 
although he agreed with Dr Khalid bin Sahan that managers should be capable of applying the 
results of health systems research, he doubted whether they were fitted to carry out the 
research itself, since research and management were two activities that called for quite 
different attitudes and skills. It should not have been specified under "Strengthening of 
national capabilities for health systems research" (paragraph 9) that health research work 
should be part of management training; what was very important was the training of full-time 
research workers in health systems research to ensure that health systems research equalled 
clinical and biomedical research. 

Dr•ADOU also agreed on the importance of health services research. He felt that the 
strengthening of national capabilities for health systems research (paragraph 9) was a very 
important part of the programme, and asked why the budget allocation for intercountry 
activities had increased over the current biennium whereas that for country activities had 
decreased in all regions except Africa and the Americas. 

Dr GARCIA BATES said that it was impossible to ignore the calls for additional funds and 
training for health systems research. It was, however, worth bearing in mind that in the 
developing countries, where there was no possibility for health workers to be given leave to 
pursue training courses in health systems research, training had to be given on the job; 
that simultaneous process of training and work also obtained in respect of universities. It 
was accordingly necessary to base any recommendations for action on an entirely realistic 
approach, particularly since national budgets for research were quite low. Some tentative 
models for training did exist, and it would be desirable to institute joint courses for 
teachers and workers, supplemented by refresher courses• That seemed to her the only way to 
arrive at concrete recommendations in view of the current financial restraints. Furthermore, 
that type of training seemed appropriate to health systems research, which should be done in 
the working environment and not in isolation. 

Dr Sung Woo LEE expressed appreciation of the efforts being made to strengthen health 
systems research. However, the level of funds proposed in respect of 1986-1987 did not seem 
to reflect the emphasis laid on the targets. 

Referring to the statement contained in paragraph 14 to the effect that the decrease in 
the Western Pacific Region was due to reduced requests from two countries where substantial 
support had been given in 1984-1985, he said that for the Republic of Korea it had not proved 
possible to recruit a health systems research expert in 1984-1985, whether for reasons of low 
WHO remuneration or availability he was uncertain. He hoped that WHO would provide an expert• 

Dr KO KO (Regional Director for South-East Asia), commenting on the point made by 
Dr Khalid bin Sahan regarding programme 3.3 and programme 7, made it clear that the Regional 
Office was pursuing activities relating to health systems research also within the funds 
allocated for research promotion and development. The question of terminology was important 
and the links between programmes mentioned by Dr Hapsara were relevant, since there were 
activities being undertaken in similar fields sometimes jointly under the programmes relating 
to managerial process for national health development, organization of health systems based 
on primary health care, health manpower and others. Accordingly, that whole spectrum had to 
be examined in order to have a true picture of the situation, 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the position in the 
Americas was similar to that in the South-East Asia Region, since the approach to health 
systems research was viewed as an integral part of work on related activities• There were 
funds for that kind of research under programme 3.2, Managerial process for national health 
development, programme 4, Organization of health systems based on primary health care, and 
programme 7, Research promotion and development. Thus, only very specific national work 
programmes were included under 3.3, Health systems research. 

Dr NUYENS (Health Systems Research) expressed appreciation of the comments made. It was 
obvious that health systems research had reached a mature stage in its development. 

There appeared to be general agreement among members of the Board that the budgetary 
proposal for 1986-1987 was somewhat paradoxical in view of the importance attributed to that 
activity. That could, however, be explained by the decision to decentralize the 
responsibility for health systems research among the various related technical programmes 
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both in the regions and at headquarters; it could be said that there were considerable 
hidden funds. The funds under the specific programme for health systems research were 
intended for use essentially for coordination and for a clearing-house for information. He 
agreed that the total allocation was somewhat low, and any increase would of course be 
welcome• 

Most members had emphasized the need for coordination, which constituted one of the 
essential tasks at headquarters and was being carried on in a number of different ways. 
There was at headquarters an informal core group for health systems research, which met to 
discuss issues of general interest. The recommendations of a recent interregional 
consultation on training for health systems research might be considered as an issue for 
discussion by the core group with a view to concerting the efforts of the various divisions 
in research training. There was also ad hoc coordination with several divisions and between 
global and regional levels• 

Only very selective areas of health systems research such as intersectoral action, 
community participation and financing had been included in the programme statement• It was 
hoped to include and develop other examples of substantive areas in accordance with countries 
priority needs. He had been gratified to hear Dr Borgoño suggest that ail expert committee 
should consider health systems research. There had, in fact, been a few initiatives over the 
past two years, including a study group which had determined the subjects or issues of 
importance for health systems research.1 Recently, a Public Health Paper had been produced 
illustrating the different uses and approaches of health systems r e s e a r c h H e would 
agree, however, that what had been done was still inadequate. Moreover, there was certainly 
at the national level a lack of understanding, and certainly a lack of political will, as to 
how health systems research could be utilized as one of the mechanisms within the managerial 
approach to health for all. The areas calling for research obviously required further 
detailed discussion. He pointed out, however, that the situation had considerably evolved as 
compared with earlier years when priorities had had to be selected. 

He drew attention to the fact that now, as an example, РАНО and the Regional Office for 
South-East Asia had made considerable efforts over the past two years not only to identify 
priority areas but also to develop very precise research and development programmes• It 
would thus be seen that an improvement had been achieved in identifying, both at the global 
and regional levels, the priority areas for research. He entirely agreed that that should be 
accomplished in close contact with countries and with workers in the field• 

On the manpower development training aspect the programme over the past two years had 
reoriented its approach so as to place greater emphasis on health manpower development, not 
just in the aim of producing more research workers but also in order to involve the different 
target groups• Accordingly, research workers would be involved as well as managers and 
policy-makers in the whole training process, although necessarily on the basis of differing 
approaches. The Organization would have to invest more energy and efforts so as to develop 
that training aspect in a more systematic manner. 

Replying to the specific comments made, he referred to the need for health systems 
research to focus increasingly on issues such as intersectoral action and integration of 
programmes, as well as the related need to develop a multidisciplinary approach. That would 
be developed under programme 4, Organization of health systems based on primary health care, 
in which there would be an important research and development component• With regard to 
recent experiences in the regions, he drew attention to the fact that the Regional Offices 
for South-East Asia and for Europe in particular had made remarkable efforts to explore ways 
in which disciplines such as sociology, political science, economics and anthropology could 
be linked in a more efficient and systematic manner to the regional and global strategies. 
The intention was to follow up such action at global level and to consider the important 
issue of how expertise in those disciplines could be more closely linked with the approach 
taken with regard to such matters, as, for example, the intersectoral problem. 

Comments had also been made on the need for appropriate mechanisms for health systems 
research, not only in respect of different disciplines but also to bring together different 

1 See WHO Technical Report Series, No. 694, 1983. 
о 
Taylor, С. E. The uses of health systems research. Geneva, World Health 

Organization, 1984 (Public Health Papers, No. 78). 
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target groups. The global Advisory Committee on Medical Research had concerned itself with 
the integration of research into the managerial framework as opposed merely to the promotion 
of research, and mechanisms at the national level were necessary in order to bring together 
the producers and users of research. Consideration was being given as to how to ensure that 
policy-makers, planners and research workers could get together and jointly define needs, as 
well as to ways of satisfying them. 

There was also a need to develop methodologies at the global level in consultation and 
coordination with the regional level• He mentioned a training package developed in close 
collaboration with the Regional Office for Africa the previous year, which was a "learning by 
doing11 type of package, and that had been discussed by the interregional meeting to which he 
had earlier referred. The intention was to develop that experience as an international 
training package, which would be sufficiently flexible to allow other regions to reflect 
their own needs and priorities. That was illustrative of the fact that health systems 
research should not be viewed as a new task exclusively but also as a dimension to be 
integrated into activities of all health workers at all levels. That called for innovative 
methodologies such as a participatory or action-research approach, where the distance between 
training and trainees was reduced as far as possible and where all worked together. 

Dr KAPRIO (Regional Director for Europe) drew attention to a number of relevant elements 
in the programme of the European Region, including model health care, quality assurance, 
active research on. nursing comprising primary health care components9 health promotion 
incorporating research projects on the development of healthy lifestyles, and social equity 
and health, also touching on the problem of unemployment. Furthermore, the health systems 
research component was also present in a number of existing programmes, for instance, those 
on aging and on traffic accidents. 

Naturally, training and research methodology were also implicit in programme 7 (Research 
promotion and development). Consequently, it was apparent that almost all the Regional 
Office programmes were involved in some type of research support activity, and internal core 
structures were evolving that were increasingly commensurate with the emphasis being laid 
within the Region on WHO'S role in research coordination. Guidance would be provided by 
ACMR, in respect of which he hoped that the title "Medical Research" could be changed to 
"Health Research11. 

The DEPUTY DIRECTOR-GENERAL noted that practically everything had already been said 
concerning the importance and relevance of health systems research in the drive towards 
achieving health for all by the year 2000 or at least an acceptable level of health in most 
of the countries, and making programmes succeed at the country level. He wished to draw the 
Board1s attention to "WHO research activities: biennium 1982-1983" (document RPD/COM/84), 
which contained information relevant to the discussion of programme 7. The position with 
regard to health systems research was much better now than it had been two or three years 
previously, but he would like to emphasize one or two points in that connection. It would be 
seen from ACMR1s report to the Director-General on its twenty-sixth session in October 1984 
(document ACMR26/84,9) that only three or four universities in the world currently gave 
courses on health systems research. Courses for research workers in the technical aspects of 
design, measurement and evaluation of health systems were given at the University of 
Newcastle in Australia, the University of Pennsylvania in the United States of America and 
McMasters University in Canada. The trainees in those centres worked on high-priority health 
problems which existed in their own developing countries. 

With regard to career structures, a study conducted in many countries by the WHO Office 
of Research Promotion and Development had shown that there were no real career capacities in 
most Member States. A young man who wished to engage in research, particularly health 
systems research, was thus faced with a formidable task in obtaining the necessary 
resources. In that connection, he had noted Dr Sung Woo Lee1 s reference to the low salaries 
in WHO in connection with the recruitment of an expert in such research. 

In conclusion, he quoted paragraph 3 of the programme statement for programme 7 
referring to the lack of capacity, resources and training for research in developing 
countries, including health systems research. He pointed out that many programmes contained 
either implicit or explicit reference to health systems research as part and parcel of the 
activities• 

The DIRECTOR-GENERAL commented on the budgetary aspects of the programme. His entire 
experience led him to the conclusion that nothing would ever come out of that activity unless 
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there were very explicit national policies for the utilization of health systems research or, 
for that matter, research and development related to policy-making. Certainly no results 
could be achieved by using WHO as a "proxy". The Organization had had a division devoted to 
the subject and tens of millions of dollars had been poured into its activity without any 
tangible results; he was glad to have been instrumental in eliminating that division before 
he had become Director-General, for at least operational research had been brought closer to 
health systems, rather than remaining as an isolated academic discipline. Yet without 
national health policies there could be no impact of results from health systems research at 
the decision-making level, whereas that was the very raison d1 être of health systems research. 

WHO had just been offered the sum of US$ 5 million to promote policies in Member States, 
and it would be interesting to see whether any countries would be willing to avail themselves 
of those funds. He would have thought that most Member States would have used at least half 
of their country planning figure for that very purpose, instead of two or three per cent 
distributed among different programmes. At the present time there were indeed few studies 
that could be presented to the Board to demonstrate what was being obtained from health 
systems research, especially in areas where policy-making was influenced. He therefore 
believed that if WHO were to have a real programme budget policy, it should state that every 
Member State should use at least half of its resources on policy promotion and related health 
systems research and should provide feedback to the collectivity of Member States which was 
part and parcel of the concept that WHO resources belonged to that collectivity and that all 
Member States must learn from one another. 

Plenty of funds were available for the development of national capabilities. Even if 
countries did not wish to use their national resources, he had had opportunities of obtaining 
millions of dollars in the past few years, but had found no customers for those funds• WHO 
had now entered into bilateral and multilateral negotiations as a result of which the Swedish 
International Development Authority and the Canadian International Development Agency were 
prepared to donate several million dollars for the purpose. A beginning had been made in 
Ethiopia with US$ 3 million and in Botswana and other African countries. The question was 
not one of lack of financial resources, but rather a lack of credibility concerning national 
capacities for absorbing resources• In addition, he would be prepared at any time to use the 
Director-General1 s Development Programme to finance policy promotion and the related health 
systems research. Moreover, in addition to bilateral and multilateral resources, there were 
WHO resources at the national level and regional resources at the intercountry level which 
could be used to support national capacities for development in that area. In any case, in 
view of the recent offer of US¿ 5 million - which he had hesitated to accept because he had 
thought it would be difficult to find countries interested in policy promotion research -
financial resources created no problem； the problem lay in national policies and the 
national will to develop capacities• 

Dr BORGOÑO said that the Director-General had perhaps overreacted to the problem posed. 
Certain Member States were already spending money on policy preparation and would like to 
have more to spend. That applied to Chile, which would certainly file the appropriate 
request and hoped that the response would be as prompt as had been indicated. There seemed 
to be a certain contradiction in the discussion. The Board was considering a topic which was 
in the proposed programme budget document, and the Director-General was saying that priority 
should be given to that activity in the placement of country allocations; yet whenever a 
request was formulated the reaction was defensive, it being argued that most countries had no 
policy and that the available funds - usually from extrabudgetary sources - could therefore 
not be used• 

Professor JAZBI said that all Member States, both developing and developed, should take 
note of what the Director-General had just said, and submit proposals for funds for health 
policy promotion. 

Professor LAFONTAINE agreed that problems related to health policy promotion should be 
taken up in all countries, whether developing or developed, with the involvement not only of 
the younger generation but of all who had acquired experience and could lend their weight to 
the decisions that would be taken, 

Dr MAKUTO observed that the Board members were practically unanimous in expressing the 
importance they attached to health systems research. The lack of absorption capacity 
referred to by the Director-General led to the conclusion that, although countries might be 
willing to engage in that activity, the personnel involved in it was lacking or deficient in 
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many cases• That underlined the importance of the Director-General1 s earlier proposal for 
the training of a critical mass of health-for-all leaders; it was most important to train 
such leaders in all countries, so that resources could be used to the best effect. 

Dr KHALID BIN SAHAN was glad that financial resources for health systems research 
presented no problem, and hoped that that also applied at the regional level. He had brought 
with him to Geneva a file applying for funds for Malaysia1s health systems research. The 
activity was highly important, since it had a bearing on overall planning of health services. 

Dr EL GAMAL said he had thought that programme 3.3 related to health systems 
development, as referred to in the Seventh General Programme of Work, and not to health 
systems'research. That was probably the reason why the funds in question had not been used 
in Egypt； the Government had reacted favourably to a request for help with health systems 
development, whereas it might have been less sympathetic to a request for assistance with 
health systems research. 

The CHAIRMAN expressed his concern at the very slow rate of the Board1 s deliberations 
and appealed to members and to the Secretariat to confine their remarks to the strict 
minimum, in order to avoid the necessity of other restrictions or even night meetings. 

Dr REID endorsed the Chairman1s remarks and suggested that an indicative timetable, such 
as that used during the World Heath Assembly, should be drawn up to speed up the discussions. 

Health legislation (programme 3.4) 

Dr QUAMINA spoke appreciatively of the information provided in the International Digest 
of Health Legislation which she had found very helpful. 

Professor BAH said that the problem of health legislation was very important because of 
the lack of legal experts in ministries of health, particularly in former colonial countries, 
where laws carried over after independence had had to be adapted to new conditions. That had 
proved by no means easy, for example, with regard to the illegal exercise of medicine; laws 
prohibiting traditional medicine had had to be reformulated because 80% of the population had 
continued to use traditional medicine and still did so. Countries should be able to request 
WHO to provide consultants to help them apply texts that were adopted internationally and to 
formulate their own health legislation. There the International Digest of Health Legislation 
would be extremely useful as a framework or as a source of ideas. 

Dr EL GAMAL, while agreeing with Dr Quamina that the International Digest of Health 
Legislation was a very important WHO publication, suggested that it might be made somewhat 
more selective； many countries which needed help with their health legislation more 
particularly required guidelines concerning food safety, and the environment - water quality, 
protection of workers and places of work, protection from air pollution and other 
environmental problems. Moreover, the attention of the editors of the publication should be 
drawn to legislation which had a considerable bearing on health although it was not strictly 
speaking health legislation, such as laws and regulations on drug abuse, which related more 
to the ministry of the interior and police regulations, and also building specifications and 
traffic and labour legislation. 

Dr NIGHTINGALE (alternate to Dr Gardner) welcomed the continued recognition of the 
importance of national health legislation. WHO1 s health legislation programme continued to 
perform excellent work, but he was puzzled by the statement in paragraph 5 that "to ensure 
the availability of essential drugs (and reduce the number of proprietary medicinal products 
on the market) is no easy task, although there have been encouraging developments in a number 
of countries". His understanding of the basic philosophy of the Action Programme on 
Essential Drugs and Vaccines was that it promoted safe, effective drugs of good quality and 
made them available at a reasonable cost. Whether or not a national government wished to 
restrict the availability of all drugs was a matter for individual national decision, and not 
for WHO to determine. That was the policy for essential drugs articulated in the Expert 
Committee report on the subject. 

Turning to paragraph 7, he asked for further details concerning the proposed system for 
exchange of information geared to the special needs of countries in the European Region； 
would it be available to countries outside that Region, and if so, how? 
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Mr GRÍMSSON said that the International Digest of Health Legislation was a very 
important element in the information transfer activities of WHO. Commending programme 3.4 as 
a whole, he particularly welcomed the training activities referred to in paragraph 10. He 
asked to what extent the health legislation programme was providing an input to the Drug 
Regulation Index that was being prepared by a WHO collaborating centre： there was no 
specific reference to that activity in the proposed programme budget document. 

Dr MOLTO" said that the health legislation programme was extremely important, since it 
offered the only formal mechanism for dealing with the differences of opinion or conflicts of 
interest with regard to health with which national health administrators had to deal every 
day. In his view, the efforts of health workers to prepare up-to-date national legal 
instruments were not sufficiently backed by other groups of society. That was particularly 
evident with respect to conflicts of interest: in Panama efforts had been made for more than 
a decade to update the health legislation, and although the health authorities had been 
perfectly prepared for the past two years to submit their proposals to the legislature, 
pressure groups were still coming up with requests for further revision of the texts; that 
was despite the fact that the heath legislation of other countries had been consulted with 
regard to such questions as tobacco dependency, alcohol abuse, food safety and chemical 
additives, with a view to incorporating elements based on experience acquired, above all, in 
developed countries. The systematic opposition to such legislation led to the assumption 
that one characteristic of a developing country was its weaker will to protect the population. 

Concerning paragraph 3 in the programme statement, in which it was stated that only a 
small number of countries had adopted the kind of health legislation needed to support 
reoriented health policies, he asked whether the Secretariat could make available a list of 
countries which had succeeded in that area, so that they might be approached with a request 
to make available such legislation as already existed. A list of those countries which still 
lagged behind in legislation to facilitate health-for-all policies might also be useful. 

Concerning paragraph 6， which stated that the Organization would continue to promote the 
international exchange of information on all aspects of health legislation, he asked whether 
any publications or studies existed or were planned which might serve as works of reference 
for the drafting of such legislation. 

Dr SUDSUKH said, first, concerning paragraph 8 and the need to assess, survey and review 
health and health-related legislation with a view to formulating new legislation or revising 
existing but outdated legislation, that the establishment of feasible and realistic 
guidelines based on national experience for use by countries in accordance with their 
national situations would be most valuable. Secondly, concerning paragraph 9， he conmiented 
that the TCDC approach to the exchange of experience and information on health and 
health-related legislation between countries with similar problems and socioeconomic and 
cultural backgrounds was very valuable and should be further developed. Thirdly, the budget 
proposed for the health legislation programme did not appear to him to be sufficient and 
should perhaps be reconsidered. 

Dr KAPRIO (Regional Director for Europe) said that a special unit to develop a health 
legislation programme had been in existence for some years in the European Region. A 
computerized information system was being developed for relevant information collected at 
headquarters. Although in answer to Dr Nightingale he could not at that stage say how easily 
the system could be used directly by Member States outside the Region, it would be possible 
to provide headquarters and other regions with summarized information, whenever required, to 
look at specific trends in health legislation in Europe, thereby making broader use of 
available experience• 

Dr COHEN (Adviser on Health Policy, Director-General1 s Office) said in further reply to 
Dr Nightingale that it was true that the Organization had never adopted a specific policy of 
reducing the number of proprietary drugs on the market and that any decision concerning the 
use of proprietary or generic drugs was a purely national one• The issue was indeed very 
controversial, as was to be noted from the recent adoption of legislation in the United 
States of America which dealt, inter alia, with complex issues such as the real duration of 
patent rights; as well as from the polemic provoked by proposals by the United Kingdom 
Government to restrict prescriptions by general practitioners to generic drugs. However, the 
Thirty-fifth World Health Assembly had taken a decision defining the main lines of action for 
the programme on essential drugs. Those included the introduction of appropriate national 
legislation on proprietary and generic names for drugs. They also stressed the importance 



184 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
both of trying to ensure the availability of safe, effective drugs of acceptable quality at 
the lowest possible cost, and of training health workers. In that connection, if it was 
difficult for professional health workers to find their way among the myriad of brand names, 
it was even more difficult for nonprofessional, community health workers. There was 
therefore no alternative but to train them on the basis of generic names• In trying to 
obtain the lowest possible costs, WHO and UNICEF had in recent years been supporting 
developing countries in managing open international tenders for the purchase of drugs, so 
that, by ordering large quantities, e.g., for a year1s supply, such countries could obtain 
benefits from economies of scale and market forces were brought into play to reduce costs 
quite considerably. Tenders were issued in generic names and many drug manufacturers of 
proprietary brands made offers in those generic names. Nonetheless, it had always been made 
possible - on condition that the main name on the label was the generic name - for the 
manufacturer to include the name of his company and the proprietary name of the drug. 

Returning to the programme statement as such, he observed that the statement to which 
Dr Nightingale had drawn attention was included, not under the programme activities for 
1986-1987, but in parenthesis in paragraph 5 under the heading; Situation analysis. As the 
deletion of the words in parenthesis would harm neither the health legislation programme nor 
the essential drugs programme, he suggested that it might be acceptable to delete the words 
in parenthesis so that the sentence in question would read: "The adoption of legislation to 
ensure the availability of essential drugs is no easy task, although there have been 
encouraging developments in a number of countries"• The inclusion of his statement to that 
effect in the summary record would constitute evidence of the deletion. 

Dr NIGHTINGALE (alternate to Dr Gardner) signified his satisfaction with that suggestion. 

Mr FLUSS (Health Legislation) said, in reply to Professor Bah, that the importance of 
training in health legislation had been perceived both at headquarters arid at the regional 
offices. In the summer of 1984， the Regional Office for Europe had sponsored an 
international course in health legislation in Leuven, Belgium, which had been open to 
participants from Member States in the Region. It was expected that future courses, which 
would be held in either English or French, would be open to participants from other regions, 
thereby providing an excellent opportunity for both training and exchange of experience. 
Concerning traditional medicine, the Organization had long been preoccupied with the need for 
a comparative survey of the approaches adopted in different countries for regulating the 
practice of traditional medicine and it was hoped that a study on that topic would be 
published in 1985. 

Concerning consultants, he said that the Organization had established a roster of 
potential consultants in health legislation - both specialists and generalists - and any 
Member States requiring the services of a consultant in that field should approach their 
Regional Office to determine whether funds were available and whether a suitable consultant 
could be identified. 

In reply to Dr El Gamal, he confirmed that every attempt was being made to reorient the 
structure and content of the International Digest of Health Legislation to give increasing 
attention to areas of particular importance to developing countries, such as food safety, 
water quality and workers1 health. The Digest was by no means limited to distributing 
information emanating from ministries of health. Regulations issued, for example, by 
ministries of justice on the control of drug abuse or by ministries of transport on accident 
prevention were also being covered as fully as possible. 

In reply to Dr Nightingale, he assured him that information on health legislation being 
transferred to European Member States by means of the existing computerized notification 
system would be made available to all Member States as rapidly as possible and was in no way 
being restricted to Member States in the European Region. 

In reply to Mr Grimsson, he said that the Drug Regulation Index was essentially a list 
of existing national and international regulations and guidelines pertaining to drugs， It 
did not purport to provide the texts as such. Every effort would be made to avoid 
duplication and to ensure that information was transmitted to Member States in the most 
appropriate manner• 

He assured Dr Moltó that the Secretariat appreciated the difficulties involved in 
introducing new health legislation and was aware that there were a number of countries where 
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legislation had been in the pipeline for a considerable time but because of obstacles of 
different kinds had not so far got onto the statute book. The Secretariat hoped that by 
providing information as it was doing, it could assist those concerned with the formulation 
of legislation. Concerning the request that the Secretariat should prepare lists of 
countries that had or had not reoriented their legislation, he said that the issue was a very 
delicate one, which would seem to involve an undesirable element of value judgement. It 
might be possible, for example, for one country to have an excellent public health code but 
as a result of financial, personnel or material constraints be unable to implement it, while 
another country with only a limited legislative framework might have a health-for-all policy 
which functioned extremely well. It would consequently be difficult to assess the true 
situation solely from the framework and wording of legislation. What did comprise an 
important development, nonetheless, were the studies on health legislation trends in the 
European Region and those planned for other regions. Concerning the availability of 
reference works on the drafting of legislation, although a number of general works did exist, 
he knew of none dealing specifically with the drafting of legislation in the health sector, 
although it was an aspect which would be given consideration in the further development of 
the programme. 

In reply to Dr Sudsukh, he assured him that the TCDC approach and the other 
preoccupations he had mentioned would be constantly borne in mind. 

Organization of health systems based on primary health care (programme 4) 

Dr KOINANGE said that the very realistic review of the programme made pessimistic 
reading. In practice, what was a very simple matter in developed countries often became very 
complex in developing countries, for reasons familiar to Board members• He welcomed the 
proposed programme activities outlined in paragraphs 24, 25 and 26， particularly the support 
for national workshops on a number of activities, in particular on the funding of health 
services and the planning, building and maintenance of health care facilities• 

Buildings tended to be very costly as architects in developing countries were preparing 
plans for buildings better suited to withstand the extreme elements to which they were 
exposed； building specifications made the end product very expensive• Nonetheless, in 
Kenya, it had proved possible in the past two years to build premises at a third of the cost 
required five years previously• Unfortunately a considerable amount of money was spent on 
buildings and equipment only to have them rapidly deteriorate for lack of maintenance• .Many 
health facilities had become graveyards of equipment and some manufacturers were accelerating 
that trend by frequently changing their models of equipment. Greater attention to 
maintenance could lead to considerable savings. Where the population could be brought to 
contribute towards facilities, in no matter how small a way, the facilities would be more 
appreciated. Steps to that end should be encouraged. 

Dr HAPSARA asked, concerning paragraph 24， what the current situation was in relation to 
the funding of health systems in developing countries. Concerning paragraph 12, he asked 
what the problems were in establishing capability in technology assessments in developing 
countries and, in that connection, what the tendency towards clinical superspecialization 
represented, particularly in view of the importance of having proper capabilities for 
technology assessment within countries. 

Dr SAVEL'EV (adviser to Professor Isakov) noted with regret that, for what was an 
important programme, proposed expenditure was being reduced by 5.46% in real terms. Such a 
reduction hardly seemed to be justified, especially as it was stated in paragraph 5 that 
progress had generally been slower than desired. There did not seem to be an accurate 
reflection of the importance of the development of primary health care services as an 
integral part of national health systems. Information provided was not always positive, as 
in the case of the reference to slow progress, and little was said about the positive 
experience being acquired by some countries in implementing activities related to the 
programme, which might be of interest to other countries. 

Paragraph 13 contained a reference to the worldwide economic crisis. While a crisis 
certainly existed, it was not applicable to all countries and could not consequently be 
described as worldwide. 

Dr BORGOÑO said, concerning paragraph 4, that even more emphasis should be placed on the 
importance of promoting the political will to work towards primary health care. The real 
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factors and obstacles at country level in that area should be made known at the Health 
Assembly and in the regional committees. 

Concerning paragraph 17, coordination between UNICEF and WHO was extremely important and 
should continue to be improved in order to avoid duplication, to achieve a more rational use 
of resources and also to determine how UNICEF priority programmes could serve as an entry 
point for the global process of primary health care• The forthcoming session of the 
UNICEF/WHO Joint Committee on Health Policy would no doubt be discussing those aspects. 

Concerning paragraph 24, he expressed concern that health systems were constantly 
underfinanced and that recourse was always had to the same resources, which suggested that 
there mi.ght be a lack of imagination in that area. Research should be given importance as 
progress could not be made with limited funds unless the salaries of those working in the 
various countries were reduced considerably. 

Concerning paragraph 31, efforts were being made in the Region of the Americas to 
establish networks of collaborating centres； a first major effort would soon be made to 
establish nutrition centres. Many countries had considerable knowledge and experience in 
that important field and the effort could stimulate the creation of other collaborating 
networks, making it possible to utilize the resources available in the different countries. 

Dr QUAMINA said that it was surprising that intersectoral coordination was not mentioned 
in the list of targets and that the subject was not raised until almost the last paragraph of 
the programme statement. The matter was of particular importance to primary health care, and 
she was pleased to note that some work would be done on it in rural areas, where the problem 
was easier to solve. Arrangements for intersectoral coordination should be included in the 
Eighth General Programme of Work, due allowance being made for the difficulties encountered 
in urban areas. 

In cases where there seemed to be a lack of political will, a realistic approach should 
be adopted； before making complaints ministries of health should ensure that they themselves 
were doing all they could. As mentioned in paragraph 21 of the programme statement, 
effective action was being taken in the Region of the Americas to increase the organizational 
responsibility of ministries of health and to improve their performance. A report explaining 
current activities in that connection would be most welcome. 

Dr 0T00, after noting that there was some overlapping between programmes 4 (Organization 
of health systems based on primary health care) and 3 (Health system development), stressed 
the difficulty of reorganizing health services• He wondered how many countries had so far 
been able to reorganize their health systems based on primary health care along the lines 
described in programme 4 of the proposed programme budget. 

Mrs DE LA BATUT (alternate to Professor Roux) said that the formulation of separate 
programmes entitled "Health systems development" and "Organization of health systems based on 
primary health care" suggested that there were two different kinds of health system and that 
primary health care was not at the root of all WHO1 s activities. Programme 4 was more 
concerned with practical applications, although the arrangements envisaged for studies, 
evaluations and research might at first sight seem to overlap with those outlined in 
programme 3• 

Dr SUDSUKH stressed the importance of the programme under consideration. Experience in 
Thailand indicated a number of areas of especial importance. 

For instance, health systems had to be reorganized and reoriented so that they provided 
effective support for the overall primary health care programme, which was the "core 
programme" for health systems development. The methodology and timing would very much depend 
on the situation obtaining in each country. Mistaken decisions could lead to some very 
painful experiences• 

Community involvement in the planning, management and social control of health care 
services was crucial for the implementation of strategies for health for all, entailing a 
considerable decentralization of decision-making within the health system. Community 
involvement was not just a theoretical concept. In Thailand it had already been put into 
practice with satisfactory results, particularly in the field of health development. One of 
the main objectives of the village self-managed primary health care programme was to 
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encourage people to become aware of their own health problems, to determine what action 
should be taken in solving high-priority problems, to mobilize local and other resources, and 
to manage and implement their own village primary health care programme. The know-how and 
technology used in the implementation of successful primary health care programmes had been 
transferred from one village to another through the arrangements for technical cooperation 
among villages. 

Intersectoral coordination was very difficult to achieve. It was essential that 
effective mechanisms and tools for promoting coordination among relevant agencies should be 
available. Thailand had such a tool in the form of its multidisciplinary "basic minimum 
needs11 approach. 

Professor JAZBI noted with approval that WHO and UNICEF would continue their close 
cooperation and would send missions to countries to support the implementation of primary 
health care programmes. The planned studies to review the organizational structure and staff 
planning arrangements with a view to reorienting them towards community needs was also to be 
welcomed• 

The programme also provided for the standardization of equipment and logistic 
facilities. That point was very important, since many countries had already established, or 
were in the process of establishing, peripheral primary health care units for which equipment 
would have to be provided. It was essential that such equipment should include the full 
range of items available in the country and that it should be of low cost• Consequently, it 
would be necessary to prepare a standard list of equipment for both peripheral and referral 
units, and WHO1 s technical guidance in that endeavour would be greatly appreciated. There 
was also a need to train technicians to repair the equipment and to develop maintenance 
workshops• He hoped that proper use would be made of the microcomputer-based information 
bank mentioned in paragraph 34 of the programme statement. 

Dr TADESSE attached very high priority to the organization of health systems based on 
primary health care. However, the shortage of managerial skills constituted a serious 
constraint on the development of primary health care services. In Ethiopia, for example, 
weaknesses in hospital management had proved to be very expensive• 

Much thought had to be given to the best way of developing an organizational structure. 
In many places it was difficult to separate the various levels of health care. What was 
needed was not a structure geared to cope with emergencies but one which functioned at all 
times and at all levels, with special emphasis on efficient management. In the present state 
of affairs defective management was often responsible for available manpower not being 
properly used, for equipment not being adequately serviced, for funds being inefficiently 
spent and for research being directed to inappropriate ends. 

Manpower development was another daunting problem in the organization of health systems 
based on primary health care. There had to be complete political commitment in practical 
terms, and arrangements had to be made for communities to participate adequately in the 
organizational structure. Considerable attention had been paid to the selection of 
appropriate technology, but the desire to purchase the most up-to-date equipment regardless 
of local conditions was difficult to overcome• Moreover, in many cases sectoral integration 
was completely lacking. 

All those problems had to be solved on a basis that was politically, economically and 
socially acceptable and technically appropriate, in harmony with the conditions obtaining in 
each country. The introduction of unsuitable systems from outside was to be avoided. When 
providing assistance, WHO and other agencies should accept the infrastructure which they 
found on the spot and should help to strengthen it. 

Dr REGMI said that the organization of health systems based on primary health care was 
of decisive importance for the attainment of health for all by the year 2000. Primary health 
care services should be made available to all people in the world. Countries were at 
different levels of economic development, with the result that many developing countries were 
advancing at a very slow pace because of the shortage of resources• In Nepal, for instance, 
it had riot been possible to implement several programmes owing to lack of funds. 

Primary health care had been accorded top priority for some time now, but it was not 
clear to him whether the emphasis ought to be placed on the hospital-based delivery system, 
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on health posts where a small number of health workers provided basic care, or on the primary 
health care worker who visited the villages to provide health education and to supply a few 
drugs. If the hospital-based system was adopted, it would take many years before the goal of 
health for all could be attained. WHO and other agencies should take great care to ensure 
that their funds were invested in the areas where they were most needed. It would be 
beneficial if WHO could arrange seminars to motivate decision-makers and to make them more 
aware of the long-term advantages to be derived from investments in the health sector, 

Dr MAKUTO asked for further details regarding the microcomputer-based information bank 
mentioned in paragraph 34 of the programme statement. In particular, he wished to know what 
kind of information was available, how it was being disseminated, and how financial support 
for Member States was being promoted. 

The meeting rose at 12h3Q. 
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Organization of health systems based on primary health care (programme 4) (continued) 

Dr TARIMO (Director, Division of Strengthening of Health Services) welcomed the comments 
of Board members and their assessment of the relevance of the proposed activities, 
particularly in view of the programme1 s complexity which gave rise to constant discussion as 
to what should and could be done realistically under the programme. The Secretariat had 
taken note of the comments on the various topics. 

Dr Hapsara1s question on the present situation with respect to financing of health 
services covered a wide-ranging topic• There was at present more interest than in the past 
in examining problems of financing and resource allocation in countries, but only about 50% 
of countries could provide even preliminary or crude information concerning the various 
sources of financing. That information was of vital importance, since many decisions in 
primary health care depended on changes in the pattern of resource allocation. 

Because of the present economic situation, there was virtually no increase in resources 
allocated to health services and health care in general• The least developed countries were 
ironically spending an even smaller proportion of their gross national product on health than 
more affluent countries were doing. 

There was some improved coordination between the funds from various sources, 
particularly in Latin America, where serious efforts were being made in that respect. The 
problem nevertheless persisted. 

The question of improved efficiency in the use of available resources was particularly 
important. Much more could be done in that respect than was being done at present. Such 
efficiency was of great importance to the programme under consideration and to certain 
others. For example, a decision to use auxiliaries rather than professional staff could 
affect the efficiency of the health services. There had been some progress in many countries 
in studying the question, but much remained to be done• 

In connection with paragraph 12, Dr Hapsara had asked what problems arose in the 
assessment and application of technology• The paragraph itself was concerned with problems 
connected with the integration of different technologies. At the operational level the 
problems related to definition of the tasks to be carried out by the various teams and to 
determining the organization of the team itself so as to equip it to respond to the needs of 
primary health care. A further problem with respect to technology was that of resistance to 
change. 

On paragraph 13, Dr Savel1ev had observed that the situation was not as serious as was 
indicated and that, in fact, progress had been made in some countries. It was perhaps true 
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that the problemat ic aspects of organization of health systems in countr ies had been 
overemphasized in that paragraph. 

Dr Borgoño had suggested, with respect to paragraph 4, that a mere reference to 
political will was not enough. It was true that efforts to solve the type of problems to 
which Dr Khalid bin Sahan had referred at the thirteenth meeting and, in particular, to 
ensure adequate economic support to primary health care, which called for reallocation of 
resources, were possibly more important indicators of political commitment than broad 
statements in charters or resolutions. He agreed that emphasis should be placed on the need 
to move on to the next stage and the next generation of questions. The agenda of the 
forthcoming UNICEF/WHO Joint Committee on Health Policy would indeed include a review of the 
various 'activities being supported jointly by the two organizations. 

On paragraph 24， Dr Borgoño had asked whether it was not possible to be more creative 
with respect to financing. Several attempts in that direction, not described in detail in 
the programme budget statement, were in fact being made• For example, a study was currently 
being conducted with 17 countries on the manner in which financing of health care at the 
community level was being carried out. New processes were being tried out, including the use 
of revolving funds at the community level. By gathering, analysing and disseminating data on 
such experience, it would be possible to indicate to other interested countries what options 
were available. Guidelines on costing of primary health care had also been developed and 
used in a number of countries• 

The Secretariat had taken note of Dr Quamina1s suggestions. WHO might endeavour to 
develop a target in relation to intersectoral action for the Eighth General Programme of Work 
and to ensure that the activities related to that area figured prominently in the programme. 

Dr Otoo and Mrs de La Batut had commented on the question of overlap with health systems 
research. Most of the activities outlined in the programme could be classified as health 
systems research. As pointed out during the discussion on programme 3.3, the activities 
under health systems research were largely of a coordinative nature, while practically all 
programmes had a research component• 

Dr Otoo had also asked how many countries had actually organized their health systems on 
the basis of primary health care- It was extremely difficult to compile a list of such 
countries. The rate of implementation of the various aspects of primary health care varied 
from country to country. One country might be further ahead in a particular aspect than 
another. Hence the current approach was to collect and disseminate information on innovative 
experiences in the implementation of primary health care which could be adapted as necessary 
to the situation in various countries. 

The experience described by Dr Sudsukh would be of great interest not only to the region 
concerned but to countries in other regions• When there was more information on the 
technical cooperation among developing villages, to which Dr Sudsukh had referred, it would 
immediately be made available. 

The areas to which Professor Jazbi had referred, with particular emphasis on logistics, 
equipment and training of technicians, were important• 

Dr Tadesse and Dr Regmi had commented on the health system infrastructure from two 
angles: Dr Tadesse had emphasized that the health infrastructure was a crucial aspect of 
primary health care, while Dr Regmi had questioned whether it was realistic in the 
geographical circumstances of certain countries to speak of a viable infrastructure, with 
adequate hospital care, etc., and had considered it more important to emphasize the 
peripheral aspects of primary health care• There was no infrastructure that was applicable 
to all countries. The number of hospitals and other health facilities required in countries 
in difficult geographical circumstances would differ from the requirements in other countries. 

Dr Makuto had asked about computers. Little emphasis was placed in paragraph 34 on the 
fact that the activity in question had only recently begun. The experience was a new but 
highly important one with respect to the functioning of community health workers, for 
example, on which an increasing volume of information became available from various countries 
and on which WHO was called upon to provide more and more information. The use of computer 
technology was aimed at facilitating retrieval of such information and making it available as 
quickly as possible. Paragraph 34 referred to the use of the computer for information on 
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programme activities rather than for WHO information as a whole. It was hoped to keep track 
of new and innovative activities through information retrieval and to make the information 
concerned speedily available. 

Health manpower (programme 5) 

Dr AL-TAWEEL, while commending the formulation of programme 5， observed that certain 
points had been omitted or dealt with ambiguously• 

A clear classification of health worker posts either on a regional basis or on the basis 
of countries in similar circumstances was badly needed. Diplomas should be of equivalent 
standard, in line with UNESCO standards, for example. 

Efforts should be made to satisfy the ambitions of those working in the primary health 
care field and to encourage their development. Many such workers, particularly in developing 
countries, feared that the improvement of health standards would result in their departure 
from the centre, and were liable to become frustrated as a result. 

A further point was planning for the development of middle-level personnel. There was 
strong competition for staff on the part of industry. In Iraq, for example, young women 
preferred to work in factories rather than to serve as nurses, despite the various incentives 
offered. Interregional cooperation in the framework of a global strategy was required in 
order to formulate a plan for dealing with the problem. He proposed that regional or 
national institutes should be established to develop teaching staff responsible for training 
middle-level personnel 一 the institutes to be run mainly on national resources, with WHO 
assistance• 

He supported the programme proposals with respect to the standardization of scientific 
curricula. 

Dr EL GAMAL said that, in view of the reply given by Dr Samba at an earlier meeting to a 
question concerning the obstacles to development of manpower resources in Africa, he had been 
somewhat surprised to note that the allocation for Africa was at a lower level for 1986-1987 
than for 1984-1985; there was a reduction of over US东 1.29 million, or 22%, for intercountry 
and regional activities, and an increase of only some US¿ 473 ООО, or 3%, for country 
activities. The health manpower programme as a whole had suffered a total reduction of some 
USÍ 5.82 million, or 9.49%. In view of the importance of manpower training, on which the 
success or failure of health services depended, he was opposed to any reduction in the 
programme. 

Dr BORGOÑO expressed concern about the need to relate the programme under consideration 
and the manpower development activities under other programmes at the primary health care 
level. Many programmes had a manpower training component, which was important for the 
implementation of the activities concerned. He asked what was being done to link the health 
manpower programme with such programmes as the Expanded Programme on Immunization and the 
Diarrhoeal Diseases Control Programme so as to give an overall view, taking account not only 
of technical factors but of the situation in individual countries. 

Referring to paragraph 24, he said that efforts should be made to encourage countries 
to ensure the rational use of their trained staff and not to allow their academic capacities 
to be lost after the great efforts made to train them. The rapid progress being made called 
for the continuing education of staff at all levels. That was a cornerstone in the process. 
Such continuing education, which must be carried out by the health services in the countries 
concerned, should receive the highest possible priority, particularly at the professional 
level. The training of leaders, to which the Director-General had referred, was indeed 
important. To be effective, all aspects must be properly interrelated. 

The strengthening of health training institutions (paragraph 27) - whether at ministry, 
university or nongovernmental organization level - was also important, particularly at the 
country level. The ideal situation was for staff to be trained in their own countries, so as 
to have a better picture of the actual situation there. 

Likewise, attention should not be concentrated on the strengthening of the international 
network of reference centres and the like at the expense of efforts at the country level• 
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Referring to paragraph 34， he stressed the importance of the development, adaptation and 

monitoring of educational processes - which should be adapted, on the one hand, to 
achievements and, on the other, to the changing situation in individual countries. 

Dr SAVEL1EV (adviser to Professor Isakov) said that the basic problems encountered by 
Member States were correctly outlined in the programme statement. Those problems included 
the difficulties encountered in the reorientation of training so as to emphasize primary 
health care, insufficient numbers of health workers, the non-uniform distribution of medical 
personnel within countries, etc. It was rightly stated in paragraph 4 that many of the 
deficiencies in health manpower were the result of fundamental problems of the socioeconomic 
system wi.thin which such manpower functioned• With a planned economy and a state system of 
health care delivery, many of the manpower problems mentioned did not exist. 

He asked approximately how many countries had manpower plans as referred to in 
paragraph 5, and in how many were the plans actually being implemented. 

The necesssary attention was given in the prograrame to the question of optimum use of 
existing health manpower resources through improved managerial processes. Efforts in that 
area were of great interest to all countries, irrespective of the level of their economic 
development, and should be given high priority. 

Support should be given to research on health manpower development in countries, 
particularly as concerned the improvement of the provision of information on management. 

Among the various projects of particular interest under the programme was the review and 
subsequent publication for the guidance of countries of materials on the role, functions, 
duties and training of the various categories of health manpower. Special efforts should be 
made under the programme to implement the Director-General1 s suggestion for the training of 
the critical mass of health-for-all leaders. The organization of training courses for such 
leaders, particularly for the developing countries, could be carried out through the centres 
collaborating with WHO in the area of primary health care. 

In connection with comments made by the Director-General in paragraph 47 of his 
Introduction to document PB/86-87, he stressed the importance of using various types of 
manpower training, including the fellowship programme, and of resolution EB71.R6 on that 
subject• 

In view of the programme's importance, it seemed unreasonable that the funds allocated 
to it should be decreased in real terms by nearly 10%. 

z • # Mr GRIMSSON asked what the relationship was between the health manpower programme and 
the training components of other programmes. 

Paragraph 11 referred to the paradox of the overproduction of physicians and nurses in 
many countries. In Iceland and other countries that he knew well there was in fact a 
constant shortage of nurses, although it had to be admitted that there was often a lack of 
incentive to work in nursing, particularly in long-term care. 

He supported the point made by Professor Lafontaine that pharmacists should be mobilized 
to better effect because of the valuable assistance they could provide through their contacts 
with the public• However, due attention should be paid to motivating and training them if 
they were to be expected to fulfil such an advisory role. 

/ 
Professor FORGACS pointed out that wages of personnel often accounted for 50%-80% of the 

national health budget, whereas health manpower training was relatively cheap, amounting to 
no more than 5%—7% of the health budget. In that respect, he drew attention to the 
importance of information systems in health manpower development, referred to in 
paragraph 22. He regretted the decrease in funding for activities at the regional and 
intercountry levels. 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) supported the programme, and expressed 
appreciation of the work done in the area of manpower development by WHO. There was 
currently a great lack of health manpower in the developing countries, and also a lack of 
facilities for training. More emphasis should be given to training, to help such countries 
develop their health activities on a basis of self-sufficiency. 
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Dr HAPSARA also expressed appreciation of the programme. With reference to paragraph 9, 

which mentioned educational institutions developed with community-based, problem-oriented 
curricula, he stressed that the essential issue remained the relevance of such education. 
Regarding paragraph 16, it was true that resistance to change was an almost universal 
problem, and great efforts should be made (with support from WHO) to tackle that resistance 
in a more systematic manner. With reference to paragraph 38, he supported the strengthening 
of health manpower research, with special emphasis on the behavioural aspects. Finally, 
referring to paragraph 31, he reiterated his support for the training of leaders for health 
management or health development generally• 

/ 
Dr GARCIA BATES said the health manpower development programme had represented an 

important part of the Organization1s work over many years. Unfortunately efforts had been 
concentrated on the technical aspects of manpower training, such as improving curricula and 
methods, rather than on seeing that countries developed policies for using that manpower to 
the best advantage. Stressing the need to create incentives for personnel, once trained, to 
remain in the health sector, she said that, in general, health workers, even in some of the 
most advanced countries, were paid less than workers in other sectors, especially 
engineering, physical science, etc.; and often if they had intellectual incentives 
disappointment set in when they had to work in conditions in which they were unable to apply 
what they had learned. The Organization should make efforts to deal with such problems as 
the high drop-out rate, especially at intermediate levels, due to the lack of economic or 
intellectual incentives, and the high turnover among health workers often due to the 
frustrations of repetitive work. 

The success of the health-for-all strategy would depend on the capacity of countries to 
use their health personnel. WHO1s concern to improve the level of knowledge had tended to 
create an imbalance between what the health workers learned during their training and what a 
country could absorb and pay for. Health manpower policies in relation to primary health 
care should be reviewed, since it was known that, in certain countries, the aim was for such 
care to be provided by one doctor for every 400 people. Greater efforts should be made to 
find better ways of utilizing health manpower, particularly since it was not possible to go 
on insisting on hospital-centred medical care provided by personnel having to work long hours 
and on shifts especially since in some countries over 50% of workers in the health sector 
were women, whose child-bearing, family and other female responsibilities should be taken 
into account• Countries should study ways of introducing more flexible hours, particularly 
by encouraging the provision of outpatient care• There was concrete evidence that nursing 
staff having to care for hospital patients, with all the complexities, for example, of 
intensive care, were suffering from both physical and psychological ill-effects. It was no 
use improving the curricula and the training of health personnel who would seek other work 
after a short time. 

Dr KHALID BIN SAHAN stressed the importance of the economic aspects of health manpower 
development. Manpower training and salaries constituted the largest item of expenditure in 
most health budgets, and represented a continuing commitment. It was not easy for national 
authorities to cut back on health workers or to reduce their salaries to meet economic 
difficulties; usually other items, such as supplies, had to be sacrificed. 

In the preparation of annual and medium-term budgets not much attention was paid to the 
manpower implications and manpower costs of additional health activities. As a result, 
manpower costs continued to increase unreal istically, and national health development became 
unbalanced in terms of coverage and quality• A manpower policy that did not consider cost 
implications was inadequate. In determining the type, number and "mix" of health personnel 
the paramount consideration should be the ability of the country concerned to pay for such 
personnel. 

Where resources were limited or economic growth was sluggish, basic health care coverage 
throughout a country could only be achieved using low-cost technology and low-level personnel 
whose training was not too long• In Malaysia, for instance, paramedical workers and 
auxiliaries formed the backbone of the health service. 

Drawing attention to paragraphs 20 and 21, he expressed the hope that the economic 
aspect of manpower development would be given due emphasis in future years. 

Professor BAH said he had been particularly struck by paragraph 11. Attempts had been 
made in Guinea to encourage more women to enter the health professions, but without much 
success because, once trained, women doctors, nurses and midwives were unwilling to leave the 
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city to work in the country areas. It had thus been found necessary to abandon that policy. 
The same experience had been noted in nearly all the countries in the African Region. 

Thanks to the collaboration of friendly countries the universities had drawn up a good 
programme oriented towards preventive medicine； however, they tended to take an approach 
that was too academic and so did not greatly help to improve the situation in the country. 

He expressed thanks to WHO for the assistance it had given in setting up schools in 
Guinea for training primary health care personnel. 

The activities of the regional centre for repair and maintenance - so vital for 
countries which lacked resources to maintain their own equipment - should be expanded. 

Dr REGMI said that if health for all was to be achieved health manpower training must 
apply at all levels and keep pace with developments in science and technology. However, such 
training was of no use if the health workers, once trained, could not be deployed. In Nepal, 
for instance, problems had been encountered in persuading personnel to go to the mountainous 
areas, and a specifically designed training programme had recently been developed. 

The creation of a critical mass of health leaders should be given high priority； it was 
such leaders who would have to shoulder the main burden of working to attain the goal of 
health for all• Doctors and nurses who had not been trained to carry out the tasks of 
actually delivering primary health care could nevertheless serve as educators in 
disseminating to the public information on primary health care. 

Dr REID drew attention to paragraph 26, on fellowships• A country he knew well, as a 
major recipient of fellows, had seen over the years some outstanding examples of the 
inappropriate use of fellowships. It was important to know what was actually happening in 
terms of resolution EB71.R6, in particular whether fellowships were now becoming more 
relevant to countries1 real needs. That issue was relevant to the draft resolution on 
regional programme budget policy proposed during the discussion on the Director-General1 s 
Introduction to the programme budget and that was to be studied by a drafting group. He 
hoped that in a year's time it would be possible for the Board со have a detailed account of 
how resolution EB71.R6 was being implemented• 

Dr SUDSUKH said that activities to upgrade the managerial, decision-making and 
supervisory capacities of staff at all levels of the health system (paragraph 31) were 
crucial to health development, but had been given little attention in the past. WHO should 
therefore make vigorous efforts in that respect. 

Referring to paragraph 32, on research, he said that 
widely disseminated with a view to fostering exchanges of 
in other regions• 

the results of research should be 
experience and possible application 

Dr Sung Woo LEE, while commending the programme as a whole, was of the view that the 
targets set forth in paragraph 2 were over-ambitious• 

Dr 0T00 stressed the need for a new approach to the training of community health 
workers, to encourage them to use their knowledge and skills appropriately for the 
development of primary health care. The sort of leadership training WHO should encourage 
should be of the "motivational11 kind, which brought out a spirit of initiative in launching 
community programmes and motivating others• He consequently advocated a broadening of 
paragraph 34 to include that type of training. 

« t . . . 
Dr FULOP (Director, Division of Health Manpower Development) said that he had noted all 

the comments made and would reply only to explicit questions. Referring to the question 
about the classification of health workers raised by Dr Al-Taweel, he said that the use of 
the word "qualitative" in connection with health manpower plans in paragraph 21 meant 
defining the health worker profile, or the tasks for which the various categories of health 
workers should be trained. The same subject was dealt with in paragraph 36, and he added 
that WHO was collaborating with a number of countries in the work studies referred to in that 
paragraph. Regarding a unified classification, he did not think that was feasible, since the 
number of categories of health workers varied widely from one country to another. The United 
States of America, for example, had over 350 categories, while other countries had no more 
than a few dozen. 
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In reply to Dr Al-Taweel1s question about the equivalence of health workers, he said 
that WHO was active in that field; he referred him to paragraph 23, adding that further 
information was available if necessary• 

The question of satisfying the ambitions of health workers was a priority area. 
Paragraph 24 outlined briefly the efforts made to optimize health manpower utilization, 
including job satisfaction. 

In response to the question about regional or national middle-level personnel teacher 
training institutions, he said that there were far too few of them. Examples of those that 
did exist were the very important Centre for Educational Development for Health in Arusha, 
United Republic of Tanzania, and one in Democratic Yemen. Efforts would be made to promote 
further such institutions and programmes. 

Replying to Dr Borgoflo1 s question about how the health manpower programme was 
coordinated with other WHO programmes, he was pleased to say that an effort had been made to 
build up a network of focal points in all programmes at headquarters and in the regional 
offices. There was also a chief technical officer in the Division who worked with the 
network. Activities in that area were proceeding satisfactorily. There was also special 
collaboration with the Division of Strengthening of Health Services in the training and 
utilization of community health workers, and joint meetings had been held in Bamako, 
Kingston, and Manila to that effect• 

It was difficult to give a clear-cut answer to Dr Savel1ev1s question as to how many 
countries had manpower plans, since it depended on the interpretation of a manpower plan. If 
prospections were included, about one-half of Member States could be said to have plans• 
About 30 countries had fully-fledged manpower plans, but there were very few which had 
complete quantitative and qualitative plans of the kind advocated by WHO. Implementation of 
those plans was a sore point. Possibly about one-quarter of the countries with manpower 
plans monitored their implementation. Moreover, a meeting held in October 1984 in Jakarta, 
Indonesia - one of the countries with a well-developed manpower plan - to discuss why plans 
were not implemented had demonstrated that countries were not very willing to disclose the 
reasons for inadequate implementation. Another approach was therefore needed to acquire the 
data that would be necessary to help countries wishing to implement their plans. 

Dr García Bates1 question as to what was being done to retain health personnel was a 
crucial one to which high priority was being given. An effort had been made to build up a 
programme to that effect, as outlined in paragraphs 24 and 25. A meeting had been held in 
Bangalore, India, and another was to be held in Tashkent, USSR, to discuss ways and means of 
developing country plans for optimal utilization of manpower. Details were available on 
request. 

He agreed with Dr Sung Woo Lee that the targets set forth in paragraph 2 were ambitious, 
but stressed that they were optimal targets of an indicative nature and were to be used as a 
basis for monitoring progress. Previous attempts to quantify targets at global level had not 
been a success. 

Dr EL GAMAL said that he had not received a satisfactory reply from the Secretariat to 
his objection to any reduction in budget allocations, and especially in those for the African 
Region and the health manpower programme• 

Mr FURTH (Assistant Director-General) replied that reductions in the African Region at 
the intercountry and regional levels, as explained summarily in paragraph 40, were primarily 
due to the transfer of some training activities to other programmes. Referring Dr El Gamal 
to page 500 of document PB/86-87 under the classified list of programmes, he said that it 
would be noted that under programme 5 fellowships were as far as possible budgeted for under 
the individual programmes, and it was only where fellowships did not have a direct 
relationship with a specific programme that they were budgeted for under the health manpower 
programme. The African Region had taken steps to programme fellowships under programmes to 
which they directly related, which largely explained the reduction at the intercountry and 
regional levels. At the country level, there were some increases, with only the South-East 
Asia Region showing a decrease. Those increases and decreases at country level were due 
entirely to requests by Member States and their decisions on how to make use of the funds 
that were in the country planning figures• 
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Dr EL GAMAL felt that a common standard should be used in considering the budget and 

accordingly that the same system should be applied to all regions so as to make it possible 
to compare the various regional budgets. The Board and the Director-General had requested 
that subsidies and allocations be granted in accordance with the policies adopted by the 
Health Assembly, and he failed to see how that could be reconciled with requests by 
individual countries. Either a single unified system should be adopted or it should be left 
to each country to make its own requests• 

Public information and education for health (programme 6) 

Dr SAVEL1EV (adviser to Professor Isakov) welcomed the considerable increase in 
allocations for programme 6 of nearly 12.5%, of which 8.5% represented a real increase; that 
showed the increasing priority accorded to the programme. Despite the many problems and 
shortcomings referred to in paragraphs 3 - 8 of the programme statement, he had the 
impression that much had already been done to overcome them, as was shown by the information 
given in paragraphs 10 - 17. He welcomed the increased activity on the part of the Division 
of Public Information and Education for Health, and particularly the closer contacts with 
national mass information media and health educational institutions. 

He had no objections to the broad programme of activities for the coming biennium, but 
considered that greater attention should be paid to certain important prerequisites for 
healthy life-styles, namely the preservation of peace, the achievement of social equity, the 
right to work, and other basic human rights. The importance of Chose factors had been 
stressed during the technical discussions at the thirty-third session of the Regional 
Committee for Europe when life-styles and their impact on health were debated, and at a WHO 
seminar in Dresden, German Democratic Republic, in 1983 on life-styles. 

The strengthening of peace had been recognized as one of the most important 
prerequisites for achieving health for all, and that view had been reflected in a number of 
WHO resolutions• It therefore seemed advisable under programme 6 to make provision for 
specific activities for education in a spirit of peace and for publishing information on the 
possible adverse effects on health of nuclear war. Such activities would be in keeping with 
the International Year of Peace in 1986 decided upon by the United Nations. 

Dr QUAMINA said that the whole world was being subjected to the impact of investigative 
reporting which, because it gave false or biased information and was very difficult to 
counteract, was often very destructive of the work of the national health services. The 
journalists concerned appeared to have no conception of the human misery they caused by 
destroying confidence in health services so that people were afraid to use them. The usual 
training programmes for public health information officers were insufficient to enable them 
to counteract such misinformation. Could WHO in some way help governments with training 
programmes or with the exposure of journalists to health programmes in a positive way? She 
felt that many countries would like advice as to how to deal with the problem, but there was 
no mention of it in the programme statement in the budget document. Perhaps the 
Director-General might be asked to approach the large press conglomerates. 

Dr REID asked if the theme for World Health Day could be decided upon much earlier, at 
least 12 months in advance, so as to give countries time to devise a publicity programme. As 
matters stood at present, World Health Day seemed to him to be a lost opportunity at the 
country level. 

Dr SUDSUKH stressed the importance of building up a critical mass of health-for-all 
leaders for the programme of public information and education for health. In order to 
achieve its aims, it was necessary to reorganize public information systems at the country 
level and especially to include policy review, programming, management, monitoring, 
evaluation and reorientation at all levels. Such a reorganization was being implemented in 
Thailand. 

Dr HASAN (alternate to Professor Jazbi) said that, in view of the importance of health 
education in the context of primary health care and the strategy for health for all, the 
proposed programme activities seemed most appropriate. More efforts should, however, be made 
to cooperate with UNICEF and UNESCO in that area. 

Public education and awareness about health would be easier to achieve if people1 s 
general comprehension was increased, more particularly through programmes designed to inform 
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the community would be improved by healthier homes, to which women made 
As women in developing countries were often illiterate, efforts should 
through public meetings. 

women. The health of 
a great contribution, 
be made to reach them 

The magazine World Health, which was sent 
would like to see it produced in the languages 
help in that respect by consulting Members and 
and reproduction. 

to member countries, was a great asset but he 
spoken in Member States• Perhaps WHO could 
providing financial incentives for translation 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) congratulated the Director-General 
on the increase of 8.58% in real terms in the resources allocated to the programme, since it 
was a front-line one and very important for WHO1 s credibility. 

The programme, in fact, comprised two subprogrammes， namely public information and 
education for health, but he was not convinced of the validity of juxtaposing the two and 
even less of their integration since, in many countries, health service consumers were 
willing to be informed but less inclined to be educated and sometimes even rejected health 
education. Moreover, the media did not want to be educated - all they wanted from WHO was 
objective information. 

He was not decrying the importance of health education, but considered that the 
programme was based too much on sociological methodology and might therefore overlap with 
programmes 3.3 (Health systems research) or 4 (Organization of health systems). 

The programme statement made no mention of the essential indicators for achieving the 
goal of health for all by the year 2000 which in his view were, for example, better 
nutrition, the reduction of smoking and the control of alcoholism and drug abuse. He 
wondered whether the health education resources might not be used in part for evaluating the 
results obtained in those areas in countries which had a long experience in health education 
such as France, the United Kingdom and the USSR, It would be useful to know, for example, 
something of the highly successful health education programmes which had led to a reduction 
of cardiovascular diseases in Finland and of smoking in the United States of America. 

WHO'S- credibility could be preserved only if information staff of high quality were 
available who possessed the necessary financial resources for maintaining permanent contact 
with the media. Yet WHO'S information budget was much smaller than that of many institutions 
such as the World Bank, UNICEF and the Council of Europe, Moreover, most health information 
was obtained by the public not through WHO publications, however prestigious they might be, 
but through the media. WHO should be in touch with the media throughout the year and not 
just in times of crisis. Of course, the dangers to which Dr Quamina had referred did exist, 
but Dr Kaprio had been highly successful in that area over a period of 18 years• 

As regards Dr Quamina1s request, perhaps an expert committee on public information for 
health for all could be established. It might meet every three or four years and consist of 
representatives of the media and national health policy makers - but not of theoreticians or 
professors of journalism - and would be of great help to the Director-General. 

Dr KHALID BIN SAHAN, referring to Dr Quamina's comment on distorted information in the 
media, pointed out that the magazine World Health itself had contained an article in one 
issue which, in his view, was unbalanced arid distorted and therefore damaging to the 
reputation of WHO and the government concerned. Although it was not his intention to 
question the editorial policy on the publication, WHO should not allow articles which were 
biased or incomplete to be published, as that might detract from the original intention of 
the publication, 

Mr LING (Director, Division of Public Information and Education for Health), replying to 
the debate, said that, as indicated in the Seventh General Programme of Work, for the first 
time in WHO programming terms public information and education for health had been placed in 
one integrated programme. It should therefore be viewed as a beginning• 

As regards the comments ori the media, all those who worked in health and, especially in 
WHO, must recognize that although in many countries any hint of guidance or control of the 
media would provoke an outcry, in many developing countries many of the media, and especially 
the broadcast media, operated under government departments. In present-day society many 
bodies were engaged in massive dissemination of information, and one of them, advertising, 
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was engaged in persuasion. As health was a social phenomenon, the important group of people 
who were wittingly or unwittingly influencing people's decisions about their life-style and 
health could not be overlooked; WHO would have to work with them. Because the media were 
sometimes critical, health workers were sometimes afraid to work with them. Furthermore, 
media personnel, especially in the developing countries, were not very oriented towards 
scientific subjects or health activities; on the other hand, they complained that 
information provided by the health sector was too technical and not oriented to the public1 s 
level of understanding• WHO was therefore cooperating with a number of institutions 
concerned with public health training to see if a communications component could be 
strengthened or introduced into the training to help public health personnel to relate to the 
media. It was essential to establish a dialogue with the media and to make them realize that 
they had' a responsibility to their public in fulfilment of which they needed information from 
the health sector. The media in principle operated in the public interest, including the 
health interest of the public, and there were strong common grounds between the health and 
media sectors. Though the media might be called a sector, it was itself multisectoral in 
terms of interest and impact, and could stimulate multisectoral cooperation. Incidentally, 
WHO had started a programme in cooperation with UNESCO to orient media personnel towards 
primary health care. 

As regards Dr Save11ev1s suggestion that attention should be given to education for 
peace and about the dangers of nuclear war, those subjects had been followed up in the past, 
when the Health Assembly had taken action, by press releases and pamphlets• He welcomed the 
United Nations International Peace Year for 1986: WHO would doubtless undertake special 
activities to promote it. 

He agreed that it would be advisable if the theme for World Health Day were known 
earlier and would endeavour to take Dr Reid's suggestion into account. 

Dr Hasan had referred to the importance of interagency cooperation in health education. 
That had been recognized in the Seventh General Programme of Work and was being implemented. 
For example, during the current year a consultation on health education for school-age 
children - a WHO initiative - would be held with UNESCO and UNICEF, which had become 
co-sponsors• 

To produce the magazine World Health in more language versions would require more 
finances. However, an agreement had been reached with one Member State, the People's 
Republic of China, which published the largest health paper in Chinese with a circulation of 
600 000, to include a special page once a month incorporating material which the Chinese 
would translate from World Health and relevant material from the Western Pacific Region. Any 
similar initiative in other Member States would be very welcome. 

Mr van Gindertael had expressed doubts as to whether the integration of public 
information with health education was workable• It had been recognized in the Seventh 
General Programme of Work that community education and dissemination of information only were 
not enough, since they did not necessarily lead to healthier life-styles, and that different 
levels of support were needed. The whole programme had therefore been devised as a continuum 
of communication activities ranging from advocacy at the political level and mobilizing 
different levels of support, down to individuals, in the hope that it would ultimately lead 
to individual action towards better health behaviour. 

He had noted the calls for more resources, but reminded the Board that WHO was operating 
under zero-growth budget constraints. Nearly every activity in the budget programme would be 
helped by more resources• However, although the amounts allocated to the programme of public 
information and education for health were not large, its officers were working closely with 
all the technical programme areas and utilizing their resources where appropriate. 

Finally, he thought he knew the article in World Health to which Dr Khalid bin Sahan had 
referred• It had been written by a consumer group and had been delivered in a conference in 
Kuala Lumpur. If it was incomplete, he would welcome information for another article to 
complete the picture. 

Dr KHALID BIN SAHAN, responding to the statement by Mr Ling, said that it would be wrong 
to hide behind procedures and legal niceties where the subject in question was concerned. He 
would be prepared to provide another article for publication describing the true situation. 
His concern had been that an article which was incomplete and biased had been published in an 
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official WHO periodical. He hoped that articles of that kind could be examined before 
publication. 

Mr LING (Director, Division of Public Information and Education for Health) added that 
World Health was published by WHO but it clearly stated that the articles only reflected the 
views of the authors and not those of the Organization. It was not, therefore, strictly an 
official publication. More caution would, however, be exercised in future. 

Dr RUESTA (alternate to Dr Bello) said that the Board had not received an adequate 
answer to the inquiry about translation of WHO publications into national languages. 
Perhaps the Board might return to the matter at the end of the budget debate. 

The DIRECTOR-GENERAL said that World Health magazine was perhaps suitable for 
translation into national languages. Member States who wished to do so could include a 
provision for that purpose against their indicative planning figures when they prepared their 
country requests. 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3) 

Research promotion and development (programme 7； Document PB/86-87， pages 106-109) 

Dr EL GAMAL said that, since there was no doubt that any progress would stem from 
scientific research, the programme was particularly important. He commended paragraph 14 of 
the programme statement, which referred to the identification, designation and evaluation of 
suitable institutions as WHO collaborating centres so as to strengthen cooperation between 
institutions and countries in the field of research. Such activities were very valuable. 
Most research called for scientific activities which developing countries could hardly afford 
at a time when those very countries were in dire need of the results of such research. He 
therefore paid tribute to WHO for those activities and hoped that they would be emphasized 
even more in the future• 

Dr REID recalled that when programme 3.3 had been considered there had been some 
overlapping of discussion with the present programme. As the research budgets in several 
developed countries were coming under substantial pressure - and inevitably the pressure on 
the health services research component of such budgets would be even greater - that was 
leading to difficulty in accommodating WHO1s interests within national programmes. He 
wondered whether, in the light of the discussion on programme 3.3 and what might be said in 
connection with the present programme, health services research might be one of the items to 
which the Board should return towards the end of the debate with a view to seeing whether, 
despite the 2.8% increase in real terms and the fact that much of the research was 
decentralized, health services research was an area where the Board might suggest that the 
Director-General should look favourably on a subsidy from his Development Programme, 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) said that WHO should certainly 
participate as much as possible in fundamental research in its specific areas, i.e., 
biomedical research and biomedical engineering, by encouraging international cooperation and 
ensuring coordination with applied research. Such coordination should be extended and 
enlarged throughout the United Nations system ând nongovernmental organizetions• He wâs 
thinking, for example, of the role played recently by the Council for International 
Organizations of Medical Sciences (CIOMS) in certain studies on the use of animals in 
laboratories and also of the approach it had adopted on the application of research within 
the framework of the spiritual dimension. Finally, in view of WHO'S current approach, a real 
effort should be made to carry out integrated research on primary health care. In 
particular, he would be glad to see a more thorough study of eye disorders in children and 
their early treatment. 

Dr SAVEL'EV (adviser to Professor Isakov) said that the measures proposed in programme 7 
were worthy of support. The study of the interrelationship of health and socioeconomic 
factors was particularly interesting. It was gratifying to see that allocations for research 
in that important programme had been increased in real terms. 

However, the figures given in the tables on pages 427-429 of the proposed programme 
budget relating to biomedical research gave cause for concern. Proposed allocations for 
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research from the regular budget had been reduced by the considerable sum of US$ 334 000 as 
compared to 1984-1985. Other reductions affected research in such key areas as health 
manpower development (down by 23.5%), accident prevention (down by almost 16%)， control of 
cardiovascular diseases (down by almost 9%), etc. Health systems research had suffered a 
particularly heavy cut of 45«5%. 

The cuts affected particularly important areas which were directly linked to the 
development of primary health care and the strengthening of health care systems at country 
level. In paragraph 24 of the Director-General1 s Introduction to the proposed programme 
budget, it had been stated that health systems research should be further encouraged, but 
that was scarcely consistent with the reduction in resources. 

He supported Dr Reid1 s suggestion that the programme of research promotion and 
development should be allocated additional funds from the Director-General1s and Regional 
Directors1 development programme. It was not quite clear what had been meant by the remark 
in paragraph 24 of the Introduction to the proposed programme budget that "the reflections on 
WHO1s scientific and technical vocation have to be tempered As the Director-General 
had pointed out in that same paragraph, the capacity of Member States to make use of the 
results of research had not kept pace with the progress made in research itself, but that was 
hardly a reason to cut research funds. 

A sound scientific basis had always been the Organization1s guarantee of success and 
increasing efficiency, and any reduction in the Organization1s efforts in that regard would 
adversely affect the strategy for health for all by the year 2000. 

It was also necessary to strengthen still further the link between research findings and 
health care and to improve the methods of putting new discoveries into practice. The subject 
should be discussed by the global Advisory Committee on Medical Research which was the 
international forum of experts, and possibly also by the regional committees, the Executive 
Board and the Health Assembly. 

Dr HAPSARA asked how family planning research fitted into medical research in general. 
It was difficult to establish efficient research and development programmes in that area in 
some countries• 

It was stated in paragraph 16 of the programme statement that more research would be 
carried out on the role of socioeconomic factors in such areas as tropical diseases, human 
reproduction and protection and promotion of mental health. There seemed, therefore, to be 
an overlap with programme 3.2 (Managerial process for national health development) and 
programme 3.3 (Health systems research). 

Professor JAZBI said that operational research and biomedical research were important 
areas and he therefore welcomed the emphasis given under the research promotion and 
development programme to strengthening health research capabilities at country level. The 
programme strategies laid particular emphasis on intercountry exchange of information. 
However, a more basic need was for trained health workers, especially in developing 
countries• Programmes dealing with training, career development and incentives, adapted to 
the economic situation and stage of development of the country concerned, should be drawn up 
and submitted to governments for implementation. Otherwise, workers might be tempted to move 
to other jobs. 

The Advisory Committee on Medical Research should be divided into two committees, one 
dealing with biomedical research and the other with health and health-related research, 
respectively. The latter committee would cover health services research, health education, 
nutrition, the sociocultural context, etc. The purpose of establishing two separate 
committees was to give equal importance to the two areas in the promotion of health for all. 

Dr QUAMINA drew attention to paragraph 19 of the programme statement, which stated that 
research on diseases of the tropics was expected to be concluded by 1985. However, programme 
13.5 dealt explicitly with tropical diseases research. What was the difference between the 
two items? 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences) said that 
CIOMS had worked in collaboration with WHO on two important issues, namely a set of guiding 
principles for research involving animals and a study of health policy ethics and human 
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values. CIOMS had long been involved in the ethical aspects of research; in 1982, it had 
published guidelines for research involving human subjects, prepared in collaboration with 
WHO.^ The international guiding principles for research involving animals, also produced 
in collaboration with WHO, would be published in February 1985.2 Research on animals had a 
fundamental role to play in improving man1s understanding of the nature of life itself and 
the mechanism of specific vital processes. It was essential for the improvement of methods 
of preventing, diagnosing and treating diseases in man and animals, for testing the safety of 
biological substances and for determining the toxicity of substances which might represent a 
hazard to health. Although legislation and currently accepted practice afforded a 
considerable measure of protection to experimental animals, public opinion was very sensitive 
to any activity that might be considered cruelty to animals. There had been violent attacks 
on animal research laboratories, especially in the United Kingdom and the United States of 
America, which had hindered the progress of research. However, the exploitation by man of 
animals raised philosophical and moral issues and there were no objective ethical criteria. 
The guiding principles provided a conceptual and ethical framework acceptable both to the 
international biomedical community and to moderate animal welfare groups. They emphasized 
that restrictions should not unduly hamper the advance of biomedical science, but that 
biomedical scientists should be morally obliged to have a humane regard for their animal 
subjects, to prevent pain and discomfort and to try to achieve, if possible, the same results 
without resorting to living animals. The principles had already been endorsed by the global 
Advisory Committee on Medical Research and accepted by the European Medical Research Councils 
and formed the basis for the proposed United States Government principles for the utilization 
and care of vertebrate animals used in testing, research and training. 

The second field in which CIOMS and WHO had collaborated was related to health systems 
research and health for all. CIOMS had organized an international and intercultural dialogue 
on the importance of non-material or spiritual factors in health policy decision-making in 
different ethical, cultural, philosophical and religious settings. An International 
Conference on Health Policy, Ethics and Human Values had been held in Athens in November 
1984. Health policy-makers, health ethicists and philosophers from different cultural and 
religious groups, including secularists, had met to discuss selected health policy issues and 
their ethical implications. The debate had covered allocation of resources for primary 
health care, public policy and hereditary disease, care of low-birth-weight infants, health 
care of the elderly and organ transplant therapy. The Conference had helped to clarify 
differences in attitude and to identify the common ethical approaches of different 
philosophies, cultures, traditions and religious and non-religious groups• It had strongly 
recommended that the international, intercultural dialogue should continue, in order to 
improve understanding of the relationship between health policy-making, ethics and human 
values in different cultural groups. In accordance with its recommendations, the highlights 
and the full proceedings of the Conference were to be published and widely distributed in 
April and October 1985， respectively； a follow-up dialogue would be organized, although that 
was a complicated matter and subject to financial restrictions. It was hoped, however, that 
the necessary interest and intellectual and financial support would be forthcoming. He 
expressed the gratitude of CIOMS to WHO headquarters and regional staff and to the members of 
the global and regional advisory committees on medical research for their cooperation. 

Dr ABDELMOUMÈNE (Office of Research Promotion and Development) thanked the members of 
the Board for their comments and encouragement• WHO*s research activities were not 
concentrated in one unit at headquarters, but formed part of individual programmes, and in 
1976 research activities had been decentralized. Thus, questions related to the 
Organization1s research policy had already been mentioned by the Regional Directors for the 
Americas and for South-East Asia and others in respect of health systems, health manpower 
development, etc• The research component of other programmes would be covered as the budget 
debate proceeded. 

Dr El Gamal had mentioned the role of collaborating centres. The research promotion and 
development programme did not deal with technical aspects of the centres1 work, but merely 
provided administrative support. A great deal of interest had been shown in the centres1 

1 Proposed international guidelines for biomedical research involving human subjects 
(a joint project of the World Health Organization and the Council for International 
Organizations of Medical Sciences). CIOMS, Geneva, 1982. 

2 International guiding principles for biomedical research involving animals. CIOMS, 
Geneva, 1985. 
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work, and greater efforts would be made to develop the analysis of scientific and technical 
information and of the results of collaboration under the various programmes, in order to 
distribute information among Member States, especially those most in need of it. 

Dr Reid had mentioned financial constraints. There was a danger that the research work 
vital to the achievement of the Organization1s aims would have to be sacrificed in the 
current economic situation. Indeed, there was an urgent need to define a research strategy 
which could also address such concerns. The Director-General had entrusted the consultative 
structure with the task of formulating a global health research policy framework. The global 
Advisory Committee on Medical Research had initiated the debate and the regional advisory 
committees on medical research would consider operational aspects as well as the conceptual 
framework for the research, in order that the various programmes should serve the same 
objectives in the campaign to achieve health for all by the year 2000. Dr Reid's concern 
that research might be cut back highlighted the need to define a health policy which would 
encourage a multisectoral approach to biomedical research, health systems research and 
behavioural science. 

He echoed Mr van Gindertael1 s hope that WHO would place more emphasis on basic 
biomedical research. As shown by the summary of research activities recently published, 
considerable resources were being provided to direct basic research towards the 
Organization1s objectives, as illustrated particularly in the special programmes for tropical 
disease research and on human reproduction, and the diarrhoeal diseases control programme. 

Concerning collaboration with other organizations, the statement which had just been 
made by the representative of CIOMS was one example of collaboration between WHO and outside 
organizations• There was also close cooperation with other organizations of the United 
Nations system and scientific and technical organizations such as the International Council 
of Scientific Unions (ICSU). WHO had collaborated with the International Geographical Union 
to draw up a map of health parameters and the health indicators used in WHO documents. Such 
collaboration showed that the Organization1s approach covered health research in general, 
rather than medical research in the narrow sense. 

Dr Savel1ev had commented on research on the link between health and socioeconomic 
factors• Mrs Brliggemann and Dr Hellberg had replied to questions on the point the day 
before. Economic and social problems were studied at regional level and within individual 
programmes, e.g., tropical diseases research, human reproduction, and maternal and child 
health. The Headquarters Programme Committee had set up a working group, which had drawn up 
a list of research in progress in individual regions and programmes. Consultations were in 
progress to study health determinants and establish and define the social and economic 
factors which influenced health. It was a complex area and caution was necessary. 

Professor Jazbi had commented on the need to put research findings into practice. The 
Advisory Committee on Medical Research had discussed that issue and the subcommittee on 
health research strategy would doubtless consider it in detail• 

Dr Hapsara1 s question on family planning research would be answered later by the 
spokesman for the human reproduction research programme. 

With reference to Dr Quamina1s question on paragraph 19 of the programme statement, the 
project on the application of fundamental research to diseases of the tropics had nothing to 
do with the tropical diseases research programme, but referred to an extrabudgetary source of 
funds, the International Institute of Cellular and Molecular Pathology in Brussels. That 
project was expected to come to an end by 1985. 

The meeting rose at 17h45. 
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General health protection and promotion (programme 8； Document PB/86-87, pages 110-123) 

Nutrition (programme 8.1) 

Dr BELLA said that malnutrition constituted a great public health problem in Africa, 
and, as all were aware, was due to an unbalanced diet• As was rightly pointed out in 
paragraph 13, the formulation and implementation of national food and nutrition policies had 
yet to be systematically attempted in most developing countries, and their lack explained why 
the problem persisted• It was greatly to be hoped that WHO would complement the action 
already undertaken by stimulating nutrition education campaigns in countries through the 
regional offices. 

Dr HAPSARA said that in Indonesia there was a close intersectoral relationship between 
actions in both health and agriculture, i.e. in the preparation, evaluation and monitoring of 
programmes. He asked for more information regarding FAO1s part in nutrition work and the 
extent to which close links had been established with WHO. Clearly, such links should be 
developed as far as possible where they did not already exist. 

Noting that the amount proposed for country programmes in the South-East Asia Region 
under the regular budget for 1986-1987 stood at US^ 831 500, which thus showed a marked 
increase in comparison with 1984-1985, he requested an explanation of that change• 

Dr BORGOÑO, referring to paragraphs 12 and 14, observed that very great importance had 
come to be attached to monitoring and surveillance activities with the aim of obtaining a 
comprehensive picture of a given malnutrition situation in a country and making appropriate 
changes in nutrition programmes where necessarv. In collaboration with the United Nations 
University, Chile was making considerable efforts in the training of specialist personnel, 
for other regions as well as its own. Such action was considered vital as a means of 
determining the scale and nature of the problem. 

While malnutrition as a whole was obviously the most serious worldwide issue, the 
specific problems of imbalance or excess were only referred to in paragraph 20; disorders 
from those sources were, however, gaining importance in developing countries; the three main 
causes of death in Latin America and the Caribbean were the same as those in the developed 
countries, with diabetes also growing as a problem. He believed that insufficient attention 
had been accorded to that aspect of the malnutrition picture in the proposed programme budget. 

He asked what action had been taken in implementation of resolution WHA37.18 on the 
prevention and control of vitamin A deficiency and xerophthalmia, and sought from the 
Regional Director for the Americas an explanation of the decrease in proposed funds for 
country programmes in the Americas compared with 1984-1985. 

-203 -
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Dr SUDSUKH expressed appreciation of the joint WHO/UNICEF nutrition support programme 

referred to in paragraphs 11 and 22； he inquired about the progress achieved during the past 
two years, and asked what lessons had been learned and whether, at the present stage, it 
would be possible to circulate the findings more widely• 

With reference to the general guidelines on nutrition in primary health care mentioned 
in paragraph 16, he suggested that attention should be given to the need for different 
approaches relevant to the situation in different countries. Technical support and exchange 
of information were of great value； the guidelines to be developed should be widely 
disseminated among Member States and all the agencies concerned. 

Dr OTOO said that WHO should be prepared to intervene in the face of worsening 
malnutrition in Africa as a result of the drought and ensuing famine. From the table on 
page 115, he could see that proposed allocation for country programmes in Africa under the 
regular budget was higher than that for 1984-1985; but the difference seemed inadequate, and 
he wondered whether further funds were anticipated from other sources. 

Malnutrition was acknowledged to have various causes. Pointing out that in the 
eighteenth century malnutrition had been reduced by the introduction of other staple foods 
from other countries, he suggested that a joint WHO/FAO effort along those lines with the aim 
of correcting existing imbalances in different parts of the world would be helpful. 

Professor BAH said that malnutrition in Africa was frequently a matter of poorly 
balanced diet• It was certainly the case in Guinea that people in rural areas were better 
nourished and enjoyed a greater variety of foodstuffs - provided of course that there was no 
drought - than urban populations, and particularly the inhabitants of the poorer peripheral 
zones. The introduction of rice as a convenient, easily prepared foodstuff, coupled with 
higher bread consumption, had made for a monotonous diet and was one of the factors 
contributing to malnutrition. 

Reference was made, in paragraph 7, to nutritional anaemia, especially as a result of 
iron and other deficiencies. The incidence of anaemia in pregnancy was high in Guinea, and 
he considered that a WHO monograph on that subject would be useful. Endemic goitre also 
constituted a problem in certain areas； information concerning its treatment and eradication 
in various countries, such as Switzerland and Poland, would be welcome. 

Cooperation in nutrition matters between FAO and WHO was proceeding satisfactorily in 
Guinea. Two joint seminars for training primary health care workers in nutrition had been 
organized, and fellowships had been made available by WHO and USAID for nutrition courses. 
It was vital that such urgently needed nutrition workers should be trained essentially from 
the public health viewpoint rather than as dieticians, since the real need was for mass 
action covering the population as a whole, 

Dr EL GAMAL recalled that when considering the proposed programme budget for 1984-1985, 
the Health Assembly had taken programmes 8, 9 and 13 jointly. However, the discussion of 
health promotion as a whole had not been conducive to a cohesive debate. He therefore 
welcomed the present, separate consideration by the Board of the various related programmes, 
and hoped that that procedure would also be followed at the forthcoming Health Assembly. 

Dr KHALID BIN SAHAN said that malnutrition, a most serious matter, was due not only to 
poverty, inadequate food production and shortcomings in distribution, but also to ignorance. 
WHO'S role was necessarily restricted to certain aspects of the problem. He accordingly 
stressed the importance of the intersectoral approach indicated in paragraph 15, and asked 
how collaboration with FAO and other international agencies, aimed at obtaining a composite 
picture of the national food and nutrition situation, would be implemented. 

Malnutrition might well be more extensive than was at present believed. In Malaysia, a 
survey carried out with a sample of three million children under seven years of age over a 
two-year period had shown a higher proportion with stunted growth than data provided by 
hospitals and health centres had seemed to indicate. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) said that WHO1s action in the field 
of nutrition, which was to be commended, concerned matters of vital importance to the 
health-for-all objective. Belgium would continue to furnish its wholehearted support in that 
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With regard to paragraphs 8 and 9, he endorsed the proposal to give attention to what 
were called the "nutritional disorders of affluence", with obesity, diabetes, cardiovascular 
disorders and dental caries as examples. It might also be desirable for WHO to concern 
itself with the industrial processing of certain foodstuffs, i.e., the manufacture, 
distribution and presentation of new foods, and in particular the so-called "fast foods", 
which were increasingly in demand in developing and developed countries alike. 

He further hoped that particular attention might be given to action with regard to 
iodine deficiency diseases, and above all to vitamin A deficiency and xerophthalmia. 

Dr REGMI said that, faced with the immensity of the problem of malnutrition, the health 
sector could play no more than a small role. WHO should thus endeavour to exercise an 
essentially catalytic function with regard to activities of other agencies concerned. He 
expressed special appreciation of the work being done under the joint WHO/UNICEF nutrition 
support programme in Nepal. 

Dr KO KO (Regional Director for South-East Asia) agreed that there was an increase in 
country programmes under the regular budget in 1986-1987 of US$ 358 200 as compared with the 
1984-1985 level, but the amount was very small in view of the tremendous importance of 
nutrition work in the Region. That increase took account of planned expansions, mainly in 
Burma and India, Efforts were being made to evolve an integrated programme, e.g., in 
Indonesia, since the approach to be followed was just as vital as the level of funds involved. 

In reply to Dr Sudsukh, he said that actual programme content and procedures regarding 
the joint WHO/UNICEF nutrition support programme depended on the country concerned. For 
example, in Nepal, emphasis had been placed more on the coordinating mechanism and 
infrastructure for implementation of the prograrame and follow-up through the national 
planning commission coordinating all sectors, whereas, in Burma, greater attention had been 
given to epidemiological and clinical aspects of nutrition since the delivery of the service 
was done through the people1 s health programme, which was coordinated by people1 s councils at 
every level. 

An awareness of the importance of nutrition had been achieved in the Region through 
countries1 analysis of the status of their populations and through promotional activities by 
the Organization. The Regional Office was very conscious of the problem of vitamin A 
deficiency； and there would be a regional meeting on iodine deficiency diseases following 
the directives given by the Regional Committee under the regional programme on those diseases. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the Americas Region 
had been familiar with the problem of nutrition and malnutrition for some time. Indeed, it 
was probably the most serious health problem in the Region, since approximately one-third of 
the population of the Caribbean and Latin America suffered from some form or other of 
malnutrition: that justified the importance attached by the Regional Office to seeking 
appropriate resources from the regular budget, and also from other funds which might have 
been specifically‘earmarked for the purpose in earlier budgets but were as yet unconfirmed 
for 1986-1987. In reply to Dr Borgoflo, he said that the Regional Office was considering 
organizational projects to be proposed to the sub-regions, where increasing importance was 
being attached to nutrition and food. Above all, the Regional Office hoped that funds from 
other sources for the Caribbean and Latin America in 1986-1987 would exceed those currently 
available• 

Dr SAMBA (Officer in charge, Regional Office for Africa), replying to Dr Otoo, confirmed 
that the slight increase in the regional nutrition programme budget had been supplemented by 
the increased activity of the joint WHO/UNICEF nutrition support programme. It was also 
gratifying to note that in some 17 countries in the Region awareness of the nutrition problem 
was such that governments had considerably increased their budget allocations in that area, 

Dr PRADILLA (Nutrition), replying to questions, said that Vie did not entirely agree with 
the statement that the role of the health sector in the prevention and control of 
malnutrition was very limited. In fact, every one of the relevant sectors had an important 
role to play, and not only nutritional action in the health sector, but other health 
activities could have a tremendous impact on the nutritional status of individuals. Thus, 
not only specific nutritional deficiencies, but also the prevalence of diarrhoea and other 
infections had a great influence on child growth and nutritional status. The health sector 
thus had very concrete responsibilities in preventing malnutrition, and in a number of 
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well-documented instances the situation had been greatly improved through purely health 
action, 

Intersectoral cooperation, despite long experience at the national, regional and global 
levels of food and nutrition policies, was very difficult to implement in practice. After a 
worldwide review of food and nutrition policies, the conclusion reached in several forums had 
been that a start could be made with sectoral strategy, and that only when one sector had a 
very specific strategy could there be any talk of a complete food and nutrition policy. 
Intersectoral cooperation was very clearly understood in WHO； as regards collaboration with 
FAO, the fact was that the role of the other sectors was handled by the FAO Nutrition 
Division, which found it difficult to convince other divisions in FAO that they had a role to 
play in'the improvement of nutritional status. Internal sectoral development was therefore 
required before the full commitment of all the sectors could be assured. 

WHO also cooperated closely with the Sub-Committee on Nutrition of ACС which brought 
together all the United Nations agencies concerned. An attempt was made at those meetings to 
emphasize sectoral responsibilities, but there again, collaboration between the agencies was 
complicated by the fact that each had a different administrative structure, so that 
collaboration with some of them would be conducted at the headquarters level, with others at 
the regional level and with yet others at the national level• In that very complex 
undertaking, WHO was aiming at a system of common programming with FAO, with a view to 
reaching intersectoral programmes at the national level； that goal had not been reached, but 
efforts were being made in that direction. 

With respect to the African Region, WHO was collaborating closely with USAID in the 
establishment of nutritional primary health care. At a meeting held three months previously, 
17 African countries had supported the preparation of an integrated nutrition programme in 
primary health care to be financed by bilateral aid. 

Monitoring and surveillance formed part of the core of the whole programme. The 
different magnitudes of the problem of stunting in the world, referred to by 
Dr Khalid bin Sahan, had been reported in the Director-General's report on infant and young 
child nutrition to the Thirty-seventh World Health Assembly, and the accumulated data given 
in the WHO Chronicle showed a high prevalence of stunting throughout the world. The 
prevalence of wasting was very significantly higher in Asia than anywhere else, much lower in 
Africa and very limited in South America; that was one illustration of the differences in 
types of malnutrition prevailing in the regions. 

With regard to specific nutritional deficiencies, the Health Assembly resolution on 
prevention and control of vitamin A deficiency and xerophthalmia had been followed up. A 
document on the subject had been distributed to experts for comments and suggestions and WHO 
was endeavouring to mobilize funds for the establishment of a control programme. Problems of 
goitre management and control had been studied for many years• The technology was available, 
and what was now needed was the widespread implementation of programmes in some places. 
There were at least three WHO monographs on goitre and several others had been published 
jointly with the International Nutritional Anaemias Group. The focal point for the programme 
on malnutrition due to excess or imbalance was the WHO Regional Office for Europe, with which 
headquarters collaborated closely. A meeting on the subject would be organized during 1985, 
to which representatives of other regions where the problem was also prevalent would be 
invited. Assistance might be expected from the joint WHO/UNICEF nutrition support programme 
and perhaps the Belgian Government1 s Third World Survival Fund, but the development of the 
programme depended very much on the situation in each country. Indeed, the degree of 
progress achieved varied greatly from one country to another; in any case, all of them had 
already developed a plan of action, some of them had already started on its implementation 
and others were still trying to finalize the plan, but all trying to develop monitoring 
systems. 

The content of the programmes also varied widely： one country concentrated essentially 
on diarrhoea management and another on support for primary health care, with some components 
which had a significant effect on nutritional status. Two countries in Africa were 
strengthening local efforts to stop desertification, in which nutritional activities were 
closely linked with community action related to environmental considerations and health 
issues. 

The global component of the programme was basically designed to encourage regional 
offices in their support of action at the country level. There was also a research component 
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which was given priority at regional meetings on determinants of child rearing and feeding 
practices. Funds were now available and the preparation of projects was being stimulated. 

Professor JAZBI fully endorsed the view that in the developing countries malnutrition, 
especially protein-calorie malnutrition in children under five, contributed to a high 
mortality rate, and that in the developed countries malnutrition in the form of excess eating 
leading to obesity, diabetes and cardiovascular diseases was responsible for disability and 
significant mortality. Malnutrition in pregnant mothers was also very common in the 
developing countries and contributed significantly to high infant mortality rates. He could 
support all the proposed programme activities designed to correct nutritional imbalance, but 
wished to emphasize that, for integrating nutrition in primary health care, in addition to 
the joint WHO/UNICEF nutrition support programme, active involvement of the World Food 
Programme was also necessary, as was the collaboration of ministries of health with 
ministries of agriculture and commerce. He mentioned commerce because many developing 
countries exported their food commodities in order to earn foreign exchange, although from 
the nutritional point of view such products, especially dairy products and poultry, were not 
in fact surplus to local needs. Although such policies were essentially national and were 
influenced by the many pressing needs of the countries concerned, he wondered whether WHO 
could play a role in influencing international trade so as to ensure that no country could 
purchase food products from a country which had no surplus of them, even if the purchasing 
price was the lowest. That could perhaps be achieved through GATT or some other 
international agency. In any case, since the matter was primarily one for the conscience of 
the international community, it was vitally important that for dealing with nutrition 
problems alone, cooperation should be established between ministries of health, agriculture 
and trade. 

Nutritional education was another important activity that should be undertaken, and for 
that WHO should not only conduct training programmes for national nutritionists, but should 
try to have the basic elements of nutrition incorporated in the curricula of all categories 
of health personnel, particularly those working in primary health care units. Health 
education materials highlighting appropriate weaning food according to the sociocultural 
pattern of each country, and education in eating habits suited to various social strata 
needed to be prepared. In developing countries, efforts might be directed towards control of 
parasitic diseases, which in itself would remove many of the nutritional deficiencies 
prevalent in such countries. 

Dr PRADILLA (Nutrition) said that it was very difficult for a health organization to 
influence organizations dealing with agriculture or trade. In cooperating with other 
agencies, WHO1 s role must be one of advocacy. Most experts related the export of food items 
from developing and developed countries less to actual nutritional needs than to other 
issues, such as international trade and economic situations, on which WHO did not have 
sufficient expertise to become directly involved. All it could do would be to try to play an 
advocacy role regarding health and nutrition in influencing the policies concerned. 

Professor JAZBI acknowledged that WHO could not play a direct part in changing those 
policies. He had raised the question because he thought that Board members themselves might 
make Member States aware of the problem, either in their individual capacities or as 
participants in government institutions or international organizations• If no action 
whatever was taken in that regard, much of the expensive effort that WHO put inûo the 
solution of nutritional problems might prove futile where the recipients were concerned. 

Oral health (programme 8.2) 

Dr KOINANGE said that WHO was to be commended for taking the initiative of drawing 
attention to the very rapidly growing problem of oral health, especially in the developing 
countries. While there could be no doubt that some natural water lacked fluoride, it was not 
always true that additional fluoride was beneficial for preventing dental caries. Indeed, in 
some areas natural water contained an excess of fluorides, and the is sue there was how to 
reduce it. Thus, undue stress was laid on fluoridated dentifrices as a universal means of 
reducing dental caries, and too much was made of that concept by commercial firms• It was 
very important for WHO to give clear guidance on the matter. He was glad to see that the 
budget provision for oral health in the African Region had been increased, and considered 
that the statement in paragraph 9 concerning efforts that would be made to utilize 
traditional methods was very important, because in many rural с oimriun i ù i e s where oral health 
had been satisfactory for some time it had deteriorated in the past few decades owing to the 
introduction of very different life-styles. 
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Dr NIGHTINGALE (alternate to Dr Gardner) said that the oral health objective was clear 

and was certainly consistent with general WHO objectives. He wished to point out, however, 
that the first target, although it might be achievable, seemed to be very ambitious. For 
50% of the Member States to meet, by 1989, the global indicator of three or less decayed, 
missing or filled (DMF) teeth at the age of 12 appeared to be a difficult challenge in view 
of the fact that only 44% currently possessed that status. To meet the target, three 
additional countries per year would need to reach the goal, and that at a time when there 
were indications of a rise in the number of decayed, missing or filled teeth in the 
developing and the developed countries alike. 

The situation analysis in paragraph 3 seemed to be accurate, but he considered that 
several other issues should have been mentioned, including oral cancer, dentofacial anomalies 
and - specifically - disfiguring dental fluorosis: the latter condition was not uncommon in 
the world and was important not only per se, as an indicator of other physical effects in 
certain environments, but also as a matter of public concern that too frequently overshadowed 
the very positive effects of fluoride within recommended levels. He noted that the issue was 
referred to in paragraph 17. 

Dr BORGORO agreed with Dr Nightingale that the oral health target was optimistic and 
would be difficult to meet• He stressed the importance of the programme at the country 
level: every effort should be made through global and regional mechanisms to reach that 
level, since it was only there that there could be any possible solution of a problem which 
was growing in the developing countries. The indicators normally used showed that whereas 
oral health was improving in the developed countries it was deteriorating in the developing 
countries - a state of affairs that would make it even more difficult to achieve the goal. 
Efforts must be made to eliminate the imbalance between prevention and rehabilitation, since 
in the overwhelming majority of country programme budgets expenditure on the extraction and 
filling of teeth prevailed over the prevention of dental caries in childhood and the 
preservation of good dentition. A great deal was being said on the subject, but little was 
being done, and there was a clear need for a change of approach. 

Dental primary health care was most important and should be simplified. An effort in 
that direction was being made in the Region of the Americas, for which the budget had 
fortunately been increased. In the programme for that Region, auxiliary personnel had an 
important part to play, although it was not easy to bring about recognition of their role, 
professional dentists being naturally opposed to that kind of care； nevertheless, it 
provided the only effective solution whereby the goal could be achieved. 

With regard to the epidemiology component of the programme, referred to in paragraph 12, 
he suggested that the approach should not be confined to prevalence rates； continued 
attempts should be made to determine the actual incidence of the phenomena, in order to give 
a clearer picture of the progress made in improving oral health. 

Dr SAVEL1EV (adviser to Professor Isakov) drew attention to the emphasis placed on 
intercountry programme activities, and particularly the work of demonstration, training and 
research centres• He welcomed the recommendations for extension of the use of methodology 
for the management and evaluation of the activities of national stomatological services and 
for the continuation of research into the efficacy of new preventive and restorative methods. 

Dr QUAMINA said that it was most appropriate that the oral health programme should be 
discussed immediately following the discussion on nutrition, particularly in view of the 
reversal of trends, mentioned in paragraph 4, resulting in a somewhat better oral health 
situation in the developed world than in the developing world, largely due to changes in 
nutrition and life-styles in general. 

Concerning paragraph 11, she favoured the development of organizational structures, 
particularly with a view to the integration of dental workers with other health professionals 
as equal members of primary health care teams. The profession - and in that she included 
both dentists and auxiliary dental workers - was suffering somewhat from isolation. Its 
members were scarcely represented at health meetings and there existed a sectorization of 
oral health which must be overcome. Health promotion and prevention for oral health could 
not be regarded as being separate. In order to achieve integration, which would be most 
effective at the primary health care level, a close look must be taken at the training of 
dentists and dental auxiliaries and an appreciation made of what other primary health care 
workers could achieve in the area of health promotion with regard to oral health. 
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It was unfortunate that budgetary provisions appeared to reflect the priorities which 
individual countries were able to give to oral health - as opposed to what they might wish to 
give - in the light of their general health situations. Nonetheless that should not prevent 
countries from giving high priority to its promotion, especially as a great deal of morbidity 
and misery occurred when oral health failed. 

Dr SUDSUKH said that even though oral health problems were not a significant cause of 
mortality or disability, they remained a matter of concern in most countries: there was a 
high prevalence of dental caries in developing countries and of periodontal disease in 
industrialized countries. Although oral health programmes had been established in medical 
institutions in many developing countries, the main emphasis was still on curative dental 
services. Oral health through primary health care programmes had not been well developed. 
His own experience indicated that one reason for that was the lack of an appropriate 
methodology for the integration of oral health into primary health care programmes with a 
sense of community involvement. He suggested that relevant operational research should be 
undertaken, with WHO support, to work out appropriate and effective methodologies for the 
development of oral health through primary health care programmes in accordance with their 
specific situations of countries. 

Dr MOLTO drew attention to the relevance of the programme within the proposed programme 
budget as a whole and, like Dr Quamina, noted that it was most appropriate that it should 
immediately follow the programme on nutrition, as the latter, together with fluoride 
deficiency, was an important factor in the problem of dental caries. He urged the 
Director-General to encourage those international bodies supporting drinking-water supply 
programmes to incorporate fluoridation into their activities. 

Preventive programmes in schools were extremely important. However, in Panama, for 
example, the current method of topical application of fluoride was not very effective as it 
was by means of tablets which had to be kept in the mouth for 30 or 45 minutes in order to 
have any effect• He would be interested to have details of any alternative method which 
might be effectively adopted at the country level. 

Efforts in prevention within the framework of primary health care must be complemented 
by recuperative and curative efforts. In that respect, the question of equipment and 
supplies was extremely important - and, of course, relevant to programme 15.4 (Equipment and 
supplies for Member States). The Organization, especially at regional office level, should 
continue to assist Member States in acquiring dental equipment, as costs could thereby be 
reduced, sometimes by more than half, 

Dr REID, referring to paragraph 17, said that a vast amount of scientific and some 
highly unscientific literature had been published on the subject of the fluoridation of water 
supplies. In connection with WHO policy on fluoridation, which was long-standing and well 
known, he asked, firstly, what was the method of publication of the findings of the oral 
health review and research advisory group and, secondly, whether the Secretariat could 
confirm that in the considered view of the group there was no fresh scientific evidence which 
might in any way lead to the need to modify the Organization1s policy• 

Professor JAZBI strongly endorsed Dr Quamina*s remarks； it was true that the oral 
health sector of the medical profession was seldom given due recognition, especially in the 
developing countries, and it was time that the importance of oral health was recognized as a 
matter which had a direct bearing on the attainment of the goal of health for all by the year 
2000. Those in the profession must be given incentives, in the form of appreciation or 
recognition, so that they might take their proper place in the organizational structure. 

He had noted the situation analyses made for Member States in the Eastern Mediterranean 
Region and would appreciate further details about the situation in the Region as a whole, 
since he suspected that dental caries in children were on the increase in most countries 
there, due to a lack of education in oral hygiene. A health education programme conducted 
through the medium of primary health care would seem, once again, to be the only answer. 
However, a situation analysis report should first be made available, together with 
suggestions for steps to be taken by governments initiating programmes and, wherever 
required, with guidance and technical support from WHO. 

Dr GARCIA,BATES said that oral health, like mental health and care for the disabled, was 
an area in which for various reasons action was traditionally delayed, both nationally and 



210 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
internationally• In the case of oral health the problem was especially serious because it 
was not merely a question of limited budgetary resources; economic interests were involved 
which induced those in the profession to undertake restorative rather than preventive 
measures, despite the fact that the technology and knowledge to achieve prevention was 
available. There was, for example, no doubt about the effect of the fluoridation of water 
supplies in reducing the prevalence of dental caries but there were none the less cases - in 
Argentina for example - where fluoridation plants had existed for some time but, for a 
variety of reasons, had never been brought into service. On one occasion in her country a 
consultant, when invited to talk on fluoridation, had first asked whether he should argue in 
favour or against it, since he could give either version depending 011 which was preferred. 

Professional groups, teaching staff and those providing relevant social services in the 
oral health field should get together to agree on steps, such as the reduction of insurance 
costs, particularly for children under 15, for attention related to examination, diagnosis 
and initial prevention, which required no major economic outlay. 

Another important change must be effected in the basic orientation of oral health 
teaching, which was still geared to private practice, where the main source of income was 
naturally to be had from treatment. Changes in the curricular structure called for joint 
efforts by teaching staff, practising professionals and students if there was to be greater 
awareness of the need to increase budgetary resources and put such measures as fluoridation 
into practice. 

Dr EL GAMAL said that there was no mention under programme 8.2 of the relationship 
between oral disease and other diseases, although it was well known that oral- health problems 
could cause other problems• He asked whether any studies or research work had been carried 
out within the framework of the programme into that relationship. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), replying to Professor 
Jazbi, said that reports on all surveys carried out in the Region would go to the Member 
States concerned, together with a proposed plan of action. 

There had long been discussion on the possibility of producing a basic dental unit - as 
had been done in the case of the basic X-ray machinery developed by WHO 一 in the form of a 
standard, robust and less expensive unit for which spare parts would be generally available. 
Such a project seemed to him to be very worthwhile. 

Professor JAZBI fully agreed about the value of such a dental unit and urged that the 
matter be pursued• The X-ray equipment referred to had already shown its effectiveness and a 
similar project for a dental unit would be very useful. 

Dr ВARMES (Oral Health) said, in response to Dr Reid1 s questions, that as far as he was 
aware, no new body of information existed that would indicate that any change should be made 
in the Organization1s policy on fluoridation and other uses of fluorides. The only aspect 
that might be described as having changed related to efforts to extend ways of using 
fluorides in order to achieve maximum versatility and respond to prevention strategies in a 
wide variety of cultural, social and oral health situations. There appeared, from time to 
time, studies which concerned the use of extremely high concentrations of fluoride that had 
caused adverse reactions as might be expected with unusually high concentrations of almost 
any substance* Unfortunately, claims made on the basis of such studies usually took several 
years to confirm or refute. One such study was currently being subjected to scrutiny but 
there was no evidence from it or any other that the Organization1s policy on optimal use of 
fluorides should be modified. 

Concerning publication of the reports of the oral health review and research advisory 
group, that body had effectively advised on programme development, and annual reports had in 
the past been sent to members of the group, chief dental officers within countries, and other 
interested persons, but had not so far been formally published, although that could be done 
if so desired, in which case a wider circulation might be envisaged. 

In reply to Dr Moltó1s question, he agreed that fluoride tablet administration required 
considerable organization and missed several years of a child1 s life that were important in 
tooth formation. Other procedures included the predominantly topical application by rinsing 
and the use of fluoride toothpaste. In connection with the latter, administrators should 
note Dr Koinange1s comment about the use of fluoride toothpaste where fluoride was already in 
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excess in water supplies. Guidelines were being prepared on that rather special situation. 
However, it should be emphasized that in normal circumstances fluoride toothpaste had been 
much more effective in reducing the prevalence of caries than had been expected. It was an 
excellent system which did not depend on a great deal of management and guidance if countries 
legislated to make fluoride toothpaste available. 

Concerning fluorosis, data was being collected in the global data bank. Fluoride 
ingestion in different situations was being studied and simple methods of defluoridation were 
being studied, among them one which had been developed at the Chiang Mai Demonstration, 
Training and Research Centre for Oral Health in Thailand. 

In reply to Professor Jazbi丨s question concerning Pakistan and other countries in the 
same Region, he said that the situation in regard to caries was, in general, that disease was 
low but approaching the 3 DMF level and in a few countries had passed that level. Some 
countries had a natural protection through fluorosis naturally available in their water 
supply. The level of peridontal disease was moderate to high in the Region but because 
almost all the countries in the Region had performed situation analyses, considerable 
activity was taking place atid there were great hopes that the current trend in dental caries 
would be reversed• 

WHO was looking into the development of basic dental units; one such unit was being 
developed by a group in Canada under the International Collaborative Oral Health Development 
Programme. Efforts were also being made to secure the cooperation of manufacturing interests• 

Replying to Dr El Gamal, he said that a number of studies dealt with the effects of oral 
diseases on general health; the oral health unit did not, however, have the resources to 
carry out such studies itself. Instead, it had endeavoured to promote that type of study in 
research institutes and universities• 

With regard to the need for a better balance between prevention and restorative and 
rehabilitative procedures, it should be borne in mind that the experience of highly 
industrialized countries clearly showed that prevention was effective and simple and 
relatively cheap but that management had to be superb. Management skills were difficult to 
find because dental professionals and specialists were paid for providing curative rather 
than preventive services. That was why appropriate remunerative procedures were necessary 
and why the international collaborative programme had been developed to channel requests; 
however, both WHO and bilateral agencies were still asked to provide new schools and 
high-technology equipment for preventive and primary health care projects. The international 
collaborative programme was indeed functioning, although the response from donor countries 
had been somewhat disappointing. 

The integration of general health and oral health personnel was a central issue, 
particularly as far as primary health care and preventive procedures were concerned. He 
looked forward to the day when there would be no more dental auxiliaries but only auxiliaries 
involved in oral programmes, no more dentists but only oral physicians. For this to happen 
it would obviously be necessary to make changes in curricula at all levels. Nevertheless, 
the traditional courses continued to produce obsolete personnel both in the highly 
industrialized countries, where needs had dramatically changed, and in the developing 
countries, where quite different types of personnel were required. In other words, dental 
education was changing at too slow a pace. 

He agreed that the goal of three DMF teeth was ambitious but considered it a practical 
possibility in the light of current trends. In fact, some very remarkable turn-rounds in the 
oral health situation might well occur by the year 2000• There was a danger that9 despite 
the growing interest in oral health, the lack of awareness in countries which had had no real 
experience of dental problems would mean that too little action would be taken too late 
unless more was done to promote the preventive approach. Moreover, the scandalous surplus of 
highly trained manpower in the most industrialized countries would assume even greater 
proportions unless prompt action was taken. He sincerely hoped that the warning signs would, 
unlike the pessimistic prophecies of Cassandra, be heeded, not fulfilled. 

Accident prevention (programme 8.3) 

Professor JAZBI said that greater attention than ever before must be paid to accident 
prevention in the developing countries, where accidents, especially road accidents, were 
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increasing in number as cities expanded in the wake of rapid industrialization. The 
programme activities designed to reduce the number of accidents and, whenever possible, to 
prevent them appeared to be very appropriate. There was, however, a need for research to 
ascertain the relationship between accidents and the consumption of alcohol and other 
psychoactive substances and specific behavioural types. It was his impression that traffic 
accidents were more common among teenagers than among middle-aged persons, and more among 
males than among females. The background data should be established so that appropriate 
preventive action could be taken. The activities proposed in paragraph 12 of the programme 
statement were therefore worthy of support• 

Professor FORGACS noted that accidents accounted for a high proportion of deaths in the 
industrialized countries, particularly among young males, and that they were apparently 
becoming a serious problem in the developing countries. He therefore supported the research 
work mentioned in paragraph 12 of the programme statement• There was a need to strengthen 
global and interregional research activities, especially with a view to identifying the 
socioeconomic, behavioural, sex and age factors contributing to accidents on the road, in the 
work place and in the home. Unfortunately, the decreased level of financial support, as 
indicated on page 398 of document PB/86-87 in respect of project APR 216, would not be 
sufficient to provide adequate coverage. 

Mr GRIMSSON expressed the view that the programme on accident prevention should rank 
among the Organization1s priority activities. He was therefore rather surprised to note 
that, except in the South-East Asia and Eastern Mediterranean Regions, the amount budgeted 
for country programmes was to be decreased. The programme itself rightly focused on youth 
and on the elderly, and it was very important that special attention should be paid to 
accidents in the home, which were of frequent occurrence and often fatal. He agreed with 
Professor Jazbi that the relationship between accidents and alcohol and drug abuse should be 
explored, since recent studies had revealed an increase in the number of deaths from 
accidents with such causes• 

Dr MAKUTO said that an analysis of available morbidity and mortality statistics 
indicated that in many countries of the African Region accidents in the home were now among 
the top 10 causes of mortality in children under five years of age. Furthermore, in those 
countries road traffic accidents were increasingly important causes of death among the 
population at large, particularly in the most economically active age-groups. In Zimbabwe, 
for instance, bus accidents involving up to 50 persons sometimes occurred and high rates of 
accidental death and injury were recorded during public holidays. 

Consequently, WHO*s accident prevention programme was worthy of special attention, 
particularly in view of the fact that mortality and morbidity due to accidents could largely 
be prevented. He was dismayed to note that in the African Region the country budgetary 
provision for the accident prevention programme in 1986-1987 was zero and that the 
intercountry and regional provision had been decreased• Under those circumstances, the 
Regional Office should draw the attention of Member States to the importance of the 
programme, and should provide technical support to strengthen managerial capacities for 
situation assessment, programme planning and the implementation of appropriate and effective 
projects aimed at reducing mortality and morbidity due to accidents. 

Dr SUDSUKH stressed the importance and complexity of accident prevention, which called 
for effective multidisciplinary cooperation and coordination. He sought information 
regarding the composition of the multisectoral task force referred to in paragraph 2(1) of 
the programme statement, and inquired what strategies it would adopt to fulfil its 
functions. He was glad to note that the budgetary allocation for the accident prevention 
programme in the South-East Asia Region was to be increased. 

Dr KHALID BIN SAHAN said that the problem of road accidents was a very real one in many 
developing countries; in Malaysia it had assumed epidemic proportions and was the most 
frequent cause of hospital admissions and one of the most frequent causes of death, entailing 
a loss of economic productivity, an increase in the cost of health care, and placing a heavy 
burden on the country1 s accident emergency services. 

Accidents were man-made and could therefore be prevented. In Malaysia the main cause of 
road accidents was the human factor; alcoholism was not a problem, but inconsiderate driving 
and disregard of traffic regulations resulted in many deaths. The problem had to be tackled 
at source - on the road, with the driver, and with the vehicle. Many serious road accidents 
involving public transport took place, more so in fact than accidents involving private cars. 
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He welcomed the proposal that a third interregional course on injury prevention and 
control should be held in 1987. The Secretariat might provide some further details in that 
connection. He hoped that the course would be attended not only by medical personnel but 
also by representatives of transport departments, public works agencies and traffic 
regulation enforcement officers, since the prevention of road traffic accidents was yet 
another area in which a multisectoral approach was required. 

Dr BELLA agreed with Professor Jazbi that accidents constituted a serious problem in the 
developing as well as in the developed countries. The situation in the Ivory Coast was 
significant. All records for road traffic accidents had been beaten and draconian measures 
had had to be taken to control the epidemic. The provisions of the highway code had been 
strictly enforced, speed limits had been imposed on certain stretches of road and severe 
safety inspections had been instituted for all vehicles that had been in operation for more 
than three years, special attention being paid to such items as tyres, brakes and headlamps• 
He was therefore glad to note that WHO1 s accident prevention programme would promote the 
strengthening of operational research capabilities and support technical and health systems 
research for accident prevention in a number of countries• 

Dr MOLTO^fully agreed that the high mortality rates resulting from road traffic 
accidents constituted a growing problem in the developing countries• However, despite the 
Director-General1 s efforts to promote research into ways of preventing such accidents, the 
problem would be difficult to solve because of its intersectoral nature； the health sector 
was rarely entrusted with responsibility in the matter； sometimes it did not even have 
access to the relevant information. In Panama, strenuous efforts had been made over the past 
10 years to achieve coordination with the police forces responsible for enforcing the traffic 
regulations and with the bodies concerned with on-the-spot operational research, with a view 
to exchanging information and providing mutual support• He asked whether any Member State 
had achieved such coordination in an effective manner and whether any information concerning 
agreements and conventions on the subject could be made available. 

Dr SAMBA (Officer in charge, Regional Office for Africa), referring to the point made by 
Dr Makuto, said that the Regional Office for Africa had also been surprised that no country 
in the Region had requested that budgetary provision should be made for accident prevention. 
The table of estimated obligations shown on page 123 of the budget document had been compiled 
almost entirely in response to requests from countries. The situation had been brought to 
the attention of the Regional Committee, which had discussed it at length. It had been 
generally recognized that traffic and domestic accidents were in fact increasing at a faster 
rate in Africa than in the developed countries. The Regional Committee had taken note of the 
trend and it was hoped that the situation would be reflected in subsequent budget requests 
from countries. WHO would be only too pleased to provide its full collaboration at both the 
regional and global levels. 

Dr ROMER (Accident Prevention) noted that the problem posed by the intersectoral nature 
of accident prevention had been referred to by several speakers• The problem of prevention 
did not arise oniy in the industrialized countries; it also affected the developing 
countries, which found themselves in more or less the same situation as that which had 
obtained in the industrialized countries 20 years earlier, before the introduction of 
appropriate regulations had led to an improvement in the situation, particularly in the OECD 
countries, where mortality rates had fallen by 15%-20%, with regard to traffic safety 
improvement• 

The extent and severity of the problem, as measured by mortality, was likely to be 
underestimated, as existing data showed the socioeconomic importance of injury morbidity and 
disability in many places; 1% to 2% of GNP was the average figure for the cost of road 
injuries in developed and developing countries. 

Reliable morbidity and disablement statistics were, however, difficult to obtain, but 
the increasing use of certain medical services and the growing number of hospital beds 
occupied by accident victims provided some indication of the general trend; in some 
countries 20%-30% of hospital admissions were due to bodily injuries. However, whatever 
scanty information was available was not always utilized in order to formulate the necessary 
prevention and control policies. At bottom there might be an absence of political will to 
tackle problems such as safety. In that connection a comparison could be made with what 
happened in the field of man-made disasters, such as those occurring in industry. For 
example, a recent study by OECD had shown that the compensât ion paid to private individuals 
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or communities by polluting industries accounted for approximately 1% of the investment 
required for safety measures to prevent the accident from occurring. In the field of 
accident prevention, it very often happened that the investments required, to improve road 
safety for example, were not given the priority they deserved, especially in the developing 
countries, where safety was often the poor relation in transport development at a time of 
chronic economic crisis• 

The WHO programme was now directed to promoting an awareness at governmental level of 
the need for accident prevention and to providing technical support for efforts to determine, 
or at least to form a more accurate idea of, the nature of the problem since it was important 
for health authorities to have a clear picture of the part they could usefully play in 
accident prevention. 

In answer to Dr Moltó, he said that some countries, though not many, had indeed 
developed mechanisms to improve intersectoral cooperation in such areas as road safety and 
the prevention of accidents among children, thus increasing the contribution health 
authorities made to accident prevention. The establishment of such collaborative procedures 
was of the utmost importance; to that end, the Organization was setting up at the regional 
and global levels the multisectoral task forces mentioned in paragraph 2(1) under "Targets", 
which had been the subject of a question from a Board member, WHO could not take effective 
action on accident prevention on its own； it would have to work closely with the other 
bodies concerned, such as transport authorities, since a free exchange of views and data was 
needed to produce general policies. In several of the regions, intersectoral committees or 
pilot groups had already been set up and a global group was expected to be established during 
1985• An important function of such groups would be to support the development of similar 
groups, in particular interministerial groups, at country level in order to prepare 
programmes and follow up their implementation. 

A question had been raised about regional courses. Those were multidisciplinary courses 
for senior staff in health and relevant non-health sectors aimed at providing decision-makers 
in all those sectors with pertinent information on accident prevention. The first course of 
that nature had been held two years previously； as a result, 70% of the participants had 
introduced activities related to injury prevention programmes in their countries in the year 
following the course. 

Accident prevention was not a topic normally in the forefront of discussions at the 
Board and the Health Assembly since it was often the responsibilities of ministries other 
than those for health. Nevertheless, the health sector did have an important part to play in 
accident prevention, not least to highlight the repercussions high accident rates had on the 
health services and to draw attention to the need to include the health component in any 
intersectoral efforts to formulate prevention policies• 

Protection and promotion of the health of specific population groups (programme 9； Document 
PB/86-87, pages 124-144) 

Maternal and child health， including family planning (programme 9.1) 

Dr HAPSARA noted with gratification the substantial and active efforts that WHO 
headquarters and the South-East Asia Region were devoting to maternal and child health care, 
including family planning. From the activities listed it was clear that the programme 
involved many interrelated activities such as the expanded programme on immunization; family 
planning； women, health and development； and nutrition, to name a few. That accorded well 
with the emphasis Indonesia placed on team work, as evidenced by its programme involving a 
family package of health care covering the following five aspects: strengthening maternal 
and child health services； strengthening family planning services； improving family 
nutrition, especially for pregnant and lactating women, infants and children; viral disease 
control; and strengthening of the expanded programme of immunization for mothers and 
children. He looked forward to the further strengthening of the maternal and child health 
programme in the future. 

The programme activity described in paragraph 13 was expected to be closely related to a 
number of other programmes. He asked what specific form such collaboration and cooperation 
would take at headquarters and regional level and for WHO programme coordinators. 

Dr BORGOÑO endorsed the programme description in its entirety. 
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: ； H i s first comment was that family planning was universally accepted as an integral part 
of, maternal and child health; there was therefore no necessity to single that activity out 
in the programme title. Secondly, low birth weight was a problem that should be 
highlighted. The figures quoted in the situation analysis for the rate of low birth weight 
were quite high； it should be noted that a number of developing countries, including Chile 
had succeeded, through the introduction of suitable programmes, in reducing their national 
rate to that; prevailing in the developed countries. Attention to prenatal care in all its 
aspects, including nutrition, was fundamental to finding a solution to the problem of low 
birth weight, which accounted for a large proportion of infant mortality, especially neonatal 
mortality, in developing countries. In that context, efforts to strengthen joint efforts in 
the field by WHO and UNICEF would be most useful. 

Collaboration with the Expanded Programme on Immunization and the role of sexually 
transmitted diseases during pregnancy had been mentioned among the programme activities 
(paragraph 20)； however, there were other communicable diseases too that were major causes 
of high infant mo?rtalif:y, such as acute respiratory diseases and diarrhoeal diseases, and it 
was important for adequate resources to be allocated to the programme. In that context, 
joint work aimed at common goals could be very productive and should be given priority. 

As far ap child health, growth and development were concerned (paragraph 21)， he asked 
what progress the joint programme with UNICEF was making and whether any problems had arisen 
with regard to the collaboration between the two agencies• 

Finally, the problems associated with adolescent health were affecting an increasing 
portion of the population, not only in the developed countries but to a growing extent in the 
developing countries. They were particularly acute in Latin America and the Caribbean. 
There was therefore a need to consider all aspects of adolescent health together, rather than 
to deal with them separately under different programmes, and also to tackle the issue at 
regional and global level. In that respect, he would point out that there appeared to be 
some cutback in the overall funds allocated to maternal and child health activities for the 
Aniç ricas. 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) agreed with the emphasis the proposed 
programme budget placed on the maternal and child health programme. The outstanding results 
already achieved by WHO in that area were greatly appreciated. Women and children 
cpnstituted a majority of the world population； the problems associated with maternal and 
child pare, which affected many countries, especially the developing ones, were thus of major 
importance. Maternal mortality and the infant mortality rate both remained high in some 
developing covintries• He therefore felt that the programme1s efforts to assist developing 
countries to strengthen their maternal and child health services and help them train health 
personnel for work in that area should be continued, WHO1s cooperation in the field with 
UNICEF and UNFPA bad been most effective and he hoped it would continue. 

Dr SUDSUKH strongly endorsed the comments on the importance of the maternal and child 
health programme• In Thailand an integrated programme was being launched that incorporated 
into a single health care delivery package the following four primary health care 
components: maternal and child health, including family planning； simple medical care; 
availability of essential drugs; and the expanded programme on immunization. The programme 
was a very promising venture and he hoped to be able at a later date to report on its results 
to t;he Board. 

Dr SAVEL'EV (adviser to Professor Isakov) said that programme 9.1 was one of the 
Organization1s most important programmes and was directly linked to the introduction of 
primary health care and the implementation of the Declaration of Alma-Ata. A wide range of 
шацу different programme activities had been planned for the coming biennium to give 
countries technical assistance in determining and analysing their problems, implementing and 
evaluating their national programmes, manpower training, pregnancy and perinatal care, child 
growth monitoring and other issues. 

The programme paid particular attention to research. Measures aimed at accelerating the 
developing and assessment of appropriate technology that was effective in and acceptable to 
developing countries could only be approved. One interesting aspect of the proposed research 
wag t;he development of systems for the early detection and prevention of hypertensive 
disorders during pregnancy in association with correlated epidemiological studies and health 
systems research. At the same time, it should be noted, with regard to trends in child 



216 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
health research, that the status of health of the population as a whole was to a great extent 
determined by the health of the rising generation. It would therefore be useful to carry out 
studies on the prevalence and etiology of hypertension and respiratory disease in children, 
paying particular attention to the development of appropriate preventive measures. 

Dr MAKUTO stressed the importance of the maternal and child health programme for the 
health-for-all strategy and endorsed the proposed programme activities. Since the programme 
catered for the largest population subgroup in most countries, especially developing 
countries such as Zimbabwe where women, and children under 15, made up 75% of the total 
population, its successful execution was crucial and critical for the attainment of health 
for all by the year 2000, Zimbabwe had very fruitful collaboration with WHO in the 
implementation of its national maternal and child health programme which encompassed most of 
the activities advocated by the Organization1s programme. He was pleased to note that the 
1986-1987 budget allocation for the programme to the African Region had been increased over 
that for the current biennium. However, there was a reduction in the extrabudgetary funds 
shown for programme 9,1 in Africa, although the estimates were stated (paragraph 31) to be 
only tentative, so that a much higher level of resources might ultimately be realized. He 
sincerely hoped that would be the case, as the programme would need to be adequately funded 
if it was to realize its ambitious targets and enhance the possibility of attaining health 
for all. 

Dr OTOO said that maternal and child health services formed the core of primary health 
care programmes. A number of significant health indicators, such as the infant mortality 
rate, the maternal mortality rate and life expectancy at birth, were affected by maternal and 
child health services. Hence the organization and delivery of maternal and child health 
services provided one of the most satisfying and challenging experiences in the delivery pf 
primary health care. 

In the maternal and child health programme links with a number of other programmes were 
indicated (paragraph 13). Because of the importance of maternal and child health services, 
he asked for more detailed information on what those links entailed and what they were 
supposed to achieve. 

Dr REGMI also stressed the importance of maternal and child health and commended the 
programme that had been prepared. Many developing countries were engaged in vigorous 
campaigns to promote birth control activities. However, that aspect was of less importance 
than maternal and child health activities as such and should be given a lower priority. The 
mother and child were the most important members of the family, and in the developing 
countries women and children made up a very large proportion of the population. Every effort 
should therefore be made to ensure that children were safe. Acute respiratory infections, 
diarrhoeal diseases, other communicable diseases and malnutrition were so many hurdles on the 
infant1 s path from childhood to adolescence, and those hazards made it a herculean task to 
provide the necessary protection. In the context of health for all by the year 2000 through 
primary health care, the Organization should give top priority to the maternal and child 
health prograinme； the resources for that programme, from whatever source they came, should 
be stepped up, 

Dr ADOU joined in commending the considerable attention given in the programme budget 
proposals to the most important subject of maternal and child health. With regard to the 
research activities envisaged (paragraph 19) under the programme, he asked for further 
information on non-literate instruction material for the promotion of clean delivery and on 孕 
surrogate measure for birth weight, since such material was of prime importance in many 
developing countries, such as Djibouti, where many women who were the target of maternal and 
child health education were illiterate. 

Dr EL GAMAL said that programme 9.1 could be considered to be one of the most important 
for the future of mankind. The comprehensive view of health and the coordination required 
between various sectors, referred to in the Director-General1 s Introduction to the programme 
budget, led him to call for the adoption of an integrated programme to cover all aspects of 
child health, which he would call a child survival programme. The six main elements of such 
a programme would be： the Expanded Programme on Immunization； control of acute respiratory 
infections; control of diarrhoeal diseases; spacing of births; reduction of mâternal 
mortality； and the control of malnutrition. He would be returning to the question when the 
UNICEF/WHO Joint Committee on Health Policy met just after the Board. 

The meeting rose at 12h35. 



SEVENTEENTH MEETING 

Friday， 18 January 1985, at 14h30 

Chairman： Professor J. ROUX 

1. PROGRAMME OF WORK 

The CHAIRMAN said that, at the request of Dr Reid, a provisional work schedule had been 
prepared and circulated^ indicating the rate at which items ought to be covered if the 
session was to finish by Thursday, 24 January. He pointed out that work had fallen 
considerably behind, and that it would not be possible to keep to the schedule unless members 
showed a sense of discipline and were willing to work longer hours. He therefore suggested 
that on Saturday, 19 January, two meetings should be held, from 9h00 to 12h30, and from 14h00 
to 17h30. The following week, meetings would run from 9h00 to 12h30, and from 14h30 to 
18h00, with the possibility of additional night meetings on the Monday and Tuesday. 

Dr BORGOÑO doubted whether a Saturday afternoon meeting would be productive, since 
members would be tired after the long morning session. In addition, a number of members 
already had commitments for the rest of that day. He would prefer to envisage night meetings 
the following week. 

The CHAIRMAN pointed out that a Saturday afternoon meeting would not necessarily mean 
that night meetings the following week would be ruled out. He pointed out that the Board was 
already behind in its work; according to the schedule just distributed, it should by now 
havç reached programme 10• 

Dr REID noted that the Board had now spent 15 minutes discussing how to save time. He 
fully supported the Chairman1s proposed programme of work. 

That programme was adopted. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987; Item 7 of the Agenda 
(Resolution V7HA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS; Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, 
EB75/8, EB75/9 and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3) 
(continued) 

Protection and promotion of the health of specific population groups (programme 9; Document 
PB/86-87, pages 124-144) (continued) — — — — ~ — 一 

Maternal and child health, including family planning (programme 9.1) (continued from the 
sixteenth meeting) 

Dr BELSEY (Maternal and Child Health) thanked speakers, who had drawn attention to the 
importance of the programme as one of the keystones of health-for-all strategies. The 
comments made had been concerned with two main issues - first, coordination and integration, 
and, secondly, specific technical matters. 
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The object of coordination was to ensure the correctness of technologies to be 

incorporated in primary health care. Its main focus was at country level, and it covered not 
only the coordination of technical components of maternal and child health сдге, but also 
that of infrastructure. Coordination also involved support given by other agencies, such as 
UNICEF and UNFPA, in order to ensure a common message and approach. In addition, there were 
a number of informal interagency mechanisms for coordination in specific areas, such as child 
development. As another example, the technologies promoted and used at the country level in 
programmes supported by UNICEF had been and continued to be developed and revised by the 
various technical programmes within WHO. That collaboration was explicitly described in 
paragraph 18 of the programme statement, in connection with appropriate technology for 
pregnancy and delivery care, but involved all other technical areas and programmes in which 
WHO collaborated with UNICEF and UNFPA in support of maternal and child health/family 
planning• 

A number of speakers had mentioned the importance of integration. Although there was a 
technical and managerial logic in integration of the various elements and priorities within 
the programme it had to be emphasized that such decisions had to be taken at national and 
even local level according to local circumstances and priorities. 

Stress had also been laid on opportunities for an integrated approach: Dr El Gamal had 
referred to the Expanded Programme 011 Immunization, the programme on acute respiratory 
infections, decrease in maternal mortality, etc., as a package of integrated elements. WHO 
was collaborating closely with UNICEF, as well as with UNFPA, in those areas. However, there 
was a risk that that collaboration, if only on those packages, might become just one more 
vertical programme• The emotional and political appeal of the cause of child‘survival should 
not deflect those concerned from what was both technologically and managerially the correct 
approach - namely, that those and other relevant technologies could only be maintained 
through the primary health care system； that approach, together with community support and 
the involvement of mothers and fathers, was essential if efforts not only for child survival 
but also for healthy development were to be sustained. 

Citing examples of how coordination worked within WHO progra聊es themselves, he drew 
attention to the role of joint programme reviews• Those working in the programme had been 
collaborating in the technical aspects of methodologies with their colleagues in countries, 
and were thus gaining useful experience. Those activities had as their focal point the 
various technical units, and were closely monitored by and coprdinated with the 
infrastructure programmes. Similarly, the programme was closely collaborating with other 
infrastructure programmes in testing and evaluating indicators related to maternal and child 
health in the health-for-all strategy. 

One very useful mechanism for coordination had been the informal technical working 
groups that coordinated the planning, programming and monitoring activities of common 
interest to many of the infrastructure, science and technology programmes• Those working 
groups covered such areas as activities for the eradication of tetanus neonatorum and 
collaboration in the International Youth Year, as well as infant and young child nutrition. 
Collaborat ion also involved the area of health systerns research, particularly with the 
regional offices which bore primary responsibility for health systems research in maternal 
and child health and family planning. That collaboration meant th^t thç country experiences 
could contribute to the refinement of health systerns research methods, materials and training 
modules for application to maternal and child health/family planning. The global programme 
was then able to feed those methodologies and experiences into the health systems research 
programme, so that they could be utilized more widely within the Organization. 

A number of speakers, including Dr Borgoño, had referred to the problem of low birth 
weight, which still accounted for perhaps one-half of all infant mortality in most developing 
countries. Low birth weight was not governed merely by the factor of maternal nutrition, but 
also by infection, fertility patterns, and other factors, which needed to be locally 
identified and quantified before appropriate national strategies for combating the problem 
could be adopted. 

Dr Adou had referred to the question of non-literate material• The programme aimed to 
transfer the technology for the development of such material to national institutions, to 
enable them to develop ways of applying certain health technologies in the home - for 
example, delivery care. It should be noted that, in countries where only 30% of deliveries 
were carried out by trained health workers, a high proportion of the remaining deliveries 
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were done by untrained, non-literate people, both family members and traditional birth 
attendants. Such materials, developed in accordance with the "target" population1s 
perception and presented in a "comic book" format, should make it easy for the untrained to 
follow simple instructions for delivery care. 

Reference had also been made to the need for taking a holistic approach to adolescent 
health. That was the focus of the programme1s working group on International Youth Year, 
which was promoting a "positive" approach, building upon the successes of adolescence, and 
involving young people in their own health care, but extending this to promote youth1s 
contributions to primary health care in general. 

He endorsed Dr Savel1ev1s comments on the importance of scientific research. In 
collaboration with the research promotion and development programme, a major review was to be 
undertaken of research in maternal and child health/family planning. The results of that 
review would be submitted to the meeting of the global ACMR in October 1985. 

On the subject of child diseases which had implications for adult health, a publication 
could be made available to anyone interested.^ 

Dr NIGHTINGALE (alternate to Dr Gardner) said he saw no mention in the programme 
statement of the WHO/UNICEF Bellagio initiative, and wondered whether any activities were 
being planned in that connection. 

Dr OTOO recalled that he had asked earlier for information as to how the programme1 s 
links with the various programmes indicated in paragraph 13 were to be assured. 

Dr HENDERSON (Director, Expanded Programme on Immunization) said the so-called Bellagio 
initiative, which had stemmed from a meeting held in Bellagio, Italy, in March 1984, aimed to 
find ways of reinforcing collaboration between Member States, organizations of the United 
Nations system, bilateral agencies, and other concerned groups. It had lead to the decision 
to form a "task force for child survival" involving WHO, UNICEF, the World Bank, UNDP, and 
the Rockefeller Foundation. The task, force had been meeting every three or four months to 
seek ways of reinforcing the immunization efforts of three countries represented at the 
original meeting, namely Colombia, India, and Senegal, and to develop plans for a second 
conference, scheduled for October 1985. 

The Bellagio initiative was still in the early stages, and there was a wish to keep it 
open and flexible so as to avoid the danger that approaches adopted which eventually proved 
unsuccessful might become "frozen". Flexibility was needed in order to be able to capitalize 
on whatever approaches were found to work in practice； for example, in Colombia UNICEF was 
providing support through РАНО 一 a somewhat unusual, but effective, method. 

The essence of the Bellagio initiative was that it would not call on more of WHO1 s 
limited resources, but would instead ensure that existing resources were used to better 
advantage by stimulating better coordination among organizations of the United Nations system 
and other concerned groups. Partly because the future of the experiment would not be known 
until October 1985, and partly because it was not envisaged that any substantial amount of 
WHO resources would be devoted to it, the initiative had not been mentioned in the programme 
statement• 

Dr BELSEY (Maternal and Child Health), in reply to Dr Otoo, said that all the programmes 
mentioned in paragraph 13 fell into the category of infrastructure programmes; two cf the 
programmes mentioned were managerial process for national health development, and 
organization of health systems based on primary health care. The major activity there had 
been, and would continue to be, in the area of the joint programme review, both in support of 
countries undertaking such reviews, and using that experience to refine the maternal and 
child health/family planning technical aspects of such reviews. Similar coordinating 
activities were being carried out regarding health systems research, health systems research 
training, and the promotion of health systems research with particular emphasis on the risk 
approach. 

Over the years there had been sustained collaboration with the part of the health 
manpower development programme focused on the training of primary health care workers in 

1 Falkner, F., ed. Prevention in childhood of health problems in adult life. Geneva, 
World Health Organization, 1980. 
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maternal and child health and family planning technologies. Other areas of collaboration 
were the development of community-based training curricula, and the training of traditional 
birth attendants. 

Human reproduction research (programme 9.2) 

Dr BORGOÑO said that priority should be given to targets (3) and (4) - research to 
establish means of integrating family planning into primary health care, and the 
strengthening of research facilities at the country level. 

Another important element, which was not clearly brought out in the programme statement, 
was the role of the social sciences and the need for research on the social aspects, in 
particular those governing people1s behaviour in relation to problems of fertility and 
sterility. 

The programme was basically funded from extrabudgetary resources, and he wondered if it 
was not over-optimistic• For the previous biennium the extrabudgetary funds received - for 
that programme, as for the Special Programme for Research and Training in Tropical Diseases -
had been less than the budget estimates, and that tendency was continuing. He asked what 
grounds there was for such optimism, and what strategy would be adopted if funding problems 
arose. 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) congratulated WHO on its outstanding 
achievements in the field of human reproduction research in recent years. He thanked it for 
the help it had given developing countries in strengthening their family planning research 
institutions and training research personnel, and commended its work on the development of 
new family planning techniques as well as on testing the efficacy of existing ones. 

He urged that WHO continue to give such assistance, and that full use be made of the 
collaborating centres. 

Dr HAPSARA requested information on coordination between the human reproduction research 
programme and medical and health research in the various countries• 

Dr BELLA asked what stage had been reached in the development of contraceptive vaccines 
for men and women, what action such a vaccine might have, and what the duration of its 
effectiveness might be. 

Dr BARZELATTO (Director, Special Programme of Research, Development and Research 
Training in Human Reproduction) said that he had noted the observations made, which should be 
helpful in guiding the programme. He agreed with Dr Borgoflo that the contribution of social 
science research in the programme was not very explicit: it had been a component since the 
beginning, but had still been under review at the time of drafting. Since then, the advisory 
groups for the programme had reviewed the situation and had approved a shift in focus in the 
work of the central task force towards behavioural and social and economic determinants of 
fertility, with emphasis on methods and taking into account factors of international, 
cross-cultural importance. Work would be coordinated with health systems and services 
research conducted by the Division of Family Health at headquarters, and regional activities 
in that area would be considerably strengthened. 

Replying to Dr Borgoño1s question about the optimistic estimates of extrabudgetary 
support, he explained that, while funding had decreased after 1980, it had stabilized in the 
past two years and might even show an increase in the curent year• Local currency 
contributions had already been increased in the current year, and furthermore many 
governments and international funding agencies were taking measures to increase funding for 
research in that area as a response to the strong appeal made by the International Conference 
on Population in Mexico. 

Regarding Dr Hapsara1s question about coordination of research, close contact was 
maintained with the research promotion and development programme. In practical terms, 
programme 9.2 acted as a focal point for all research concerning human reproduction, which 
included back-up for initiatives taken elsewhere. 

In reply to Dr Bella1s question about contraceptive vaccines, he said that the rapid 
strides being made in immunology would no doubt have an impact on contraceptive technology. 
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There was still a long way to go before male contraceptive vaccines were developed, but WHO 
was following progress and supporting some research, and a special meeting was to be held in 
the near future to review the question. Work on female vaccines was more advanced, with two 
vaccines against the human chorionic gonadotrophic hormone (HCG) - one developed outside the 
programme and the other by the programme - about to be tested in humans• Approval had been 
secured for testing in one country, and it was expected that similar approval would be 
obtained in a second country in the very near future. 

The DIRECTOR-GENERAL, replying to Dr Hapsara, said that the human reproduction programme 
was placing emphasis on strengthening worldwide coordination of all research being carried 
out in human reproduction, to ensure that WHO played a far more vigorous role in that respect 
and improve the credibility of the programme, thus dispelling previous objections about WHO1 s 
somewhat narrow concern with its own research activities• 

Workers' health (programme 9•3) 

Dr EL GAMAL said that WHO'S role regarding workers1 health was clearly defined in the 
programme statement. The objective and targets of the programme were particularly important 
in regard to cooperation with Member countries in preparing occupational health programmes, 
establishing a network of collaborating centres, drawing up guidelines on health surveillance 
in the workplace, and controlling work-related diseases. He welcomed the use of expert 
committees in drawing up occupational health programmes and guidelines in accordance with 
countries1 needs, especially those of developing countries• Such programmes and guidelines 
could be of particular benefit at a time of scarce manpower and other resources, especially 
where small industries were concerned. 

Referring to paragraph 11, he stressed the importance of undertaking national field 
surveys, since ignorance of the dimension of health problems was a major obstacle to the 
development and improvement of occupational health. He also called for increased attention 
to be paid to such surveys at the regional level. 

The integration of'occupational health concerns in primary health care programmes 
(paragraph 10) and collaboration with ILO (paragraph 12) were among the maj or measures for 
improving workers 1 health. 

Dr HASSOUN (alternate to Dr Al-Taweel) stressed the importance of the prograrame 
particularly for developing countries with their rapid industrial development. He welcomed 
the increase of some US$ 200 000 in the allocations from the regular budget for the programme 
in the Eastern Mediterranean Region. 

A symposium on occupational health hazards in rural areas had been held in Iraq in 
December 1984, and it seemed that the occupational health centre in that country could be 
considered a major centre； if it were to receive additional support from WHO it could become 
a regional centre.. 

The incidence of occupational cancer was growing daily because of increased exposure to 
certain raw materials and the use of a number of carcinogenic agents. Special attention 
should therefore be paid to that question, health legislation should be strengthened and the 
necessary guidelines published with the cooperation of WHO• 

Dr SAVEL1EV (adviser to Professor Isakov) expressed his approval of the proposed 
programme, especially the research component. He particularly welcomed research on the 
delayed or long-term effects of low levels of exposure to physical and chemical health 
hazards, problems of occupationally-related premature aging, and occupational reproductive 
health. 

Particular attention was rightly paid to the integration of workers1 health into primary 
health care. 

He considered important the statement (paragraph 9) that the principal problems relating 
to workers1 health to be dealt with at country level included political and socioeconomic 
issues and not only purely technical matters； the country he knew best would be glad to 
share its experience with WHO and any interested Member States. 

He believed that it would be advisable under the programme to study the effect of 
biological factors in the working environment. On the other hand, he doubted whether WHO 
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should actively concern itself with work-related diseases (paragraph 2(3)), since there was 
no precise definition of such diseases, which at the present time might well be regarded as 
including nearly all disorders. 

Dr HAPSARA appreciated the active role of WHO in strengthening the programme. The 
problem of intersectoral collaboration was a very important one, and he wished to know how 
far WHO was supporting countries in strengthening collaboration between the health and 
manpower sectors, and in strengthening the workers1 health programme as part of primary 
health care. 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) welcomed the programme. The question of 
workersK health was becoming increasingly important with the development of industry, not 
only in the developed but also in the developing countries, which were bound to encounter 
serious problems and needed measures to improve working conditions and prevent and control 
occupational diseases. Many countries, including China, had established wide-ranging primary 
health care systems in factories and mines and had built up a great deal of valuable 
experience in that area. WHO and other agencies should strengthen their work on occupational 
health, with particular emphasis on research and legislation. 

Dr SUDSUKH stressed the importance of integrating workers1 health care in primary health 
care systems• As stated in paragraph 6， such integration was far from satisfactory, and he 
therefore suggested that more emphasis should be placed on operational research in that 
field, with increased support from WHO. 

Dr QUAMINA said that the budgetary allocations indicated the programme1s* increasing 
importance to all Member States• 

Referring to Dr Sudsukh's comments, she believed that WHO should be very careful to 
adopt a flexible attitude to programmes for workers1 health. There was a wide range of such 
programmes in some Member States, while others had no specific programmes on workers1 health, 
confining their efforts to providing primary health care for workers on a par with other 
citizens. The main concern should be that health services were available to workers. 

There must, however, be a very strong monitoring service to protect workers1 health. 
Legislation was very important in that respect but, so far as she was aware, neither WHO nor 
ILO had produced model legislation specifically to promote and protect the health of the 
individual worker (and not just the safety of machinery). 

She expressed gratitude to the University of Miami for its valuable collaboration with 
the Caribbean sub-region in connection with the use of toxic chemicals and pesticides in the 
work environment• 

Another point to be considered in regard to workers1 health and productivity was that of 
problems encountered by workers in travelling to and from work. 

She would welcome clarification of the term "occupational reproductive health" in 
paragraph 14. 

Dr BORGOÑO wished to know what the Organization, with its catalytic role, was doing with 
regard to certain countries in which workers1 health was in the hands of the ministries of 
health and the social security services and required integration for maximum efficiency. 

He also wished to know to what extent the programme was linked, in practice, with the 
programme on the safety of chemicals, which was closely related to it. Appropriate 
coordination would avoid duplication and lead to a more rational use of both economic and 
human resources. 

Dr KOINANGE said that the problem of the poisoning of agricultural workers by pesticides 
and herbicides was still prevalent in developing countries, and he wondered whether WHO could 
produce a booklet for guidance in the use of pesticides and herbicides• 

Dr GARCIA BATES said that since the programme concerned workers, which meant the 
population of working age, and that in many countries working life began at an early age, 
special attention needed to be paid to young people. There was little tradition in regard to 
integrated health care programmes for that group. 
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That problem was linked to the question of coverage - which did not necessarily mean 
protection - by social security, which in the countries of South and Central America was 
about 60%. The aim of universal social security coverage would be fulfilled by extending 
that coverage to non-working dependants up to the age of 25• It was vitally important to see 
workers1 health programmes in a broader perspective, including the population of working 
age. The role of social security was a point that deserved more specific attention in the 
programme• 

Dr EL BATAWI (Office of Occupational Health) thanked those members of the Board who had 
expressed satisfaction with the proposed programme, which was a continuation of the present 
and the previous one. The questions asked covered a very wide range• Several related to the 
coordination of workers• health care with other services for workers or its integration with 
primary health care. In addition, other specific questions had been asked. 

Outlining the present situation as regards occupational health at the national level, he 
reminded members of the Board that many developing countries had received a historical legacy 
of legislative and inspection systems administered by the authorities responsible for labour 
or manpower. But many of those countries had increasingly established units in ministries of 
public health responsible for workers1 health. They were initiating workers1 health 
programmes and starting to utilize the primary health care approach. Others had developed, 
in addition, a social security system which provided medical care for some of the working 
population. In many countries, particularly in Latin America, those systems provided 
excellent care and facilities particularly for employees of large industries. However, a 
very large sector of the working population in all countries was employed in small-scale 
industries, subsistence agriculture, construction, mining, etc., and they were not covered by 
any health services or inspection of any kind. Even in some highly industrialized countries 
there were many such workers for whom no health services were available. In fact, such 
workers represented 60%-70% of the total work force of the world. It was for them that the 
public health system should undertake programmes and, in doing so, primary health care should 
be the most effective tool. That was a problem of great magnitude. 

Primary health care had been misunderstood in some parts of the world as being 
"elementary" health care. That should not be so. Primary health care used many simple tools 
to ensure efficacy at low cost. It should be based, in his view, on the principles of 
participation and involvement of the population, self-reliance and self-care, a 
multidisciplinary approach, equity, prevention at the source and comprehensive coverage. In 
implementation of the first principle, participation and involvement, education of the 
workers and of primary health care personnel was required. WHO was actively involved in 
preparing guidelines in those two areas. The multidisciplinary approach was also emphasized 
because any workers1 health programme would have to deal with industry, labour, social 
security, management and economic planning. It must mobilize all the resources and personnel 
available to follow primary health care principles in taking care of the workers• 

The WHO trial, which had been extended to about 20 countries, had revealed the two or 
three most popular models. The first was the introduction of a workers1 health component in 
public health centres in rural and suburban areas instead of the present practice of treating 
sick workers without knowing the occupational origin of their diseases. Preventive health 
care had also been introduced in some such centres in many countries and would ensure a wider 
coverage of the working population. 

The second approach was to educate health personnel working in industry on primary 
health care principles. WHO was developing workers1 health and safety education iri 
cooperation with ILO to promote self-reliance and an improved life-style which would to a 
large extent prevent occupational diseases. 

The third type of approach was to utilize the general primary health care system 
available and ask primary health care personnel to assume responsibility for the working 
population along with their other tasks - although it would perhaps be placing an additional 
burden on them. If the community as a whole would realize its own responsibility for health, 
matters would be much easier. Those experiments being carried out in many countries were 
likely to provide guidelines for ways of fitting workers1 care into primary health care in 
the future. He agreed, of course, with Dr Quamina that each country was entirely free to 
choose the system it wanted, provided all the workers were really covered. 
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Regarding occupational health in agriculture, he informed the Board that guidelines on 

occupational health in rural areas were being prepared, including a section on pesticides, 
which were recognized to be one of the major occupational hazards. 

Concerning Dr Savel1ev1s wish to see studies undertaken on biological factors in the 
working environment, it was recognized that zoonoses affected workers and those diseases were 
sometimes officially recognized as occupational diseases meriting compensation. The 
programme was working in collaboration with the veterinary public health programme which was 
concerned with zoonoses in order to help in that respect• 

With regard to "work-related diseases", there was a definite causal relationship between 
certain occupational hazards and diseases, such as silica causing silicosis, lead causing 
lead poisoning. Another group of health problems involved psychosocial factors at work 
leading to psychosomatic disturbances. It should be remembered that workers also had the 
same health problems as the rest of the population. The programme planners, therefore, were 
trying to identify the degree to which occupational health programmes could assist in the 
prevention of such diseases as hypertens ion and in the improvement of the life-style of 
workers, in the hope that many chronic diseases could be prevented. In that way, the WHO 
programme would contribute to the goal of health for all. 

The programme planners had not yet touched on the legislative aspect, but were awaiting 
the results of the primary health care experiment so as to see if there was a need for 
supporting legislation. 

Questions had been asked about the problem of children in employment• The programme 
planners were well aware of the problem and, during the present year, a study group on 
specific health risks of the child at work was to be convened• Research was being undertaken 
in some nine countries by collecting data on the health problems of working children. As it 
was illegal to employ children, it was difficult to get reliable information. 

Finally, in answer to Dr Quamina, occupational reproductive health meant the 
occupational health area dealing with chemicals which might lead to reproductive impairment -
abortion, premature birth, teratogenicity or mutagenicity - such as certain pesticides, 
solvents and heavy metals. A review of the subject had been undertaken in Tbilisi, USSR, in 
1983, in cooperation with the Regional Office for Europe, and the results were in the process 
of publication. Regarding chemical safety, Dr Borgoño was well aware of the relation between 
workers1 health and chemical safety as he had been a member of the committee that dealt, 
among other things, with that matter. 

(Reference to workers1 health and women is also made in the discuss ion under programme 
13.17 at the twenty-second meeting.) 

Health of the elderly (programme 9.4) 

Dr EL GAMAL said that the fact that there was a programme entitled "Health of the 
elderly11 led him to inquire why the elderly required special health care. The définit ion of 
the elderly as people over 60 or 65 years of age, was both a mere assumption and 
unscientific, since the changes connected with aging began with the embryo and continued 
throughout life. He considered it preferable to analyse the factors which affected the 
health of a person as he grew older, one of the most important being the relative lack of 
vitality and activity. Next came the loss of a spouse or of friends or relatives and the 
departure of children from the parents1 home. The most important factor was retirement and 
lack of work since, when a person stopped working, it had an adverse, if not catastrophic, 
effect on his morale and self-respect. Furthermore, in developing countries, where the 
age-group from birth to 20 years of age constituted 50% of the population, whereas those 
above the age of 60 did not exceed 6%, young people acted as a pressure group, urging 
policy-makers to lower the retirement age so as to provide work opportunities for them. 

In reality, the elderly were neither sick nor handicapped, but rather a minority who 
were discriminated against. If a person was prevented from working when he was able to work, 
that would have adverse effects on his health. Attempts were sometimes made to compensate 
for retirement by providing special facilities for the elderly, such as clubs, but that was a 
kind of hypocrisy, to assuage the conscience of society in its maltreatment of the minority. 
Insincere sympathy was even more damaging to what remained of the elderly person1s morale and 
self-respect• It was strange that reference was often made to the role of the elderly when 
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they were deprived of a role. If certain countries allocated a percentage of their budget 
for work opportunities for minorities, the same principle should be applied to the elderly. 
Work was the right of every human being without regard to sex, race - or age. Retirement 
should be voluntary, so long as a person could give something to the community and was 
productive. If that was not accepted, health care, as defined by WHO, would never be 
provided to the elderly, who represented a growing percentage of the population. 

Dr NIGHTINGALE (alternate to Dr Gardner), noting that the programme was an important one 
and that it would increase in importance as the elderly population throughout the world 
continued to grow, asked for further information on WHO* s plans for the programme in the next 
biennium. Would the global programme remain in the Regional Office for Europe? 

/ 

Mr GRIMSSON said that he was pleased to see the strong links between the programme and 
other programme areas9 such as accident prevention, mental health, drugs and nutrition. He 
would have liked to see, however, in paragraphs 2 and 3 of the programme statement, a 
specific reference to nursing since, as he had mentioned in his comment on the report of the 
Regional Director for Europe, one of the fundamental rights of the elderly was to remain at 
home as long as possible, with support from the community through strengthened home health 
services as part of primary health care• 

He asked for information on the work of the intersecretariat task force on senile 
dementia, referred to in paragraph 16 of the programme statement• 

Dr BORGOSO, noting the growing significance of the problem of the elderly in developing 
countries and, particularly, in Latin America and the Caribbean, said that the 
epidemiological assessment of the health status of the elderly as mentioned in paragraph 12 
of the programme statement was of tremendous importance for determining policies for them. 
Efforts had been made in that area in various countries of Latin America, and a national 
survey had been carried out in Chile. The countries of southern Latin America had met in 
Punta del Este to exchange information and experience on the subject. That was an example of 
cooperation among developing countries• 

Given the dynamics of the process of the aging of the population throughout the world 
and its emergence as a major problem, especially in the Americas, he wondered whether it 
might not be appropriate for consideration to be given to making that Region the focal point 
of the programme on the elderly instead of Europe. He was not competing for the programme, 
but thought that the proposal was worth studying in view of the importance of the problem in 
the Americas and the great institutional support that could be provided by Canada and the 
United States of America - at least as great as that available in Europe. 

Professor BAH agreed with the previous speakers on the growing significance of the 
problem of aging, whose importance for everyone as individuals also merited reflection. He 
considered that the programme paid insufficient attention to the aging of the brain and the 
loss of intellectual capacity, and to the question of the sexuality of the elderly. 

The problem of the isolation of the elderly also deserved study. In Africa, the error 
of establishing homes for old people had been avoided and the elderly lived and were looked 
after in the family home, which housed several generations. He had been distressed to see 
the inhabitants of old people1s homes in Europe more or less left on their own. Architects 
should not design large blocks of flats or very small houses but follow the African example. 

He regretted the fact that in Africa a retirement age of 55 years or even earlier - a 
legacy of the colonial past - had often been maintained, and agreed with Dr El Gamal that 
many retired people were very unhappy• Peasants, who continued working to an advanced age, 
did not have such problems• 

He had noted the frequent references in reports to the high proportion of elderly 
persons in Europe as compared with young people and wondered whether WHO should perhap's carry 
out a study to determine whether there was a relationship between contraception and the aging 
of the population. 

Dr RUESTA (alternate to Dr Bello) supported Dr Borgoño1s suggestion that the focus of 
the programme on the elderly should be transferred to the Americas• 

Dr MACFADYEN (Programme on Health of the Elderly) said, in answer to Dr El Gamal1s 
question on the need for special health care for the elderly, that there had been a shift in 
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emphasis between the Sixth and the Seventh General Programmes of Work. The Sixth Programme 
had mainly dealt with disease, whereas the Seventh Programme laid more emphasis on helping 
the elderly to stay healthy» 

Dr Nightingale had asked about plans for the future within the programme. The table of 
estimated obligations for programme 9.4 showed an increase of almost 29% in proposed budget 
allocations. Most of the increase applied to regional and country activities, especially to 
the Western Pacific Region, the South-East Asia Region and the Region of the Americas, with a 
two-thirds increase as compared with the period 1984-1985. 

Dr Borgoflo had mentioned the surveys carried out with WHO support in Latin America. 
Such surveys had also taken place in the Western Pacific Region, e.g., in Malaysia, the 
Philippines, the Republic of Korea, and Fiji, and in the South-East Asia Region, e.g., in 
Thailand. 

Mr Grimsson had mentioned the need to increase provision of nursing care and the 
Director-General had spoken on the same subject on the opening day of the session. Proposals 
to increase the nursing component of the programme on health of the elderly had already been 
submitted to the Global Programme Committee. 

The intersecretariat task force on senile dementia had held its third meeting that day 
and its Chairman, Dr Sartorius, would speak later. In addition, the Deputy Director-General 
had organized a meeting of scientists and Secretariat staff to discuss the prospects for 
progress through research on dementia in the context of health for all. Scientists had been 
optimistic about the possibilities of success, but Secretariat staff needed to be cautious in 
their statements about the prospects of conquering that distressing condition, characterized 
by memory loss and behaviour change, in order to avoid raising expectations• However, ACMR 
and the task force had identified four areas where research might accelerate progress, one of 
which was support for sufferers, and especially for their families. With the support of the 
Regional Office for the Americas, an International Alzheimer1s Disease Association was being 
formed and would hold a meeting in September 1985 to publicize approaches to care and 
management of senile dementia sufferers within families. 

With reference to Professor Bah1s comments, he had just returned from the first African 
Congress of Gerontology which had been held in Dakar in December 1984. The proposed regional 
programme for Africa had no funds specifically for health of the elderly, since the Region 
had focused on 15 programmes. However, the global programme would cover some activities in 
the African Region, and requests had been received in respect of family health training 
programmes with their four components - care of mothers, care of children, family planning 
and care of the elderly. 

Dr SARTORIUS (Director, Division of Mental Health) speaking as Chairman of the 
intersectoral task force on senile dementia, said that WHO saw senile dementia as one of the 
many mental health problems of the elderly. The fight to help those with the condition was 
not purely a matter for health services; other public services, including architects and 
planners, also had an important role to play in the prevention and management of mental 
health problems of old age. The task force had been established to combine the efforts of 
the programmes which were most directly concerned with controlling the problem, including 
health of the elderly, mental health and family health. It was hoped to expand the task 
force soon to ensure the joint implementation of programme activities and the coordination of 
research. Consultation with colleagues in the regions had taken place and it was hoped that 
the task force would be formerly established in the near future. Its tasks were listed in 
paragraph 16 under programme 9.4. 

The DIRECTOR-GENERAL said, in answer to the questions put by Dr Borgoño, Dr Ruesta and 
Dr Nightingale, that it was quite possible to have global work going on in a regional centre 
provided that impartiality was preserved, and the Regional Office for Europe had been a 
pioneer in the field of health care for the elderly. In order to ensure the intellectual 
atmosphere necessary to stimulate such a programme, he had decided to transfer the global 
focus of the programme to the Regional Office. The programme had derived great benefit from 
the change, which had been made possible by Dr Kaprio's cooperation. That also applied to 
the global focus of advanced medical technology assessment which was located in the Regional 
Office for Europe. In the era of new technology, it was immaterial whether the collaborating 
centre was in Washington, Copenhagen or, for instance, in Czechoslovakia, where there was a 
centre for the coronary heart disease prevention programme. 
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He was looking forward to the Organization1s taking advantage of the considerable amount 
of research going on in the Region of the Americas. It seemed likely that, in the next three 
to four years, further activities would be developed in several regions at once, with full 
collaboration and a minimum of global coordination. The Regional Office in Copenhagen was 
performing its job well and according a high priority to health care of the elderly, but he 
was prepared to consider any action which might reinforce the important programmes being 
undertaken in the Region of the Americas. 

Protection and promotion of mental health (programme 10; Document PB/86-87, pages 145-157) 

Psychosocial factors in the promotion of health and human development (programme 10.1) 

Dr HASSOUN (alternate to Dr Al-Taweel) expressing appreciation of the document, said 
that his questions referred to paragraphs 2, 7, 9 and 12 under the major programme 10, and to 
paragraphs 3, 5, 9 and 19 under programme 10.1 and the table of estimated obligations on 
page 149. 

Many countries in the Eastern Mediterranean Region were developing rapidly and 
undergoing an industrial revolution and economic boom, often with adverse psychosocial 
effects. The influx of workers from the rural areas into the cities had disrupted family 
life and had had repercussions on mental health. In addition, as Dr Gezairy had said, all 
manner of natural and man-made disasters, such as earthquakes, floods, droughts, war and 
civil war, occurred in his Region, and those, too, adversely affected mental health. It was, 
therefore, distressing to note that no funds had been set aside for research into mental 
health problems in the Region. Paragraph 19 under programme 10.1 stated that no requests for 
support had been received from Member States• However, much could be done to evaluate the 
mental health situation in the Region, especially regarding psychological stress, and to 
promote training and research into prevention, treatment and rehabilitation. The situation 
should be reviewed by missions to the countries concerned and considered at future sessions 
of the Executive Board. 

Dr SAVEL1EV (adviser to Professor Isakov) said that paragraph 5 under programme 10.1 
mentioned various psychosocial factors harmful to health, including the threat to survival 
from military conflicts. Another cause of anxiety should be added to the list, namely that 
resulting from the proliferation of weapons of mass destruction capable of destroying the 
whole of humanity. Such anxiety could have an adverse effect on mental - and hence on 
physical - health. Research should therefore be carried out on the pernicious effects on 
mental health, and especially on children, of that situation and of propaganda for violence 
in the mass media, 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) expressed his appreciation of the fruitful 
work carried out by WHO in the field of mental health. The issue was important to both 
developing and developed countries• Headquarters should continue to assist Member States in 
the following ways; manpower training, especially by means of appropriate workshops； 
prevention and treatment of mental illnesses by primary health care institutions and training 
of staff in mental health care； epidemiological surveys and prevention and control 
programmes at national level; and coordination of global, regional and national mental 
health care programmes• 

Dr SARTORIUS (Director, Division of Mental Health) said that a special working group of 
experts on the influence of psychosocial factors on health would meet in the Eastern 
Mediterranean Region in September 1985. The ACMR of the Eastern Mediterranean Region had met 
in Cyprus 18 months ago and made specific recommendations concerning biobehavioural science 
and mental health research and training which had proved useful to the Region and should also 
benefit other regions. 

Dr Savel,ev had commented on the anxiety caused by war propaganda and the fear of war. 
The mental health programme had contributed material and reviews to an informal working group 
convened under the programme for external coordination for health and development and would 
continue to work in that important area. 

With reference to Dr Zhang1s comments, the mental health programme had given high 
priority to the areas he had mentioned. Courses in the People1s Republic of China, for 
example, had provided a model in transferring knowledge at a minimal cost. WHO consultants 
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had contributed their expertise to well-organized "international" courses; those were 
followed by a series of local workshops in which the participants in the international 
workshop taught others, thus multiplying knowledge quickly and effectively. 

/ 

Dr GARCIA BATES said that an additional concept should be added to programme 10 on the 
pattern of WHO1s pledge to eradicate smallpox - namely, a pledge to eradicate lunatic 
asylums• Member States should be encouraged to treat mental patients in general hospitals. 
Special efforts were required to integrate mental health care with other health services, and 
top priority should be given to the abolition of asylums• 

Prevention and control of alcohol and drug abuse (programme 10.2 and Documents 
EB75/INF.DOC./1 and EB75/INF.DOC./7) 

Dr HASSOUN (alternate to Dr Al-Taweel) congratulated the Director-General on the 
comprehensive integrated programme on drug abuse. In resolutions WHA33.27 and WHA37.23, the 
World Health Assembly had urged Member States to implement a variety of measures for 
assessment and control of abuse of narcotic and psychotropic substances. There were more 
than 48 million drug addicts in the world, the majority of whom were schoolchildren and 
students. Addicts often became dependent on more than one drug and on alcohol, WHO was 
helping in the training of primary health care workers to detect drug addiction at an early 
stage and provide treatment. In his country, drug abuse was not a serious problem. 

At the seventy-third session of the Executive Board, it had been reported that drug 
abuse was on the increase in a number of countries• What had the Organization done to 
determine the extent of drug addiction, what information was available on that matter, and 
what measures were being taken for the prevention and cure of addiction? In Iraq, strict 
legislation had been introduced and enforced to prevent drug abuse before it could start• 
Health education via the mass media had also been provided, particularly for primary school 
children, since such education from an early age helped to prevent subsequent addiction, 

Dr QUAMINA congratulated the Director-General and the Division of Mental Health on their 
efficiency in producing document EB75/INF.DOC./1 which contained many references to the 
considerable documentation produced by the Division. Not all of the documents had been 
published； she hoped that would by accomplished promptly. Often, information was available 
but was not distributed quickly enough and not to the right people. She had been surprised 
to find that she, as a public health worker, often knew more about preventive programmes than 
practising clinical psychologists and psychiatrists. Nurses and doctors were still not being 
exposed to modern public health teaching as applied to mental health, although a manual and 
guidelines for teaching health personnel about drug dependence and alcohol-related problems 
were available. She appealed to WHO to speed up the publication of its reports and studies. 

In reply to a question by Dr NIGHTINGALE (alternate to Dr Gardner), the CHAIRMAN said 
that document EB75/14 should preferably be discussed exclusively under agenda itera 13• 

Dr NIGHTINGALE (alternate to Dr Gardner) observed that document EB75/INF.DOC./7 provided 
a comprehensive synopsis of the activities being undertaken to continue and intensify the WHO 
alcohol programme, as requested in resolution WHA36.12. Much appeared to have been 
accomplished over the past year towards developing that programme. How soon would the six 
regional reviews of alcohol problems in the employment setting, referred to in paragraph 20 
of that document, be available? What steps had been taken to ensure that the necessary 
organizational, staffing and budgetary implications had been taken into account in preparing 
the 1986-1987 programme? Paragraphs 25-27 of document EB75/INF.DOC./7 (Organization and 
management) essentially described support activities that had already taken place, and made 
no specific mention of such steps. 

Turning to the question of abuse of narcotic and psychotropic substances (document 
PB/86-87, paragraphs 17-19 under programme 10.2 he commended the Secretariat on its rapid 
implementation of the new WHO procedures, adopted by the Board at its seventy-third session, 
concerning the review of psychoactive substances for international control. However, some of 
the data in document EB75/INF.DOC./1 relating to the supposed increase in abuse of cocaine 
and psychotropic substances in North America were not entirely consistent with his country's 
experience, since the best available data suggested that the United States was not 
experiencing any increase in the prevalence of such abuse. In general, drug abuse had peaked 
in 1979 and, depending on the population assessed and the class of drug, prevalence was 
either stable or decreasing. There had been some increased morbidity associated with the 
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abuse of some of those drugs, particularly cocaine, and more people were attending emergency 
rooms or treatment centres with drug-related problems• That did not, however, necessarily 
reflect an increase in the prevalence of drug use, but rather an increase in the level of use 
within the user population and changes in routes of administration. 

Referring to the question of therapeutic usefulness (document EB75/INF.DOC./1, paragraph 
3.2.2(e)), he welcomed the implementation of the various guidelines, but was concerned at the 
direction apparently being taken by the Secretariat in implementing one particular element of 
the new evaluation procedure 一 determination of therapeutic usefulness. He would welcome 
information on the Secretariat1 s intentions in the matter. The same concern had been voiced 
by the member from his country during the debate on the issue at the Board1 s seventy-third 
session. The explanation given at that time appeared to have been insufficient in the light 
of more recent developments. 

According to the document in question, WHO required data on therapeutic usefulness as a 
basis on which to make its recommendation for control under the 1971 Convention on 
Psychotropic Substances• While the concept of therapeutic usefulness was mentioned in the 
Convention and in a resolution adopted in 1982 by the United Nations Commission on Narcotic 
Drugs, determination of therapeutic usefulness was used primarily in deciding whether a 
substance could be placed in Schedule I of the Convention on Psychotropic Substances 
(substances of no therapeutic use) rather than Schedules II-IV, but was not really useful in 
deciding into which of the latter schedules a substance might be placed； furthermore, such 
determination should rest largely on the decisions made by the drug regulatory authorities of 
Member States and not with international bodies• 

The therapeutic usefulness of drugs was evaluated by national governments in the context 
of approval for marketing of those drugs, and that should be done at the national level* If 
WHO performed such a function to any significant extent that would be viewed by Member States 
as a usurpation of national prerogatives and possibly as a venture into supranational 
regulation. While the Convention required a determination of therapeutic usefulness by 
WHO,it did not require any extensive review. 

The meeting on assessment of therapeutic usefulness of psychotropic substances held in 
Oslo from 1 to 5 October 1984 raised concerns about the direction being taken in that area. 
That meeting had been a joint effort of the mental health programme and the WHO European 
regional programme for pharmaceuticals and drug utilization, and appeared to be WHO,s first 
attempt to differentiate quantitatively between drugs according to their therapeutic 
usefulness. He asked how the Oslo meeting related to WHO1s responsibilities under the 
Convention on Psychotropic Substances； whether the activity was a useful and appropriate one 
for the Division of Mental Health; whether qualitative measures would be quantified; how 
much would be spent by WHO in gathering information on therapeutic usefulness and 
incorporating it into WHO drug files; what the role and level of activity of the Regional 
Office for Europe would be; how much time expert committees (paragraph 18) would spend in 
considering the subject; and what relative weight would be assigned to the information in 
contrast to the more traditional and clearly critical information on actual worldwide drug 
abuse and abuse potential of specific drugs under consideration for international control• 

Dr SARTORIUS (Director, Division of Mental Health), replying to Dr Quamina1s question 
concerning the distribution to the medical and other professions of material produced, 
recalled the Director-General1 s appeal on the subject at an earlier meeting. WHO had, over 
the years, developed a public health doctrine of mental health, and it earnestly hoped that 
public health authorities would help to make it known to the many professions concerned. The 
Secretariat was fully aware of the frequent difficulties in reaching the professions and 
would certainly do everything possible in that direction, but it hoped the national 
authorities would assist in that effort• 

With respect to the question of therapeutic usefulness, to which Dr Nightingale had 
referred, he said that the Oslo meeting had been specifically concerned with ways and means 
of collecting all the necessary data on the subject. Efforts would be made by WHO to ensure 
that the expert committees, and other bodies that would consider the formulation of 
recommendations by the Director-General, obtained the necessary information from the 
countries where such information was produced rather than produce it themselves• 

Replying to Dr Nightingale1s question on employment reviews, he explained that they were 
informal reviews on the situation of alcohol in employment which would serve as a baseline 
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for developing a joint programme with ILO concerning the control of alcohol problems at the 
work-place. 

Dr ARIF (Division of Mental Health) said that he wished to make one general comment that 
was indirectly related to several of the questions raised. The Director-General had referred 
earlier in the session to the multisectoral nature of the drug abuse problem and its health, 
economic, cultural and political implications. It was essential that national authorities, 
and particularly health authorities, recognize thât ân isolated and fragmented medical 
approach was totally ineffective and extremely costly. The problem of prevention and control 
of drug abuse provided an excellent example of the type of problem that could confront any 
attempt at comprehensive health action. 

Referring to Dr Hassoun1s comments, he said that the integration of preventive and 
treatment activities in the national primary health care system and in the existing social 
and health services was absolutely vital to effecting any reduction of the problem. Because 
of the nature of the problem and the sociocultural context in which it occurred, which varied 
not only from country to country but sometimes within the country itself, it was only 
possible to recommend a general approach and guidelines to assist Member States• 

Turning to the points raised by Dr Hassoun concerning document EB75/INF.DOC./1, he said 
that, over the past three years, WHO had received several requests from Member States for 
information and advice on the problem of volatile solvents and inhalants• The problem of the 
use of such industrial fluids for their intoxicating effect was a unique problem of substance 
abuse. Inhalation was one of the oldest and simplest methods of producing intoxication. The 
inhaling of vapour for mind-altering or recreational purposes had been known and exploited 
throughout human history. Many intoxicating volatile solvents had been available for the 
past few decades• Because of their widespread use in the home and at work, volatile solvents 
were readily available and inexpensive, and that had often resulted in their experimental use 
by young people particularly between the ages of eight and 14. WHO planned to convene an 
advisory group meeting in 1985, in collaboration with investigators and a WHO collaborating 
centre, to assess the problem from the global aspect, examining the adverse health 
consequences of volatile solvents and inhalants and the existing treatment and preventive 
approach. The outcome would be published by WHO and would be available towards the end of 
1985. 

An important point concerning information and education had also been raised earlier by 
Dr Hassoun, when the Board had considered the programme of public information and education 
for health. For many reasons, the existing situation with regard to information and 
education created considerable confusion among many workers. Information and education and 
the distinction between thera were extremely important in developing a preventive programme. 
Drug information was a form of communication simply imparting actual knowledge or 
transmitting cognitive learning. It was a fairly limited process, of which the main elements 
were usually information concerning the drugs, the transmission of knowledge about their 
dangers, or objective information about their effects. Distributing information had been 
widely used in drug dependence control programmes, perhaps because it was the easiest, 
cheapest and quickest way of responding to a situation in the community； however, studies 
had shown that it was inefficient in reducing problems and sometimes counterproductive to 
programme development• 

Drug education, on the other hand, was a broad range of concerted activities related to 
a teaching-learning situation and experience, which attempted to provide the greatest 
possible opportunity for the intellectual, emotional, psychological and physiological 
development of the young generation. It involved the total educational process, in both the 
cognitive and affective spheres. Unfortunately, however, in certain countries, drug 
education had been equated with providing more information about the dangers of drugs and had 
often been presented in an over-dramatized and emotional manner. Drug information and drug 
education programmes were one tactic which could be used as part of a wider strategy on 
prevention. 

Referring to the question of primary health care, he said that it was essential to 
integrate prevention and management activities in primary health care and existing health 
services• A project started in 1983 had been looking into the elements of primary health 
care in which the preventive and control approach to drugs and alcohol could be introduced. 
An advisory group meeting had been held, the situation had been reviewed in the field and the 
first version of a simple manual on primary health care in such an approach had been 
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produced. The manual had been tested in the field by many investigators, and a new version 
was to be produced in 1985 taking account of the experience in using it for training health 
workers.^ Replying to Dr Quamina1 s question on the subject, he recalled that the 
Director-General, in his Introduction, had observed that WHO had published a wealth of 
experience in the Technical Report Series and other documents, but that national authorities 
were unfortunately not benefiting from such experience and knowledge. With reference to the 
question on training, a university survey carried out in many regions in 1983-1984 had shown 
that there was little or no university teaching on the alcohol and drugs problem. To fill 
the gap, the Organization was finalizing a set of guidelines and a manual addressed to health 
and medical institutions to help in developing their curricula in that respect.^ 

The Organization had received many requests for information in connection with cocaine. 
Although it was one of the most expensive drugs on the illicit market, cocaine had become 
more widely produced and available in recent years• An advisory group meeting had been 
convened in 1984 to make a global assessment of the problem of cocaine and coca paste 
smoking, looking at the health consequences and the preventive approach to the problem. The 
report of the advisory group meeting on the adverse health consequences of cocaine and coca 
paste smoking would be available in 1985.1 

Dr Nightingale had referred to data concerning the decrease or stabilization of cocaine 
abuse in the United States of America. The Organization was collaborating with the United 
States National Institute on Drug Abuse, which was a WHO collaborating centre, which had 
provided an excellent background paper on the assessment and health consequences of cocaine 
in that country. Information from that paper had been included in the advisory group report, 
which would be reviewed before being sent for publication. 

The Board1 s comments would be taken into consideration for developing the programme 
further. 

The DIRECTOR-GENERAL, replying to Dr Nightingale1s question concerning budget provision 
for prevention and control of alcohol abuse, said that he was fully aware of the need for 
making more resources available for many important programmes of that kind. It had been 
possible so far to use resources from the Director-General1s Development Programme and to 
mobilize substantial extrabudgetary resources. It would, he hoped, be possible to mobilize 
additional extrabudgetary resources to provide a very viable programme. When operating with 
zero budget growth it was necessary to be rather parsimonious and thât was why no permanent 
staff provision had been made. A professional staff member was, however, under recruitment 
for one year from extrabudgetary funds to cover that area. 

The meeting rose at 17h35. 

In preparation. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS； Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3) 
(continued) 

Protection and promotion of mental health (programme 10; Document PB/86-87, pages 145-157) 
(continued) 

Prevention and control of alcohol and drug abuse (programme 10.2) (continued) 

Dr KHAN (Division of Mental Health) said he was grateful to Dr Nightingale for raising 
the issue of therapeutic usefulness• As against the Single Convention on Narcotic Drugs, 
1961， the Convention on Psychotropic Substances, 1971, had the term "therapeutic usefulness", 
introduced by the United Nations and not by WHO. Since the 1971 Convention had entered into 
force in August 1976， WHO had convened an expert committee on drug dependence, and another 
expert committee on the public health and social problems involved in order to elucidate the 
necessary methodologies• WHO was now in the process of reviewing therapeutic usefulness. 
Therapeutic usefulness was a point that the latter expert committee had thought that WHO 
should look into, and that was the main reason for the convening of the Oslo meeting. 
"Therapeutic usefulness11 was a very broad term, which of course basically depended on the 
efficacy of the substance concerned； drug utilization, or the amount of a substance that was 
being used, was also an essential element. Incidentally, the meeting had been held in Norway 
not because there was any special legislation on therapeutic usefulness in that country, but 
because excellent facilities for the meeting had been offered and provided. 

With regard to the role of the Regional Office for Europe, even if the meeting had been 
held elsewhere the cooperation of that Office would have been invited, because it had already 
produced three sets of guidelines for the clinical investigation of psychotropic substances -
one on antipsychotic drugs, another on hypnotic drugs and a third on antidepressants - and 
that work was being continued• WHO headquarters would continue to draw on the services of 
the Regional Office for Europe and other regional offices for data on dru? utilization. It 
would work with an institute in the United States of America for the further elucidation of 
the question of drug usefulness. 

The Division of Mental Health intended to assign to the determination of "therapeutic 
usefulness" 7.5% of the funds allocated for WHO1s response to international treaties on 
drugs• Where manpower was concerned, the project would account for a small part of the 
Division1s major activities. It would depend primarily on the pharmaceutical industry and 
governments for data on the uses for which drugs had been approved in various countries. 
Continuing efforts were made to improve methodology and the collection of data to be 
submitted to an expert committee and made available to countries• 

Prevention and treatment of mental and neurological disorders (programme 10.3) 

Dr SUDSUKH fully supported the objective, targets, activities and budget allocation 
proposed; he was convinced that those disorders should be dealt with through the primary 
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health care approach. In Thailand, high priority had been given to dealing with the 
increasing mental health problems, and mental health - together with oral health - had been 
adopted as elements of primary health care in the country two years previously. A pilot 
project on the integration of mental health in primary health care had been begun about five 
years previously in a district of a north-eastern province and that project included three 
main activities. The first was the orientation of psychiatrists, nurses and other personnel 
of a regional psychiatric hospital towards the primary health care approach, the prevention 
and control of mental and neurological disorders being applied at the district hospital and 
health centres and by village health volunteers and health communicators； those two types of 
voluntary personnel were selected by people from the villages where they lived. 

The second activity was the training in the project area of doctors in charge of a 
district hospital (10 in-patient beds) and training of health personnel of the district 
hospital and health centres in diagnosis and treatment of minor mental and neurological 
cases; more serious cases were referred to the regional psychiatric hospital. 

The third activity was the training of primary health care workers to identify suspected 
mental and neurological cases for referral to nearby health centres for further action, and 
to provide education on mental health matters for village people. 

The pilot project had given satisfactory results, and after two years1 experience a 
similar approach had been extended to six more districts in different provinces. It was 
hoped to launch a nation-wide integrated programme of mental health through primary health 
care with a high level of community involvement in a few years1 time• 

WHO support for the programme had been very significant. At the global and regional 
levels the necessary technical materials and guidance had been provided； and the cost of 
training medical and health personnel had been partly covered by the WHO country budget. He 
was most grateful to the Director-General, the Regional Director and all the staff involved 
for their support, and he ventured to suggest that WHO assistance for the programme might be 
further increased in the future• 

Dr SARTORIUS (Director, Division of Mental Health) expressed his gratitude to Dr Sudsukh 
for his description of the pilot project• The whole doctrine of mental health, as WHO tried 
to promote it, had always been based specifically on country experience, with regard to both 
feasibility and the techniques to be used. He hoped that WHO could continue to cooperate in 
such national efforts and lend them adequate support. 

Prompt ion of environmental health (programme 11; Document PB/86-87, pages 158-177) 

Community water supply and sanitation (programme 11.1) 

The CHAIRMAN said that the Programme Committee of the Executive Board, at its ninth 
session in October 1984, had undertaken a review and evaluation of adequate supply of safe 
water and basic sanitation in relation to the goal of health for all and primary health 
care. That had been the first of a series of evaluations and reviews of WHO programmes 
corresponding to the essential elements of primary health care that it had been recoxnniended 
that the Programme Committee undertake on behalf of the Executive Board in accordance with a 
decision on its future role taken at the seventy-second session of the Board 

The Programme Committee had reaffirmed that the health of hundreds of millions of people 
could not improve unless they had access to safe water and adequate sanitation facilities. 
Clearly, the absence of water and sanitation for all was incompatible with a socially and 
economically productive life. The Programme Committee had asserted that no debate about that 
was necessary; many success stories could be cited to show the profound benefit and impact 
of water and sanitation on public and individual health. Water and sanitation were essential 
components of primary health care； indeed, in most countries, they were primus inter pares. 

Hopes had been great that the goals of the International Drinking Water Supply and 
Sanitation Decade would be achieved by 1990, but it was increasingly clear that the task of 
providing safe water and adequate sanitation to all people could not be limited in time. 

The Programme Committee had reviewed basic information available on the progress of 
water and sanitation coverage. More than 80 Member States had been able to provide 

1 Decision EB72(4). 
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reasonably up-to-date information for the 1980 national baseline data survey and the 1983 
update survey. Those data showed a significant increase in absolute numbers of people served 
in recent years• However, many countries were having difficulty in accelerating coverage to 
keep pace with population growth. 

In developing countries, the estimated population served with safe water had increased 
from 498 million in 1970 to 1309 million in 1983• The estimated population served with 
sanitation facilities had increased from 471 million in 1970 to 630 million in 1983. Water 
supply coverage as a percentage of population had levelled off at 72% in urban areas, but had 
increased from 14% to 38% in rural areas, from 1970 to 1983, on a worldwide basis. 
Sanitation coverage in the same period had remained at 12% in rural areas, but had seriously 
declined from 71% to 45% in urban areas, reflecting the massive population shift to the 
cities in many countries of the world. 

The Programme Committee brought those facts to the attention of the Executive Board, so 
that the negative findings and the lessons learned could be used to yield corrective action 
and positive benefits in the future. Dramatic acceleration was needed if service increase 
and health benefits were to outpace population growth. 

Some grounds for optimism could be found in the reported data on national plans and 
targets for the International Water Supply and Sanitation Decade. For urban water supply, 55 
reporting countries expected coverage to have increased from 71% in 1980 to 93% in 1990. For 
rural water supply, 61 reporting countries expected coverage to have increased from 32% in 
1980 to 86% in 1990. For urban sanitation, 44 reporting countries expected coverage to have 
increased from 41% in 1980 to 76% in 1990， and for rural sanitation, 52 reporting countries 
expected coverage to have increased from 12% in 1980 to 36% in 1990, 

Considering the economic climate during the past decade, the mobilization of external 
resources for water and sanitation had not fared too badly. From an average of only 
US$ 800 million per year in the 1970s, Decade contributions had risen to US$ 2000 million in 
1980 and USÍ 2200 million in 1981. 

The Programme Committee was concerned by the number of countries that had not been able 
to provide basic information on water and sanitation. The impression given by the Decade 
monitoring of the situation and trends in the world today might be an unduly encouraging one, 
if in fact the non-reporting countries had advanced less than the reporting ones• The 
Committee was not so much worried about the failure to report as it was about what that 
implied for the countries and people concerned. 

Serious obstacles had hindered progress in the provision of safe water and sanitation. 
Among those were weak infrastructures, and lack of human, material and financial resources. 
In some regions the Committee recognized that severe drought had aggravated the problem. 
Governments faced a difficult challenge in fulfilling their responsibilities, and WHO had a 
critical role to play in promoting the efforts of the Member States. Continuous monitoring 
of progress of the Decade would emphasize those deficiencies and facilitate the planning of 
remedial measures; it would also provide information for use by national health authorities 
in the evaluation of their strategies for health for all by the year 2000. 

The Programme Committee considered that the WHO policy for community water supply and 
sanitation, which had been individually and collectively agreed upon by Member States, was 
basically relevant and adequate to meet the needs of people. National health authorities and 
WHO, particularly the WHO programme coordinators, must jointly intensify their efforts to 
promote that policy and strategy among national decision-makers and all agencies concerned 
with water supply and sanitation. WHO should play a still more decisive promotional role in 
ensuring the dissemination of information and the sharing of successful experiences among 
countries, in order to demonstrate the feasibility of that critical component of the strategy 
of health for all• 

The Programme Committee considered that in many countries the community participation 
and intersectoral coordination for water supply and sanitation as part of primary health care 
was still less than what was required. National health authorities and WHO must promote more 
vigorously the involvement of the people, and the participation of health and other sectors 
concerned in appropriate coordination mechanisms, for water and sanitation and for primary 
health care. Resources must be reallocated and mobilized for water and sanitation action, 
including health situation assessment, health education, training of manpower, and relevant, 
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practical health systems research at all levels, and involving all sectors concerned 
including agriculture, education, housing, industry and public works. Health systems 
research must emphasize intersectoral coordination and links, especially at the periphery 
where the implementation of the agreed policy left much to be desired, partly because 
successful expertise was not readily available. WHO must promote and participate in 
coordination and joint action among national and external agencies. The Decade action should 
be strengthened, while the Organization, in particular through its programme coordinators in 
countries, must encourage effective allocation of resources, including the optimal use of the 
resources of WHO in accordance with the nationally defined and collectively agreed policies 
and strategies of the Member States• 

The Programme Committee had considered the implications of all the foregoing for the 
community water supply and sanitation programme and other programmes of WHO. The 
Organization should continue the Decade promotion, within the mainstream of action for health 
for all, stressing universal accessibility, community involvement, appropriate technology and 
intersectoral cooperation, and take new initiatives in promoting more integrated approaches 
to health development, practical health systems research, mobilization and rational use of 
resources, and information transfer. Still more intensified action was needed for using 
community water supply and sanitation as an entry point for primary health care. WHO, 
together with national authorities, should seek to identify opportunities to implement 
practical linkages between programmes. WHO needed to ascertain the real situation in all 
countries, with a view to strengthening the capacity of countries to plan, manage and 
evaluate their own water and sanitation programmes within the framework of the Decade 
approach and the strategies for health for all by the year 2000. 

He had not tried to outline all the detailed views and suggestions of the Programme 
Committee concerning the implications for the work of WHO； other members of the Committee 
might wish to complement his remarks, to highlight points he might have omitted in his 
presentation. He would conclude only by saying that the Programme Committee believed that 
that review and evaluation of adequate supply of safe water and basic sanitation had been 
worthwhile, mainly because of the internal assessment which it had accelerated and 
intensified, but also because of the opportunity it had provided for an informal, frank 
debate in the Secretariat, and among members of the Programme Committee on behalf of the 
Executive Board as a whole. It was the conclusion of the Committee that that type of review 
and evaluation of the essential components of primary health care was worth continuing in the 
future• 

Dr SAVEL1EV (adviser to Professor Isakov) said that the health aspects of the problem 
and their integration in the programme had not received sufficient emphasis in the tasks for 
the biennium described in the programme budget. Water supply and sanitation were highly 
significant in the implementation of the Strategy of health for all by the year 2000, The 
problems concerned were difficult to solve not only because of their magnitude, but also 
because of their many facets. Successful development of the programme therefore depended 
particularly orí WHO1 s effective cooperation with its Member States, other international 
organizations, such as UNDP, UNICEF and the World Bank, and the many nongovernmental 
organizations which lent support to the developing countries in providing the population with 
safe drinking-water and sanitation. A number of WHO resolutions drew attention to the need 
for such cooperation. 

WHO activities should be concentrated more on aspects such as assessment of water 
quality and support to Member States in on-the-spot measures to apply WHO recommendations on 
prevention of the adverse effects of substandard water on the health of the population, and 
the drawing up of criteria for water purity and domestic and industrial wastes disposal. It 
would also be desirable to draw on the experience of the International Programme on Chemical 
Safety with respect to the most prevalent chemical pollutants in water and measures to combat 
such pollution. 

He stressed the importance of an intersectoral approach to the organization and 
evaluation of national strategies in that area, which should include such interrelated 
factors as water safety legislation, arrangements for monitoring its implementation and a 
system of sanctions against its infringement, as well as the primary health care aspects of 
the construction of purification plants and water supply facilities. 

Dr DIETERICH (Director, Division of Environmental Health) said that the review by the 
Programme Committee had been most useful in giving the Secretariat an opportunity to conduct 
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an internal study and evaluation of its activities. As Dr Savel1ev had pointed out, primary 
health care must obviously be incorporated in the International Drinking Water Supply and 
Sanitation Decade. A point that the Programme Committee emphasized very strongly was that 
related experience should be brought to the attention of the many governments which might be 
able to use it. Health systems research had been identified by the Programme Committee as an 
important priority in the work of WHO. 

With regard to coordination, it was clear that WHO as the health agency could address 
itself only to certain aspects of the Decade and of the programme for community water supply 
and sanitation. Even if the focus was placed on primary health care, many other agencies 
would have to be involved at all levels. WHO was working very closely with other agencies, 
as had been reported to the Programme Committee, and it was gratifying to see that that 
cooperation had led to a degree of acceptance by other agencies of some of WHO1s proposals 
with a view to bringing the Decade closer to primary health care, and at the same time, to 
bring primary health care closer to the Decade. The bilateral donor community also now 
agreed that its work in support of national programmes would benefit by the primary health 
care approach. Much more remained to be done by those donors in cooperation with Member 
States in such areas as the health education component of projects and activities promoting 
community participation. WHO had recently helped to organize a three-day discussion with 
18 donors, who together contributed a total of US$ 2000 million annually, and it had been 
gratifying to note the wide consensus among them on the need to integrate the primary health 
care approach in the Decade; the question was how that consensus could be reflected in 
developing countries. 

Mr LOWES (WHO/UNDP Coordinator) said that his task was to facilitate effective 
cooperation for the programme, particularly in the field, through the UNDP field offices 
using the telephone and other direct means of quick and informal communication. A similar 
informality had been the key element - and much appreciated by those present - at the recent 
meeting of the donor community in Bonn, and generally speaking that approach represented a 
new way of cooperation with and between bilateral agencies. It was also true, as Dr Savel1ev 
had said， that unless international organizations could get together more over Decade 
activities, just as they needed to do also over emergency relief at country level, their 
efforts would be ineffective. He was particularly pleased to confirm how positive had been 
the WHO contribution towards promotion of cooperation as exemplified by the Bonn meeting and, 
although bilateral cooperative development had evolved relatively slowly, current efforts 
were proving to be far more effective than the earlier meetings held in 1978 and 1980. That 
was true not only for bilateral agencies but also for the multilateral agencies most closely 
involved 一 the World Bank, UNICEF, UNDP and WHO - between whom there was close cooperation. 
He was confident that the progress now being achieved would be continued. 

Professor JAZBI said that, as a member of the Programme Committee, he had listened 
attentively to the Chairman1s statement on the review of progress made in water supply and 
sanitation and was most satisfied by the work of the Committee. 

He stressed the need, especially in the developing countries, to develop human resources 
for conmiunity water supply and sanitation, not only sanitary engineers but workers of all 
levels in the field. Community health workers should be trained taking into account 
sanitation and environmental health aspects of primary health care. Collaboration with 
UNICEF and UNDP should be further strengthened to that end. 

Dr OTOO said that, while primary health care had shifted attention to rural areas and to 
the development of water supply systems and sanitation in those areas, consideration must 
also be given to urban areas, where sanitation, especially in the developing countries, had 
become an engineering feat beyond the capabilities of city authorities• Efforts must be made 
to provide them with technical facilities if they were to overcome sanitation problems. In 
Ghana, for example, mountains of months-old refuse accumulated in the cities and cholera was 
appearing in its worst forms in the urban areas. He requested the Organization to look into 
the kind of assistance which could be given to urban authorities in their sanitation 
programmes• 

The CHAIRMAN drew attention to the emphasis given by the Programme Committee to the 
situation in urban areas and the decline in availability of safe water for urban populations 
compared to rural populations in many cases. 
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Environmental health in rural and urban development and housing (programme 11.2) 

Dr QUAMINA said that the tremendous problems arising out of housing needs in suburban 
areas as a result of migratory trends towards cities called for intersectoral collaboration. 
Only too often where housing had been provided infrastructure was lacking - not so much the 
infrastructure provided by national authorities as that which the community might be expected 
to foster from its own resources, such as small businesses to provide locally fresh food and 
other necessities of family life. Often women living in those areas, where transport was 
difficult, had to travel several miles to the nearest town and were forced to leave their 
children unattended. Increased transport costs in such cases often reduced the family budget 
for food. While the health sector had come to recognize the need for intersectoral 
collaboration, other sectors appeared not yet to have done so. Those in the health sector 
should be more aggressive in putting their point of view to housing authorities, which tended 
to look at their work primarily in terms of numbers of housing units built per year. 

Dr KOINANGE said that housing was being made very difficult by unrealistic 
specifications demanding the use of expensive materials which often had to be imported. In 
that connection, he asked what collaboration was taking place with the United Nations 
Commission on Human Settlements and other organizations and what results had been achieved. 

Greater attention should be given to the effects in water sources of chemicals used in 
agriculture. In Kenya, for example, he had noticed changes in water quality as a result of 
such use• 

Although the two points he had raised were perhaps most relevant to Africa, budgetary 
provision was low for that Region. He asked what was the reason for that• 

Professor JAZBI said that he fully endorsed the point made by Dr Quamina. He believed 
that, if the Organization was allowed to make a contribution in the area of housing, it could 
do so very effectively. In the developing countries especially, there seemed to be a 
tendency to go on planning without taking the health needs of the community into 
consideration. The Organization must therefore attempt to promote greater intersectoral 
collaboration by contacting the different agencies and ministries involved. Unless the 
fundamentals of life were taken care of, there could be no achievement of the health-for-all 
target. 

Mr OZOLINS (Environmental Hazards and Food Protection) said that the programme under 
discussion had only recently come into being and suggestions were most welcome. For the time 
being the Secretariat could only talk in terms of what was planned and not of what had been 
done, although it was expected that a report on activities could be presented for the next 
programme review. He agreed with Professor Jazbi that intersectoral collaboration must be 
the main focus of the programme, the main purpose of which was advocacy for health promotion 
through even more convincing information. However, the subject matter was not entirely new 
and some work had already taken place in other programmes both within environmental health -
including control of environmental hazards, water supply and food safety - and in other areas• 

On the question of collaboration with other bodies, he confirmed that the Secretariat 
was working very closely with the United Nations Commission on Human Settlements and UNEP. 
The first concrete effort at headquarters level within the programme was a project recently 
agreed with UNEP and with the participation of the Commission to prepare information 
materials concerning a number of subjects, including solid waste storage, collection and 
disposal, environmental improvements for child health in squatter settlements, access to 
life-saving facilities and services, and planning for hazardous waste disposal. 

It was intended to look into various environmental health aspects of the housing problem 
and, through intersectoral cooperation, try to provide useful information. Contact had 
already been made with planners of urban areas and human settlements, and WHO activities 
would be carried out in close collaboration with them. 

Concerning agro-chemicals and water quality, it was intended to look into water quality 
problems in the African Region. 

The DIRECTOR-GENERAL drew attention to Article 33 of the WHO Constitution (Basic 
Documents, 34th edition, 1984, page 9) in connection with intersectoral cooperation. That 
Article permitted him to have direct access to the various departments of each Member State 
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and especially to their health administrations. His own belief was that WHO should first and 
foremost help strengthen ministries of health in order to enable them to have an impact on 
other departments and ministries, rather than that WHO should have direct relations with 
other ministries such as those for public works, education, planning and the like. 
Nonetheless, the Constitution obviously reflected concern about whether WHO would be able to 
discharge its duties by only having direct access to ministries of health. In the light of 
Article 33 the Programme Committee might wish to discuss whether it was productive to have 
access only to such ministries. 

Professor JAZBI said that the support and interest offered by the Director-General must 
be visible• Ministries of health certainly received support from the Organization and that 
role shduld be seen by others. In his experience it was helpful for officials in ministries 
of health for the Organization to point out the importance of intersectoral collaboration 
because when they themselves pointed it out, it tended to be taken simply as a peer exercise 
whereas in reality it was an exercise in the interests of the population and of public health 

Dr KAPRIO (Regional Director for Europe) said that in the European Region the question 
of dealing with health problems caused by other sectors 一 such as transport and the 
environment - arose frequently. In many countries health officials dealt almost exclusively 
with treatment of patients. Even where ministries of health agreed that the Organization 
should have direct contact with other ministries, it was frequently the case that those 
ministries were in turn oriented in their contacts towards other international bodies. For 
example, the environmental sector was oriented towards the United Nations Economic Commission 
for Europe and the social security sector towards the International Labour Organisation. 
Consequently, depending on the individuals involved and the willingness to coôperate at 
national level, the system could become very compartmentalized. He appealed to those in the 
health sector not to wash their hands of those aspects in which they were not directly 
involved but to assume full responsibility for the health of the population by trying to help 
to create links between sectors• In the case of pollution problems in rural areas in 
countries in the Region, for example, pollution levels might have been reduced earlier if 
there had been greater collaboration, and the situations currently arising might never have 
occurred. There were many areas, even in the industrialized countries, where lack of 
intersectoral cooperation was causing tremendous hazards for the population. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that he was very pleased to 
see that the problem of intersectoral cooperation had been raised and had become a subject of 
discussion within the Board. A major critic ism of WHO activities at country level, coming 
from other organizations of the United Nations system and some major bilateral donor 
agencies, was that WHO dealt only with ministries of health, with a resulting excess of 
bureaucracy and lack of effectiveness in health care delivery. 

Dr MONEKOSSO (Regional Director designate for Africa) referring to his experience in the 
Region of the Americas, said that in a number of countries in that region the WHO/РАНО office 
maintained very good relations with ministries of health, and that had led to a de facto 
situation whereby, with their agreement, the Organization was able to sign agreements and 
implement projects with other governmental and nongovernmental bodies. 

Control of environmental health hazards (progrannne 11.3) 

Mr BROCHARD (alternate to Professor Roux) drew attention to the need to update the study 
published by WHO in 1970 on Health Aspects of Chemical and Biological Weapons. Over the past 
14 years, new toxic products had come into existence along with new knowledge and therapies. 
Recent discussion had shown that the medical implications of the use of such weapons, 
treatment of the wounded and identification of agents were very topical questions. WHO had a 
strictly technical and very important role to play in keeping existing medical reference 
works up to date and in studying recent treatment. He therefore suggested that the Executive 
Board should request the Director-General to update the study by whatever means judged most 
appropriate. 

Dr BORGONO said that the environmental health programme inevitably required a 
multisectoral approach. He supported the views of the Director-General and agreed with 
Professor Jazbi that the Organization should play a visible role as a general catalyst in 
that area. The situation in Chile, for example, was that an intersectoral environmental 
committee had been in existence for the past 15 years but in practice it had very little 
effect, with decisions tending to be taken unilaterally, and coordination leaving much to be 
desired• 
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Recent events had shown how important the subject of control of environmental hazards 
was and the possible effects such hazards could have not only on those directly concerned but 
on the population in general； in Mexico and Bhopal great emergencies affecting the general 
population had arisen from industry and chemical products. The problems involved must be 
made more visible in terms of the programme and its subdivisions. Coordination became most 
important in an area which had links with so many other programmes. He asked how effective 
w^s the machinery for coordination, which was a fundamental element in chemical safety. 

Safety was an increasing problem in the developing countries, which had fewer resources 
than the industrialized countries to deal with it. The Organization should use its influence 
at global level with other agencies and governments to give priority to related programmes, 
particularly in relation to chemical safety. 

He asked what progress had been made in multisectoral cooperation within the 
WHO/ILO/UNEP International Programme on Chemical Safety, particularly regarding FAO 
participation;‘ $uch participation would do much to strengthen that very important 
programme. He was concerned that some agencies, UNEP in particular, were intending to reduce 
thçir support for the Programme and, while he was aware that it was difficult to foresee 
exactly what amounts would be available when they came from extrabudgetary funds, he wished 
tq have further information regarding future financing. 

As it was not possible to tell from the programme budget the total amount of funds 
available for chemical safety, he asked for further details on that point. 

He stressed thje need to pursue a toxicological approach combined with an epidemiological 
approach, even though the latter could not provide rapid solutions. As epidemiological 
support for the programme seemed to him to be fundamental, he asked to what extent the 
programme was receiving such support. , i 

He stressed the importance of a national focal point for programmes on health hazards 
and environmental pollution. Training activities in that field being undertaken in the 
European Region shpuld be extended, while the training policy decided upon for the Region of 
the Americas could also provide staff not only for countries of that Region but, in 
collaboration with the European Region, for other regions. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) thanked the Director-General for the 
prompt and effective action which he had taken in the case of the Bhopal disaster. However, 
it was a pity that WHO had so far restricted itself to responding to emergencies； in his 
view the Organization1ç activities ought to be focused more on prevention and protection. 
There was nó need to resume the very extensive discussion which had taken place at the 
seyenty-third session of the Board in 1984, but it would be helpful to reconsider certain 
points. For example, Mr Grimsson had stressed the pressing need to give prominence to the 
International Programme on Chemical Safety (IPCS) in the programme budget for 1986-1987； 
Dr Xu Shouren had drawn attention to the importance of epidemiological studies, and it would 
be interesting to know what action had been taken in that respect. 1 

The Regional Office for Europe had played an important pilot role in launching the 
Programme and some positive results had been obtained - as, for example, in the case of the 
contaminated colza oil in Spain. Arrangements should now be made for all the regional 
offices to participate more actively in the Programme with a view to strengthening the 
technical cooperation with Member States in the field of chemical safety. That implied, of 
course, that greater importance had to be attached to IPCS. At the moment it accounted for 
approximately 10% or 15% of the regular budget appropriation for the control of environmental 
health hazards. If additional funds were to be attracted from other organizations in the 
United Nations system or from elsewhere and if WHO was to retain its control of the Programme 
the Organization should set an example. In addition, epidemiological studies should be 
expanded in order to determine what chronic effects chemicals had on man and to evaluate the 
effectiveness of preventive measures. 

Biotechnology was developing at a rapid pace and needed to be carefully monitored. 
Risks had to be identified, and a preventive programme that would include a public 
information component should be developed• 

See document EB73/1984/REC/2, p. 91. 
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Environmental health hazards were also of concern in other sectors, and relations should 

therefore be established with the authorities responsible for housing, town and country 
planning, water supply, sanitation and health service information systems. Guidance on the 
action to be taken and the services to be alerted in acute or chronic cases should be given 
and the qualifications of personnel working at both the operational and the experimental 
levels should be improved. 

Dr TADESSE stressed the importance of chemical and biological hazards. The primary 
health care approach required that attention should be paid to an individual1 s home, work 
place, school and general environment as well as to the individual himself. Reliable 
statistics were available but they were rarely utilized. It was generally recognized that 
environmental health hazards constituted a serious problem, but most of the funds ellocated 
were assigned to clinical treatment of the resulting symptoms. Consequently, national 
policies should be strengthened and intersectoral activities expanded. 

Professor BAH said that when environmental health hazards were considered there was a 
tendency to overlook the harmful effects of such activities as mining, with associated 
deforestation which led to climatic change and drought. Again, the dumping of chemicals in 
watercourses led to the massive destruction of fauna and flora. In Guinea, for example, the 
pollution of river water by the muddy effluent from a large aluminium factory had resulted in 
the disappearance of fish and other wildlife; only when the Ministry of Health had 
intervened had a barrier been constructed to keep back the mud, and the quality of the water 
somewhat improved. 

Polluting industries constituted a public health hazard in developing countries. In 
many cases the health authorities were not consulted when decisions were taken to establish 
industries, economic considerations usually being paramount• Even when those authorities 
were consulted， they often lacked personnel qualified to assess the health hazards of a 
project. WHO could therefore provide valuable assistance to ministries of health by 
promoting the training of health workers specialized in relevant areas of chemical science• 

Dr HAPSARA spoke appreciatively of the work done by the Director-General at the global 
level and by Dr Ko Ko in the South-East Asia Region in respect of programme 11.3. The 
proposed substantial increase in the regular budget appropriation for country activities was 
most welcome. He asked what priorities had been established with regard to such matters as 
the formulation of policies for the prevention of environmental health hazards, the enactment 
of relevant legislation, the monitoring and evaluation of activities, and the training of 
manpower. 

Mr GRIMSSON associated himself with Mr van Gindertael1 s comments concerning the 
International Programme on Chemical Safety. He recalled that when the Programme had been 
discussed at the seventy-third session of the Executive Board, the Director-General had 
pointed out the need to obtain feedback from the regions and countries before the Health 
Assembly undertook a policy review. The Director-General would report to the Executive Board 
on the subject at its seventy-seventh session. 

As an Icelander, he was much concerned with the fate of the sea. The problem of oil 
dumping was referred to in paragraph 5 of the programme statement, and in paragraph 12 it was 
indicated that marine pollution, particularly of the coast-line, was of direct public 
concern. In his view it would have been preferable to couch the statement in broader terms 
by declaring that all marine pollution was a health hazard, the increasing tendency to use 
the sea as a dumping place for chemicals and nuclear waste being of particular concern. The 
importance of the sea as an immense source of proteins and other essential nutritional 
elements should not be overlooked• 

Dr MOLTO"said that in recent years much attention had been paid to chemical pollutants, 
especially insecticides and pesticides, which were posing an increasing public health 
problem. It was known that some insecticides produced by multinational corporations were 
definitely harmful to health, and it had been recommended that they should be completely 
withdrawn from the market. That had been done in countries which had strict legislation in 
such matters, but it was very disturbing to find that the corporations which produced the 
harmful products were continuing to market them in countries which lacked such legislation. 
It would be appreciated if the Director-General exhorted the corporations concerned to halt 
the production of those toxic substances once and for all. 
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Surprisingly, the programme statement contained no reference to noise, which was an 
everyday public health problem in developed and developing countries alike. In some Member 
States, legislation had been enacted to control noise； any information which the Secretariat 
could supply on the subject would be appreciated. 

Dr OTOO endorsed the comments made by Dr Moltó, and added that in developing countries 
large quantities of pesticides, insecticides and molluscicides were being used for vector 
control purposes. They were causing a great deal of ecological damage, especially to water 
and aquatic animals, and were having harmful effects on human health. Some action had 
already been taken to combat those effects, but it needed to be intensified. In any case 
further measures should be taken to prevent the pollution of the environment. 

Dr QUAMINA agreed with the views expressed by Dr Borgoño. When the control of 
environmental health hazards had been discussed in 1984, the International Programme on 
Chemical Safety had seemed to be the answer to the problems posed, particularly in the 
developing countries. However, since then not much had been heard of the Programme, and 
ministries concerned with the chemical industry and industrial development, as well as some 
multinational corporations, appeared to have little information on the subject. WHO should 
therefore take steps to rectify the situation. In any case the Programme should be 
adequately financed. 

The development of chemical and energy-based industries required constant monitoring in 
developed and in developing countries. Waste disposal was an especially important problem. 
The Caribbean subregion had been designated as a "basin", with everything which that 
entailed. It was a matter of concern that the budgetary provisions for programme 11.3 in the 
Region of the Americas had been decreased as a result of the reprogramming of activities. 
The Regional Director for the Americas might wish to explain that point and reassure the 
Board that no activities would be discontinued. 

Dr Sung Woo LEE commended the Director-General on the very comprehensive situation 
analysis contained in the programme statement and fully endorsed the activities proposed for 
1986-1987. WHO had provided Member States with some valuable assistance in the control of 
environmental health hazards. The problem of man-made toxic substances was becoming more 
acute every year as a result of the rapid industrialization and urbanization that was taking 
place in most developing countries. The statement in paragraph 4, to the effect that steps 
must be taken now for the control of environmental pollution to ensure that the developing 
countries did not repeat the errors and experiences of the industrialized countries, was 
therefore most appropriate and should be constantly borne in mind by health authorities in 
the developing world. 

He agreed with Mr Grimsson and other speakers that the International Programme on 
Chemical Safety should be strengthened, particularly as far as the training of manpower and 
the management of emergencies involving toxic chemicals were concerned. In addition, WHO 
should endeavour to extend its collaboration with other international agencies such as UNEP 
and UNDP. 

Dr DIETERICH (Director, Division of Environmental Health) said he would reply to the 
questions raised by Dr Borgoño, Mr van Gindertael, Dr Hapsara, Dr Quamina and some other 
Board members that dealt essentially with programme priorities and coordination and budget 
matters• 

To clarify matters at the outset, the programme on control of environmental hazards had 
two quite distinct targets, which had been set by the Seventh General Programme of Work. The 
first was concerned with the management and control of environmental hazards and provided for 
the establishment by Member States, following preliminary evaluation, of national programmes 
and policies aimed at protecting individual and public health from environmental hazards, 
which included not only chemicals but also noise and other physical factors. The second was 
concerned with the assessment of the effects produced by chemicals and other hazards in order 
to provide essential input data to Member States for use in their national policies and 
programmes. That was the heading under which the International Programme on Chemical Safety 
(IPCS) came. 

With regard to priorities at the regional 
the first, or management, part of programme 11 
of the programme itself was given in paragraph 

level most resources were being allocated to 
3. Informat ion on the priorities in that part 
9. From the review mentioned there of those 
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developing countries undergoing moderate to rapid industrialization (about 60 countries), it 
had emerged that although such countries were relatively well advanced as regarded 
intersectoral coordination, their main problems lay in the area of enforcement, in other 
words in the provision of legislation, surveillance and laboratory services, standards and 
regulations and manpower. Hence the management part of programme 11.3 concentrated on 
strengthening national capabilities for such management. That was a province that was not 
exclusive to the health sector； other sectors were also very much involved. For example, as 
far as the Global Environmental Monitoring System, which was part of the management component, 
of programme 11.3, was concerned, over half of the participating national institutions were 
from the non-health sector. Again, a meeting had recently been held in the South-East Asia 
Region to appraise the status of chemical safety in the countries of the Region and determine 
the problems it posed for national agencies； one of the participants from each country had 
been from the health sector and the others from non-health sectors• 

WHO1 s cooperation with other international agencies on the control of environmental 
hazards was good, especially with UNEP and ILO, which were co-sponsors of IPCS, for which WHO 
acted essentially as the executing agency. Although UNEP was likely to suffer a reduction in 
its resources for IPCS in 1985 the situation was expected to return to normal in 1986^1987. 
FAO did not yet participate fully in IPCS, although that organization was cooperating on at 
least two aspects of the prograinme - pesticide residues in food, and food additives, As a 
result of requests made by the Board at its severity-third session, further contacts had been 
made with FAO, but FAO was as yet uncertain of the importance of chemical hazards to its 
activities as a whole and was still reluctant to embark on general sponsorship of IPCS. UNpP 
was beginning to take an interest in chemical safety； a meet ing would be held with UNDP in： r< 
Geneva the following week, from which it was hoped that funds would be forthcoming at country, 
level for manpower training at least. 

Although the distinction between the two parts pf the programme was clearly made in thç 
programme statement, it did not appear with the same clarity in the budget tables. Board 
members were referred to pages 405 and 406 of that part of the budget document referring to 
global and interregional activities. The four activities beginning with "Assessment of human, 
exposure to environmental hazards11 belonged to the management phase of programme 11.3, 
whereae the next five main items starting with "Management of chemical emergencies" and 
ending with "Workshops" came under IPCS. The following five entries also dealt with � 
assessment but were concerned with hazards other than chemicals. The last item (CEH 902), 
planning and management, represented the funds required to provide the total staff resources 
involved in programme 11.3. In dollar terms, the total regular budget allocation for the , 
management phase of programme 11.3 was US$ 1 136 600, and that for IPCS, including the Joint 
WHO/FAO Meeting on Pesticide Residues and the Joint FAO/WHO Expert Committee on Food 
Additives (page 407) was US¿ 1 320 500. However, with regard to extrabudgetary resources, 
the management phase of the programme received US$ 2.1 million, principally from UNEP, 
whereas IPCS did better with US¿ 4.8 million, since such funds came not only from UNEP but 
also from participating governments. 

Finally, there had been in the past a question of how important a part environmental 
pollution ought to play in WHO1 s concerns. There was now no doubt, from what had been said 
at the current session of the Board, that the problem was now a major issue for WHO, since 
countries were facing such severe difficulties in coping with it• 

Dr MERCIER (International Programme on Chemical Safety), responding to Mr Brochará1 s 
question concerning the possibility of updating the 1970 WHO publication on Health Aspects of 
Chemical and Biological Weapons, explained that he himself could provide information only in 
respect of chemical weapons； Dr Assaad (Director, Division of Communicable Diseases) might 
supply some information in respect of biological weapons. 

As far as chemical weapons were concerned, the 1970 publication could be considered t;o 
be out of date. Since 1970 a myriad of chemical weapons had been developed and stockpiled, 
but the information concerning them was obviously protected by the utmost secrecy. 
Consequently, obtaining access to the necessary physiochemical, toxicological and clinical 
data would constitute a major obstacle in any attempt to update the publication. Similar 
questions had been raised in 1983 and in 1984, and the same replies had been given. One 
solution might be for the 1970 publication to be made available to Board members, who could 
then decide whether updating would be useful and identify the particular items in respects of 
which it was necessary. The Secretariat would then be in a position to take the matter up, 
provided that adequate funds were available. 
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Several speakers had drawn attention to the importance of the epidemiological approach. 
So far that approach had been relatively neglected owing to the lack of qualified staff. 
However, in the near future an epidemiologist would be recruited by the Environmental Hazards 
and Food Protection unit, and his services would be made available on a part-time basis. The 
epidemiological approach was obviously crucial in evaluating the role played by chemicals in 
the etiology of certain diseases and in identifying combinations of physical, chemical and 
biological agents that might be involved. 

Attention had been drawn to the problem of focal points. The Director-General had 
recently been requested to urge countries to designate them, and he had transmitted a request 
to that effect through the medium of the regional offices. The Secretariat had already 
identified the main criteria which focal points would have to meet, due regard being had for 
the multidisciplinary and multisectoral nature of IPCS； replies were coming in little by 
little. 

Staff training had been mentioned by several speakers. During the first few years of 
its existence IPCS had received substantial assistance from the Regional Office for Europe, 
which had helped, to train different categories of staff to deal with problems caused by the 
presence of toxic chemicals, due consideration being given to both the preventive and 
curative aspects. The other regional offices were currently operating at various stages of 
development, The headquarters unit attached high priority to assisting the regional offices 
and individual countries in staff training matters. At the moment emphasis was being placed 
on the preventive aspects• Work was proceeding in close cooperation with the World 
Federation of Associations of Clinical Toxicology Centers and Poison Control Centers. 

The headquarters unit was not directly concerned with the general problem arising out of 
the fact that products which had been banned, or whose use had been severely restricted, in 
the developed countries were still being exported to developing countries. The issue had 
already been raised at the highest level within the United Nations, in the UNEP Governing 
Council and at the Health Assembly. Responsibility for dealing with it was shared between 
the Pharmaceuticals unit in WHO, which was concerned with the pharmaceutical products, and 
UNEP*s International Register of Potentially Toxic Chemicals (IRPTC), which was concerned 
with the non-pharmaceutical products. The information that IRPTC was able to obtain on the 
products in question was evaluated by IPCS, and there was a system of notification whereby 
exporting countries would be requested to furnish importing countries with information on any 
legislative measures taken in connection with such products• 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that one crucial aspect of 
the programme was the importance of the intersectoral dimension and the influence the 
Organization could have upon it. In the Americas there were mechanisms that allowed the 
Organization to work with other sectors under the coordination of the ministries of health; 
the struggle was for an effective use of those mechanisms• 

Another area in the Region where institutional development was an ever increasing 
concern was water supply systems, where losses were a problem and affected 40% of the water 
produced in Latin America and the Caribbean. 

He admitted, in relation to Dr Quamina1s question, that the Regional Office had somewhat 
overdone matters when it had grouped the three programmes 11.1, 11.2 and 11.3 together under 
the single heading of environmental health. That made it difficult to see to which programme 
components resources were actually going, but РАНО could, when developing the regional 
programme budget in 1985, make the destination of the specific resources more visible. In 
the present instance, for example, some US$ 600 000 in the regional allocation of regular 
funds under programme 11.1 was for the Pan American Centre for Human Ecology and Health, 
which functioned under programme 11.3. There was a further US$ 2 million from other sources 
and in particular the РАНО regular budget that were intended for that programme1 s activities. 

The activities carried out in the Americas under the environmental hazards programme 
would be largely carried out by the Pan American Centre for Human Ecology and Health. That 
Centre, in compliance with a Regional Committee resolution, was in the process of reorienting 
its activities towards environmental epidemiology, and the aspects related to the use of 
toxic agrochemicals and to chemical pollutants. In addition, it had been designated as the 
focal point at regional level within the framework of IPCS. The activities and 
responsibilities of the Pan American Centre for Sanitary Engineering and Environmental 
Sciences and the general environmental health programme contained several components relating 
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to water pollution and covered, in general, the health aspects of management of water - a 
natural resource which was, unfortunately, becoming scarce in the Region • the problem of 
solid wastes and the contamination caused by them, as well as other environmental and 
ecological aspects• The Caribbean basin was the object of a special programme aimed to 
protect its natural resources under the general coordination of UNEP and with the 
participation of WHO/РАНО for the health aspects. 

Matters concerned with radiation pollution were dealt with under the health services 
programme, where the diagnostic and treatment aspects of radiation were considered, in order 
to permit a better use of the same technical resources• 

Mr BROCHARD (alternate to Professor Roux) thanked Dr Mercier for his reply. He fully 
understood the difficulties involved and would not press for an updated version of the report 
on chemical and biological weapons• 

The DIRECTOR-GENERAL said that he hoped that it would nevertheless be possible for the 
Secretariat to respond in someway to Mr Brochará1 s concerns, even if it were only to inquire 
into the feasibility of providing information on the present status of the health aspects of 
chemical and biological weapons• Efforts would be made to report progress in that direction 
to a future session of the Board. 

With respect to Dr Moltó1s question on products harmful to health, he informed the Board 
that a meeting would be held the following week with Mr Gomez, the new Assistant 
Secretary-General of the United Nations, on the ways in which WHO could contribute to the 
continuing updating of the consolidated list of substances harmful to human health, including 
chemical and pharmaceutical products. He was sure that the present fruitful cooperation 
between the two organizations on the subject would be continued. 

Dr MOLTO reiterated his earlier question concerning measures to combat noise pollution. 

Dr KAPRIO (Regional Director for Europe) said that noise pollution had been receiving 
considerable attention in the European Region for many years. Several UNDP-supported 
programmes had been carried out which had studied noise from various man-made sources in 
addition to other environmental hazards in urban areas. A training course for persons 
responsible for noise control was planned in the European Region for the next biennium; the 
Secretariat could perhaps expand that course to make it available to participants from other 
regions who were interested in the problem. 

Mr OZOLINS (Environmental Hazards and Food Protection) said that, with regard to 
headquarters programmes, the noise pollution problem had been reviewed a few years 
previously, and an Environmental Health Criteria document had been prepared on the subject 
which was available• Other criteria documents that dealt with a number of other physical 
factors were also available. 

Dr EL BATAWI (Office of Occupational Health) said that the matter of exposure limits to 
occupational noise was due to be studied during the coming year. 

Food safety (programme 11.4) 

Dr MAKUTO said that the importance of the food safety programme had been amply 
emphasized during the Board's review of the report of the Joint FAO/WHO Expert Committee on 
Food Safety on "The role of food safety in health and development". That report should be 
disseminated as widely as possible and discussion of its findings should be promoted at every 
possible level. 

The proposed programme activities for 1986-1987 envisaged (paragraph 13) cooperation 
with a number of other programmes； another programme with which close links should be 
established was the programme on information and education for health. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) said that it was essential, if food 
safety was to be ensured, that specific rules on safety practices should exist and should be 
made known as widely as possible at all levels. Attention should be drawn to the mutagenic 
and carcinogenic risks associated with impurities, additives and other substances. 

With regard to the WHO Technical Report Series, which performed an extremely important 
service, he asked why the technical reports on food additives continued to be sent while 
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those on pesticide residues were not. Was that because the latter was a subject no longer 
being considered by an expert committee? 

Dr NIGHTINGALE (alternate to Dr Gardner) expressed his satisfaction with the overall 
programme； he was in full agreement concerning the seriousness of the food safety problems 
mentioned, the emphasis given to the programme, which was a critical one, and the food 
control activities being carried out at national level. He applauded the fact that the 
programme was and would continue cooperating closely with other programmes such as nutrition, 
community water supply and sanitation, diarrhoeal diseases and zoonoses. Since not all of 
those activities were handled by the same division of the Organization, it would be useful if 
the Secretariat could provide the Board with detailed information on the specific 
interprogramme cooperation now taking place. For example, was there a food safety core group 
on the lines of that which existed for health systems research? 

He shared Mr van Gindertael1 s views on the need for more information on the pesticide 
residue programme and asked what was the status of the reports being produced by that 
programme and whether the results of the joint WHO/FAO meetings held on the subject were 
available to Board members. 

In the context of the activities mentioned in paragraph 15, he thought it appropriate to 
mention an important forthcoming regional conference, even though it was not a 1986-1987 
budget item. It was planned to hold an Inter-American Conference on Food Protection under 
the co-sponsorship of several government agencies in the United States of America, the 
Government of Canada, FAO and РАНО, at РАНО headquarters in August 1985. It would be 
attended by high-level representatives of ministries of agriculture and health as well as of 
related agencies responsible for food control and food safety for Member countries in North, 
Central and South America and the Caribbean. The results of the Conference were expected to 
include a comprehensive action plan for collaborative activities to implement national food 
control programmes, to encourage further dialogue, to promote export trade and to strengthen 
consumer protection. 

Professor JAZBI said that food contamination was a growing problem as the use of 
chemicals in agriculture and the food industry increased, Pakistan had recently been 
affected by a localized series of sudden deaths following epileptic-like seizures and 
paralysis, mainly among children and young adults, the cause of which had initially been 
thought to be a tick-borne virus but had later been found to be pesticide contamination of 
food. His Government was very grateful to WHO, its Director-General, Regional Director for 
the Eastern Mediterranean and staff, for their prompt response to a request for assistance 
and to the Centers for Disease Control, Atlanta, United States of America, which had 
immediately sent a consultant, who had determined the cause of the outbreak without loss of 
time. In that connection, he commended and supported the prograrame activities proposed in 
paragraph 21. 

With regard to the improvement of hygiene in street vending of food (paragraph 18), in 
many developing countries street vendors were the principal agent in the transmission of 
foodborne diseases• Although municipal authorities often had food safety regulations 
applicable to street vendors, they were not always enforced, one reason being a lack of a 
sense of responsibility on the part of lowpaid ill-educated sanitary inspectors. Therefore 
unless the general level of knowledge of hygiene and sanitary practice was improved it might 
be difficult to ensure food safety. The use of contaminated water to wash utensils was also 
a source of food contamination, especially in areas where water supplies were scarce and 
clean water not easily available. Food safety programmes should therefore be coordinated 
with safe water supply and sanitation programmes and food safety made a joint concern of WHO, 
UNICEF and FAO. 

и 

Dr KAFERSTEIN (Food Safety) thanked the Board for the encouraging comments they had made 
with respect to the food safety programme. 

In reply to Dr Makuto, he said that although paragraph 13 did not mention a link between 
the food safety programme and the programme of information and education for health that link 
did exist. The Food Safety unit had collaborated closely with the division concerned in the 
past and it was hoped to increase that collaboration in the very near future. He reminded 
the Board that one recent issue of World Health magazine which was produced by the Division 
of Public Information and Education for Health had been devoted to the problem of food safety. 
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Dr Makuto had also called attention to the need to ensure the widest possible 

distribution of the report of the Joint FAO/WHO Expert Committee on Food Safety. He could 
assure him that since the start of the current session of the Board steps had already been 
taken, through the regional offices, to ensure that that request would be complied with. 

In answer to Mr van Gindertael1 s question, he said that, as the budget document showed, 
WHO'S work on pesticide residues was still continuing. The joint FAO/WHO meetings on 
pesticide residues had been held once a year and it was proposed to continue those meetings 
in 1986-1987• Thus, work on both pesticide residues and food additives was being carried out 
within the framework of joint FAO/WHO meetings or expert committees, and there had been an 
agreement between the two secretariats that FAO would produce the reports on the former 
subject 'and WHO those on the latter, since an expert committee was involved. The matter of 
changing the status of the joint meetings on pesticide residues to that of an expert 
committee, which appeared to be the wish of the Board, would be looked into as would the 
question of the publication of the report on pesticide residues. 

Dr Nightingale had referred to the Inter-American Conference on Food Protection which 
was to be held later in 1985. It was hoped that he would make the report of the Joint 
FAO/WHO Expert Committee on Food Safetŷ - widely available to that conference as a 
background document• 

With regard to the coordination of food safety activities, also.mentioned by 
Dr Nightingale, there was certainly a wide consensus that food safety required the 
coordination of many professional disciplines, skills, programmes and sectors. On the other 
hand, as WHO had worked in the area of food safety almost since its inception, there had been 
certain developments. It could be generally said that until the late 1970s there had 
essentially been two groups at headquarters dealing with two aspects of food safety； the 
veterinary public health group had been concerned with the microbiological aspects of food of 
animal origin, while the food additives group had dealt with fppd additives and chemical 
contaminants, such as pesticide residues. When WHO had begun to prepare the Strategy for 
health for all by the year 2000, it had become obvious that those activities covered too 
narrow an aspect of food safety and neglected such important aspects as the prevention of 
foodborne diarrhoeal diseases• In addition, it had been realized that there was no 
scientific basis for the rather arbitrary separation of food supplies into food of animal 
origin and food of non-animal origin, since neither biological nor chemical contaminants 
followed such a separation. In pursuance of guidance provided by the World Health Assembly, 
the Organization had established a food safety programme in 1978, with a view to developing a 
broad-based programme of policies, strategies and technologies to ensure the safety of food, 
irrespective of whether it was of animal or non-animal origin, whether contaminants were 
biological or chemical and whether food was processed or non-processed. 

As the Board had been informed in connection with the Director-General1 s report on 
expert committee meetings, the Director-General intended to follow the strategy for 
improvement of food safety prepared by the Joint FAO/WHO Expert Committee on Food Safety• 
That strategy, strongly endorsed by the Board itself, identified zoonosis control as one of 
the support interventions for the improvement of food safety： when it came to implementing 
recommendations, more attention would have to be paid in future to such topics as control of 
zoonotic diseases in animal populations - for example, brucellosis, tuberculosis and 
anthrax - raising of specifically pathogen-free animals - with special reference to 
salmonella organisms - and the production of food of animal origin with the smallest possible 
amounts of residues of veterinary drugs and other chemicals used in animal husbandry. 

The food safety programme of course had to coordinate its activities with various other 
programmes. Although there was no formal mechanism for the purpose, coordination seemed to 
be reasonably effective, A colloquium on food safety and health had just been initiated 
jointly with the nutrition programme and would be held during the forthcoming Thirteenth 
International Congress for Nutrition； a pilot study on domestic food preparation had been 
undertaken, also in coordination with the nutrition programme; the diarrhoeal disease 
control programme and the food safety programme had jointly organized a meeting on the role 
of food in the epidemiology of acute diarrhoeal diseases, and the food safety programme was 
also contributing to a compendium on diarrhoeal diseases； coordination with the programme on 
community water supply and sanitation, the programme on control of environmental hazards and 
in particular with IPCS was satisfactory, as was cooperation with the programme of public 
information and education for health. 

1 WHO Technical Report Series, No. 705, 1984. 
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Professor Jazbi had reminded the Board that food safety activities should be approached 

jointly with FAO and UNICEF. Nearly all WHO1s food safety activities were conducted jointГу 
with FAO: in^eçd, the Expert Committee on Food Safety had been a joint body. On the other 
hand, collaboration with UNICEF in food safety had not yet been fully developed and further 
improvements were certainly needed in that regard. 

Dr OTOO said that in Ghana, private individuals engaged in poultry-keeping and the 
raising of other domestic livestock used large quantities of antibiotics and other chemicals 
in treating their animals. The harmful effects of those medicines when administered to 
excess on animals and humans were well-known; he wondered whether WHO had undertaken any 
specific programme to deal with that aspect of food contamination. 

Dr KAFERSTEIN (Food Safety) welcomed that qiiestion, which gave him an opportunity to 
inform the Board of a recent development initiated during the fifteenth session of the Codex 
Alimentarius Commission in 1983. The Cotqmission had considered the problem of veterinary 
drug residues in food and had decided that that important issue needed further study； it had 
therefore requested the Directors-General of FAO and WHO to set up an expert consultation to 
study the problem and report back to the next session of the Commission in 1985. A joint 
FAO/WHO group of experts thus established had met in December 1984 and had reviewed the 
entire problem, which not only covered traditional raising of poultry and animals for meat, 
but included fish farming 1ànd' evfen aspects of bee-kéeping and honey production, and had 
concluded thâ : the matter was so complex that it needed more detailed study. It had 
therefore requested the Codex Alimentáriiis Commission to set up a special committee to deai 
v̂ ith veterinary drug residues. The expert group had also recommended that the 
Directors-General of the two organizations should set up scientific support mechanisms such 
as those established faód additives and pesticide residues. It was most likely that the 
Codex Alimenpariiig Commission would follow those recommendations at its sixteenth session in 
July 1985 and that the Direçtors^General of FAO and WHO would consider the possibility of 
establishing some kind of ¿¡lipport mechanism. 

Dr KAPRIO (Regiortal DireêCor for Europe) said that the problem of veterinary drug 
residues had already been raised in the European Economic- Community area. The Regional 
Office had organized a me伫ting on the subject and the resulting report was already available 
as a contribution tó the basic docùraetitaCion. 

The meeting rose at llh45. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987; Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, ËB75/7, EB75/8, EB75/9 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY 一 HEALTH PROMOTION AND CARE (Appropriation Section 3)(continued) 

Diagnostic， therapeutic and rehabilitative technology (programme ; document PB/86-87, 
pages 178-199) ^ ~ 

Clinical, laboratory and radiological technology for health systeiris based on primary 
health care (programme 12.1； Document EB75/lNF,DOC./3) 

Mrs DE LA BATUT (alternate to Professor Roux) commended the high quality of doçument 
EB75/INF.DOC./3, and suggested that a list of essential laboratory tests might be drawn up 
that could be adapted to specific countries or parts of countries, in order to benefit from 
work already done by WHO in that area. 

Referring to Dr Sung Woo Lee1 s remarks regarding the application of the» experience of 
industrialized countries to developing countries, she said that the standardization of 
reagents and the cost of the relevant control procedures would lead to concentration of 
production in the industrialized countries in the years to come, and the suggested local 
production of reagents in developing countries should proceed cautiously and by stages. 

Dr BORGOÑO expressed appreciation of document EB75/INFfDOC•/3； laboratory procedures 
and services were of particular significance at all levels of health care. There was some 
misuse of laboratory equipment and an imbalance between hospital services and primary health 
care services, and between the laboratory and other aspects of public health programmes, 
Training of laboratory personnel was extremely important with regard both to testing and to 
the managerial techniques needed for a rational use of resources, which included expensive 
laboratory equipment. Experience in Chile had shown that efforts to ^pply appropriate 
technology in laboratory and radiological services had proved most effective. 

Further work was needed, especially in the field of communicable diseases, to improve 
rapid diagnostic techniques, not only for individual clinical diagnosis but also for 
epidemiological purposes. Much progress had been made in that respect, but more extensive 
application was needed• 

The quality of reagents was crucial, since the quality of tests depended not only on 
laboratory personnel and equipment, but also on the materials used. Many tests were far from 
attaining the requisite effectiveness and reliability, and he was gratified to see that due 
attention was paid in the document under discussion to the question of evaluating the quality 
of new technology, including tests. 

The document rightly drew a distinction between industrial and developing countries. 
The problems faced by the latter included an unfortunate tendency to imitate the industrial 
countries, without having their experience, and to invest in expensive and sophisticated 
equipment for which reagents were difficult to procure and which could not be adequately 
maintained. He commended the approach adopted, with its emphasis on the need for efficient, 

- 2 4 8 -
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simplified laboratories in developing countries, and noted that the bulk of the proposed 
budgetary increases came from extrabudgetary sources. Laboratory technology and services 
were crucial for the implementation of health policies and programmes, and it was essential 
that their reliability and the considerable resources invested in them should be properly 
evaluated. 

Mr GRIMSSON associated himself with Mrs de La Batut1s suggestion regarding the 
establishment of a list of essential laboratory tests. 

Referring to paragraph 10 of the programme statement, he stressed that the basic 
radiological services (BRS) programme was also relevant to developed countries, and was 
gaining attention in Iceland and neighbouring countries because BRS equipment was a very 
appropriate and relatively low-cost tool for primary health care centres in rural areas. It 
was increasingly difficult for small countries to evaluate new techniques, especially 
considering the abundance of medical devices. In that context, he had noted with 
satisfaction the Director-General1s statement at the Board1 s seventeenth meeting (in the 
discussion on programme 9.4) regarding the delegation of global responsibilities to the 
regions and was pleased to note the intention of making use of the potential for technology 
assessment in the European programme. He hoped that meant that intercountry collaboration in 
health technology assessment would now accelerate and that dissemination of information would 
be strengthened. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) welcomed the Organization1s action 
in a field that was crucial to the delivery of primary health care* Laboratory technology 
was particularly important for developing countries• The prevention and control of certain 
communicable diseases and metabolic disorders, and drinking-water quality control, for 
instance, called for simple equipment that was easy to maintain, 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) expressed his appreciation of the programme 
and WHO1s efforts in that field. An increasing number of Member States were establishing 
primary health care services, and he believed that State authorities responsible for 
developing clinical and laboratory services should also be responsible for planning basic 
laboratory facilities. Laboratory services were often developed in isolation, and 
coordination was needed in health programming and the development of suitable, cost-effective 
laboratory services• It was particularly important to give support to simple inspection and 
analysis procedures to ensure the relevance of tests in the prevention and cure of disease 
and in ensuring the safe quality of water. 

Since a number of countries and regions still had a high prevalence of communicable 
diseases but only limited laboratory services, it was very important to develop simplified 
and safe technology and equipment, particularly for rapid diagnosis. State laboratories 
shoud look to simple, pragmatic methods and equipment, rather than expensive technology and 
equipment that they could not always use. In particular, WHO should encourage the 
development of simplified rapid diagnostic methods to supplement the present microscopic 
examinations. 

The WHO collaborating centre for reagent production in Shanghai, China, was developing 
the production of reagents, and was willing to share its experience with interested Member 
States. 

Dr HAPSARA welcomed the emphasis 
in the programme on the need for equitable distribution 

of services and on the importance of quality. 
Referring to the statement on programme 12, he said that paragraph 8， on biologicals, 

unlike paragraphs 3 to 7, did not seem to contain adequately explicit programme proposals to 
follow up the activities and functions described. In particular, resolution WHA37.27, on 
international standards and units for biological substances, had not been followed up by an 
appropriate programme. 

The considerable advances made in clinical technology in certain regions 
(programme 12.1, paragraph 4) were of great interest to other regions, and he would suggest 
that, in order to improve the quality of services, attention be paid to helping the latter to 
learn from experience gained elsewhere• 

Regarding the statement in the same paragraph 4 that WHO was not in a position to help 
countries to decide whether or not to invest in capital-intensive medical technology, he 
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stressed that the real problem was not the intention of ministries of health to use such 
technology, but outside pressure to use technology not necessarily suited to the country. 
That should be made clear. 

It was very important for developing countries to participate in the local production of 
BRS equipment, as stated in paragraph 18. He hoped that at the implementation stage 
attention would be paid to the manner in which that was to be done. 

Referring again to his initial question regarding biologicals, he hoped that provision 
would be made in the programme for WHO to review the current situation in rçgard to 
biotechnology, in particular the steps already taken and future priorities in that area in 
both developed and developing countries• 

Dr QUAMINA congratulated the Director-General on the programme and, especially, on 
document EB75/INF.DOC./3. The development of suitable, yet effective, equipment for use in 
developing countries was extremely important. The cost of laboratory and radiological 
equipment was an enormous burden on health services, and she would like to see many 
developing countries take advantage of the opportunities available. She understood that 
radiological equipment was now to be manufactured in the Region of the Americas in one of the 
more developed of the developing countries, and she hoped it would be possible tô persuade 
senior technicians in that field to utilize the equipment• She also hoped that the equipment 
would arrive with maintenance manuals and that spare parts would be available. She further 
hoped that, if special reagents were necessary for laboratory equipment mentioned in 
paragraph 22 of document EB75/XNF.DOC/3 and in the programme statement, they would be readily 
available either through WHO or on the commercial market； it would be disastrous if 
technicians were persuaded to acquire more simplified equipment and it was then found that 
spare parts were not available. Those who purchased equipment in Member States were 
subjected to considerable pressures from the commercial market, and she hoped that WHO, 
through the regional offices, would be able to make available to- them, the necessary 
information. 

She congratulated the Director-General on the efforts being made to assist Member States 
in establishing national blood transfusion services. One of the necessary actions - bringing 
to the attention of physicians the appropriate use of blood products - appeared to be 
progressing well. 

Dr NIGHTINGALE (alternate to Dr Gardner), referring to paragraph 12 of thë programme 
statement, said that WHO1s activities in the field of clinical technology, especially medical 
devices and diagnostic products, were of critical importance. At the global level, 
collaborating centres were to emphasize training and the dissemination of information. WHO 
headquarters was helping to encourage contacts among those involved in the control and 
registration of devices and diagnostic products by planning to co-sponsor, with the relevant 
agency in the United States of America, a worldwide meeting of medical device regulatory 
authorities, to be held in 1986. The Organization had already facilitated such laudable 
interaction in the areas of pharmaceuticals and veterinary medicine. 

With reference to radiological technology, he said that quality assurance was vital and 
training programmes were of paramount importance; the collaborating centres, working 
together with regional offices and with headquarters, could play a major role in training. 

In conclusion, he expressed the view that the collaborating centres in laboratory and 
clinical technology, as well as radiological technology, could be used as a coordinated 
network to encourage not only dissemination of information but also deployment of resources 
and training• Were there any plans to encourage communication between centres and with 
headquarters? 

Dr GARCIA BATES said that clinical, radiological and laboratory technology, as well as 
drugs and vaccines, required a global approach, taking in the whole cycle of technology, from 
production to consumption, in order to ensure efficient supervision by the State. The 
proposed programme budget dealt mainly with the narrow field of production technology and 
introduction of new equipment, taking into account the economic, professional, 
organizational, and cultural impacts of medical equipment on health care. The lack of a 
coherent conception of the role of technology in the production structure as a whole, and 
especially in medicine, had led to distortion in the programmes and an increased dependence 
on the industrialized countries• One consequence had been the adoption of isolated measures 
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without an overall view, sometimes with paradoxical results. The legislation programme had 
an important role to play in that regard. Many national laws had encouraged the importing of 
equipment, mostly to urban areas and for the benefit of privileged population groups. Often 
national laws and resolutions laid down guidelines for the optimum ratio of population to 
equipment; it was often exceeded, however, if the trade and industry sectors had not 
accepted the same guidelines. Regulatory policies should not hinder the progress which the 
equipment made possible： on the contrary, they should ensure maximum efficiency, and equal 
access to and safe use of the equipment. 

Dr OTOO stressed that medical technology determined the quality and efficacy of medical 
services provided in any health system, while the level of medical care was determined by 
diagnostic ability at the point of delivery, and that in turn was determined by the 
technology available. Skills were needed to operate the existing technology, but it was very 
costly to train health personnel to use it. Yet, if staff were unable to operate and 
maintain technological equipment it became a burden rather than an asset. That was why it 
was important to select medical technology appropriate to the level of technological 
development in the country concerned. WHO could provide guidance to developing countries in 
such selection, and he was pleased to note that the programme statement clearly showed that 
the Organization recognized its importance• 

Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative 
Technology) expressed his gratitude to members of the Board for their comments on the new 
programme in the field of clinical technology• 

Dr Hapsara had referred to biotechnology and considered that resolution WHA37.27 had not 
been adequately reflected in the programme budget• That question would be answered when 
biologicals were discussed under programme 12.3 (Drug and vaccine quality, safety and 
efficacy)• 

Dr Quamina had raised the question of the specific equipment needed for developing 
countries. He informed the Board that, as a result of a series of consultations and 
scientific working groups conducted during the past year with nongovernmental organizations 
in the field of medical and surgical care, it had been possible to draw up a list of 
essential medical, paediatric, obstetric and gynaecological, anaesthetic and surgical 
procedures and equipment； it would shortly be available and should prove useful. In its 
preparation, there had been excellent cooperation from various senior personnel in those 
nongovernmental organizations - for example, the International Federation of Surgical 
Colleges, the World Federation of Societies of Anaesthesiologists, and the International 
Society of Orthopaedic Surgery and Traumatology. 

He was grateful to Dr Nightingale for drawing attention to the need to control and 
regulate medical devices and to the meeting to be held in 1986 on that subject. The 
programme on appropriate technology for health at present being conducted by the Regional 
Office for Europe would be very relevant to that activity, and in that meeting action would 
be in consonance with the Regional Offices for Europe and for the Americas• 

Dr Otoo1s comments on the cost of health systems identified with modern techniques which 
were sometimes unsuitable for developing countries, and on the need to identify appropriate 
technological procedures, with necessary, desirable and appropriate equipment at the relevant 
levels, were very valid, and would be taken into account. 

Dr HOUANG (Health Laboratory Technology) thanked members of the Board for the interest 
they had shown, and assured them that their suggestions would be taken into account• 

Mrs de La Batut had raised the question of the production of reagents in developing 
countries. It was true that the quality of results depended on the quality of the reagents• 
In a study which WHO had carried out it had been found that when ready-prepared reagents had 
been provided in some laboratories the number of results meeting quality requirements had 
been increased by 20%. Nevertheless, he was convinced that the technology for reagent 
production must be introduced into the developing countries. If that were not done, the 
technology for production would be lost and the developing countries would become entirely 
dependent on excessively expensive imported reagents. That had happened with dehydrated 
cultures, with the result that cultures were not being sufficiently used in identifying commu 
nicable diseases. It would therefore be better not to seek perfection straight away, but to 
try to improve production and the laboratory diagnosis of communicable diseases. 
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WHO had begun to give attention to the list of essential tests and had already prepared 

a list of some 15 tests - to be applied at peripheral laboratories - which had proved useful 
in the field operational studies carried out in several developing countries. The list of 
essential tests for application in the regional laboratories was now being reviewed. 
Establishment of such a list would make it possible to determine what equipment and reagents 
were necessary. 

He had taken careful note of Dr Borgoño1s suggestions. There was no doubt that the 
problem of laboratory management was an essential one• Thanks to the assistance of the 
Laboratory Programme Office of the Centers for Disease Control, Atlanta, United States of 
America, courses in laboratory management had been prepared in which information was provided 
not only on the cost and efficiency of peripheral laboratories compared with regional 
laboratories, but also on inventory control, equipment maintenance and the formulation of a 
material purchasing policy, as well as workload measurement. 

Concerning Dr Zhang1 s suggestions, he agreed that coordination was important, 
particularly as a laboratory was not an end in itself but a supportive service. 
Unfortunately coordination was frequently deficient, the main reason being that in many 
countries there was no comprehensive national policy on health laboratory services and 
mechanisms ensuring coordination between laboratory services and the other health services 
using them. That was something to which countries should give attention. 

Further to Dr Zhang1 s comments, the development of peripheral laboratories was being 
promoted since it was considered that they could not only play an important role in 
diagnosis, but also function as an information network at the periphery, where the patients 
lived, leading to better surveillance and control of communicable diseases - providing, of 
course, that the information reached those responsible for taking action on the basis of the 
information received. 

Dr Zhang had also mentioned the need to place greater emphasis on simple technology. He 
reminded the Board that the Director-General had often spoken about money being wasted on 
over-sophisticated equipment which was used more as a status symbol than for the health of 
patients. Studies had revealed that up to 70% of such equipment was not operative in 
developing countries and it was therefore WHO1 s policy to develop simple equipment and tests 
which could easily be used in developing countries• 

He had taken due note of Dr Quamina1s comments on the need to develop low-cost 
appropriate equipment for developing countries in response to the high cost of the laboratory 
and radiological equipment most commonly available on the market at present. He also 
acknowledged the need to prepare maintenance manuals and to ensure that spare parts would be 
available for the newly developed equipment• Moreover, WHO had no intention of promoting 
equipment which was tied to reagents - a system which would create a state of dependence and 
lead to increased expenses• 

In the training programme for laboratory technicians in developing countries, close 
cooperation was being maintained with the collaborating centres. All the participants in the 
courses received training in quality control and were subsequently attached to external 
quality assessment schemes run by collaborating centres. As a result, it had been realized 
that certain tests in developing countries provided less reproducible results than others. 
That meant that the collaborating centres were kept in touch with the realities in the 
developing countries and were contributing to the reliability of test results on which 
confidence in laboratory services ultimately depended. 

Dr RACOVEANU (Radiation Medicine) said that, of the 19 countries that had already 
adopted the basic radiological services (BRS) programme, four were western European 
industrialized countries. That showed that BRS had a role to play in countries with a highly 
developed health care system, and not only in the developing world. 

With reference to technology assessment the seventy-third session of the Executive 
Board, in January 1984, had considered a report on diagnostic X-ray imaging, and a report on 
ultrasound and computerized-tomography scanners was in preparation. The Regional Office for 
Europe had laid emphasis on such evaluation： a meeting was planned on the assessment of 
other imaging modalities. The recommendations would be useful at country level to prevent 
over-use of some techniques• 
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With reference to Dr Nightingale1 s comments on quality assurance, for 17 years WHO had 
been conducting a study on dose delivery in radiotherapy in collaboration with the 
International Atomic Energy Agency (IAEA). The monitoring system had shown that the standard 
radiotherapy dose of 200 rads was often incorrectly administered； deviations of up to 80% 
from the correct dose had been measured. Quality assurance training workshops had already 
begun at the regional level; in December 1984 a training workshop on nuclear medicine had 
been held in the Eastern Mediterranean Region, and another was to be held in 1985• After 
publication of the report on quality assurance in radiotherapy, it was hoped to organize 
training workshops on the subject through the regional offices. 

Essential drugs and vaccines (programme 12.2; Documents EB75/INF.DOC./2 and 
EB75/INF.DOC./6) 

Mr GRIMSSON said that the programme had been thoroughly reviewed by the Board's ad hoc 
Committee on Drug Policies, consisting of eight Board members under the chairmanship of 
Dr Khalid bin Sahan, At the seventy-third session of the Board in January 1984 a progress 
report had been considered and transmitted to the Thirty-seventh World Health Assembly• 

He endorsed the proposal contained in document EB75/INF.DOC./6 to establish a UNICEF 
fund for procurement of essential drugs and vaccines.^ Turning to document 
EB75/INF.DOC./2, he said that it gave a very clear picture of the distribution of 
responsibility between the Programme of Drug and Vaccine Quality, Safety and Efficacy and the 
Action Programme on Essential Drugs and Vaccines. He was particularly pleased to note the 
statement in section 1 that there was little duplication in their respective functions• 

He also expressed his approval of programme 12,3, Drug and vaccine quality, safety and 
efficacy• 

Dr SUDSUKH stressed the importance of the essential drugs and vaccines programme. 
Essential drugs constituted an important element in primary health care, and national drug 
policies should include the drawing-up of a list of such drugs adapted to the situation in 
the country concerned； that would lower the cost of drugs both to the government and to the 
individual. Every country needed a drug delivery system to bring drugs to people where they 
lived and worked. One such system was the "village drugs cooperative", organized and 
partially funded by villagers themselves, with support from the national budget or the WHO 
country budget• The organizers received a share of the profits from the scheme as an 
incentive, to be spent on community projects• In Thailand, there were approximately 
20 000 drug cooperatives covering one-third of the villages in the country. It was hoped 
that the scheme would cover the whole country in three or four years. The scheme made 
optimal use of WHO resources r.o ensure drug delivery, and the Organization should consider 
extending that kind of support where feasible• 

Mrs DE LA BATUT (alternate to Professor Roux), referring to documents EB75/INF.DOC./2 
and EB75/INF.DOC./6, said that if a Member State were to have a national laboratory for the 
quality control of medicines, it should be of an appropriate size and its activities should 
be wisely directed taking into account the WHO certification scheme on the quality of 
pharmaceutical products moving in international commerce• However, the suggestion that such 
laboratories should use simplified methods, different from those used by the manufacturers, 
might prove a bone of contention. Careful study should be made of the problems of equipment 
maintenance. One way of making substantial savings would be to consider the production and 
control of veterinary medicines at the same time as those of human medicines• 

Dr KOINANGE said that the essential drugs procurement programme had been very successful 
in his country and had raised the morale of health care workers and the public• He 
congratulated the Director-General and his staff on identifying the problem, mobilizing 
resources to deal with it and implementing the programme swiftly. The Director-General 
should approach the task of mobilizing further funds for the programme with equal vigour and 
even greater momentum. 

Dr SAVEL'EV (adviser to Professor Isakov) said that one obstacle to the provision of 
essential drugs in developing countries was the lack of pharmacists, and especially of 
experts, for the national drug quality control systems in those countries. Large-scale 
training of personnel was therefore necessary if the programme was to be implemented• 

1 Document EB75/1985/REC/1, Part I, Annex 8. 
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Document EB75/INF.DOC./2 showed how the drug safety and essential drugs programmes 

complemented one another and were being actively pursued. He also supported the proposal to 
establish a fund for the procurement of essential drugs and vaccines through UNICEF, as 
described in document EB75/INF.DOC./6. 

Dr REGMI said that in Nepal much of the primary health care work was done in rural areas 
by low-grade paramedical health workers. A list of essential drugs had been drawn up and 
some supplies were delivered to health centres• One health post had been provided with 
finance to set up a revolving fund, which enabled it to buy medicines very cheaply. WHO 
should try to find further bilateral and multilateral sources of support for such revolving 
funds in order to raise the standard of primary health care. 

Dr NIGHTINGALE (alternate to Dr Gardner) said the Secretariat was to be congratulated on 
the varied and growing number of activities taking place under the programme. With reference 
to paragraph 7 of the programme statement, he was specially pleased to note the collaborative 
efforts in which WHO would be engaged, in view of the importance of the interrelationships 
concerned. He was also pleased that recognition had been given, in paragraph 14, to the 
importance of technical cooperation between developing and industrialized countries. The 
United States drug regulatory authority was actively cooperating with countries in the 
Western Pacific Region as well as with those in other regions. 

The most important point in relation to the programme was why there should have been a 
decrease in real terms of 7.19% in the allocation； that was a puzzling trend, in view of the 
great emphasis placed by WHO on essential drugs, and of the growing interest of Member States 
in the programme. He was also puzzled by the observation in paragraph 12 that several 
industrialized countries operated with restricted formularies without adverse effects on 
public health. That implied that the programme intended to make so-called "restricted 
formularies11 a norm for all countries. He would appreciate information on that point. 

Document EB75/INF.DOC•/2 was useful in giving a clear description of the respective 
functions of the two programmes; his only comment was that it would be helpful to know more 
about the interaction between them. In relation to paragraphs 2.1 and 2.2, he would be 
interested to know what global standards and guiding principles were applicable, and what 
role the Programme of Drug and Vaccine Safety, Quality and Efficacy had in developing them. 

Document EB75/INF•DOC./6 made clear that innovative steps would be needed to help ensure 
the supply of essential drugs to developing countries. He would like to have somewhat more 
detailed information on the proposal put forward for the setting-up of a UNICEF fund, and in 
particular on whether it concerned vaccines alone, or pharmaceuticals in general. He would 
also like to know whether WHO would be involved in the fund, what level of capitalization 
would be required to make it operational, and whether it was realistic to expect that such a 
fund could be created. He would be interested to know what measures would be taken to ensure 
the quality of the product, arid what role WHO might play in that connection. 

Dr TADESSE congratulated the Director-General and his staff on an excellent programme. 
Countries such as his own were more aware than ever before of the importance of essential 
drugs, but at the same time encountered many difficulties, notably over obtaining regular 
supplies and over distribution and storage. There were also financial constraints connected 
with the purchase of drugs due to problems of foreign exchange. 

Success in the implementation of the primary health care programme in Ethiopia depended 
to a large extent on how far it was able to apply appropriate technology, and he would like 
to know whether any study had been made on the production of essential drugs at a level more 
appropriate to the capabilities of developing countries. One example might be the so-called 
"small-scale therapeutic laboratories", which could be expanded into small-scale industries, 
thus helping the developing countries to achieve higher levels of industrial skills. What 
was usually recommended was very expensive and complex technology, which they could riot 
afford. 

Dr HAPSARA joined in the tributes paid to the programme. How did WHO assist countries 
in accelerating the transfer of technology to help process raw materials for producing the 
essential drugs required to support the programme, and what were the main problems 
encountered? 

Professor JAZBI stressed the importance of the quality control of drugs manufactured in 
developing countries. He suggested that WHO might intensify its programme for training 
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health personnel in quality control, and also help in the establishment of control 
laboratories in such countries. Particularly valuable would be a list of low-cost equipment, 
and assistance could also be given in developing expertise in processing raw materials. Most 
developing countries had to depend on imports from other countries for the manufacture of 
essential drugs, imports which were costly and put the final product beyond the reach of most 
of the population. 

Dr OTOO agreed with Dr Tadesse that the problem of obtaining foreign exchange for drug 
imports acted as a major constraint on the purchase and procurement of drugs for most 
developing countries• However, it was even more important to ensure good drug management 
once the products had arrived in the country, particularly in hospitals, health centres and 
dispensaries, where losses were currently quite considerable. He asked whether ways could be 
found of expanding the programme to cover drug management at national level, so that some 
degree of sanity could be introduced into the situation. 

Mrs DE LA BATUT (alternate to Professor Roux) expressed her thanks to the 
Director-General for the excellent programme under discussion. Regarding the proposal for a 
UNICEF-managed fund for the purchase of essential drugs and vaccines, she wished to commend 
UNICEF on its initiative, in which she hoped that WHO would collaborate. The Board and the 
Health Assembly should invite Member States to consider how best they could participate in 
the proposed fund• 

Dr ARNOLD (International Federation of Pharmaceutical Manufacturers Associations) said 
that his organization had committed itself to support the WHO Action Programme on Essential 
Drugs and Vaccines. That support included a number of projects aimed at improving 
procurement and distribution of drugs in certain developing countries, the training of 
quality control personnel and an offer by some 60 companies to supply 250 basic drugs to the 
least developed countries at favourable prices. 

The industry was an innovative one, and the majority of generic products currently on 
sale had originated from research carried out by companies that were members of his 
Federation. 

According to paragraph 14 of the programme statement, the main objective of a national 
drug policy should be to make quality products accessible at the lowest possible cost. While 
such an objective might be appropriate where the less developed countries were concerned, he 
would suggest that it was shortsighted if extended to the wealthier countries, because it 
would eventually lead to the cessation of research. That would mean that progress would be 
halted, and that the industry would no longer be able to make its contribution to the 
developing countries• 

He urged that the drugs policies of the industrialized countries should recognize the 
importance of encouraging research. He hoped it was not WHO*s intention to urge universal 
adoption of a policy of securing drugs at the lowest possible cost• 

z 
Dr GARCIA BATES noted that the programme was concerned with two very different aspects 

of the drug question, each closely linked to the other. The first, which was given special 
emphasis, was the medical and pharmaceutical aspect, and the second the industrial and 
economic one. The first covered drug quality, safety and efficacy, as well as prescription 
arid dispensing. As far as the industrial and economic aspect was concerned, efforts should 
be made to try to establish predominantly national industries, which would be able to 
introduce new production methods and new forms of vertical integration, in conformity with 
good manufacturing practices both in production and in research and development; that would 
provide the basis for a national industry having a greater degree of technological 
independence• 

Apart from such long-term objectives, the countries in the Americas, and Argentina in 
particular, were endeavouring to conclude agreements, such as the one signed recently in 
Mexico, whereby a group of Latin American countries had joined together to seek a broader 
Latin American market, with obvious economies of scale, so that a pharmaceutical industry 
could be built up that would be competitive internationally. Such a development would permit 
a more balanced system of trade within the region, and the need for hard currency would be 
eliminated. 
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Besides such regional measures, her country had recently launched an emergency programme 

of drug assistance, financed by a special fund derived from a tax on cigarettes and aimed at 
underprivileged population groups. 

Professor JAZBI said the problem of obtaining drugs was one of the greatest importance 
in Pakistan. As a way of solving that problem he would like to suggest that, with the help 
of WHO, a group of two or more countries in a region could be selected to undertake drug 
manufacture to meet the requirements of the region. Strict quality control should be 
assured, perhaps through WHO. In that way, developing countries could avoid much unnecessary 
expense in obtaining the drugs they needed. 

Dr LAURIDSEN (Action Programme on Essential Drugs and Vaccines), replying to Dr 
Sudsukh1s question, said that over 80 countries had adopted, or in most cases adapted, the 
list of essential drugs for their own needs. The WHO model was thus an integral part of 
their drug policy, although the extent of implementation varied. The Organization had been 
keenly interested to hear again about the village drug cooperatives. There were similar 
schemes in other countries than Thailand and it was planned to study a number of them in the 
near future, to make comparisons and to consider the possibility of disseminating information 
on them to the many countries that were exploring how to finance the continued availability 
of essential drugs from local funds• 

Dr Koinange had urged that more funds be mobilized. As Dr Nightingale had rightly 
observed, there was a small decrease in the real budget allocation for the Programme: that 
was the grim fact of "zero budget growth". One reason for the lack of increase was that the 
Programme was thought now to be in a position to attract far more international support on a 
bilateral basis than hitherto. The extrabudgetary position was far more optimistic than the 
programme budget statement would suggest. Additional amounts had come in and there was an 
increase in the number of bilateral programmes• Development agencies were being encouraged 
to invest because the area was one in which the development of an essential drug policy could 
be combined with bilateral foreign exchange support at a time of severe foreign exchange 
constraint. 

In the development of manpower and quality control, WHO had an understanding with the 
International Federation of Pharmaceutical Manufacturers Associations whereby candidates 
could be put forward for consideration for three to nine months丨 training, WHO or the country 
in question paying only the travel costs while the industry paid the training costs and 
subsistence allowance• 

Dr Nightingale had asked for an explanation of the statement that "several 
industrialized countries operate with restricted formularies". The term "second-class or 
third-class medicine" which had once been used had been considered detrimental and was not 
confirmed by the present documentation - rather the opposite• The clinical medicine 
delivered by countries regularly operating very restricted lists of essential drugs on the 
periphery with well-trained staff and motivated supervision was not second-class but was 
indeed superior to the previous irregular supply. That had been confirmed by Dr Koinange. 

Some developed countries were certainly operating with restricted formularies, 
particularly in the hospital subsector； Norway was operating with less than a thousand 
active ingredients in its market. The Organization had been assured by several of those 
countries that they were unable to detect any harmful effects on the health of the population. 

Efforts were being made to elicit support for the Programme. As a result, in 
particular, of unsuccessful efforts in the procurement area, other ways of financing had been 
studied, including a credit facility to enable the least developed and smaller countries to 
benefit from the low prices that WHO and UNICEF were able to obtain in the international 
competitive market• In many cases the Organization collaborated with a particular programme 
and indicated the price levels obtainable from the UNICEF Packing and Assembly Centre 
(UNIPAC) in Copenhagen, When countries compared them to the prices they had been accustomed 
to paying they asked for procurement to be made by UNIPAC. Very few countries, however, 
could make payment nine months in advance, as was required. The aim was to have an initial 
capitalization of US$ 10 million for the fund but an eventual capitalization of about US$ 40 
million to USÍ 50 million was envisaged. It was hoped to be able, under joint UNICEF/WHO 
management, to ensure that the fund had a constant supply of money； the high interest it was 
hoped to receive from the balance should be sufficient to cover possible losses. 
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The question of quality would be assured in a routine manner. WHO and UNICEF selected 
only reliable suppliers, preferably those known to them, who had to conform to good 
manufacturing practice and to be open to inspection from outside. Batch-by-batch quality 
control was exercised, and in cases of doubt, collaborating laboratories would check the 
quality. No quality problems had so far arisen. Selective studies on bioavailability of 
essential drugs in a number of countries would be carried out jointly with UNICEF in the next 
year or so. 

The pharmaceutical industry had been the subject of expressions of concern by some 
members of the Board. He could not do justice to that complicated field in just a few 
minutes. UNIDO's responsibilities with regard to industrialization in developing countries 
included pharmaceuticals, and WHO shared its experience with UNIDO in that area. For many 
countries, experiences with pharmaceutical production had not been good. Many of them, 
particularly those without supporting industries, had been unable to produce or formulate 
essential drugs at a price remotely competitive with international prices because technology, 
machinery, know-how, raw materials, etc•, must all be imported and the value-added component 
was very small, so any interruptions in drug supply or loss of raw materials might result in 
long stoppages and thus nullify any advantage• Other countries, however, particularly the 
larger ones with petrochemical industries, had done reasonably well. The question of 
regional manufacture had been discussed in the regional committees. Three African countries 
had been considering the question for a considerable time. It was very difficult to reach 
agreement, but the idea was worth while in a TCDC context. In that connection, the question 
of procurement or transfer of raw materials and the role of WHO had been raised. Neither 
alone nor with UNICEF had WHO engaged in trade or in making recommendations on raw 
materials. If there was sufficient need, the area might be considered for technical 
support• The expertise was not at present available but it could easily become so. 

Dr Otoo had asked about expansion into national programmes• That was receiving 
highest priority. More than 80% of time and resources, both in the regions and at 
headquarters, were being devoted to collaborating in the development, implementation 
or evaluation of country programmes. 

The manner in which Dr García Bates had divided the programme into two types was the way 
in which WHO itself operated conceptually. 

The UNICEF fund would have no budgetary implications for WHO. The money, when raised, 
would be with UNICEF, but it would be managed under the joint UNICEF/WHO essential drugs 
programme. WHO would assist in fund-raising, and it hoped to raise as much as UNICEF: He 
suggested that, in order to assist the Director-General in such fund-raising and also to 
assist UNICEF at its next Board meeting, the WHO Executive Board should endorse the proposal 
as put forward in document EB75/INF.DOC./6. Although the Secretariat would be reporting to 
the World Health Assembly, he did not imagine that that body would need to discuss the 
question. 

Dr DUNNE (Pharmaceuticals) said that only two questions had been directed specifically 
to the Pharmaceuticals unit• The first was Dr Nightingale1s question, to which Dr Lauridsen 
had replied comprehensively. The second was Professor Jazbi1s important point on training. 
Over fifty potential managers of quality control laboratories had been trained in the IFPMA 
scheme up to the present. Industry had been generously responsive to that need, which it was 
well placed to meet since there were many highly-equipped industrial laboratories around the 
world, while national laboratories were far fewer and were not equipped to take the 
workload. Nonetheless people trained within the private sector passed through the national 
quality control laboratory whenever that could be arranged, and obtained some guidance from 
those with official responsibility in those countries• He was particularly pleased to see 
that people from 11 countries in equatorial Africa had been trained. Although that 
represented only one person per country, that should be set within the context of the 
thirtieth report of the Expert Committee on Pharmaceutical Specifications. A great deal 
could be achieved with a single small national quality control laboratory. Gross errors of 
manufacture that resulted in low bioavailability could be detected very simply and the very 
fact that there was a trained person in a country and that drugs might be inspected resulted 
in a marked and rapid rise in quality standards• 

The DIRECTOR-GENERAL, referring to the point raised by by Dr Arnold of the International 
Federation of Pharmaceutical Manufacturers Associations with respect to the availability of 
drugs at the lowest possible cost in the more affluent countries, expressed his belief that 

the 

,review 



258 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 

the essential drugs programme had shown in the words of Oliver Wendell Holmes, "the power of 
thought to get itself accepted in the competition of the market". Some of those connected 
with the Organization had spent some time in their lives in learning to understand economics, 
and he had learned that the economics of the marketplace in many countries was to a large 
extent based upon competition. If Dr Arnold wished the State to fix prices, that was a 
different matter, but if it was a question of the competition of the marketplace, it was not 
unreasonable, from the consumer1s point of view, to speak about obtaining the lowest possible 
price. That was all that had been implied in the passage in question in the programme budget 
document• There was no danger that WHO would start fixing prices or anything of that 
nature. He hoped that Member States would discern how difficult that whole area was for an 
organization like WHO. He appreciated the many commendations of WHO'S efforts by Board 
members，• since he really believed that spectacular progress had been made in recent times. 
He hoped that nationals would realize that they had to take just as many risks as the WHO 
Secretariat, because only if they were ready to fight their national battles in order to 
bring greater order into the pharmaceutical situation would the Organization be able to give 
them appropriate support. The job had to be done at the national level, from policy to 
management and rational use of medicaments. 

He hoped Board members would communicate to the Health Assembly his belief that WHO had 
shown maturity in the matter. Some mistakes could not be avoided, but the Organization had 
shown motivation, imagination and a productive survival ability that should serve to 
encourage nationals in developing their drug policies. 

The CHAIRMAN said that, if there was on objection, he would take it that the Board 
wished to adopt the proposal for a UNICEF fund for procurement of essential drugs and 
vaccines• 

It was so agreed. 

Drug and vaccine quality， safety and efficacy (programme 12.3) 

Dr DUNNE (Pharmaceuticals) said that the programme in question had made great strides in 
recent years, as was evident from the active cooperation of Member States. The last meeting 
of the International Conferences of Drug Regulatory Authorities had been attended by 56 
representatives from 56 Member States, the majority of which were developing countries, and 
those countries had funded their participation from their own resources. The remarkable 
degree of dialogue currently existing between regulatory agencies in the developed and 
developing world would not have been considered feasible a few years ago. An international 
dimension to drug regulatory control had emerged. The Organization was extremely grateful 
for the support received directly from Member States, which enabled the programme to achieve 
far more than the global regular budget figure would suggest. 

Dr SIZARET (Biologicals), replying to a question rised by Dr Hapsara concerning the lack 
of analysis and programmes for biologicals, explained that the programme analysis was 
conducted at regular intervals and the Organization had riot been asked in 1985 to produce an 
information document on the subject. 

There were four major world centres for the distribution of WHO standards• The WHO 
Expert Conmiittee on Biological Standardization met annually to establish new standards or 
replace outdated ones. It was difficult to have a precise programme since the situation 
changed rapidly as new discoveries were made• Several years often elapsed between the start 
of preparation of a standard and the time of its formal adoption by the Expert Committee. 
The documents that best reflected the activities under the programme were a biennial 
publication in the Technical Report Series giving information on the latest changes, and a 
list of standards for biological preparations generally amended every two years. 

A question had also been raised concerning priority measures for biotechnology. 
measures were considered on a case-by-case basis in cooperation with the Division of 
Communicable Diseases. 

Such 

There was possibly some confusion concerning essential drugs and vaccines. It might be 
more correct to speak of vaccines used in the Expanded Programme of Immunization, for the 
quality control of which there was a WHO programme in collaboration with UNDP, which provided 
financial assistance. He could provide further information on the subject if so it was 
desired. 

The meeting rose at 14h50. 
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Traditional medicine (programme 12.4) 

Dr SAVEL1EV (adviser to Professor Isakov) said that a positive feature of the programme 
was that it paid considerable attention to research and, in particular, to the scientific 
analysis and monitoring of the efficacy of various methods of traditional medicine with a 
view to recommending their future use in practice. He supported the proposed review and 
adoption of the draft standard international acupuncture nomenclature referred to in 
paragraph 16 of the programme statement• 

Dr ZHANG Yin E (alternate to Dr Xu Shouren), supporting the inclusion of traditional 
medicine in the programme budget, said that it was a medicine, based on national 
characteristics, that had emerged from man1s long struggle against disease. In China, where 
its history went back several thousand years, it had made a tremendous contribution to the 
strength and prosperity of the nation. In recent decades it had been integrated with modern 
medicine and played an important role in the country1 s health care, particularly primary 
health care. It must be further strengthened and developed if it was to be fully utilized in 
efforts to attain the health-for-all target. 

Dr MAKUTO said that the WHO programme of traditional medicine was still in its early 
stages in the African Region, and although Member States in the Region agreed on its 
importance it still required much nurturing. He had been pleased to note that budgetary 
provisions at country level had been increased； however, there was no provision for 
activities at intercountry or regional level• As the programme called for exchange of 
experience between countries along with direction and coordination at regional level, he 
asked what the sources of regional financing were； or had it been considered unnecessary to 
engage in regional activities in the early stages of the programme? 

Professor BAH said that the vast majority of the population in countries of the African 
Region relied on traditional medicine. Rationalization of traditional medicine was needed, 
and it was in that area that WHO must support countries. Unfortunately, in the large towns 
there was a tendency for charlatans to play on the population1s need to seek cures. The 
problem was less serious in the villages, where traditional healers and their reputation were 
well established• Many traditional healers were very effective: in Guinea, for example, 
they were known to provide effective treatment in dermatology in particular, as well as in 
some areas of psychology, to such an extent that people from developed countries had gone to 
them for treatment• 

-259 -
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A major problem was the utilization of medicinal plants on an industrial scale. Local 

harvesting of plants was effective at village level, but for traditional medicine on a wider 
scale, as practised in China and India, research by agronomists and other experts was 
required to prepare for mass production. Fellowships should therefore be awarded for 
pharmacists to study the ways in which traditional medicine had been raised to a 
technological level in India and China, and how traditional remedies could be made more 
widely available. 

Dr TADESSE said that traditional medicine was of great importance, particularly in 
developing countries. In Ethiopia, for example, most of the population relied on traditional 
medicine, which was more accessible and more widely available than modern medicine. 

Much experience and information about traditional medicine existed, but difficulties 
were still experienced in the utilization and exchange of experience and research results• 
In many cases, research tended to give rise to yet further research rather than providing 
direct benefit to the people in need. He knew of an instance where 20 years of research on a 
traditionally used molluscicide had only recently yielded a synthesis. In view of such 
situations, he asked whether it was possible to encourage efforts for the use of traditional 
herbs in a crude but nontoxic form so that they could be of more immediate benefit. There 
was great promise of progress in traditional medicine if organized and well directed; just 
as traditional birth attendants had proved to be capable of excellent work with modern 
methods of organization and direction. The philosophy and support of WHO in traditional 
medicine were most welcome and deserved full cooperation. 

Dr AKERELE (Traditional Medicine) thanked members of the Board for having spoken so 
positively about programme progress• 

In reply to Dr Savel1ev he said that streamlining of nomenclature for acupuncture had 
been taking place for three years in the Western Pacific Region with support from 
headquarters, and it was expected that the international nomenclature would be presented to a 
group of international experts for adoption in 1986. It was hoped that it would facilitate 
teaching, research and practice in acupuncture. 

He endorsed Dr Zhang1 s comment on the importance of traditional medicine in primary 
health care. The Chinese experience was a very important one. An interregional seminar to 
be held in China was planned for October 1985, at which participants would have the 
opportunity to observe how the synthesis of traditional and modern medicine had been achieved 
in that country, in the hope that they would be able to replicate appropriate elements within 
their own health systems. 

Professor Bah had emphasized the need for research to make traditional medicine safer. 
In the African Region four collaborating centres were carrying out multidisciplinary research 
into all aspects of traditional medicine, and especially into making traditional remedies 
safer. An interregional seminar for the Western Pacific and South-East Asia Regions was 
planned to be held in Thailand in late 1986 with support from DANIDA, at which it was hoped 
that the pharmaceutical and toxicological implications of the introduction of traditional 
remedies into primary health care would be discussed and appropriate methodologies evolved 
for countries intending to incorporate traditional medicine into their primary health care 
system. 

Concerning Dr Tadesse1 s comments on the need for transfer of information and avoidance 
of duplication of effort, experience had shown that many countries were undertaking research 
into natural products, which involved considerable expense and in some cases had already been 
carried out elsewhere. An agreement had been reached with the collaborating centre at the 
University of Illinois (which had established a computerized data bank storing over 70 000 
profiles on natural products used in traditional medicine) to provide a free information 
retrieval service to developing countries or those undertaking research for the benefit of 
those countries. 

Dr SAMBA (Officer in charge, Regional Office for Africa), replying to Dr Makuto, said 
that budgetary provision for traditional medicine at intercountry and regional level had been 
made under the health systems research programme. Traditional medicine was a subject which 
was taken very seriously at the Regional Office for Africa. 
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Rehabilitation (programme 12.5) 

Dr AL-TAWEEL expressed his support for the programme and his appreciation of the 
attention given to it by the Director-General. Frequent reference had been made during the 
current session of the Board to the importance of rehabilitation for the disabled, 
particularly in countries experiencing rapid development in the field of transport and in 
those faced with disaster situations. 

No mention had been made of three points: first, the importance of psychological, 
social and cultural rehabilitation； secondly, the importance of intersectoral cooperation 
with ministries of education, transport, labour and others bearing equal responsibility with 
the ministry of health in relation to compensation of the disabled； and, thirdly, the need 
for education of the family as an integral part of rehabilitation in view of its tremendous 
psychological as well as material importance, especially in developing countries. 

Dr BORGOÑO stressed the fundamental importance of community-based rehabilitation 
programmes, as described in paragraph 2 of the programme statement. He shared Dr Al-Taweel1 s 
views concerning the role of the family, which was crucial in achieving lasting results. 

There was a need to associate rehabilitative services with primary health care； at 
present the vast majority of such services were provided at secondary and tertiary level. 
The initiative to prevent disablement, IMPACT (paragraph 6), would give a significant 
stimulus to rehabilitation programmes, which were becoming increasingly important in the 
developing countries. 

While an integral approach was undoubtedly necessary, local shortages of resources, 
including funds, called for the setting of priorities in order to make programmes genuinely 
practicable• He stressed the importance of training both professional and auxiliary 
rehabilitation personnel, who worked as a team. The technology used, including prosthetic 
and orthotic appliances, was often very expensive and it was sometimes possible to achieve 
the same result with relatively low-cost technology. 

Increasing importance was being attached to rehabilitation in the Americas. He welcomed 
the increased budgetary allocations to the programme. 

У 
Dr GARCIA BATES expressed concern that the aim to quantify coverage, important though it 

was, was difficult to achieve, especially among poor groups. 
There was a need to consider the programme in the wider perspective of primary, 

secondary and tertiary prevention. Work should start with primary prevention among a 
theoretically healthy population, then proceed to secondary prevention once the pathology 
producing disablement was observed. At the third stage, namely rehabilitation as such, it 
was important to develop rehabilitative care in general or multipurpose hospitals, 
particularly in rural or peri-urban areas, rather than specialized institutions which many 
countries could ill afford. That did not mean, of course, dispensing with the high degree of 
specialization required, especially in psychomotor rehabilitation. 

There was no doubt that early detection of the pathology leading to disability, 
including mental disorders, was one of the basic functions of primary health care. The 
inclusion of rehabilitative activities in primary health care must however be backed up by 
the necessary referral facilities, and persons requiring treatment must know where they could 
obtain it. 

Dr QUAMINA endorsed the programme target and objectives and was pleased to see emphasis 
being placed on community-based programmes. Nonetheless, after reading the paragraphs on 
programme activities and the situation analysis, she had been left with the impression that 
the context was still seen as that of the formal health service structure, despite reference 
to community workers. She emphasized the important role which voluntary workers and national 
nongovernmental organizations could play, and the need both to motivate community support and 
to provide voluntary workers with at least a minimum of training. 

z 
Professor FORGACS, referring to the major categories of disabilities and handicaps 

mentioned in the programme target, said that rehabilitation in fact covered many more aspects 
than those and should extend to all the conditions in which an individual was hampered by 
disability in continuing his prior activities. Consequences of chronic noncommunicable 
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diseases, for example, should be included. He suggested that the title of the programme 
should include reference to "habilitation", as meaning the constant care of those suffering 
from congenital anomalies. The latter was an important field, in which an increasing number 
of children required care• 

Dr MOLTCT endorsed the comment made by Dr Quamina on the role of nongovernmental bodies. 
That was particularly important in the Region of the Americas - and specifically in Panama 一 
in regard to the promotion of highly-sophisticated rehabilitation centres, where the health 
authorities were not adequately prepared for their new responsibilities. The Organization 
should therefore continue to support nongovernmental efforts at country level and in 
particular ensure their coordination with the work of the health authorities. 

» ... 
Dr KROL (Rehabilitation) expressed his gratitude for Board members1 comments and support 

for the programme. As was reflected in the budget document, and as had been pointed out by 
several members, important changes in policy and approach had taken place in relation to all 
services for the disabled： emphasis was being placed less on institutions and hospital-based 
services and more on community activities. 

Attention had been drawn to the importance of the education and greater involvement of 
the family. A basic principle in the new approach was that of raising awareness and 
involving family and coiranunity in the provision of basic rehabilitation services. The main 
technical tool developed by WHO - the manual, "Training the disabled in the community" - was 
directed at the family and provided basic information on how to cope with the daily tasks of 
caring for and training the disabled at home and in their immediate surroundings. 

Dr Al-Taweel had stressed the importance of the psychological, social arid cultural 
aspects of rehabilitation. The programme was comprehensive. It gave due attention to all 
components precisely because the problems of the disabled and where they lived could not be 
divided into medical, social or other compartments but must form ,a complex whole. 
Intersectoral cooperation had also been stressed by several speakers； while it was 
undoubtedly very important, it was also one of the most difficult types of cooperation to 
achieve. Cooperation was easier at community level but became progressively more difficult 
as it reached government ministry level. To cope with that situation a managerial guide was 
being prepared, indicating ways in which intersectoral cooperation could be improved. 

Referring to the important role which voluntary and nongovernmental organizations had to 
play in rehabilitation, he said that the Secretariat was collaborating extensively with such 
bodies, particularly as in most developing countries up to 80% of work with the disabled was 
undertaken by nongovernmental organizations. Experience in 25 countries which had adopted 
the community-based approach had shown that WHO collaboration took place mainly with 
nongovernmental organizations, although many countries also had governmental programmes• One 
approach adopted was the training of volunteers from nongovernmental organizations together 
with community health workers in simple techniques for providing guidance and helping 
families in the daily task of rehabilitating the disabled. 

On the question of prevention, to which Dr García Bates had referred, he confirmed that 
the strategy to deal with disability comprised three main components: prevention, 
community-based rehabilitation and institution-based rehabilitation, the latter still being 
needed for some time as a support and referral component. Prevention w这s consequently a 
major component of primary health care and at the same time was covered by specialized 
programmes, such as the Expanded Programme on Immunization, and programmes on accident 
prevention and blindness prevention. Within the rehabilitation programme itself there were 
important preventive aspects, such as early detection and treatment, and education of the 
family and the public• 

While it was true that there had been difficulties in providing coverage for the whole 
population, it was hoped through primary health care to bring services to those sectors of 
the population which had been deprived of them in the past, when rehabilitation was available 
only in special institutions in large cities. 

He assured Professor Forgács that the broad category of conditions he had referred to 
were also covered in the programme, which was not confined to the major categories 
specifically mentioned in the programme target, 

Dr RIFKA (Director, Eastern Mediterranean Special Programme) said that, with regard to 
Dr Al-Taweel's comment on the need for families to be educated on the subject of 
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rehabilitation, the WHO manual, "Training the disabled in the community" was now available in 
Arabic and had been widely distributed within the Eastern Mediterranean Region. Indeed, a 
second printing of the manual would soon be under way in order to meet the increasing demand 
for copies. 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4) 

Disease prevention and control (programme 13; document PB/86-87, pp. 200-274) 

Immunization (programme 13.1) 

Dr EL GAMAL said that the situation analysis (paragraph 4) drew attention to four major 
programme areas in the Expanded Programme on Immunization： programme implementation, 
training, applied research and evaluation. Those were, moreover, the only areas to be 
specially emphasized in the programme activities (paragraphs 14-20). However, there were 
other areas too, the neglect of which led to failures in immunization coverage, such as: 
supervision at central level and in the field, to ensure that the immunization of children 
actually took place and did not remain a plan on paper; maintenance of the "cold chain", 
particularly in countries with a hot climate； and education of the public on the importance 
of immunization in protecting children against the six diseases of the Expanded Programme on 
Immunization. The latter method was particularly useful in that it exerted a measure of 
community control over, and public pressure on, those responsible for the planning and 
implementation of immunization programmes• 

Dr KOINANGE said that the immunization programme had his full support. He commended the 
Director-General and his staff both for their past activities in immunization and for the 
well-defined and logically developed programme activities proposed for 1986-1987. Although 
he agreed that research efforts should concentrate on the "cold chain", he felt that more 
could be done towards improving the thermostability of vaccines. 

Dr BORGOÑO felt there was little comment to be made on an excellent programme that had 
already been reviewed on numerous occasions by the Board and the Health Assembly, each time 
with praise for its effectiveness. One point, however, that could be stressed, was the 
usefulness of immunization programmes at primary contact level in acting as an entry-point 
for the integration of other health activities and also for manpower training. Moreover, as 
the Director-General had pointed out on an earlier occasion, the general principles of the 
evaluation methodology applied so successfully in the Expanded Programme on Immunization 
could well be of value in other programmes. In the Americas, a thorough evaluation had been 
carried out in almost all countries of the Region - a multidisciplinary exercise that had 
pinpointed the places where change was required. Action had since been taken on the 
resultant recommendations, thus enabling the Regional Director to affirm that the six 
diseases covered by the Programme would be under control in the Region by 1990. 

Dr BELLA drew attention to paragraph 6， in which the reasons for the slow improvement of 
immunization coverage were given in some detail. There could be no doubts concerning the 
value of the Expanded Programme on Immunization, since spectacular results had been achieved 
wherever it had been implemented; it should therefore be gradually extended from area to 
area to cover whole national territories. The apparent obstacle to such extension was 
shortage of funds. Was assistance for that indispensable programme expected from WHO 
resources? 

Dr HAPSARA commended the Director-General and his staff for their past efforts in 
developing and implementing the programme and their innovative approach towards improving it 
in the future. He had been gratified to note the active efforts directed to designing 
various methods for the prevention and control of communicable diseases within a single 
framework using the primary health care approach, and he asked what constraints were likely 
to hamper the introduction and strengthening of those methods and what efforts would be 
required to overcome them. 

With regard to the two factors responsible for the slow improvement in immunization 
coverage (paragraph 6), he asked what approaches were being proposed for 1986-1987 in order 
to eliminate those difficulties. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked Board members for 
their general expressions of support for the programme. The comments made had been noted and 
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the suggestions put forward with regard to the areas for increased emphasis (all of which he 
agreed with) would be taken into consideration in the work of the programme. 

Dr Hapsara had asked a fundamental question. The constraints facing the 1986-1987 
financial period were the degree to which countries would succeed in developing greater 
political will and in developing the increased management capability required to make 
effective use of the more plentiful resources for the programme generated by that will. 
Political will was increasing. With every passing day a greater number of organizations and 
individuals were indicating their willingness to lend their good will and support to the 
Expanded Programme on Immunization, partly because it was perceived as a genuine priority for 
Member States. That enthusiasm could, however, be a two-edged sword, since ill-directed 
political commitment could result in a use of resources that might be very effective in the 
short term and yet not lead to the long-term development of infrastructure that was so badly 
needed• While he was convinced there would be the necessary increase in political will, he 
was less certain concerning the necessary increase in management capability. The Board 
should for its own part note the need to help in every possible way to increase basic 
management capacities and thus ensure that political will was so directed as to make an 
effective contribution to attaining the goal of health for all by the year 2000, while at the 
same time meeting the more limited goals of the Expanded Programme on Immunization. Hence 
Dr Hapsara1s question could riot be fully answered. The Secretariat, for its part, would do 
its best, but the ultimate results would very much depend on the outcome of efforts made by 
Board members and the Member States of the Organization. 

Disease vector control (programme 13.2) 

Dr SAVEL1EV (adviser to Professor Isakov) said that he fully supported the programme as 
a whole and particularly welcomed the emphasis placed on research into biological methods of 
vector control. The development and introduction of those methods was extremely valuable in 
avoiding the use of chemical insecticides with harmful effects on human health and the 
environment• In that connection, the meeting of the expert committee scheduled for 1986 to 
assess the development of biological control agents and their application in disease control 
would be most interesting. 

Dr OTOO said that he had on an earlier occasion mentioned the possible effect of the 
continued use of pesticides in vector control on the ecology, and especially on aquatic fauna 
such as fish used as a human food source. He asked whether WHO had any programme for the 
protection of aquatic life against the effects of pesticides. 

Dr TADESSE felt that, rather than tackling vectorborne diseases singly, there was a need 
for a general approach to the prevention and control, or even eradication, of such diseases； 
there should be an overall or integrated structure bringing all vector control activities 
together. That concern was prompted by unfortunate experiences in vector control in some 
countries. He asked what efforts WHO was making towards such integration. 

The CHAIRMAN noted that a number of teaching aids had been mentioned in paragraph 15. 
There was a continuing need to emphasize the importance of health education in the field of 
vector control. Indeed it was an essential part of such control； many failures could be 
attributed to the fact that the general population had been poorly informed on the subject. 

Dr MOLTcT asked whether the teaching aids mentioned in paragraph 15 would be distributed 
generally to all Member States or available only on request. 

Dr GRATZ (Director, Division of Vector Biology and Control) agreed with Dr Savel1ev on 
the importance of biological methods of vector control. In the past few years the programme 
had been searching for as many alternatives to chemical control as possible, although it was 
considered that the latter would remain the mainstay of vector control in the developing and 
developed world for the foreseeable future. Nevertheless, substantial resources had been 
transferred to biological control； in addition, the programme had received additional funds, 
through its collaboration with the Special Programme for Research and Training in Tropical 
Diseases, which would be used for the development of biological control methods and 
materials, some of which were new and some not. For example, the use of fish in the 
biological control of the larvae of mosquito vectors of disease had been known since the 
beginning of the century. Such methods could be made more effective if they were used more 
conscientiously and with proper attention to the biology and ecology of the target vector. A 
scientific working group on biological control established under the Special Programme for 
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Research and Training in Tropical Diseases had also met several times. Thus the question of 
biological control of vector was receiving a great deal of attention and funding. 

He assured Dr Savel1ev that the programme was well aware of the dangers the use of 
insecticides presented to health and the environment. In that connection, and in relation to 
a question Dr Koinange had asked at a previous meeting, WHO had produced a brochure (document 
WHO/VBC/84.889) entitled "Prevention, diagnosis and treatment of insecticide poisoning11 for 
the information of persons engaged in primary health care programmes or responsible for other 
front-line medical treatment. The document had already been sent to the regional offices and 
to WHO programme coordinators for appropriate distribution； as many copies of that and of 
relevant publications as were needed for such distribution were available. 

In answer to Dr Otoo, he said that the need to protect aquatic life was a problem the 
Organization had long been aware of. The Director-General had as early as 1971 made a 
statement to the Board on the effect of DDT on the biotope in relation to operations to 
control malaria and other vectorborne diseases.^ The Organization was keeping a close 
watch on the matter and, in collaboration with UNEP, the United States Environmental 
Protection Agency and the insecticide industry, was attempting to develop pesticides that 
were more selective in their action on the target vector and produced the least possible side 
effects on the environment. The Onchocerciasis Control Programme (OCP) for example, which 
applied pesticides in the aquatic environment for control of the blackfly vector of that 
disease, had set up an Ecological Panel, with which the Division of Vector Biology and 
Control worked closely, to review all such operations in order to ensure that the 
insecticides applied to the rivers in the OCP programme area in West Africa had no untoward 
effects on the aquatic environment. OCP had been fortunate in that very selective pesticides 
were available against the blackfly larvae, including the biological control agent Bacillus 
thuringiensis H-14. 

Dr Tadesse had referred to the need for a strategy for improving organizational 
structures. That was also an important concern of the Division of Vector Biology and 
Control. The technology for the control of many vectorborne diseases was already available; 
the question was how it could be applied more effectively. One approach was to bring vector 
control operations into a single framework, so that limited resources (including staff, 
equipment and supplies) could be more effectively used• He would welcome working with Member 
States through the regional offices on projects of that nature. 

The question of teaching aids had been referred to. He drew the Board's attention to 
the fact that considerable resources had been transferred to education and training 
activities in support of the research and development work that was being carried out in 
vector control. An extensive range of teaching aids had been developed, especially for 
professional and middle-level personnel. In addition encouragement was being given to the 
introduction of at least one or two MSc courses on medical entomology and vector control in 
each region. Such courses, and the shorter training course being organized for primary 
health care workers with the help of DANIDA, would be the main consumers of the teaching aids 
being produced. 

In answer to Dr Moltó1s question, he said that all regional offices and WHO programme 
coordinators had been notified of the existence of the teaching aids. They would be made 
available to any country on request. A list of all available WHO teaching aids on vector 
biology and control would be issued during 1985. 

Dr QUAMINA thanked the Director-General and the Secretariat for the very satisfactory 
response to the Board1 s request, at an earlier session, for the provision of MSc courses in 
entomology directed to vector control. 

Malaria (programme 13.3) 

Dr BORGOÑO observed that his own country, Chile, had eradicated malaria in 1942. He 
therefore, as a Board member, was more concerned with the general than the particular problem 
of the disease. The Director-General had referred in the programme statement to the need to 
rethink new strategies for malaria control, since after the great strides of the early years 
little progress had recently been made. The situation was becoming ever more difficult as 

1 Forty-seventh session of the Executive Board, summary record of the eighth meeting 
(WHO document EB47/SR/8 Rev.l, p. 116). 
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time went by. Hence there was a need for a new approach and for the introduction of malaria 
programme activities into primary health care. He would appreciate a more detailed 
description of the new approach. In particular, he asked what was meant by the term "a sound 
epidemiological approach" used in paragraph 9. Further, given the growing problem of the 
resistance of the vector to insecticides and the resistance of Plasmodium falciparum to 
antimalarials, he asked what the extent of such resistance was and whether it was spreading. 
Finally, he asked when it was envisaged that a malaria vaccine would be available for use in 
countries; he feared that would not be before the year 2000. 

Dr HAPSARA greatly appreciated the attention being given to the programme. He asked 
which of the obstacles to effective malaria control mentioned in paragraph 5 was the more 
serious* and what prospects there were of overcoming it. He noted that a sum of 
US$ 2.9 million had been allocated to global and interregional activities in the malaria 
programme budget for 1986-1987. He asked what were the main activities that would be covered 
by that allocation. If research was a major item, what was its relation to programme 13.5 
(Tropical disease research)？ 

Dr BELLA said he shared Dr Borgoño1s concern about a malaria vaccine and when it might 
become available. 

Dr Sung Woo LEE, speaking as a public health administrator who had started his career as 
a malaria control officer at a time when malaria appeared eradicable and was receiving a very 
high priority from WHO, confessed to a feeling of disappointment when malaria control was 
under discussion. The eradication of malaria now seemed a fading hope. Considering the fact 
that over 90 million cases occurred annually throughout the world, many of them fatal, there 
was a need to give more than moderate attention to the problem. He was gratified to note, 
however, that the proposed regional allocation for the Western Pacific for malaria control 
had greatly increased and he commended the Director-General and the Regional Director on the 
fact. 

Dr SAVEL1EV (adviser to Professor Isakov) said that the basic orientations of the 
programme for the forthcoming biennium were worthy of support. The further concentration of 
effort on incorporating malaria control measures into the work of primary health care 
services and on developing biomedical research into new malaria control measures was 
particularly welcome. At the same time, he considered that the research programme set out in 
paragraph 14 should be supplemented by research into the improvement of methods of combating 
tropical malaria and the organizational form such methods should take• He asked whether any 
pilot projects on the subject were planned at national level. 

Dr KHALID BIN SAHAN shared the concern expressed by many of the previous speakers, in 
particular Dr Borgoño. He asked whether malaria control as part of primary health care, as 
mentioned in paragraph 9, had been tried anywhere; whether such efforts had been effective; 
and whether there was any documentât ion on the subject• 

Dr REGMI said that a number of developing countries that had freed themselves from 
malaria long ago were now under threat from the disease again. It appeared to be difficult 
to sustain the advances that had been made. Apart from the resistance of the mosquitos to 
insecticides, the resistance of the plasmodium to antimalarials was causing a serious problem. 
In Nepal the probable ineffectiveness of some insecticides was a serious threat to malaria 
control and to certain development activities. The other problems pointed out in the 
programme description were no less important. If rigorous steps were not taken to change 
current strategies, not only would malaria still be extant in the year 2000, it would be a 
serious brake on the development of the countries concerned. WHO should take the lead in 
mobilizing bilateral and multilateral agencies and encourage scientists to take an interest 
in newer medical approaches such as the development of vaccines. 

Professor JAZBI said he shared many of the concerns expressed by previous speakers. He 
commended the programme, which in addition to the control of malaria also envisaged its 
eradication. That was a very optimistic objective in view of vector resistance to 
insecticides. He expressed confidence that research would be intensified to find low-cost 
insecticides to which vectors were not yet resistant. He also stressed the importance of 
accelerating work on a malaria vaccine, an area in which considerable work had already been 
done. Immunization was the only avenue to eradication. He hoped that Dr Borgoño1s fears, 
although he felt they were justified, would not be borne out. 
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He was gratified to note what had been said about research in paragraph 14. Research 
was in progress in an institution in Pakistan on the genetic control of the malaria vector; 
WHO1s full technical support for that programme would be appreciated. Pakistan1s efforts for 
malaria control were also receiving greatly appreciated assistance from USAID. 

Dr MOLTO, said with respect to malaria control in the tropics that some developing 
countries had made tremendous efforts to eradicate the disease. In Panama during the period 
1978-1983, only 300 cases had been reported, following efforts made in the context of a 
"vertical" programme. Over 80% of those cases had been imported, which highlighted the need 
for neighbouring countries to make joint efforts to control the disease, especially in border 
areas. He appealed to the Regional Office for continued support for such intercountry 
cooperation. Another major difficulty in countries such as his own was the continuous battle 
that had to be waged with the financial experts, who considered that a low incidence of the 
disease meant that control efforts were no longer necessary. 

Dr QUAMINA said that cases of failure to maintain malaria eradication reflected the 
complex nature of the problem. Attempts to ensure adequate surveillance of the disease at 
points of entry had proved expensive, time-consuming, irritating to the traveller and - above 
all - non-productive• In Trinidad and Tobago, all known cases were reported by general 
practitioners and primary health care services; all were known to have been introduced from 
outside. The matter was of considerable concern to the national health authorities. 

She wondered whether it would be possible for the Organization to produce a simple 
leaflet, calling attention to the dangers of malaria, that could be distributed on all 
aircraft, irrespective of the route travelled: so many travellers were at some stage of 
their journey in an area of risk. If airlines agreed to cooperate in such a scheme, it might 
well prove valuable within the framework of global action. 

Dr AL-TAWEEL concurred with most of the comments made. Pointing out that in Iraq, and 
in the Eastern Mediterranean Region as a whole, malaria control had deteriorated and the 
disease was spreading, he asked why resources 一 especially for the collaborative action which 
was so badly needed - had decreased. 

Dr KO KO (Regional Director for South-East Asia) said that the malaria situation in the 
world as a whole was undoubtedly influenced by that of South-East Asia and Africa. In the 
former, there was at present the relatively low level of 2 million positive cases, although 
many others might not have been reported. Nevertheless, there was evidence that the 
resistance of P. falciparum to drugs such as chloroquine was spreading geographically, and 
resistance was developing to other drugs such as Fansimef. Resistance by the vector to 
insecticides such as DDT was also growing. The Region was doing everything possible to 
prevent further deterioration； that included the production, in three countries, of DDT. 
The Regional Office was extremely grateful for the help being received from external 
sources - organizations in the United Nations system, and bilateral aid. 

Unless malaria control was sustained, however, and in spite of the good epidemiological 
situation at present, there was a very real danger that a worldwide outbreak could occur• 

Dr NAKAJIMA (Regional Director for the Western Pacific), commenting on the remarks made 
concerning the primary health care approach to malaria control, said that, where his own 
Region was concerned, the malaria situation and activities relating to water supply and 
sanitation served as the entry-point for primary health с are action at v iliage 1ev el. 
Accordingly, there had been increased provision in that regard in the regional budget, both 
for country and for intercountry activities. He informed Dr Khalid bin Sahan that a workshop 
on the primary health care approach to malaria would be held in 1986 in Kuala Lumpur. 

Dr RIFKA (Eastern Mediterranean Special Programme) agreed with Dr Al-Taweel on the need 
for more resources for malaria control in the Eastern Mediterranean Region. Since 1981, the 
number of reported cases had been steadily increasing in some countries, and lack of 
resources for manpower training had become even more apparent. Dr Al-Taweel could be 
reassured, however, that during 1986-1987 the programme would focus, among other activities, 
on developing in each country of the Region the administrative and technical capabilities for 
self-reliant programme implementation, and on promoting the integration of malaria activities 
into the primary health care system. 
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The apparent reduction in regular budget funds was due to the transfer of the 

allocations for posts of regional adviser on vector biology and control, and secretary, to 
the vector disease control programme, 

Dr NAJERA-MORRONDO (Director, Malaria Action Programme) expressed appreciation to the 
Board for its wholehearted support and awareness of the problem, 

A number of questions had been put in relation to the antimalaria strategy. He assured 
Dr Sung Woo Lee that the goal of malaria eradication had not been totally abandoned, but it 
had already become obvious by 1969 that that goal could not be achieved by means of the 
application of a single technique. Several members had expressed great concern particularly 
regarding the resistance of vectors to insecticides and of the parasite to drugs. The very 
importance of such problems would answer the query put by Dr Hapsara. They were growing in 
intensity and extent, especially the resistance of P. falciparum to antimalarial drugs, which 
included not only chloroquine but second-line drugs as well. Naturally, that posed the need 
for monitoring the problem at both regional and global level, and its epidemiological aspects 
were being studied. The problem was now particularly serious in Africa, where there was a 
steady spread from East to West. The primary health care approach should be of assistance in 
identifying factors which were having an influence on the situation. 

It was noteworthy that, in South-East Asia, the Western Pacific and the Americas, 
P. falciparum resistance practically coincided with the distribution of P. falciparum 
itself. The Eastern Mediterranean and African Regions showed a changing picture. Imported 
resistance was also present in non-endemic regions, i.e., in Europe and North America, and 
there was a need consequently to consider the problem of availability and capacity of use of 
the appropriate drugs for treatment. 

The aspects of malaria control best suited to action through primary health care were 
the management of malaria cases (i.e., diagnosis and treatment) and health education of the 
community in relation to personal and community protective measures• However, where aspects 
of large-scale vector control were concerned, as in the case of development projects and 
urban areas, such anti-vector measures would have to be introduced by means of resources 
related to vectorborne diseases. There had been a number of developments in that regard in 
many regions. 

As for the maintenance of the level of malaria control achieved, that problem had been 
one of those which had rendered the goal of eradication unattainable• Where a country's 
position was fragile in that regard, it had returned to a situation of endemic malaria. 
There was a conflict between "vertical" vigilance and integration of malaria vigilance 
activities into primary health care. As Dr Quamina had pointed out, the usual pattern was 
for malaria cases to be identified by the general practitioner rather than through airport 
controls, which were in all events a costly form of detection and most often ineffective. 
Thus, malaria control would be more easily attainable if the responsibility for identifying 
occurrence of the disease lay with primary health care services. 

There had been constant efforts at intercountry cooperation between countries with 
similar problems and approaches. Some new features were apparent, including the health 
cooperation undertaken by countries in Central America, which also addressed the problem of 
malaria control. 

A query had been put by Dr Borgoflo as to what was understood by the epidemiological 
approach. That was necessarily a complex issue. It had been found, over the past twenty 
years, that the main obstacles to malaria eradication were essentially social in nature, 
rather than purely technical： in many situations, there was an inability to apply known 
techniques and maintain improvements• Consequently, the social aspects must be seen as one 
of the keys to defining what might be termed the "local" epidemiology, and to devising a 
proper approach that could take advantage of primary health care action. 

With particular reference to the remarks made by Dr Savel1ev, he agreed that research 
should move in the direction of development of new methods less dependent on insecticides, 
and he gave an assurance that research was indeed being addressed to those aspects. 

On the point made by Professor Jazbi in relation to research in genetic control, he said 
that the Organization was endeavouring to emphasize the importance of genetic variability in 
the development of the disease, and a meeting on that aspect had been recently held in 
Bangkok. 
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He drew attention to the recent report of the WHO Scientific Group on Advances in 
Malaria Chemotherapy (Technical Report Series, No. 711), and particularly to its important 
recommendations regarding the deployment of the new antimalarial drug, mefloquine, which was 
of special value in respect of multiresistant parasites. It was particularly important to 
protect its effectiveness for treatment and to delay as far as possible the development of 
resistance, avoiding its use in mass prophylaxis. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
said that remarkable scientific progress in respect of a vaccine had been made in the past 
year. A number of important antigens had been identified and their structures were being 
defined. Biologically active fragments were being synthesized, and candidate antigens were 
being produced through genetic engineering, synthesis of polypeptides, and splicing the gene 
of the malaria parasite into the vaccinia virus• 

There was clear evidence of industrial interest in the development of malaria vaccines. 
Several pharmaceutical companies had become involved, and that should accelerate the 
process• An important meeting would be taking place the following week to plan clinical 
testing, field trials and pre-vaccination trials, especially baseline epidemiological studies. 

On the question of when such a vaccine would be available, one realistic estimate was 
that a vaccine would probably be tested in man within the next two years• Of course, the 
testing of candidate vaccines in man and the deployment of such vaccines were two separate 
steps. An important stride forward had been taken, but a great deal of technical work 
remained to be done, both in the laboratory and in the field, before a vaccine would be ready 
for use. The Special Programme was aware of several important initiatives being carried out 
in that line• There was, however, a risk that the speed of development might be reduced, at 
least in part, by financial constraints. He referred to that not as an appeal for funds for 
the Special Programme, but in order to inform the Board of the situation. Dr Borgoño had 
suggested that it might not be possible for a vaccine to be deployed before the year 2000, 
but it was his own hope that, through the mobilization of national, bilateral and 
multilateral resources, it would prove possible to shorten that period of time considerably. 

Dr GRATZ (Director, Division of Vector Biology and Control) assured the members who had 
expressed concern regarding the spread of insect and rodent resistance to insecticides that 
the Organization was fully aware of that problem. Indeed, an expert committee on insecticide 
resistance would be meeting in November 1985• Its purpose would not be merely to assess the 
situation but above all to develop a strategy for overcoming such resistance• 

Reference had been made to the development of biological control agents• However, in 
his own view, insecticides and pesticides would form the mainstay of action in the developing 
world, taking into account the cost factor and the support from industry - although he was 
unable to promise that costs could be held down. Attempts were being made through 
environmental measures to reduce the amount of vector breeding in water resource development 
programmes• Countries themselves should closely supervise the water resource situation so as 
to prevent the spread of vector breeding. By and large, genetic control of vectors had not 
proved successful. Not only was it costly, but it did not seem an appropriate technology, 
generally speaking, for community-based operations. Accordingly, emphasis was being placed 
on other aspects of genetics； for instance, on determining the most important sibling 
species of vector groups. 

In reply to a question by Professor JAZBI, Dr GRATZ gave the assurance that WHO fully 
intended to extend maximum collaboration to countries, in the form of advisory visits on 
environmental issues• 

Dr KHALID BIN SAHAN said that, although the number of cases of malaria in Malaysia had 
been reduced through a traditional antimalaria programme from an estimated 300 000 per year 
to well below 10 000, malaria was still very resistant in certain areas. While welcoming the 
proposed workshop in Malaysia on the use of primary health care in malaria control, he* wished 
to know whether in fact that strategy had been tried and proven successful in any part of the 
world, and whether that work had been documented； if so, Malaysia would be glad to learn 
from that experience either through visits or documentation. 

Dr NAJERA-M0RR0ND0 (Director, Malaria Action Programme) said that malaria control 
through primary health care had been tried and tested in a number of countries, and that 
general primary health care, with community-based activities, was particularly effective in 
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controlling malaria in inaccessible areas. China, for instance, where malaria control had 
not been a top priority for a vertical programme, had succeeded through primary health care 
in considerably reducing the incidence of malaria, particularly by developing adequate 
diagnosis and treatment facilities and educating the public in the use of available 
resources• That action had established a basis for the more coordinated preventive effort 
that had been launched in the last few years to bring the incidence of the disease down still 
further. Other countries where the situation was being improved through primary health care 
included Ethiopia, the Gambia and Kenya； action was being planned in Bolivia, Primary 
health care might not eliminate malaria everywhere, but it would provide a solid base on 
which to build more direct methods of control, where and when needed in the process of 
development. Malaria had disappeared from most European countries through development as 
such, although in southern Europe, the Netherlands and northern Germany active control 
measures had had to be implemented in order to complete the elimination of endemic malaria. 

Parasitic diseases (programme 13.4) 

Professor JAZBI noted with satisfaction that all the parasitic diseases had been taken 
into account in preparing the programme. Most such diseases in developing countries were due 
to unclean water, unhygienic habits and poor sanitation. Improved water supply and 
sanitation were therefore needed, along with action to promote health education in order to 
improve knowledge about the mode of entry of parasites and their effect, and to enhance 
community participation. Progress could be made through primary health care with appropriate 
training for community health workers. Rapid control of parasitic infestation would break 
the vicious circle of disease, malnutrition, low resistance to infect ion and mortality in 
children. 

He was particularly gratified to note that an expert committee on the prevention and 
control of intestinal parasitic infections was to meet during the biennium. Cooperation with 
UNICEF in water supply and sanitation might have to be intensified. 

Professor BAH expressed his gratitude to the Director-General for his assistance to the 
Volta River Basin onchocerciasis project and its westward expansion, and to Dr Samba for his 
energet-ic and skilful management of the Onchocerciasis Control Programme (OCP). With WHO*s 
assistance, Guinea had trained entomologists, hydrobiologists and economists pending its 
participation in OCP. He requested information on the progress of research on second and 
third generation larvicides, biological control of larvae, arid chemotherapy. 

In Guinea, considerable progress had been made in the control of guinea-worm through the 
supply of safe drinking-water, which was the key to the problem. 

He expressed concern about the resurgence of African trypanosomiasis in the Region. The 
disease had been thought to be under control and mobile units had been phased out. 
Consideration should therefore be given to training and to a new phase of trypanosomiasis 
control. 

Dr SAMBA (Officer in charge, Regional Office for Africa) said that the results obtained 
by OCP were due largely to support from headquarters. In reply to Professor Bah1s question 
about larvicide research, he said that the prospects were very bright. 

Dr GRATZ (Director, Division of Vector Biology and Control) said in further reply to 
Professor Bah that there were grounds for optimism about the availability of second, third 
and up to fifth generation pesticides. Cooperation with industry was very satisfactory and 
had produced many candidate larvicides for testing in West Africa. Several compounds had 
been found that showed a satisfactory performance against blackfly larvae, including a 
pyrethroid, several insect growth regulators which had no cross-resistance with existing 
compounds, new organophosphorus compounds, and even a carbamate compound which was the first 
of that group to act as a larvicide. 

Regarding biological control, while it was already known that the biological agent 
Bacillus thuringiensis H-14 was very effective against blackfly larvae, its formulation was 
not satisfactory. But industry had provided over 100 formulations of that biological agent 
and he was certain that one or more of those would be operationally satisfactory. 

The foregoing results in larvicide research would ensure the continuation of OCP for 
some years to come should insecticide resistance spread. 
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Dr DAVIS (Director, Parasitic Diseases Programme) agreed with Professor Jazbi that poor 
sanitation, inadequate drinking-water supplies and a lack of health education were common 
factors in parasitic diseases; that knowledge was utilized in the programme. Technical 
tools were available in schistosomiasis, intestinal parasitic infections and African 
trypanosomiasis to adapt the control of those diseases to primary health care delivery 
mechanisms. 

In reply to Professor Bah, he said that new tools were available for the diagnosis of 
African trypanosomiasis; that a WHO/FAO/0AU teaching seminar would be held in Zimbabwe in 
early 1985; that there were plans to hold teaching courses in seven of the endemic 
countries； and that WHO would be glad to hold such a teaching course in Professor Bah*s own 
country• 

Dr DUKE (Filarial Infections), replying to Professor Bah1 s question about progress in 
chemotherapy, said that there were three new candidate drugs for onchocerciasis. The first 
was ivermectin which was currently used in the veterinary market and had proved to be an 
effective single-dose microfilaricide which did not produce severe reactions in treated 
patients. Work was proceeding on early Phase III trials, and the results so far were very 
promising. The second was fluberidazole, which had been tested in a small number of 
patients. It was very effective but produced severe local reaction at the site of injection, 
and an improved formulation was being sought• The third was a Ciba-Geigy compound, CGP 6140, 
which had shown itself to be a macrofilaricide in cattle onchocerciasis and had just reached 
a Phase I clinical trial in man after satisfactory completion of the initial toxicology• 

Tropical disease research (programme 13.5) 

Dr BORGOÑO welcomed the increase in the proposed allocations under the regular budget at 
intercountry and regional level as an indication of the Organization1s commitment to 
activities that were heavily financed from other sources• That being so, he wondered whether 
the estimates for the 1986-1987 programme were not over-optimistic, since it appeared that 
income had been less than expected in 1984-1985, a consequent demand having been made on the 
Director-General1s Development Programme. What were the grounds for the present optimism? 
How much had actually been received in 1984 compared with the budget estimates, and how much 
did WHO expect to receive compared with the estimates for 1985? 

He also expressed concern about two senior posts in the programme which had become or 
were about to become vacant. What steps were being taken to fill them? 

He requested information on the reported development in China of an effective 
antimalarial drug, Qinghaosu, 

Dr KOINANGE hoped that the transfer of technology and enhancement of national capacities 
for research, which were among the major achievements of the programme, would continue. 

Why was no budgetary allocation proposed for biomedical sciences, despite the statement 
in paragraphs 17 and 18? 

Trypanosomiasis was increasing in some areas, and the ecology of the vectors seemed to 
be changing, especially in Africa. Considering the very close interaction between man and 
cattle in Africa and its considerable economic implications, he wished to see more attention 
paid to the behaviour of the disease and the vector. 

Professor JAZBI expressed appreciation of the impressive achievements of the Special 
Programme on Research and Training in Tropical Diseases (paragraph 6) and noted with 
satisfaction that in the space of six years the proportion of project funds directly devoted 
to endemic developing countries had risen from 29% to 61% (paragraph 7). In Pakistan, the 
National Institute of Health had been designated as the collaborating centre for the Special 
Programme, and had received considerable technical and financial support from WHO for its 
work in leprosy, leishmaniases and malaria. He understood that similar action had been or 
would be taken for other collaborating centres. He further commended the programme for 
leprosy control and the work of the Scientific Working Group on Immunology of Leprosy. 

He hoped that consideration might be given to increasing the number of representatives 
from the regions on the Programme1s Joint Coordinating Board (JCB). If that were not 
possible, he would suggest that representatives of the collaborating centres might be 



272 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
authorized to attend the meetings of JCB - possibly in rotation - as observers sponsored by 
the United Nations co-sponsoring agencies of JCB. They might provide useful information on 
future requirements. Furthermore, the progress and activities of the collaborating centres 
should be monitored periodically by WHO review meetings• 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases), 
replying to Dr Borgoño, said that the amount contributed to the Special Programme in 1984 had 
been just over US¿ 20 million. It was not yet known how much would be given in 1985, since 
contributions were received throughout the year, but the current estimate was in the order of 
US$ 20 million as in the previous year; although additional amounts would become available 
as the result of interest, etc•， the prospects were that by the end of 1985 there would be a 
substantial shortfall between the total amount budgeted for the activities planned for the 
biennium and the funds available. 

With regard to staff members leaving the Programme, he would like to reassure the Board 
that senior staffing had been very stable over the past nine years. Although Dr Barzelatto 
had been borrowed from the programme on research in human reproduction, he had now returned 
as leader of his original programme, after providing excellent service for tropical disease 
research. 

The Special Programme was continuing to collaborate with scientists in China and 
elsewhere in the development of the antimalarial drug, Qinghaosu. Dr Najera-Morrondo had 
referred to the introduction of mefloquine, developed in collaboration with Hoffmann-La Roche 
and with the Walter Reed Army Institute of Research, United States of America; at least five 
new antimalarial drugs in different chemical classes were now being evaluated in 
collaboration with industry. 

In reply to Dr Koinange, he said that the decision to phase out the Scientific Working 
Group oil Biomedical Sciences had been taken by the Scientific and Technical Advisory 
Committee of the Special Programme and had been endorsed by the Joint Coordinating Board. 
The reason for that decision lay in the success of the Scientific Working Group, which had 
been established as a means of promoting the application of basic biomedical sciences to 
tropical diseases• Through educational programmes and sponsoring of research, modern 
biomedical techniques were now being applied extensively in all the disease-specific 
scientific working groups. The Special Programme was now going to concentrate on 
strengthening basic biomedical sciences in developing countries, and the responsibility for 
that activity had been passed to the Research Strengthening Group. 

With regard to the question concerning trypanosomiasis, a number of developments had 
been reported, such as the use of traps in controlling tsetse flies and simple agricultural 
ground-spraying techniques in tsetse control• A manual had been developed by the Parasitic 
Diseases programme on new approaches to the control of trypanosomiasis• 

In response to Professor Jazbi1 s statement about the contribution of the Special 
Programme to institutions in Pakistan, he wished to acknowledge the support that scientists 
in that country and others had given to the Programme through their advice to the scientific 
working groups and their participation in the network of research activities. With regard to 
membership of the Joint Coordinating Board, Professor Jazbi1 s suggestion would be brought to 
the attention of that body. There was provision for inviting representatives of centres 
collaborating with the Programme to various meetings, depending on the specific issues to be 
discussed: for example, some meetings dealt with the improvement of managerial capabilities 
at centres which were supported by the Research Strengthening Group； others were held on 
specific topics such as anopheline vectors of malaria in South-East Asia. All those meetings 
brought together scientists and institutions collaborating with the Programme； 
Professor Jazbi1 s suggestions that such meetings should be encouraged would be noted. 

Dr BORGOSO, referring to Dr Lucas1 reply concerning the Programme1s budget, said it was 
not clear how an allocation of US$ 40 million for the current biennium could be increased to 
USÍ 64 million for 1986-1987, particularly since Dr Lucas had said earlier that the 
development of an antimalarial vaccine was being hampered by economic problems. 

The DIRECTOR-GENERAL said that the absorption capacity in the area of tropical disease 
research seemed to be considerably greater than the flow of money into the Special 
Programme. All that WHO could do was to continue appealing to all potential donors in the 
world. Letters signed by the President of the World Bank, the Administrator of UNDP and the 
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Director-General of WHO had recently been sent to Heads of State of countries seemingly 
capable of increasing their contributions to the Programme, but the response could hardly be 
said to be very encouraging. Where the Executive Board was concerned, the issue was clear; 
if the development of an antimalarial vaccine gave clear signs of becoming a real success, as 
would probably be ascertained during the next year or two, then in order to ensure that it 
did become a success, the Board might have to mobilize considerable additional resources from 
the regular programme budget, if increased contributions could not be obtained from 
extrabudgetary resources• If that were to happen in the case of the programme under 
discussion, or of any other programme that seemed to be absolutely vital for the developing 
countries, the Director-General would have no option but to ask all Member States to make an 
additional contribution to the regular programme budget； and that applied to the developing 
countries themselves. Nevertheless, he still believed that considerable external resources 
could be mobilized within the next year or two. 

Diarrhoeal diseases (programme 13.6) 

Dr EL GAMAL said that diarrhoeal diseases were central to health-for-all programmes 
because of their effect on infant mortality. It was essential to concentrate on research to 
identify the causes of diarrhoeal disease, because research already conducted had shown that 
there was a resemblance between the bacteria found in patients with diarrhoeal diseases and 
those found in children not suffering from such diseases. A number of adjustments and 
improvements could be made in the programme, particularly in the field of oral rehydration 
salts. Cholera vaccines were said not to be very effective, and he would be interested to 
know the situation with regard to the development of oral vaccines. In any case, the causes 
of diarrhoeal diseases should be determined before trying to extrapolate the use of vaccines 
which might not even be related to the causal factors of the disease. Generally speaking, 
the most effective approach to diarrhoeal disease control was to provide safe drinking-water 
and to concentrate on food safety• 

Dr BORGONO said that the programme seemed to be proceeding satisfactorily, with emphasis 
on the three aspects of research, health care and programme support. 

Although it was common knowledge that the consumption of oral rehydration salts (ORS) 
was increasing, it would be interesting to note the exact impact of that consumption, not for 
a single hospital but for cities or for a whole country, in order to determine whether 
diarrhoeal diseases as a cause of death had declined considerably. There were, of course, 
many difficulties involved in the collection of such data, but an effort should be made in 
that direction with respect to country programmes. 

Commenting on the field trials of the live oral typhoid vaccine Ty21a in Chile 
(paragraph 10), he noted that they had shown an effectiveness of 60%-70%, It was to be hoped 
that when that vaccination campaign was completed in May 1985, the preliminary data would 
show an improvement in that not altogether satisfactory figure. 

Dr REGMI asked why, if the cholera vaccine was really ineffective, certain countries 
were using it, and why WHO did not recommend that its use should be abandoned, 

Dr OTOO said that the success of the diarrhoeal disease control programme depended on 
action in the home and on how quickly remedies could be applied to children suffering from 
diarrhoea. That called for a health education programme at community level; he asked how 
much material for health education WHO produced for use in that kind of programme. 

Professor JAZBI said there could be no doubt that ORS therapy had made great progress, 
but that what was lacking in many countries was access to ORS packets for all children, 
mainly owing to the absence of health units, paramedical staff and primary health care 
workers in some areas. Since all countries were in the process of establishing primary 
health care units, it might be expected that by the time those units were complete ORS would 
be accessible to all children. He therefore welcomed the programme target of 50% access to 
ORS for all child diarrhoeal cases; achievement of that target would result in a large 
reduction of the child mortality rate. 

He wished to point out that illiterate women in rural areas had some difficulty in 
pouring the right quantity of water for the quantity of ORS in the packet, because the size 
of glasses varied widely. It might therefore be advisable to supply convenient measuring 
glasses with the packets, provided that did not involve a significant increase in the price. 
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The tendency in private industry towards introducing palatable ORS needed to be watched, 

because the agent making ORS palatable might itself cause diarrhoea. In Pakistan, UNICEF had 
installed a plant for the manufacture of enough one-dose packets of ORS to meet the needs of 
the whole population, while a private industry was manufacturing ORS with the same 
components, but at the same time making the product a little more palatable so that children 
would not vomit• The use of such packets was under surveillance for the time being and was 
limited to hospital use only. 

The information given in paragraph 10(b) about certain vaccines was most gratifying, and 
he hoped that the efforts in question would be intensified• He also appreciated the 
operational research activities described in paragraph 20. 

Dr MERSON (Director, Diarrhoeal Diseases Control Programme), referring to Dr El Gamal1 s 
and Dr Regmi1s questions on cholera vaccines, said that the programme had a number of 
documents on the subject, including "Guidelines for cholera control", which pointed out the 
limitations of vaccines• Indeed, the amount of cholera vaccines used in the world over the 
past five years had decreased substantially, and it was to be hoped that that decline would 
continue through interaction with countries. A number of attempts had been made to develop 
oral vaccines, one very interesting one relating to the deletion of the gene which controlled 
the production of the cholera toxin. It had been thought that cholera was caused only by 
that toxin and that the deletion of the gene would result in a mutant which did not cause the 
disease; but when a strain devoid of such a gene had been given to some healthy 
volunteers, 30% of them had developed diarrhoea, thus proving that the pathogenesis of 
cholera was not as simple as had been thought• A trial was due to begin shortly in 
Bangladesh of an oral cholera vaccine composed of killed whole cells and the inactive unit 
or В sub-unit of cholera toxin; it would be the first trial of such an oral vaccine and a 
report on the results should be available in a year or two• The vaccine in question had 
given 70% protection in volunteers in the United States. 

With regard to Dr Borgoflo1s questions about the impact of the programme, the global 
availability of ORS packets had increased from a total of some 50 million in 1982 to 
about 200 million by 1984. About half the packets were obtained from UNICEF and other 
agencies, while half were locally produced. A study conducted in some 13 hospitals in 11 
countries showed that ORS therapy could reduce the hospital-case fatality rate by 40-50% and 
hospital admission rates by 50-60%• As Dr Borgoño had said, it was difficult to obtain data 
at the country level, but the management information system was beginning to produce such 
data at the global level; for example, in 1983 about 20% of all children under five had had 
access to ORS therapy, as against only 5% in 1981. At the national level, the Philippines 
had reported a 40% decrease in diarrhoeal mortality, and WHO would be cooperating with the 
Ministry of Health of that country in reviewing its programme in 1985. He was sure that the 
increasing availability of ORS would make it possible to ascertain the impact in other 
countries, and hoped to be able to report to the Board more fully at future sessions. 

With regard to the availability of material for community education (mentioned by 
Dr Otoo) it was considered that that should primarily be developed at the national level, to 
meet language requirements, but a booklet was available containing examples of material 
developed by a number of countries, and some material in the programme's supervisory level 
training course was addressed to community participation and training. UNICEF not only 
played a major role in supporting national diarrhoeal disease control programmes through the 
provision of ORS packets, but also supported the local development of conmiunity educational 
material in many countries• 

Professor Jazbi1 s remarks on the use of measuring glasses for distribution with ORS 
packets also related to a very country-specific subject. WHO1s approach was to encourage the 
production of packet sizes adjusted to the containers most generally used in each country. 
The programme would give further consideration to the approach suggested by Professor Jazbi. 

Professor JAZBI said that his suggestion had related to inexpensive, disposable plastic 
containers. In his opinion, adaptation of packet sizes to different country conditions was 
unlikely to be effective. 

The DIRECTOR-GENERAL said that the discussions of the past few days had elicited one 
example after another of WHO1s cooperation with industry in countries with both 
centrally-planned and market economies. In diarrhoeal disease control as in other areas, the 
Organization, by refraining from unnecessary involvement in confrontation, had been able 
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through patience, pressure and diplomacy to persuade industry to phase out certain drugs that 
could only confuse WHO1 s approach to the control of that group of diseases. The current 
discussion provided yet another example of the excellent cooperation in such areas that 
existed between industry and WHO. 

(See also the references to diarrhoeal diseases in the discussion on programmes 13.8 and 
13.13 at the twenty-first meeting.) 

The meeting rose at 12h45. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) “ 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9, 
and EB75/10) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4) 
(continued) 

Disease prevention and control (programme 13; Document PB/86-87, pages 200-274) (continued) 

Acute respiratory infections (programme 13.7) 

Dr HAPSARA congratulated the Director-General and the Regional Director for South-East 
Asia on the serious attention given to the programme. He supported, in particular, the 
research referred to in paragraph 13 of the programme statement, on a prototype national 
strategy for the control of acute respiratory infections as part of primary health care, and 
hoped the results would be available as soon as possible. Many countries, including 
Indonesia, expected a great deal from that type of study. He had mentioned the matter 
because, thanks to technical support from WHO， his country had established a more soundly 
based long-term health development programme, within the framework of the national 
development programme, and was therefore in a better position to induce donor countries to 
support it with financing. 

Referring to the table on page 234, he asked the Regional Director for South-East Asia 
what were the specific programme activities that accounted for the increase in the regional 
estimates over the previous biennium, from US$ 108 000 to US$ 183 200. 

Dr BORGOfîO noted that the programme was a relatively new one and stressed the importance 
of possessing tools to attack the considerable mortality from acute respiratory infections, 
especially in children under five years of age. The programme merited support, especially 
regarding the development of rapid laboratory tests to detect infections of viral and 
bacterial origin; that would assist epidemiological surveillance as well as diagnosis and 
treatment. The programme was closely related to other programmes on child health and would 
benefit from as close cooperation as possible with them. The budget increase was very 
welcome• 

Dr KO KO (Regional Director for South-East Asia) said that in South-East Asia the 
programme had been started rather late, but the Regional Committee had shown keen interest in 
it and activities had begun in four countries. The US$ 183 200 was intended for support to 
those countries, which included Nepal and Indonesia, 

The programme would include epidemiological studies, the preventive approach, 
operational research, etc., the aim being to integrate the control programme into primary 
health care as soon as possible. Meetings were being organized - a scientific working group 
as well as meetings on the service aspect - and a staff member from another programme was 
providing assistance at the regional level• A considerable amount of bilateral assistance 
was being received. Those facts were not shown in the budget statement. 

Dr PIO (Tuberculosis and Respiratory Infections) expressed his appreciation of the 
comments made by Dr Hapsara and Dr Borgoño• He informed the Board that in the past few years 
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WHO had concentrated on developing the managerial tools for the programme, especially 
guidelines for case management and training material, which would be ready during 1985. 

Professor JAZBI recalled that acute respiratory infections were by far the most 
important cause of mortality in children in the developing countries where malnutrition was 
prevalent• Much of the incidence of such infections was due to the ignorance of mothers who 
were not aware of simple protective practices• He had been impressed by the studies carried 
out in various countries of Africa, Asia, and the Americas, as described in paragraph 6 of 
the prograrame statement, and would like to see reports of those studies made available to 
governments on request, to assist them in planning their own control strategies. He also 
noted in the programme statement (paragraph 14) that practical guidelines and manuals on the 
management of acute respiratory infections at the primary health care level would be 
prepared. That exercise would be very useful, and should be undertaken as soon as possible. 

He also supported the expansion of the network of WHO collaborating centres in the 
developing countries, where the incidence of respiratory infections in children was very high 
and was complicated by malnutrition and the indiscriminate use of antibiotics which had led 
to many organisms becoming resistant to common drugs• 

Tuberculosis (programme 13.8) 

Dr EL GAMAL said that, despite the tremendous efforts made by WHO and by various 
countries in vaccination and early detection of tuberculosis, the morbidity rate had not 
fallen significantly in developing countries - owing, no doubt, to poor environmental 
conditions, population increase, and continuing malnutrition. Further laboratory and field 
studies were needed on the effectiveness of BCG vaccine (which was apparently doubtful) and 
on the resistance of the disease to drugs, even recent and expensive ones. Finally, since 
tuberculosis was a disease associated with social conditions, WHO should not ignore that 
aspect• 

Dr BORGORO said that it was somewhat paradoxical that tuberculosis, which had been the 
first of the diseases to arouse the concern of public health authorities, should continue to 
be such a serious problem in several parts of the world. Sufficient scientific progress had 
surely been made to permit more rapid results in controlling the disease• 

He agreed with the statement in paragraph 5 of the programme statement that it was not 
easy to integrate tuberculosis control into primary health care； he believed, however, that 
the difficulties could be overcome, as experience in Chile had shown. In fact the 
difficulties should in themselves stimulate countries to make a determined effort. 

Regarding paragraph 6 of the programme statement, he inquired how many countries had 
already introduced short-course chemotherapy regimens not just in hospitals but as part of a 
national programme. In Latin America, especially in Chile, experience had shown such 
regimens to have great advantages. Although in the initial stages the cost of the drugs was 
heavy, all cost-benefit analyses had shown that the benefits outweighed the costs. Moreover, 
it had proved possible to shorten the regimen from six to four months. In that connection, 
the surveillance of mycobacterial resistance to drugs (paragraph 11) was very necessary, and 
the information obtained should be circulated as widely as possible. 

He inquired what was the situation regarding the implementation of resolution WHA36.30, 
which dealt with tuberculosis control in the world and had been widely welcomed; he feared 
that little progress had been made• 

Finally, he welcomed the emphasis that was to be placed on immunological research； that 
aspect needed further study not only regarding the pathogens of the disease but also for a 
better evaluation of the effectiveness of BCG vaccination. 

Z -
Dr GARCIA BATES said that, in view of the shortage of time, she would speak on 

diarrhoeal diseases, acute respiratory infections and tuberculosis together. Public health 
authorities had thought that those diseases would be controlled with the development of 
scientific knowledge and technology； instead, they had increased - and consequently 
increased the related budgets - chiefly because of the deterioration of economic and social 
conditions in many countries. It was necessary to review the application of modern 
technology in the light of the real possibilities of individual countries to absorb it. 
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Sometimes - as in Argentina - health personnel blamed their failures on political and 

economic considerations. That was not always correct: the health sector was responsible not 
only for the provision of therapy, but also for the organization of the relevant services - a 
key element. Outpatient care, for example, which represented a great advance in tuberculosis 
treatment, was often badly managed, with the result that the patients and contacts abandoned 
it. She urged greater dynamism on the part of the health sector. 

Dr PIO (Tuberculosis and Respiratory Infections) noted that three members of the Board 
had referred to the poor results in tuberculosis control despite the many efforts made during 
the past few decades. It was true that not all the available technology had been applied 
wisely, and that specialists and workers in public health had created expectations which had 
not been fulfilled. A rapid decline in tuberculosis could not be expected with the 
technology used in developing countries (BCG vaccination, passive case-finding, ambulatory 
chemotherapy)• Even with the expensive control methods used in developed countries the 
reduction of the problem had only been some 10% to 15% a year, and it had taken 20 to 30 
years to achieve the present low rates of transmission of infection. With the technology 
which could be used in developing countries, a reduction of no more than 5% per year could be 
expected. That situation justified new efforts in research. As Dr Borgoño had mentioned, 
modern immunology offered prospects of finding new control weapons to reduce the incidence of 
tuberculosis more rapidly and of providing a more appropriate technology for developing 
countries. 

Regarding drug resistance, information on the basic standard drugs (isoniazid, 
streptomycin and thioacetazone) showed that initial resistance was not increasing but was 
being contained in the range of 10%-20% in most developing countries； and that generally it 
could be overcome by the use of two or three drugs. WHO was organizing a regional system of 
surveillance of drug resistance which had started in the Region of the Americas in 1984 and 
would continue in other regions during the next few years. 

Dr Borgoño had inquired about the follow-up to resolution WHA36.30 (1983)• The most 
important paragraph of that resolution (operative paragraph 2(1)) requested the 
Director-General to collaborate with Member States in developing and strengthening 
tuberculosis control programmes as a component of primary health care and to ensure that 
expertise was available. One manifestation of the increasing interest in the tuberculosis 
programme was the increase in the budget before the Board. Many countries were requesting 
bilateral assistance for tuberculosis control and many developed countries were devoting 
funds to the programme. 

Operative paragraph 2(2) of the resolution urged support for BCG vaccination - and that 
was continuing. WHO was also coordinating a programme to collect more information on the 
efficacy of BCG in young children in developing countries. The resolution had also called 
for the promotion of fundamental research, particularly in immunology (operative 
paragraph 2(4))• A new programme on immunology had been started in 1983, and was being 
coordinated by the immunology unit. Efforts were being made to encourage cooperation between 
tuberculosis programmes and those concerned with health systems based on primary health care, 
health laboratory technology, essential drugs, and health education. The problems of 
diagnosis and drug resistance clearly could not be solved in isolation, and collaboration 
with the programmes on laboratory technology and essential drugs was vital. 

Dr EL GAMAL said that in Egypt drug resistance ranged from 40% to 60%. He would welcome 
clarification of the 10%-20% figure given. 

Leprosy (programme 13,9) 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) expressed his approval of the proposed 
programme and appreciation of WHO1s efforts to control leprosy. The leprosy chemotherapy 
programme could only be put into effect on the basis of a primary health care network. He 
therefore urged WHO to help Member States strengthen their primary health care, and suggested 
that pilot regions be selected for the trial of combined leprosy control and primary health 
care. Secondly, developing countries should be helped to strengthen their research 
facilities and to train experts in leprosy control. Finally, WHO should strengthen its 
collaboration with organizations working in the field of leprosy. 

Dr EL GAMAL said that one of the main obstacles in combating leprosy was the shortage of 
information as to the dimensions of the problem and the actual number of cases. He suggested 
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that WHO undertake a survey of the spread of leprosy and promote microbiological studies of 
the disease. 

He further suggested that the merging of leprosy control activities with those of skin 
disease clinics might help to overcome the social stigma attached to the disease. 

The problem of resistance to dapsone called for multidrug therapy, but the high cost of 
drugs made it necessary to seek bilateral and multilateral aid. He noted from the table on 
page 241 that the allocations from extrabudgetary sources had dropped by more than a half as 
compared with the 1984-1985 biennium, and asked why that was so. 

The question of a vaccine against leprosy had been referred to when the report of the 
Regional Director for South-East Asia had been discussed at the ninth meeting; there was no 
need for him to stress its importance. 

Dr ELIAS (alternate to Professor Forgács) pointed out that, with the increase in 
international tourist traffic, it might be advisable to call attention to the possibility of 
leprosy entering a country unexpectedly. In Hungary, for example, a scare had been created a 
few years earlier by the chance discovery of a case of leprosy in a swimming pool• 

Professor JAZBI said that research on immunology and chemotherapy was particularly 
important for the control of leprosy. He therefore appreciated the programme outlined in 
paragraph 16. Community participation was essential: people were afraid of the disease, and 
health education must be used to overcome that fear. The training of community workers at 
primary health care level and the provision of drugs should be the major objectives• 

Dr NOORDEEN (Leprosy) thanked members of the Board for their comments. 

Dr Zhang had mentioned the need for integration of leprosy control within primary health 
care. Progress in that area had been rather limited, partly because of the reluctance of 
general health workers to accept leprosy as part of their activities and partly because of 
the reluctance of the leprosy workers themselves to give up something which they had been 
used to performing. Integration within primary health care would depend to a great extent on 
the development of primary health care itself and also on the facilities available at the 
first-level health facility and the first-level referral facility to deal with diagnosis, 
treatment, and supervision. Dr Zhang had also mentioned trials for studying integration 
within primary health care. In that connection, he informed the Board that it was planned to 
study the systematic integration of leprosy as part of a communicable disease package in 
selected countries. With regard to strengthening coordination with voluntary organizations, 
WHO had organized two meetings, one in 1982 and another in 1984, to bring together regional 
offices, headquarters, voluntary organizations and donor agencies to promote leprosy control 
through multidrug therapy. 

Dr El Gamal had referred to the need to obtain information on the disease situation. To 
that end, a manual on sample surveys in leprosy had been prepared and a second manual on 
rotational sampling to monitor the situation was under preparation. With regard to limited 
integration of leprosy and skin disease services, where that had been resorted to in 
countries with a high level of social stigma, experience had been varied. He agreed that 
resistance to dapsone was a serious problem and that the need to implement multidrug therapy 
was urgent: hence the need to raise additional extrabudgetary resources. 

Dr El Gamal had also referred to the decrease in the extrabudgetary resources for 
1986-1987 as compared with 1984-1985. That was due to lack of firm information at the time 
of preparation of the programme budget about the level of such resources• It was expected 
however that they would continue to be available during 1986-1987 at the same level as in the 
previous biennium, 

/ 

Dr Eliás had mentioned the risk of leprosy due to tourist traffic. In fact the risk 
arising from such traffic or from similar situations was extremely small. For instance, in 
Europe, the small number of leprosy cases among the immigrant population had failed to 
produce secondary cases. 

Professor Jazbi had referred to community participation. That was particularly 
important for leprosy in view of the social problems related to the disease. 
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Professor JAZBI said that, in addition to community involvement, government support was 

indispensable. In Pakistan, the Head of State had taken a personal interest in the matter, 
and US$ 20 million were to be allocated to leprosy programmes from government funds. 
Governments should be taking on the responsibilities which voluntary agencies had borne in 
the past• 

Zoonoses (programme 13.10) 

Dr SAVEL1EV (adviser to Professor Isakov) said that the importance of the zoonoses 
programme had increased considerably during recent years in view of the growth in 
international trade in animals, animal products and cattle feed. Diseases such as 
salmonellosis, Campylobacter infections and yersiniosis, spread by animal products, deserved 
particular attention since the number of cases was increasing in both developed and 
developing countries• He approved the proposed programme. Increased attention should be 
given to prophylaxis through appropriate measures at the animal breeding, slaughtering and 
butchering stages. 

Professor JAZBI expressed his approval of the programme and especially of the proposed 
measures on rabies, salmonellosis and leptospirosis. It was essential to develop a 
swift-acting rabies vaccine. He welcomed the additional extrabudgetary funds which had been 
made available, and hoped that they would be used to strengthen programmes at country level. 

Dr REGMI said that encephalitis was a great problem in his country. At present, 
vaccines were imported, but they were expensive； and resistance to insecticides was proving 
a problem. Was there any prospect of a cheap and effective vaccine being developed in the 
near future? 

The CHAIRMAN said, in his personal capacity, that he supported the programme, especially 
because of its emphasis on intersectoral cooperation. Economic changes were taking place in 
the animal husbandry sector, and in many countries a lack of protein among the population was 
attributable to zoonoses. 

Paragraph 12 of the programme statement referred to two subregional zoonoses control 
centres, to be set up in the African Region by 1987. Such a centre already existed for the 
Mediterranean area, but it had not yet been possible to ensure intersectoral cooperation 
between the countries of the region. The potential pitfalls of such an important venture 
should not be underestimated, 

u # Dr BOGEL (Veterinary Public Health) thanked the Chairman and Board members for their 
comments• 

Dr Savel1ev had commented on the control of zoonoses transmitted by animal products. 
The incidence of zoonoses was increasing, despite the efforts of the authorities. WHO would 
continue to assist Member States in the surveillance and control of such diseases• The 
mobilization of resources was a problem in the animal health sector, and it formed one of the 
main aims of the programme. 

In the previous 10 years the number of animal health workers in the agricultural and 
livestock sectors had increased in almost all regions. Ten years ago manpower levels in 
Africa had not been sufficient to enable countrywide programmes to be carried out； today the 
agricultural sector was showing its readiness to take a share of the responsibility for 
preserving the health of humans. 

He was aware of the positive aspects and the problems of the Mediterranean Zoonoses 
Control Centre. The regional offices would help governments to strengthen intersectoral 
cooperation. With reference to the two proposed subregional centres, it had seemed better to 
establish them as coordinating nuclei linked with specific programmes, e.g., rabies, 
leptospirosis and salmonellosis. 

The Chairman had stressed the importance of the multisectoral approach. Regional 
offices had established formal links to secure the cooperation of the sectors concerned. The 
Regional Office for the Americas had organized regional meetings with ministers of 
agriculture, and the Regional Office for the Eastern Mediterranean had enlisted the aid of 
deans of veterinary schools and directors of veterinary and health services in planning the 
programme. In general, cooperation with other sectors had greatly increased. 
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Sexually transmitted diseases (programme 13,11) 

Dr BORGOHO noted with regret that the programme had received very little funding under 
the proposed budget• 

Syphilis, in its chronic form, was no longer a major public health problem, either in 
developing or developed countries, but other forms of the disease were still widespread, and 
adequate funds and trained workers were not available to combat them. The level of 
congenital syphilis in a country was a good indicator of the level of sexually transmitted 
disease that unfortunately still existed. 

What was WHO1s role with regard to AIDS (acquired immune deficiency syndrome)? Some 
8000 cases had already been reported in the United States of America, some 700 in Europe, and 
many others in Latin America and the Caribbean. The problem had attracted much public 
attention and had been widely covered in the press. The long-term mortality rate appeared to 
be 100% and there were many epidemiological questions to be clarified. What was the 
significance of antibodies and the association with the HTLV-III virus? How many cases 
existed that had not yet been diagnosed? What was the incubation period of the disease? 
Those questions required an answer before effective treatment could be found. The Institut 
Pasteur had claimed discovery of the virus which caused AIDS, but its findings were not 
consistent with research in the United States of America, which suggested a completely 
different genetic aspect. The public and the medical community looked to WHO to investigate 
the disease. 

The low budget allocations proposed for the programme were particularly worrying in that 
context. The programme covered diseases such as congenital syphilis, which were easily 
prevented and treated at the first level of health care, as well as a disease like AIDS which 
had affected a relatively low number of people but had a much higher mortality rate, had 
attracted public attention and given rise to calls for action. In April 1985 a world 
congress would be held in Atlanta, Georgia, United States of America, and new findings on 
AIDS would be published. It was hoped that they would result in more information and ideas. 

Professor LAFONTAINE acknowledged that AIDS was a global problem 一 especially because of 
the risk, as with hepatitis B, of infection from blood products - and that the question of 
the role of the lymphatic and immune systems in the disease might open up new avenues for 
medical research. He would urge, however, that due attention be paid to diseases such as 
genital herpes and chlamydial infections. 

He wished to place on record that the Belgian Government was willing to help WHO 
modernize the Brussels Agreement of 1924 regarding venereal disease treatment for merchant 
seamen, which had long been out of date• 

Dr NIGHTINGALE (alternate to Dr Gardner) said that paragraphs 11, 20 and 21 did not 
adequately reflect the increasing resurgence of yaws and endemic syphilis in about eight West 
African countries, which had been documented in April 1984 at the International Symposium on 
Endemic Treponematoses and Yaws. In some countries the situation was again as bad as it had 
been before the WHO/UNICEF-sponsored campaigns of the 1960s, even though simple treatment was 
available. Such diseases were an appropriate target for primary health care in the affected 
countries• 

Dr CAUSSE (Bacterial and Venereal Infections), replying to Dr Borgoño, said that, 
although syphilis had almost disappeared in some countries, in others its incidence had 
increased. In some Asian and African countries special programmes existed to monitor young 
and pregnant women in an attempt to reduce the incidence of congenital syphilis, which, while 
not an absolute criterion, was nevertheless a reliable indicator of the prevalence of 
sexually transmitted d i s e a s e s in a country. 

With reference to Professor Lafontaine1s comments: genital herpes and chlamydia were 
relatively rare diseases, but some years before they had become much more common throughout 
the world, transmitted by migrant populations and tourists. Both diseases could have serious 
complications, and perinatal or congenital transmission posed a particular problem. He was 
grateful to the Belgian Government for its offer of assistance in updating the Brussels 
Agreement which was aimed at the elimination of disease, especially sexually transmitted 
disease, among sailors. Modernization measures, including the extension of the Agreement to 
cover itinerant populations and tourists, would enable methods of diagnosis and treatment to 
be standardized. 
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As Dr Nightingale had said, the incidence of yaws and endemic syphilis had regained its 

former level in some African countries, as had happened with many other diseases. It was 
planned to hold regular meetings of the interested countries to work out development 
programmes, and funds would probably be forthcoming to make a fresh start on the campaign 
against such diseases• Programmes would be fully integrated to ensure adequate supervision 
and maintenance of results. 

Dr Borgoño and Professor Lafontaine had referred to AIDS. WHO1s role in the fight 
against the disease was a far from passive one； several conferences had been held to define 
its etiology and to draw the attention of governments and regional groups to the disease. 
WHO had set up working groups at national, regional and international level to draw up a 
better "definition of the problem and to encourage research and the exchange of information 
between the various researchers and laboratories which were working on it. More was now 
known about the AIDS virus, including its genetic sequence• Dr Borgoño had mentioned the 
epidemiology of the disease and the significance of antibodies, but 110 clear conclusions 
could yet be drawn. The antigens used in serology research had not yet yielded specific 
reactions； it was hoped that new antigens obtained by genetic engineering would give more 
information about those carrying the antibody. The incubation period of AIDS varied from 
less than one year in young children infected by blood transfusion to four or five years in 
adults who had contracted the disease in various ways. Current research was aimed mainly at 
developing a vaccine. It was hoped that one would soon be available； it would then be a 
question of deciding which groups were most at risk and should receive the vaccine first. As 
Dr Borgoño had said, a meeting would be held under the aegis of WHO at the Centers for 
Disease Control in Atlanta in April 1985, and more answers should be available after that. 

Professor Lafontaine had commented on the most disquieting aspect of AIDS - the risk of 
infection from blood donated by carriers. All blood transfusion centres, especially those 
for the treatment of haemophiliacs, were greatly concerned since a sizeable number of 
patients who had received infected blood or blood fractions had subsequently contracted 
AIDS• However, with the assistance of sérodiagnostic techniques it was hoped that blood 
donors could soon undergo a systematic screening for the AIDS virus. 

Dr ASSAAD (Director, Division of Communicable Diseases), referring to the Organization1s 
AIDS programme and Dr Causse1s comments concerning the symposium to be held in Atlanta in 
April 1985, said that WHO, together with Centers for Disease Control in Atlanta and the 
collaborating centre in Paris, would endeavour to gather as much information as possible from 
the large symposium, and it was planned to have immediately afterwards a small WHO meeting to 
define the areas in which the Organization could be most effective. The three points of 
immediate importance were, firstly, whether a universally accepted test would be available by 
April 1985 or whether collaborative studies were needed to define the best test system for 
AIDS diagnosis； secondly, whether a reference reagent was available for use by any 
laboratory to calibrate and ensure that the kits shortly coming onto the market were valid 
for examination purposes； and, thirdly, how the results would be interpreted. Could there 
be a consensus? Only serological studies were available. Nothing was known about the 
characteristics of the antibodies, and whether or not they were neutralizing. Nor was a 
system for identifying the antigen in humans as yet available. It was important that WHO, 
together with its collaborating centres, should observe what was occurring and feed back 
information to Member States on how best to handle the situation. 

His second point concerned vaccinia as a vector for other vaccines. A major meeting had 
been held with the participation of WHO, the United States Public Health Service, and the 
National Institute for Biological Standards and Control, London. A small meeting to identify 
areas where WHO could be most effective had followed, and its report would be published in a 
forthcoming issue of the Bulletin. The number of laboratories concerned and the number of 
vaccinia viruses each was using were at present unknown. The problem was to characterize 
them to determine which vaccinia virus was being dealt with by each laboratory, and which 
virus could best be used as a vector. 

When a gene was spliced in, the characteristics of the vaccinia virus were changed. 
Many results showed that if it was done in one area of the vaccinia virus it might diminish 
its virulence. The problem was to determine whether or not that held good for every spliced 
gene. A laboratory of the United States National Institutes of Health was being designated 
as a WHO collaborating centre to act in four areas: firstly, to act as a clearing-house for 
information already available in the academic world； secondly, to characterize the vaccinia 
virus that various workers had been using； thirdly, to see how genes spliced into vaccinia 
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changed the pathogenicity of vaccinia virus； and fourthly, to determine the immunological 
response such spliced genes would produce. 

Smallpox eradication surveillance (programme 13.12) 

Dr SAVEL'EV (adviser to Professor Isakov), referring to the statement in paragraph 11 
that a monograph on smallpox and its eradication would be published in 1986， suggested that 
the monograph be reviewed by leading WHO experts before publication. 

Cases of monkeypox were still being registered in humans, and it was imperative that WHO 
continue epidemiological surveillance and research. 

Professor LAFONTAINE said that, although the results achieved with respect to smallpox 
gave good grounds for satisfaction, it was nevertheless essential to remain vigilant and to 
have sufficient smallpox vaccine available to deal with any incident that might arise, 
Research for a less virulent vaccine should be continued and research on the use of vaccinia 
as a support for other immunities obtained by genetic manipulation should also be encouraged. 

Dr ARITA (Smallpox Eradication), referring to the publication of the monograph to be 
entitled "Smallpox and its eradication", said that in 1981 the Director-General had 
designated several authors to provide material for discussion and review. Of the 31 chapters 
of the book, 30 had now been prepared and were being reviewed as necessary by leading world 
experts, some of whom had been or would be visited by the authors, to make any necessary 
corrections and improvements. Publication, which had been intended for 1986, might be 
delayed until 1987, 

With respect to scientific research, WHO collaborating centres were currently operating 
in Japan, the Soviet Union, the United States of America and some other countries, the main 
focus being on a monoclonal study to develop improved serological tests for the 
identification of any smallpox-like disease that might occur in the future. Such tests would 
be useful, since surveillance might be diminished and only serum from suspected cases might 
be obtained. 

It was not anticipated that smallpox would occur in the future, but suspected cases were 
still being reported once or twice a month. WHO, with its collaborating centres and in 
cooperation with Member States, was continuing to investigate such suspected cases• All 
those continuing investigations confirmed that the suspected cases reported had been false 
alarms and that smallpox had been eradicated with the last naturally occurring case in 
Somalia in 1977. 

As already reported, about a million doses of vaccine had now been accumulated. The 
vaccine could be used with bifurcated needles for vaccinating some 200 million to 300 million 
persons, and would be available to any country in the event of a crisis• 

WHO was closely involved in the research activities to which Professor Lafontaine had 
referred. In November 1984 WHO, the United States Public Health Service and the National 
Institute for Biological Standards and Control, London, had held a meeting on the subject in 
Washington, and research would be continued. 

The DIRECTOR-GENERAL stressed that the Board was not discussing the question of any 
recurrence of classical human smallpox, but merely some cases of human monkeypox, which was 
an entirely different matter. 

Other communicable disease prevention and control activities (programme 13.13) 

Dr SUDSUKH fully endorsed the importance of the programme and of all the other 
communicable disease control programmes reviewed earlier by the Board. He stressed three of 
the factors that should be included in the programme activities if programmes were to be 
effective. Firstly, the integrated approach in the planning, implementation and management 
of communicable disease prevention and control should be further intensified, with a shift 
away from "vertical" programmes of specific disease control towaras integrated "package" 
programmes incorporating a group of similar diseases calling for similar strategies • 
Specialized vertical programmes should also be integrated and brought under the regular 
health infrastructure authorities. Many diseases often occurred simultaneously and 
continuously in a community, and efforts to cope with them should therefore be coordinated. 
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Secondly, the integration of communicable disease control activities into the primary 

health care programme, with a high level of community involvement and self-reliance, was 
crucial, the prevention and control of local communicable diseases being a main element of 
primary health care. Member States should make vigorous efforts, with WHO support at all 
levels, to give greater attention to that area. 

Thirdly, he fully endorsed the emphasis on research into various aspects of communicable 
disease control in paragraph 17 of the programme statement. However, the health systems 
research that would be undertaken, particularly to test laboratory support services for 
primary health care interventions (as stated in the paragraph) appeared rather narrow in 
scope. There were many other areas or aspects requiring health systems research, in 
particular the strategies or appropriate technology for community involvement in communicable 
disease control at primary health care level, with the eventual aim of achieving the greatest 
possible degree of community self-reliance. 

Research and development had recently begun in Thailand under a three-year programme 
aimed mainly at assessing the social, cultural, behavioural, managerial, financial and 
technical feasibility of ensuring communicable disease control and medical care for common 
diseases and injuries through community primary health care, with the support of the other 
levels of the health system. The communicable diseases included in the project were malaria, 
tuberculosis, leprosy, acute respiratory infections, diarrhoeal diseases, diseases that could 
be controlled by immunization, and other communicable diseases depending on the local 
situation. The project had been jointly planned, implemented, monitored and evaluated, and 
the results used, by the Ministry of Public Health and a university, with technical guidance 
and financial support from WHO. The project had clearly shown the importance of WHO1s 
directing and coordinating role, and was an example of how the Director-General’s Development 
Prograrame was being put to maximum use in support of innovative activities for Member States. 

Dr OTOO, commending the programme, stressed the problem of typhoid fever, which had 
shown some signs of resurgence. A consistent programme for controlling the disease, which in 
Ghana was beginning to assume proportions similar to those of malaria, was essential. He 
therefore suggested that typhoid fever should be included in the programme on other 
communicable disease prevention and control, so that the necessary support for dealing 
effectively with the problem could be obtained• 

In reply to an observation by Dr QUAMINA that typhoid fever came under the diarrhoeal 
diseases prograrame, the CHAIRMAN said that the important thing was that it should be included 
as appropriate. 

Dr SAVELfEV (adviser to Professor Isakov) agreed with previous speakers that the 
measures proposed under the programme deserved the Board1 s support• Work on the development 
of new prophylactic, therapeutic and diagnostic agents on the basis of modern biotechnology 
was welcome. That aspect had, perhaps, been insufficiently reflected in previous programme 
budgets• The question of improving existing vaccines and formulating new and inexpensive 
vaccines for use against the most dangerous and widespread diseases called for the 
Organization1s constant attention. In view of the spread of hepatitis in developing and 
developed countries alike, further development of the programme in that area, and of research 
into the disease, was needed. 

Dr MOLTcT observed from paragraph 12 of the programme statement that vaccine development 
for poliomyelitis vaccine, among others, was proceeding• There had been no case of the 
disease in his country for the past 12 years, and the existing vaccine was satisfactory, but 
he would welcome more information on any improved vaccine that might be available. 

Dr' ASSAAD (Director, Division of Communicable Diseases) assured Dr Sudsukh that the 
Organization was looking into Thailand's experience for guidance on integration in the 
field• Integration of communicable diseases into primary health care was one of his 
Division1s highest priorities, and efforts were being made, in cooperation with a number of 
Member States, to determine how best it could be achieved in the context of health systems 
research. He was to visit Indonesia in March 1985, together with colleagues from 
headquarters and the Regional Office for South-East Asia, to study the question. Only 
through accumulated experience from a number of countries could the best approach be found 
and the best response be given with the existing technology, which was of varying efficiency. 

WHO had a priority programme to support diagnostic laboratory technology. So far it had 
been at the central level, but the resources at the periphery had not been mobilized as yet 
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to make the best use of it. Paragraph 17 of the programme statement had merely been intended 
to refer to the feasiblity or otherwise of such mobilization. 

Turning to the question of vaccine development, he said that the Director-General had 
established a new vaccine development programme, coordinated by the Immunology unit, using 
all available modern technology. WHO was in the unique position of knowing what the 
developing world needed, while having the latest scientific information available through its 
networks of collaborating centres• The programme was managed by a scientific advisory group 
of experts, and there were five steering committees, dealing with five areas. The priority 
areas chosen were those in which a vaccine was needed, in which people were not working as 
intensively and collectively as might be desired, and in which the Organization might assume 
a coordinating and leading role in seeking the help of scientists for the sake of the 
developing world. The vaccines being sought were those against tuberculosis, encapsulated 
bacteria (particularly meningococcal bacteria), dengue, respiratory viruses, and 
hepatitis Av It was hoped that the prograinme would attract extrabudgetary funds. Some had 
already been obtained and much more were expected. Other areas being pursued included 
hepatitis В and poliomyelitis. The work on hepatitis В vaccines being prepared from yeast by 
recombinant DNA techniques demonstrated the new relationship of WHO with industry. The seven 
industries concerned were coordinating their work with that of the Organization with a view 
to obtaining a universally acceptable product. Poliovirus had lent itself well to study. No 
major problems had arisen with Sabin type 1 vaccine as far as associated cases were 
concerned. If a part could be removed and a part of type 2 and type 3 inserted, a living 
organism that could immunize against types 1, 2 and 3 could be obtained. It could be 
tailored to be absolutely safe and effective and was expected to be available within the next 
two years. There was already considerable literature on the subject and it was interesting 
to observe how WHO, with very little budgetary input, had been able to stimulate the 
scientific community. 

Dr MERSON (Director, Diarrhoeal Diseases Control Programme) confirmed that typhoid fever 
was part of the diarrhoeal diseases control programme, since it was an enteric infection and 
its means of transmission and control were similar to those of the other diarrhoeal 
diseases• In children below three years of age typhoid probably occurred more often with 
diarrhoea than with constipation. WHO was aware that typhoid was a growing problem and it 
was therefore giving priority to the development of a typhoid vaccine that was less toxic 
than the existing parenteral vaccines. 

Dr Borgoño had referred at the previous meeting to the trials in Chile. One or two 
other vaccine candidates were at present being examined• 

Blindness (programme 13.14) 

Dr EL GAMAL expressed the hope that due consideration would be given to blindness due to 
infectious diseases other than trachoma, because other viral and bacterial causes might be 
more important; and also to the growing problem of weakened eyesight resulting from general 
physical conditions such as diabetes, hypertension and renal disease• 

Dr SUDSUKH emphasized the importance of the programme under consideration. The 
incidence of blindness in developing countries was often 10 to 20 times that encountered in 
developed countries, resulting in high rates of disability and high social costs. However, 
the subject had received insufficient attention in many developing countries. 

Some information on the blindness prevention programme being executed in Thailand might 
be of interest to other Member States facing similar situations• The country was now 
embarking upon the second stage of its primary eye care programme• A community-based survey 
carried out in 1983 had revealed that 400 000 persons were suffering from cataract ; the 
results of the survey had been used to develop the plan of action for the period 1984 onwards. 

Primary eye care had been adopted as the key approach in preventing blindness, and as 
from 1984 primary eye care services would be integrated into primary health care services at 
the rate of 10 provinces per year. The provision of basic eye care at 匸he community level 
would be linked with that of medical eye care at the district level and of specialized eye 
care at the provincial level. WHO1s strong support for the programme was greatly 
appreciated• Thanks were also due to the Regional Office for South-East Asia for providing 
technical guidance on the integration of primary eye care services into primary health care 
services. 
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He hoped that workshops for the development of managerial skills in the ophthalmic 

sector would be continued; WHO1s financial support would accelerate progress. The research 
component of the programme was currently covering eye health care and trachoma studies in 
urban communities, and it was hoped that WHO would provide further support in that area. 

Dr 0T00 said that a major constraint in the implementation of primary eye care projects 
was the absence of trained manpower. That aspect of the Organization1s programme should 
therefore be speeded up, 

Dr THYLEFORS (Programme for the Prevention of Blindness) agreed with Dr El Gamal,s 
observation concerning trachoma and other causes of blindness. There was no blueprint for 
the prevention of blindness in any developing country. WHO1s programme was aimed at 
preventing easily avoidable blindness and at applying relatively simple technology. In some 
countries that still implied that a considerable effort had to be made to control trachoma. 

As far as the effects of general health conditions on eyesight were concerned, he agreed 
that adequate attention had to be paid to the consequences of diseases such as diabetes and 
hypertension. However, such cases called for either specialist services or easily available 
infrastructural facilities. In most developing countries, therefore, diabetes and 
hypertension were at present assigned a lower degree of priority than other diseases which 
were more easily controlled. However, diabetes was included in some national programmes, and 
consideration was being given to the inclusion of other general physical conditions 
influencing eyesight• 

Dr Sudsukh had drawn attention to the importance of cataract, which was clearly an 
increasing problem in the world because of increased life expectancy and the relationship 
between cataract and age. Several countries were embarking on cataract intervention schemes 
linked to the primary health care structure. 

He fully agreed with Dr Otoo regarding the need to speed up the training of skilled 
manpower. The problem was a difficult one, and efforts were being made to find additional 
resources to cope with it• The Secretariat was confident that nongovernmental organizations 
collaborating with WHO would provide further funds for the implementation of training 
programmes in quite a few countries. 

Dr EL GAMAL said that it was extremely important that primary health care workers should 
be trained to detect certain diseases that could cause eye complications, in order that those 
suffering from them could be referred to a specialist. That was surely no more difficult 
than dealing with cataract, in the diagnosis and treatment of which primary health care 
workers would be involved• 

Professor LAFONTAINE agreed that blindness was a terrible affliction, but felt that 
certain other vision-related conditions should perhaps also be covered by primary care. 

Cancer (including International Agency for Research on Cancer) (programme 13,15) 

Dr BORGOÑO said that, as indicated in the programme statement, there was a need for 
cancer control policies in individual countries； that was a very important point which 
needed to be given priority. If patients were to be cured it was important that the disease 
should be detected at an early stage* Follov-up was also necessary； although screening 
processes were often very effective, the action taken subsequently was in many cases 
inadequate. That had been his experience, for example, with cytological screening for 
cervical cancer, where it was often not known which tests had given positive results, so that 
early preventive measures could not be taken. In fact, to ask for more screening facilities 
and then to fail to follow up the results obtained was contradictory. 

As far as treatment was concerned, clearly established protocols should be prepared in 
order to improve the administration of drugs and to avoid toxic side-effects. РАНО had a 
very effective regional programme in that connection. 

The relationship between smoking and health was dealt with in programme 13.17 (other 
noncommunicable disease prevention and control activities)； it was, however, particularly 
significant in the case of programme 13.15 (cancer) and of programme 13.16 (cardiovascular 
diseases)• Thus it would be more appropriate if the subject were dealt with under the latter 
two programmes, especially since epidemiological studies had shown the link between smoking 
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and lung and bronchial cancer, which was of fundamental importance from the point of view of 
prevention. 

WHO1s cancer programme was, of course, largely funded from extrabudgetary sources, but 
the proposal that the allocation from the regular budget should be slightly reduced might be 
counterproductive, since donors could well be discouraged if they were to conclude that the 
Organization was losing interest in its cancer programme. 

It was difficult to believe that in the biennium 1986-1987 there would be no 
extrabudgetary funding for the cancer programme in the Region of the Americas, as the table 
on page 263 of the budget document appeared to indicate. The Regional Director for the 
Americas might wish to clarify that point• 

У o Mr GRIMSSON expressed his satisfaction with the priority accorded to pain relief as one 
of the three targets of the Organization1s cancer programme, since it was important that 
incurable patients should be able to die in dignity and with a reasonable quality of life. 
He understood that there were approximately 500 000 new cases of cervical cancer a year in 
the developing world, which was surprising, since cervical cancer could be detected at an 
early stage through elementary screening procedures, with good prospects that the disease 
would be cured. No statistics for cervical cancer were included in the programme budget 
document； perhaps the Secretariat could supply some information on the subject. 

Dr HAPSARA expressed his support for WHO'S cancer programme for the biennium 1986-1987, 
especially the proposed continuation of the Organization1s efforts to identify and implement 
cost-effective measures for the prevention and control of the disease, as indicated in 
paragraph 6 of the programme statement. However, the presentation of the information given 
regarding the International Agency for Research on Cancer could perhaps be improved. 

Dr REID agreed with Dr Borgoño that the question of smoking was important in relation to 
cancer. It could indeed be raised under a variety of other programmes, including inter alia 
cardiovascular diseases (programme 13.16), other noncommunicable diseases (programme 13.17), 
public information and education for health (programme 6), acute respiratory infections 
(programme 13.7), oral health (programme 8.2), maternal and child health (programme 9.1), and 
psychosocial factors in the promotion of health and human development (programme 10.1). It 
was a vast and important subject and could not be dealt with at length on the present 
occasion. Nevertheless, since the toll of death and disease caused by cigarettes was of 
concern to so many programmes and the whole issue of smoking raised many wider issues, such 
as lifestyles, advertising and fiscal policy, it would be helpful if the Programme Committee 
could study it in depth. 

Paragraph 8 of the programme statement for programme 13.17 indicated a contradictory 
state of affairs with regard to smoking in industrialized as compared with developing 
countries. It was pointed out that, while most of the former had evolved smoking control and 
educational policies of various kinds, the situation was a source of concern in the latter, 
where the activities of certain sections of the tobacco industry could not be condemned too 
strongly. For instance, the fact that cigarettes with a tar content which would not be 
tolerated in many industrialized countries were on sale in developing countries constituted a 
particularly unpleasant piece of opportunism. 

The programme budget document referred to cooperation between WHO and UNESCO in relation 
to the need to educate the public on the lethal potential of smoking; there was similar 
cooperation with FAO. It might, however, have been helpful if details of such cooperation 
had been included in the document. If it was agreed that smoking constituted a major health 
problem to which the Programme Committee should give its attention, then cooperation with 
UNE SCO and FAO, as well as with other official and voluntary agencies, should certainly be 
explored. 

There was a growing trend for the tobacco industry to try to develop a psychological 
association between smoking and sport• That was being done in both overt and more subtle 
ways and was to be condemned as yet another highly undesirable activity. He hoped that the 
"Winners for Health11 campaign mentioned in paragraph 31 of the programme statement for 
programme 6 (Public information and education for health) would help to correct the balance 
by clearly indicating the true relationship between health and sport. 

There was one aspect of the smoking problem which was now rightly receiving increasing 
scientific and public attention and concerning which the tobacco industry was understandably 
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silent - "passive11 smoking, which could more correctly be described as "enforced" smoking. 
There was growing evidence that, apart from being unpleasant for non-smokers, the activities 
of the smoking minority could be harmful to the health of the non-smoking majority. WHO 
should keep the matter carefully under review and should consider how best to draw attention 
to the important health issue of "enforced" smoking• 

In addition, WHO should take a further step towards putting its own house in order. 
Smoking had, of course, been banned at WHO meetings, and attending such meetings was 
accordingly a pleasure compared with attending meetings of certain other organizations which 
should certainly know better. At the country level there was an increasing tendency for 
government health departments to protect the health and comfort of non-smokers and to set a 
good example to members of the public on their own premises. Consequently, he wondered 
whether it was appropriate that visitors to WHO headquarters, on coming through the main 
entrance, should be confronted by the sight of ashtrays? At least there should be a polite 
notice suggesting that they might care to consider extinguishing their cigarettes in 
recognition of the fact that they were entering the premises of an organization devoted to 
health. 

He hoped that his colleagues would agree with him that an overall study of smoking as 
one of the greatest potentially preventable health problems, which nevertheless still brought 
death and distress to millions of human beings, ought to be prepared. In view of the 
interprogramme and intersectoral implications of the problem it would be useful if the 
Programme Committee could produce a consolidated report for future consideration by the 
Executive Board. 

Dr XU Shouren said that cancer was a serious public health problem in all Member States 
and it was a long-standing aspiration of the masses that the disease would soon be brought 
under control and subsequently eradicated. WHO had given that aim high priority and had 
helped in establishing a good programme for the prevention and treatment of cancer, in 
coordinating global research activities, in promoting international cooperation and in 
assisting Member States to integrate cancer control measures into health systems based on 
primary health care. All those activities were greatly appreciated. 

However, although the causes of cancer remained somewhat obscure, the epidemiological 
and experimental knowledge available indicated that there was a direct link between a 
person's environment and lifestyle, on the one hand, and the possibility of his developing 
cancer, on the other. Such knowledge would no doubt be useful for the prevention, early 
diagnosis and treatment of the disease, so that mortality and morbidity rates could 
eventually be reduced. He was therefore pleased to note that, in the proposed programme 
budget, emphasis was placed on continued help to Member States to enable them to develop 
national cancer control policies designed to foster preventive measures, to improve 
managerial capacities, to develop early detection and effective therapeutic methods, and to 
alleviate pain. He hoped that those very important points would continue to receive adequate 
attention in the future. 

Dr QUAMINA expressed surprise that, although paragraph 12 of the programme statement 
contained a reference to epidemiological methods, very little mention was made of the need 
for training programmes to develop nationwide cancer registries. In paragraph 1 of the 
information given in respect of the International Agency for Research on Cancer, it was 
stated that the Agency produced figures on the international incidence of the disease. 
However, unless individual countries had reasonably effective facilities for the maintenance 
of national cancer registries, the figures given for many Member States could only be of 
doubtful accuracy. It would be useful to know whether WHO or РАНО had produced a document 
giving background information or guidance on the establishment of national cancer 
registries. Finally, she thanked the Regional Director for the Americas for organizing the 
valuable meeting on cancer screening programmes with particular reference to the primary 
health care system. 

Dr SAVELfEV (adviser to Professor Isakov), after endorsing the comments made by Dr Reid, 
said that WHO1s cancer programme was of great importance to all countries; its significance 
for the developing countries would steadily increase as life expectancy rose and as the 
incidence of communicable diseases was reduced. Noteworthy features of the programme were 
the emphasis placed on preventive measures and the promotion of national programmes to 
control malignant tumours, together with the inclusion of such programmes in primary health 
care services. In view of the increasing importance of the programme, it was regrettable 
that the funds allocated to it from the regular budget were to be reduced by 12.12%. The 
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Secretariat could perhaps explain the reasons for that decrease, and he hoped that the 
Director-General would find a way of ensuring that the programme continued to be funded at 
its previous level in real terms or, if possible, that provision for it would be increased. 
He did not propose to discuss the work of the International Agency for Research on Cancer, 
since his country was a member of the Agency and therefore took part in the detailed 
discussion of its programme in the Agency1s governing bodies. 

Dr ASVALL (Regional Director designate for Europe), on the question of smoking and 
cancer, said that in the European Region a whole new programme had been launched which 
concentrated on non-smoking as a positive image； a major European conference on the subject 
was planned. If, as suggested by Dr Borgoflo, smoking prevention were to be included under 
the cancer programme itself, there would be an increase of more than US $ 200 000 for the 
European Region. 

Dr NIGHTINGALE (alternate to Dr Gardner) said that he was glad to see that more efforts 
were being made to find ways to prevent and control cancer. While health education, 
training, and the dissemination of information were useful, he hoped that attention would be 
given in the 1986-1987 biennium to the relationship between cancer and diet. 

He endorsed Dr Reid1 s comments on the importance of smoking as a threat to health. With 
reference to paragraphs 20-25 of the programme statement for programme 13.17, he commended 
the Secretariat for its work on smoking and health, but urged that the problem of the 
smokeless use of tobacco (chewing tobacco and taking snuff) should be included in the 
activities described. 

Dr KHALID BIN SAHAN, referring to the statement in paragraph 8， to the effect that 
guiding principles for national cancer policies had been worked out and tested over a period 
of years in several countries, asked whether those guiding principles had ever been 
documented. He would also like more details on the ongoing field studies on immunization 
against hepatitis В in relation to liver cancer mentioned in paragraph 9; where were they 
being carried out, and when were the results expected? 

Professor LAFONTAINE said that, while he agreed that there were links between tobacco 
and cancer, illness and deaths associated with tobacco were not exclusively caused by lung or 
other cancers, but also by other more important diseases, such as cardiovascular diseases and 
chronic bronchitis. It was important that smoking should be studied independently, and .not 
just linked with cancer. Research on the combined effects of tobacco and other toxic 
substances would also be extremely useful• 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that his Region did in fact 
have a cancer control policy at regional level, which was extended to national level through 
technical cooperation. Most cancers followed a geographical pattern in that stomach and 
liver cancers were most prevalent in the Western Pacific and South-East Asia Regions and were 
relatively low in South America. The policy covered primary prevention and included research 
into such factors as nutrition, genetics, and lifestyle. Secondary prevention focused on 
early detection, through the use of appropriate laboratory technology. Follow-up of patients 
was of the utmost importance, and several workshops had been held at national level on the 
treatment of major cancers (stomach, uterine and cervical)• The workshops had discussed not 
only treatment by chemotherapy and surgery, but also ways to maintain the quality of life of 
the cancer patient through the control of pain and attention to his general welfare. 

In reply to Dr Khalid bin Sahan, he said that a number of studies had been carried out 
in his Region which had produced convincing data on the close relation between persistent 
hepatitis В infection and the occurrence of primary hepatocellular carcinoma. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that Dr Borgoño was 
correct in noting that in the column "Other sources" of the table on page 263 there were no 
funds allocated for the programme in the Region of the Americas. However, there was an 
over-strict criterion to consider as committed only those resources on which agreements had 
been signed for the period concerned. Unfortunately, agreements on funding which had been 
operative in July 1984 when the table had been compiled were about to expire and would have 
to be renewed in 1985: for that reason, they could not be included because the budgetary 
unit did not consider them as confirmed. In addition, the resources from the regular budget 
of РАНО which formerly had appeared in the column, had now been transferred to programme 
13.17 and to other programmes. 
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In reply to the question raised by Dr Quamina, he said that in the Region of the 

Americas, and particularly in the Latin American and Caribbean countries, there were national 
registers promoted by WHO as part of the Latin American Cancer Research and Information 
Programme. He had material on those registers which he would make available if required. 

Dr KOINANGE asked whether the use of snuff had the same effect on health as smoking 
tobacco or chewing tobacco. 

Dr MUIR (International Agency for Research on Cancer) said the questions put by members 
of the Board would be a valuable input to his Agency1 s programme of etiological research• 

Onê of the Agency1s programmes dealt with the secondary effects of drugs used for the 
treatment of cancer. Following a large-scale multinational study of the long-term effects of 
radiation on the treatment of cervical cancer, a further study was now covering patients 
treated with a variety of cytotoxic drugs. 

On the question of "passive smoking", it was difficult for the epidemiologist to 
estimate what was the degree of exposure. The questionnaire technique had not been found 
very effective, and attempts were being made to measure exposure more accurately through 
examining urinary excretion of cotinine. 

The question of smokeless tobacco, including the risks involved in taking snuff, had 
been extensively discussed at a recent meeting in Lyons. As far as could be seen, the 
inhalation of snuff did not give rise to concern, but the widespread consumption of powdered 
tobacco in the form of snuff dipping presented a greater risk. The Agency was concerned at 
the widespread promotion of smokeless tobacco as being in some way a more natural and less 
harmful product than tobacco for smoking• 

The Agency had long been interested in the interaction of tobacco with alcohol, and had 
conducted studies on the subject in a number of European countries• It was also working on 
the effects of chewing betel, in India, nass in the southern Soviet Union, and myang in 
Thailand. Betel produced its effect because of the alkaloids it contained, chiefly 
arecoline, and studies were being made of nitrosation of that alkaloid in vivo in humans. 

The Agency had just completed an international collaborative study on the efficacy of 
cancer screening by cervical cytology, since that method, though widely practised, had never 
really been tested. The results showed that in fact cervical cancer screening at national 
level was effective if sufficiently widespread. 

He drew attention to a publication of the Agency on cancer registration and its 
techniques,^ However, it should be realized that a national cancer register could be 
somewhat costly and possibly unproductive, whereas the same funds invested within a country 
in a specific target area could give the necessary information. The Agency had a major 
programme on diet and cancer, which was an area of increasing interest; a number of case 
control studies and intervention studies were being carried out, notably in China and the 
USSR. 

Reference had been made to the importance of liver cancer, and here the Agency 
collaborated closely with WHO headquarters. It was carrying out an investigation jointly 
with FAO in Swaziland on the results of exposure to aflatoxin. In the Philippines and in 
Singapore the effects of hepatitis В virus were being studied. The largest programme was an 
intervention study in the Gambia, using as a basis WHO1s Expanded Programme on Immunization. 
It consisted of a mass vaccination campaign against hepatitis В virus to see whether, over a 
period of time, there was a reduction in the risk of primary hepatocellular carcinoma. 

к e Dr STJERNSWARD (Cancer) appreciated the comments made by Board members, which would be 
helpful in guiding the programme. 

Mankind now had the knowledge to make a real impact on cancer, but if measures were not 
taken promptly the situation would worsen. One out of ten deaths globally were due to 
cancer. Pain relief through the use of drugs was being promoted under a global cancer relief 
programme supported by extrabudgetary funds from the Federal Republic of Germany, Italy, 

1 MacLennon, R. et al” eds• Cancer registration and its techniques• Lyon, 
International Agency for Research on Cancer, 1982 (IARC Scientific Publications, No. 21). 
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industry, and private donors. Guidelines were being worked out, and were now being 
field-tested in 38 Member States. He hoped that cancer pain relief would form part of the 
national health policies of most Member States by the year 2000. 

The cancer programme was achieving optimum results with a minimum of regular budget 
funds, and was mobilizing substantial extrabudgetary resources. In most regions, except for 
the Eastern Mediterranean, there had actually been an increase in budget allocations for 
cancer; in the Western Pacific Region there was a US东 58 000 increase due to a request at 
country level, and the Region had mobilized resources for an important project on primary 
prevention of liver cancer by vaccination against hepatitis B. In the South-East Asia Region 
there had been an increase of some US¿ 52 000, and in the Region of the Americas there should 
be an increase of US$ 62 000, although the usual extrabudgetary funds had not yet been 
definitively committed. In the African Region three countries had opened budget lines for 
cancer. 

At country level, the emphasis was on primary prevention, which had proved to be not 
only the most effective approach but also the most cost-effective for many cancers. In reply 
to points raised on the tobacco problem, he was glad to say that India, Sri Lanka and Sudan 
were all introducing legislation against tobacco. Chewed tobacco was responsible for 
one-third of cancers in one-sixth of the world1 s population. In India, for example, it had 
been found that health education had succeeded in changing the lifestyles of a large 
percentage of the population, thus having an important health impact• In the present year, 
the Division of Public Information and Education for Health had launched a press kit on 
cancer which had received a positive response in most Member States. 

Cervical cancer was the most common type of the disease in developing countries, 
accounting for half a million new cases each year. A manual of norms and procedures had been 
worked out by the Regional Office for the Americas for cervical cancer screening, and the 
best interval for that screening had been determined scientifically by the International 
Agency for Cancer Research. WHO headquarters, together with the regions, planned in November 
1985 to investigate the possibility of global implementation of a programme for control of 
cervical cancer. Iceland had shown the way in establishing how far the biology of the 
disease allowed it to be controlled if the interventions were adequate. It had been 
predicted in Iceland that prevention of cervical cancer death could be a reality by the year 
2000. As had been pointed out by Dr Borgoflo, there could be no early detection programme 
without therapy to back it up, and the two were being developed in parallel. 

Regarding the primary health care approach, countries such as China, India and Sri Lanka 
were leading the way in demonstrating that such an approach was feasible and cost-effective 
as a means of cancer control. 

In conclusion, the necessary funds for implementation of the programme were slowly but 
surely being mobilized. Although international agencies and donors did not come forward so 
readily to contribute, there were ample funds within the cancer medical community itself that 
were being mobilized• 

Dr GRABAUSKAS (Director, Division of Noncommunicable Diseases), in reply to Dr Reid and 
Professor Lafontaine, said that WHO had always given great weight to activities to combat 
smoking as the most preventable single condition. A prograrame on smoking and health had been 
launched in the 1980s, following resolution WHA33.35, and there had been a series of reports, 
including those of expert committees, notably "Smoking and its effects on health" (1975), 
"Controlling the smoking epidemic" (1979), and "Smoking control strategies in developing 
countries" (1983).l A monograph had been published in 1982 on legislative action to 
combat the world smoking epidemic^. 

Within the WHO programme on smoking and health, activities had been concentrated on 
generating and providing information on tobacco and health economics, development of 
educational instruments, cigarette consumption analyses, legislation, and "passive" smoking. 
Various survey questionnaires had been developed, and a number of educational activities had 
been conducted in developing countries (notably Sri Lanka, Swaziland, Tunisia and Zambia) 

1 WHO Technical Report Series, Nos. 568, 636， and 695 respectively. 
2 Roeraer, R. Legislative action to combat the world smoking epidemic• Geneva, World 

Health Organization, 1982. 
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over the past few years. Anti-smoking activities had been mushrooming in all parts of the 
world, and the impact of the WHO smoking and health programme could be seen in the enormous 
number of newspaper articles published as well as the stream of requests for WHO documents on 
the subject, including the newsletter Tobacco alert, which was published regularly by the 
programme. 

He could add nothing to Dr Reid1 s statement, since that was the direction in which the 
programme should be developed. He assured Dr Reid that the limited resources available from 
the regular budget were being used as a catalyst to raise extrabudgetary funding, which had 
reached quite considerable levels. As urged by Professor Lafontaine, the smoking and health 
issues were being dealt with by a number of other programmes through a truly 
interdisciplinary approach, which was in fact reflected in the title of the programme. More 
aggressive action would be needed if antismoking activities were to progress further, 

и 
Dr STJERNSWARD (Cancer), in reply to Dr Khalid bin Sahan, said that the Organization had 

drawn on the experience of Member States in framing cost-effective cancer control policies. 
Guidelines had been formulated and published, notably as a WHO technical document and 
articles which would appear in World Health Forum in 1985 and in the journal Cancer Detection 
and Prevention. The European Region was also producing a document for use in developed 
countries. India, together with the Organization, was at the moment helping to field-test 
those guidelines and was allocating budgetary resources to primary prevention and pain 
relief; he hoped that other countries too would join with the Organization in that way. If 
the right priorities were established, there could be a major impact on cancer even with very 
limited resources, but he was distressed by the lack of political will shown by countries to 
act on the tobacco control guidelines that WHO had provided. Control of tobacco was a 
priority in almost all national cancer control programmes• 

Dr RIFKA (Eastern Mediterranean Special Programme) reassured members that the Regional 
Office for the Eastern Mediterranean was giving much attention to the disease; its Cancer 
Advisory Body met yearly, and drew up proposals for favourable review by the Regional 
Director. 

The DIRECTOR-GENERAL confirmed that should the Programme Committee of the Executive 
Board wish to make smoking and related aspects part of its agenda, the Secretariat would do 
all it could to meet the Committee1s documentation needs. 

The meeting rose at 18hQ0. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB75/5, EB75/6, EB75/7, EB75/8, EB75/9, 
and EB75/10) (continued) 

PROGRAMME REVIEW： Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4) 
(continued) 

Disease prevention and control (programme 13; document PB/86-87, pages 200-274) (continued) 

Cardiovascular diseases (prograinme 13.16) 

Dr REID, noting the importance of the programme for both developed and developing 
countries, recalled that in 1983 the Board and the Health Assembly had recommended that the 
related budgetary allocations be increased and that the Director-General had accordingly 
allocated US$ 500 000 under his Development Programme for use in planning and implementing, 
in collaboration with interested countries, national strategies for the prevention of 
coronary heart disease and rheumatic heart disease. He welcomed the action against the 
former disease based on the Recommendations of the Expert Committee on Prevention of Coronary 
Heart Disease 

He asked whether the WHO MONICA project for coronary heart and cerebrovascular disease 
monitoring, referred to in paragraph 12 of the programme statement - and in which 
collaboration at the country level called for constant effort and continued expenditure that 
was thoroughly justified - was assured of continued adequate central support for the 10-year 
period as planned; and whether the 1984-1985 column of the table for programme 13,16 (page 
269) included the USÍ 500 000 from the Director-General1 s Development Programme. If the 
latter was not the case, then the 1986-1987 column showed a 15-20% decrease, and while he 
could accept the "no growth" budget which an affirmative answer would confirm, an actual 
decrease would be unacceptable and would require an explanation. 

Dr ZHANG Yin E (alternate to Dr Xu Shouren) agreed with the programme proposals； 
cardiovascular diseases not only affected developed countries, but were becoming a public 
health problem in more and more developing countries. Conventional treatment approaches 
alone were not the answer, and community prevention must be instituted, linking prevention 
and control with health services based on primary health care• Iri China1s cities, rural 
areas, factories and mines, epidemiological studies and surveillance of cardiovascular 
diseases relied on the primary health care network, and the population had been mobilized for 
preventive measures, resulting in reduced morbidity and mortality. 

Training of primary health care workers and health education were an essential part of 
prevention in society and the family. The occurrence and development of cardiovascular 
disease were closely linked to lifestyles and nutrition. Programme 13.16 should therefore be 
coordinated with the programmes on smoking, nutrition and mental health, and with other 
relevant programmes. 

1 See WHO Technical Report Series, No. 678, 1982. 
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WHO expert committees and collaborating centres had played an important part in the 

programme to date, and the Organization had helped to strengthen institutions, train 
personnel, and collect and disseminate information. He was sure that the programme would 
continue to show progress 011 that basis. 

Dr MAKUTO agreed with the preceding speakers on the importance of cardiovascular 
diseases• In Zimbabwe, as in other developing countries, rheumatic heart disease had been 
identified as a leading cause of death in adolescents and young adults and required urgent 
preventive action. The WHO programme showed that much could be done. However, the budgetary 
provision for the African Region could only be called a token allocation when seen at the 
country level. That might be due to insufficient emphasis by countries, but it might also 
indicate the need for a thorough appraisal of the public health importance of cardiovascular 
diseases• At the regional level, WHO should consider stimulating the necessary studies to 
expose the problem in its true magnitude. He noted that the intercountry and regional 
provision for Africa had fallen as a result of the abolition of posts, and he asked whether 
that was as it should be for a programme that had to respond to a problem whose growing 
importance was recognized. 

Dr SAVEL1EV (adviser to Professor Isakov) wished to be associated with the comments and 
questions of Dr Reid. 

Dr SAMBA (Officer in charge, Regional Office for Africa) replied to Dr Makuto that the 
decrease in provision for the regional programme could indeed be due to lack of emphasis by 
countries• The Regional Office had realized the need for increased awareness, and the sums 
it planned to allocate for consultant services at the national level to make good that lack 
would at least compensate for the abolished posts. 

Dr DODU (Cardiovascular Diseases) reassured Dr Reid and Dr Save11ev that, although there 
was indeed a "no growth11 situation in the programme as a whole, it was intended to maintain 
activities at least at the same level especially as concerned the MONICA project, in which 
some 40 centres were interested. It was hoped that at least half of them would meet all the 
scientific criteria for full participation； the other half would continue as associate 
centres. Activities were planned to continue with WHO support for 12 years, including two 
years for final data analysis at the Helsinki centre, which was being supported with funds 
from the Director-General丨s Development Programme, Efforts were in hand to attract the 
necessary extrabudgetary funds, and participating countries were likely to be approached to 
ensure the presence of their principal investigators at the important meetings that were held 
at least every two years• The regular meetings of the steering committee for the project 
were well provided for. 

The apparent decrease in regional allocations need create no alarm： Dr Samba had 
already explained the process of devolution in the African Region by which funds were made 
available for more flexible use, still under the same programme and without a decrease in the 
activities• In South-East Asia the regional budget decrease had also been offset by 
increases in activities at the country level• In Europe the integrated approach to 
cardiovascular diseases had resulted in a decrease in the allocation for single disease 
entities, but the activities would continue with a slightly different proportional 
allocation. In the Western Pacific there was a clear increase of some 20%-25% intended 
mainly for regional epidemiological studies and programme development and training. In the 
Eastern Mediterranean the apparent decrease of 23% could be ascribed to the transfer of 
certain posts from specific to general programme development• Thus there was no decrease in 
cardiovascular disease activities and in some instances there were real increases. 

Dr Zhang1s suggestions corresponded to WHO'S "population approach" to prevention and 
control through measures influencing behaviour and lifestyles and through coordination with 
programmes on nutrition and on smoking and health, as well as with the mental health 
programme. 

He thanked members of the Board for their encouraging remarks. 

The DIRECTOR-GENERAL, replying further to Dr Reid and Dr Savel'ev, recalled that when 
the use of reserves under the Director-General1 s Development Programme had originally been 
discussed it had been intended that the regular programme budget would in the ensuing 
biennium take over from the reserve the allocation made to that specific programme area, 
unless of course it became possible to mobilize extrabudgetary resources• Thus continuity 
was to be assured in response to the stimulus provided by the reserve. 
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Conservative fiscal management had not allowed him to accommodate the additional 
resources in the regular programme budget for 1986-1987, but he confirmed that funds had been 
earmarked under the Director-General1 s Development Programme to ensure the continuity of the 
MONICA project. By a judicious use of regular budget and extrabudgetary resources it should 
be possible for the project to develop as originally intended. 

Dr REID said that he was reassured by the replies to his questions; the Executive 
Board1 s report should spell out the details of the commitment of funds. 

Other noncommunicable disease prevention and control activities (programme 13.17)丄 

Dr REID welcomed the reference in paragraph 14 of the programme statement to WHO1s 
collaboration in action programmes at country level against diabetes. The universality of 
the condition was now well recognized and successive measurements of its prevalence indicated 
a steady increase in all countries. It was a model chronic disease in relation to primary 
health care backed up by referral, with detailed patterns of care varying from one country to 
another. Noting the reference in paragraph 19 to collaboration with the International 
Diabetes Federation, he asked what was involved and what manpower and financial resources 
would be devoted by WHO to the joint venture. 

Dr REGMI made a plea for attention to specific measures to prevent deafness. He 
referred to the constant exposure in modern life to noise in areas near airports, for 
example. The Regional Director for South-East Asia had undertaken to provide for discussion 
of that condition at the next session of the Regional Committee； it should also be the 
subject of specific provision in the programme budget, and he suggested it might receive 
support under the Director-General1 s Development Programme. 

Dr QUAMINA said that the importance given in the programme statement to diseases which 
affect over 50 million people in all countries was not reflected in the budgetary 
allocations. She too wished to draw particular attention to diabetes, which in Trinidad and 
Tobago was proving to be a more likely cause of death in people between 35 and 60 years of 
age than coronary heart disease and other cardiovascular diseases. 

Dr SAVEL1EV (adviser to Professor Isakov) considered that the importance of the group of 
diseases covered by the programme was equal to that of cancer and cardiovascular diseases in 
many countries and should be reflected in the budgetary allocations for 1986-1987. Control 
measures must be integrated and coordinated more widely. He asked for details of the stage 
of development of that aspect of the programme• 

Professor LAFONTAINE supported preceding speakers1 remarks about diabetes； he felt also 
that metabolic disorders did not receive sufficient attention. He noted with regret that the 
health and safety of women in the home was not considered as part of workers1 health. 

Dr MITROFANOV (Diabetes), replying to questions, said that WHO had a long history of 
collaboration with the International Diabetes Federation, which provided good support in the 
joint activities. In particular, it bore about half the cost of the annual joint meetings on 
diabetes. A new diabetes research fellowship had also been established for the development 
of the programme. 

Activities for deafness prevention and control were mainly regional; there was no 
specific global programme. 

Dr GRABAUSKAS (Director, Division of Noncommunicable Diseases), speaking on the general 
question of budgeting for noncommunicable disease prevention and control activities, said 
that the Director-General had on many occasions drawn the attention of the Board to the 
limited nature of some allocations in terms of their potential impact on the scope of 
programme activities. Even if the provision for the programme were increased ten-fold it 
would not be significant compared even with those for specific programme areas made by seme 
national institutions. Activities in countries would be at a standstill if there were no 
national policy and no national commitment• WHO therefore had to use its limited resources 
as a catalyst and to encourage growth in support of national policies and strategies to 
prevent arid control major noncommunicable diseases • 

For discussion on smoking and health, see under programme 13.15 (Cancer). 



296 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
The recommendations of the Expert Committee on Prevention of Coronary Heart Disease 

referred to by Dr Reid were a classic example, and had led to the mobilization of 
considerable additional funds with support under the Director-General1 s Development 
Programme• The programme on smoking and health, the work on formulation of national cancer 
control policies, and the action programme for research on and prevention and control of 
diabetes were further examples. 

In answer to Dr Savel1ev he said that some countries and regions made the integrated 
approach to noncoramunicable disease part of their policies - even if in many instances it was 
principally being explored by the process of "learning by doing". The programme was based on 
the best existing knowledge, and eight or nine countries in Europe, for example, had already 
moved to combined countrywide control measures for a number of major risk factors. Better 
integration and coordination of prevention activities were also the object of programmes in 
the Americas, South-East Asia and the Western Pacific. Programme development was supported 
at the global level by reviewing, consolidating and disseminating existing knowledge, and 
finding and testing related technologies• Thus more operational research was planned, using 
an interdisciplinary approach to health promotion and disease prevention that concentrated on 
improved lifestyles and primary health care, all being merged into a coherent programme. 
That would certainly involve extensive health systems research. 

Thanking Board members for their encouraging remarks about the need for larger budgetary 
provision for noncoramunicable diseases, he felt emboldened to join other programme managers 
in undertaking to represent those expressions of concern in a request for further support, 
for example from the Director-General•s Development Programme• 

Dr ASVALL (Regional Director designate for Europe) said that noncoramunicable disease 
prevention was the object of considerable activity in the European Region; already eight 
countries were pooling their efforts in positive health promotion, through what were expected 
to be long-term programmes• The cost of such programmes to WHO was minimal in comparison 
with their benefit. In fact, the Organization merely provided the financing for meetings 
between project coordinators once or twice each year； all the other costs were borne by the 
participating countries• 

In response to Professor Lafontaine1s remark, he said that provision had been made in 
the regional programme for a study in 1987 of housewives as a specially vulnerable group, 
particularly where accidents were concerned. 

Dr KO KO (Regional Director for South-East Asia) said that the countries of the Region 
enjoyed a close, if informal relationship with the International Diabetes Federation. There 
were also three national centres where work was being done on diabetes and which were 
receiving support (consultants, fellowships, etc.) that was not immediately identifiable as 
falling under noncoramunicable diseases• He was exploring through headquarters how those 
activities could be extended and how the Region could work more closely with the Federation, 

On the subject of deafness, epidemiological studies had been under way in the Region for 
the past two or three years； funds from the regular budget were, however, very limited, and 
it was hoped to mobilize support from other sources, including the Director-General1 s 
Development Programme, to expand the activities and initiate prevention and control 
programmes• An integrated programme on the prevention and control of preventable 
disabilities - IMPACT - which was being carried out in India by the Government in cooperation 
with UNDP, UNICEF and WHO included a component related to deafness. 

PROGRAMME SUPPORT (Appropriation Section 5； Document PB/86-87, pages 275-291) 

Health information support (programme 14) 

Dr BORGOHO welcomed the creation of the advisory panel on health and biomedical 
information, referred to in paragraph 3 of the programme statement； he fully agreed that 
opinions from outside WHO would be beneficial to the evaluation process and the coordination 
of activities at different levels of the Organization. 

In connection with paragraph 4, which underlined the importance of the work of the 
regional offices, he suggested that coordination to avoid duplication, and the best possible 
use of available resources were essential, especially in Europe and the Americas. 
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Where the latter region was concerned, Spanish-language publications obviously 
constituted a very rich source of information, and in that connection he voiced some anxiety 
with regard to what appeared to be considerable shortcomings in distribution policies at the 
national, regional and global levels alike； information was not always reaching those who 
needed it most. That was a matter which deserved investigation. 

WHO1s publications were outstandingly useful. He emphasized particularly the value of 
the Bulletin of the World Health Organization and World Health Forum. The Forum, which 
appeared in a number of languages, had proved a great success; he praised the focus 011 basic 
themes related to primary health care through, for example, the publication of round-table 
discussions• 

In conclusion, he wondered whether Basic Documents, which did not change much from year 
to year, might not be issued more economically in loose-leaf form； the few amended pages 
could then be incorporated without the need to produce a new edition each year. 

Dr SAVEL1EV (adviser to Professor Isakov) noted from paragraph 14 that it was planned to 
reduce the number of pages in certain periodicals, to offset in part the cost of preparing 
and publishing the Seventh Report on the World Health Situation. Where were those reductions 
to be made? 

Dr RUESTA (alternate to Dr Bello) said that, as might be expected of an organization 
whose staff and leadership were of such high calibre, WHO1s publications and documents were 
renowned for their quality. For that reason, she had been somewhat distressed when, earlier 
in the session, at the beginning of the Board1s consideration of agenda item 4 (Report on 
meetings of expert committees), the Director-General had suggested that inadequate use was 
made in Member States of the considerable amount of information generated by WHO. Something 
was wrong when - on the one hand - there was general praise for the documentât ion and 
acknowledgement of its importance, especially in relation to the attainment of health for 
all, while - on the other hand - countries, their health authorities, their medical schools 
and so on were apparently ignorant of that same material• Was it a question of rationalizing 
the distribution procedures? If so, perhaps the Organization itself, as well as its Member 
States, was lacking in that respect. Was everything possible really being done to keep all 
the available channels of information, and of feedback, open? 

Dr COOPER (Director, Health and Biomedical Information Programme) noted with 
gratification that the programme seemed to satisfy the members of the Board. He stated, in 
response to Dr Borgoño1s first remark, that the advisory panel to be set up would contain 
experts from the various fields involved and from all the regions• The Regional Office for 
the Americas was aware of difficulties concerning Spanish-language publications； in 
particular, it had provided training for editors in the examination and processing of 
manuscripts. Distribution at regional and country level was also under review; an Index 
Medicus (i.e. a list of articles on health and health-related subjects appearing in the 
region concerned) was already in its fourth edition in the Americas, its second in South-East 
Asia, and was about to appear for the first time in Africa. The idea of issuing 
Basic Documents in loose-leaf form would be considered, but publishers did not generally 
favour such a procedure, as loose leaves tended to get lost. 

In reply to Dr Savel1ev, he gave the assurance that the reductions envisaged would be 
minimal: 4 pages in the Bulletin; 20 pages in World Health Forum； 4 pages in the 
International Digest of Health Legislation； 16 pages in the World Health Statistics 
Quarterly; and rather more in the World Health Statistics Annual. Even those anticipated 
reductions were provisional, and might not prove necessary if the preparation of the Seventh 
Report on the World Health Situation proved less costly than originally estimated. 

In response to Dr Ruesta1s remarks, he pointed out that a distinction should be made 
between the initial publicizing of the existence of publications and documents, and their 
subsequent dissemination to the right recipients in the right place at the right time;- the 
latter task was not always easy, since the chain of distribution had many links, over which 
WHO did not have entire control. Every effort was, however, made to publicize the 
documentation available, both through WHO*s own publications and through the distribution of 
review copies to health journals. Computerized distribution lists covered each specialty, 
and countries were now being consulted on the improvement of national distribution lists. 
WHO documents and publications were available from headquarters, regional offices, programme 
coordinators and ministries of health; the latter might be able, in some cases, to improve 
their own distribution processes and eliminate certain shortcomings• 
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Dr GARCÍA BATES said that she had hoped for some comment by Dr Cooper on the role of the 

Organization in the dissemination of information. The information revolution was a difficult 
problem to deal with; anyone who was capable of reading even 20% of what was published in 
the technical literature would be a superman. What had been done in the Americas, namely the 
establishment of the Latin American Center on Health Sciences Information as a regional 
medical library (BIREME), might serve as an example of what could be achieved in a 
comparatively short time with regard to reference centres and information networks, 
especially those with computer links to MEDLINE• That had had a major impact on those 
professional groups that needed up-to-date high-level information, since such information 
very quickly became outdated. 

The selective dissemination of information, i.e., ensuring that it reached those who 
were remote from the centres of information and professionals working in the field, was the 
most important challenge that had to be faced, and the Region of the Americas was making a 
major effort to do so; thanks to BIREME, information had been made much more readily 
accessible. 

Dr RIFKA (Eastern Mediterranean Special Programme) drew attention to the achievements of 
the regional arabic programme in the Eastern Mediterranean Region, where the budget 
allocation for programme 14 had almost doubled. Among the objectives of the Arabic 
Programme were unifying Arabic medical and public health terminology； meeting the needs of 
both Member States and the Council of Arab Ministers of Health by translating into Arabic 
such WHO publications as might be requested； and collaborating with WHO headquarters in 
selecting, translating, revising, printing and distributing WHO publications in Arabic. One 
of the main achievements of the programme was the publication of an Eng1ish-Arabic-French 
medical dictionary，1 which was a milestone in the efforts to unify Arabic medical 
terminology• The programme was expanding, in consultation with Member States, and would 
continue to provide translations of the WHO Chronicle， the magazine World Health, and 
selected learning material• An Arabic "Health for all'1 magazine, intended for health 
workers, would also be started and would contain translations of articles taken from major 
international journals. The programme would be expanded still further in accordance with the 
wishes of Member States. 

Dr COOPER (Director, Health and Biomedical Information Programme), referring to 
Dr García Bates1 account of the information network in the Americas, said that such networks 
also existed in the South-East Asia and Western Pacific Regions. 

Mrs RUFF (Office of Library and Health Literature Services) welcomed the remarks on the 
vital role of information and of WHO in diffusing it. Under the health literature services 
programme, the accent was on encouraging the development of national health library networks, 
and on national and intercountry sharing of resources. WHO, through agreements with donors, 
was providing international back-up services with regard to MEDLARS and other forms of 
selective dissemination of information, and for the provision of full texts. WHO emphasized 
the importance of training health library manpower and increasing general awareness on the 
part of administrators of the need for national policies and national commitment. 
Considerable national resources existed, but they needed to be extended so as to reach those 
working in the rural areas, who often lived in an information vacuum. 

The DIRECTOR-GENERAL, replying to Dr Ruesta and Dr García Bates, said that WHO needed to 
consider very carefully how to rationalize, not so much the distribution of its publications 
as the way that the information was used. That was a vital concept in all information 
systems. There was no point in producing information if it was not used. He referred Board 
members to paragraph 3 of the programme statement, which dealt with the advisory panel on 
health and biomedical information. He hoped that that panel would address itself to the many 
deficiencies within the WHO publication mechanism so as to ensure that the paradigms of the 
information revolution were not lost on WHO bureaucratic deaf ears and that a real effort was 
made to ensure that information reached the potential "consumers", who really mattered. 

As he had said before, what was needed was a dialogue, both inside WHO and between WHO 
and Member States, so that it would be possible to diagnose where WHO had not succeeded in 
the past and where it could succeed in the future with a bit more imagination than before. 
He had already pointed out some ways in which that could be done with relatively limited 
resources at country level. First and foremost, however, countries must be willing - must 

1 Council of Arab Ministers of Health/WHO/Arab Medical Union/ALECSO. The unified 
medical dictionary， English-Arabic-French, third edition. Switzerland, Medlevant AG, 1983. 
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want - to use information. He could give many 
of tuberculosis, where countries had not dared 
revolution in tuberculosis control policies. 

examples from his own experience in the field 
to face the violent resistance to the 

One idea that had been successful in countries was that of setting up national consensus 
groups in all the major programme areas, in which those who were violently against change 
could get together with those violently in favour of it and argue it out until some kind of 
national consensus was reached, e.g.9 as to whether an essential drugs programme was a viable 
concept. The ministries concerned could then move forward, since they would have the 
necessary support for change. WHO could play a vital role in supporting the ministries in 
setting up such groups and making the mechanism attractive. 

WHO was not doing well in this field, he believed, because many WHO staff were not 
capable of conveying to their colleagues at national level how important it was to follow the 
policy recommended by the expert committees. There was therefore a great need for the 
training of WHO staff, and the building up of a health-for-all leadership that would be 
concerned specifically with the whole problem of the penetration and use of the information 
generated by WHO on behalf of Member States. 

He could assure Dr Ruesta and Dr García Bates that in 1985 a panel consisting both of 
members from within WHO and outside experts would be looking critically at the whole area, 
since he was sure that great improvements could be made as compared with the present 
situation. 

Support services (programme 15) 

Personnel (programme 15.1) 

Dr GARCIA BATES said that, while not wishing to preempt her comments on a subject that 
would be discussed in greater detail later, she thought it important to refer to the type of 
work done by women, particularly with reference to Professor Lafontaine1s suggestion that the 
home should be considered as a work-place (see programme 13.17, above). She agreed with that 
view, especially since work in the home was not, or should not be, exclusively women's work. 
That might be true for the older generations but did not apply to the young. There might 
however, be a backlash that could be very dangerous• For that reason, great care should be 
exercised, e.g., in recruiting, where women should be selected purely on grounds of merit and 
not merely because they were women; anything else would be detrimental to women, who were 
only asking for equal consideration in the selection of personnel• 

Mr MUNTEANU (Director, Division of Personnel and General Services) said that the Board 
would have an opportunity later to hear the report of Dr Maureen Law, Associate Deputy 
Minister, Department of National Health of Canada, whom the Director-General had requested to 
make a special study, aimed essentially at increasing the recruitment of women in WHO. 
However, the need for determined efforts to avoid sexist language and content in WHO1s 
publications and educational and information material, and to reflect the equal positions of 
women and men as active participatory members of the work force, was also dealt with in that 
report and its recommendations• The problem went much deeper than that, however, and was 
essentially one of obtaining a change in attitudes• Such changes were necessarily gradual, 
but progress would be achieved only if the need for them was repeatedly emphasized. 

General administration and services (programme 15.2) 

The CHAIRMAN noted that there were no comments. 

Budget and finance (programme 15.3) 

Dr BORGOÑO recalled that changes had been made some years ago in the classified list of 
programmes. For the sake of consistency, the same changes should have been made in the 
regional budgets. That had been done in the Region of the Americas, where a number of minor 
adjustments had been made, but he wondered whether the other regions had also done so. 

Mr IMBRUGLIA (Director, Division of Budget and Finance) said that Dr Borgoño1s question 
concerned the classification for all programmes. Some improvements had been made, especially 
in the Region of the Americas; one other region, though not yet fully conforming with the 
headquarters classification, was moving closer to it, and the question was being studied with 



300 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
the Regional Director concerned. All regions were being brought into line to the greatest 
extent possible with the current classified list of programmes, which was shown in Annex 7 to 
the proposed programme budget. 

Equipment and supplies for Member States (programme 15.4) 

The CHAIRMAN, noting that there were no comments, said that the consideration of the 
individual programme statements was thus concluded. 

Adjustment of the programme budget: Activities identified during the discussions 

The CHAIRMAN reminded members that they had reached the stage where they had to consider 
the areas where some adjustments were needed, and to see what changes should be made in the 
light of WHO priorities and the possible use of the Director-General1s Development Fund. As 
far as he could remember, there was only one programme that the Board had deemed to be in 
need of adjustment from the regular budget, namely Research promotion and development 
(programme 7), including Health systems research (programme 3.3). The other two areas 
identified by the Board as needing additional funds - not from the regular budget but from 
extrabudgetary resources - were programme 2.4, for emergency relief operations, and 
programme 12,2 (Essential drugs and vaccines)• 

Dr REID said that programme 13.17 (Other noncommunicable disease prevention and control 
activities) should also have been included• 

Dr SAVEL1EV (adviser to Professor Isakov) agreed with Dr Reid. 

The CHAIRMAN agreed that it had been said that programme 13.17 also needed additional 
resources• Could the Board give any indication of the extent of the adjustments needed by 
the two programmes concerned? 

Dr REID thought that the Board should not try to do so. The Director-General would have 
to consider the matter and also to take the views of the Health Assembly into account. To do 
otherwise might lead to an incorrect distribution of finance and could be no more than a 
rough estimate. 

The DIRECTOR-GENERAL said that he would take the views of both the Health Assembly and 
the Board into account and then report accordingly to the Programme Committee, after 
discussions in headquarters as to what the programmes concerned could usefully absorb. 

Dr BORGOÑO agreed with that proposal but wondered whether it would mean that other 
programmes would lose some of the financial support that they currently enjoyed. 

The DIRECTOR-GENERAL said that he would ensure that that did not happen. 

The CHAIRMAN asked the Board whether it agreed to recommend to the Director-General that 
some adjustment should be made to the allocations to the two programmes concerned, namely： 
Research promotion and development, including Health systems research； and Other 
noncommunicable disease prevention and control activities. 

It vas so agreed. 

FINANCIAL REVIEW： Item 7.3 of the Agenda 
WHO scale of assessments for 1986-1987 (Document PB/86-87, pages 28-32) 

Mr FURTH (Assistant Director-General) reported that the proposed scale of assessments 
for 1986-1987 had been calculated on the basis of the United Nations scale of assessments for 
1983-1985. It was the same as that adopted by WHO for 1984-1985, amended to incorporate the 
assessments of the four States that had become Members of the Organization since the closure 
of the Thirty-sixth World Health Assembly in May 1983, namely Antigua and Barbuda; 
Cook Islands； Kiribati； and Saint Vincent and the Grenadines. Four other Member States, 
namely the Federal Republic of Germany, Japan, Spain, and the United Kingdom of Great Britain 
and Northern Ireland, had benefited from a reduction of 0.01% in their respective rates of 
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assessment. The assessment percentage rates of all other Member States remained the same as 
for 1984-1985. The proposed scale would require adjustment for the recent admission to 
membership of Saint Christopher and Nevis, and for any further increase in membership up to 
the end of the next Health Assembly. The proposed scale, the amounts assessed, and the total 
budget were subject to adjustment and decision by the Thirty-eighth World Health Assembly and 
might also vary if one or both of the inactive Members should resume active participation in 
the work of WHO or if South Africa should resume payment of its contributions. 

Dr AL-TAWEEL observed that every year there were several countries that were unable to 
pay their contributions in United States dollars. He wondered whether it would be possible 
for those countries to use local currency to finance programmes carried out within their 
borders• 

Mr FURTH (Assistant Director-General) replied that the Financial Regulations and the 
resolutions of the World Health Assembly specified several currencies in which contributions 
could be paid. The proposal made by Dr Al-Taweel had been submitted to the World Health 
Assembly some years earlier and had been rejected. In fact, it was unlikely that such an 
arrangement would help matters, because the countries with most difficulty in obtaining 
convertible currency were those in which WHO actually used little local currency. Some 
international organizations had more liberal regulations regarding acceptable currencies but 
countries were not generally making much use of them, 

Dr RUESTA (alternate to Dr Bello) asked why some countries had had a reduction in their 
rates of assessment. 

Mr FURTH (Assistant Director-General) replied that since the four new Member States were 
assessed at the minimum rate of 0.01% it had been possible to reduce the assessments of four 
other Member States by an equivalent amount• 

Report on casual income (Document EB75/4)1 

Mr FURTH (Assistant Director-General) introduced document EB75/4, which indicated that 
the estimated amount of casual income available at 31 December 1984 was US$ 56 560 000. That 
amount was subject to end-of-year adjustment. The Director-General had proposed that 
USÍ 56.5 million of that be used to help finance the programme budget for 1986-1987. That 
would constitute 10.2% of the effective working budget. 

Table 1 in document EB75/4 showed the amounts appropriated from casual income during the 
last five years. The largest appropriation had previously been for the 1984-1985 budget, 
when US¿ 54.5 million had been allocated. The ability to earn casual income depended on a 
number of factors, the principal one of which was the prompt payment of assessed 
contributions by Member States. The Organization was able to earn interest on such funds 
pending disbursement for programme purposes• If by the end of 1986 less than 
US$ 56.5 million of casual income was available to help finance the progrannne budget for 
1988-1989， the inevitable effect would be an increase in assessed contributions even if the 
level of the budget should remain the same as in 1986-1987. 

Another important factor influencing the availability of casual income was the 
difference between the budgetary rate of exchange of the Swiss franc in relation to the 
United States dollar and the actual accounting rates obtained in the course of implementing 
the programme budget during a given biennium. In this connection, the Thirty-sixth World 
Health Assembly (resolution WHA36.6) had authorized the Director-General to charge against 
casual income the net additional costs to the Organization resulting from changes in the 
Swiss franc/United States dollar relationship, up to a maximum of US$ 20 million. By the 
same resolution, the Director-General had been requested to transfer to casual income any 
savings arising from such changes. Inasmuch as the accounting rate of exchange for 1984-1985 
had so far been equal to or higher than the budgetary rate of exchange, the Director-General 
had not yet had to use the US¿ 20 million made available to him. If the accounting rate of 
exchange should continue at its current level, or higher, there would be substantial savings 
under the regular budget which would be credited to casual income after closure of the 
1984-1985 financial period. It was too early as yet to predict accurately the amount that 
might thus accrue. 

During the last two financial periods, that facility had resulted in substantial savings 
for the Organization. The savings arising from currency differences in 1980-1981 had enabled 

1 Document EB75/1985/REC/1, Part I， Annex 1. 



302 EXECUTIVE BOARD, SEVENTY-FIFTH SESSION 
the Director-General to credit over US¿ 18 million to casual income, although he had been 
obliged to surrender savings only up to the amount of US$ 15 million. Savings of over 
USÍ 12 million had been made in 1982-1983 and would be credited to casual income to the 
extent that arrears of contributions for the biennium were collected. It was thus proposed 
that the facility be continued for the biennium 1986-1987 at the same level and under the 
same conditions as those granted for 1984-1985• 

Finally, paragraph 9 of document EB75/4 contained a suggested draft resolution for 
adoption by the Executive Board. 

Dr BORGOSO noted, that, in a previous statement, Mr Furth had said that US$ 2 million 
from casual income would be used to reduce contributions to the regular budget• However, it 
appeared from document ЕВ75/4 that US¿ 56.5 million was being appropriated to finance the 
regular budget• He asked how that amount would be distributed, and whether only 
US$ 2 million of it would go towards a reduction in the contributions of Member States. 

Mr FURTH (Assistant Director-General) replied that the USt 56.5 million expected to be 
available from casual income at the end of 1984 was US$ 2 million more than had been 
available at the end of 1982 for financing the 1984-1985 budget. The total increase in the 
budget from 1984-1985 to 1986-1987 had been USÍ 33.9 million, which necessitated a 
corresponding increase in income. The income of the Organization came from three sources; 
UNDP programme support reimbursements, casual income, and Members1 contributions. The UNDP 
programme support reimbursement was expected to be the same for 1986-1987 as for 1984-1985； 
casual income had increased by only US¿ 2 million; therefore, Members1 contributions needed 
to increase by USt 31.9 million, equivalent to an average increase of 6.92%. 

Mr BOYER (adviser to Dr Gardner) wished to raise three points• First, in regard to 
casual income, he considered that no other international organization had WHO*s skill in 
taking care of Member States1 contributions. In January 1983，when the 1984-1985 programme 
budget had been discussed, it had been estimated that US$ 50 million was available to help 
finance the regular budget. Later, it had turned out that USÍ 54.5 million was available. 
The Thirty-sixth World Health Assembly, in May 1983, had established as a firm principle that 
the amount of casual income used to finance the regular budget would be at least the amount 
available at the end of the preceding December. That was why US$ 54.5 million had been used 
two years ago. In 1985, the estimate for 31 December 1984 was US$ 56.5 million, though it 
was understood that the sum might fluctuate one way or the other. He asked for confirmation 
that, in May 1985, at the time of the Thirty-eighth World Health Assembly, the amount 
actually available on 31 December 1984， and at least US^ 56.5 million, would be used to help 
finance the budget• That would be one way to reduce the assessments of Member States. 

Secondly, he referred to operative paragraph 1 of the draft resolution for the Health 
Assembly appearing in paragraph 9 of document EB75/4. He appreciated the fact that the 
provision that transfers from casual income up to US农 20 million could be used as an 
insurance against the United States dollar/Swiss franc rate of exchange falling below that 
used in preparing the 1986-1987 programme budget• What would happen, however, if the 
exchange rate were to go up instead of down and profits were made instead of losses? It was 
understood that exchange rate gains were transferred to casual income, as was clearly stated 
in the first part of operative paragraph 2, but the total gains could possibly exceed 
US¿ 20 million. He suggested that the loop-hole should be closed by deleting the last three 
lines of operative paragraph 2 and that it would be the Executive Board and the Health 
Assembly which decided how gains from exchange rates should be used. 

Thirdly, he referred to exchange rate gains at regional offices - the gains from the 
rates of exchange of countries in which the regional offices were located. Such gains also 
ought to be transferred to casual income so that the Executive Board and the Health Assembly 
could decide how to utilize them. Since the 1986-1987 programme budget had been developed 
with a zero budget growth, on which the Director-General was to be congratulated, and since 
the exchange rates used to prepare the regional programme budgets were now out of date, 
consideration should be given to two issues: the fact that because of the allowance of 10% 
of exchange rate gains to be used for programme growth, the Regional Directors were 
guaranteed the ability to increase their programmes； and the possibility of recalculating 
the budgets at current rates. He believed that the 10% provision should be deleted and that 
the regional portions of the budget should be recalculated. 

Mr FURTH (Assistant Director-General) said it was correct the Director-General had 
proposed in January 1983 that US¿ 50 million be used to help finance the regular budget, 
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because that had been thé amount of casual income that had been estimated in October 1982 as 
becoming available at the end of 1982. However, by May 1983, the actual amount as at 
31 December 1982 had been found to be somewhat larger, and the Health Assembly had decided to 
appropriate the whole amount. It had not, however, established a principle that the whole 
amount available at the end of the preceding December should always be used to help finance 
the proposed programme budget. Perhaps a precedent had been established, but certainly no 
decision of principle. If such a principle were to be considered by the Executive Board and 
the Health Assembly it would have to be discussed very seriously. In fact, in retrospect, 
the Health Assembly1 s decision in 1983 to appropriate the whole amount might not have been 
such a good one. If the Director-General1 s original proposal to appropriate only 
US$ 50 million had been adopted, it would now be possible to propose that US$ 62 million of 
casual income be appropriated to help finance the proposed budget for 1986-1987, and that 
would result in an increase in assessments on Members of only 4.75%. The concern expressed 
by some Board members at the increase in Member States1 assessments for 1986-1987 might have 
been avoided to some extent if the Director-General1 s original proposal in 1983 had been 
accepted. So, before deciding on a principle, its long-term practical consequences should be 
considered. It waá, in any case, most unlikely that the USÍ 56 560 000 of casual income now 
estimated to be available as of 31 December 1984 would turn out to be lower than the final 
amount； if that happened the Director-General would naturally inform the World Health 
Assembly. 

In regard to operative paragraph 2 of the draft resolution, the mention of the figure of 
USÍ 20 million was a safeguard only, to protect the programme in certain circumstances. It 
placed no limit on the amount from exchange rate gains which the Director-General intended to 
transfer to casual income； in respect of 1980-1981 he had transferred US$ 18 million in such 
gains, even though he only needed to have returned US$ 15 million, A rise in the 
United States dollar and a fall in the Swiss franc, though initially beneficial to the 
Organization, might have serious consequences if it went too far. A rapid decline in the 
exchange value of a national currency and a high rate of inflation were often interrelated. 
If there were no US$ 20 million limit in paragraph 2 of the draft resolution, and the 
Director-General1 had to return all exchange rate savings, the result could be that the budget 
was underspent by USÍ 20 million-USÍ 25 million, and yet the programme would have to be 
curtailed because of insufficient funds being available to meet the unexpectedly high cost 
increases. Thus, the USÍ 20 million limit protected the programme. 

He agreed that the budgetary rates of exchange at which the regional budgets had been 
calculated early in 1984 were out of date. The dollar had risen fast but it could fall just 
as rapidly, arid no-one knew what exchange rates would be during the period of implementation 
of the 1986-1987 programme budget. If the accounting rates of exchange should fall below the 
budgetary rates, the Regional Directors had no way of meeting the additional costs; the only 
way would be to curtail the programme or ask the Director-General for more funds, which 
probably would not be available. Therefore, it was necessary that the Regional Directors 
should have the facility of retaining the first 10% of exchange rate gains； it was used not 
to increase the programme activities but rather to make up for currency fluctuations and 
inflation throughout the regions. A 10% margin was not excessive, since estimates of cost 
increases and decreases, including currency exchange costs, for the many countries of a 
region could not be very precise. However, it was true that some of the budgetary rates of 
exchange of the major regional office currencies were very much lower than the actual rates 
of exchange (up to 30% or 40% in some cases). It might be premature, however, for the 
Executive Board to make a recommendation on the matter to the Health Assembly at the present 
time. The Director-General would keep the matter under review, and if the dollar continued 
to rise would consider propos ing adjustments to the Health Assembly in May• 

Dr REID said that the Regional Committee for Europe had been concerned about exchange 
rate fluctuations. He therefore welcomed Mr Furth* s assurance that the Director-General 
would report on the matter to the Health Assembly. 

Dr SAVEL'EV (adviser to Professor Isakov) said that casual income should first and 
foremost be used to help finance the regular budget and reduce the contributions of Member 
States. The possible adverse effects of currency fluctuations should be covered by internal 
economies and redistributions within the budget. Experience had snown that the accounting 
rates of exchange used for the programme budget provided for a certain reserve, and those 
rates had been lower in the past few years than the actual rates of exchange• 

In response to a comment by Professor LAFONTAINE, the CHAIRMAIN said that the 
appointment of a committee of the Executive Board to consider certain financial matters prior 
to the Thirty-eighth World Health Assembly would be discussed under agenda item 23. 
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Mrs DE LA BATUT (alternate to Professor Roux) said that it was essential that the 

programme should be protected against inflation and the consequences of fluctuations in 
currency exchange rates. Therefore, she welcomed Mr Furth1s explanations of the solid basis 
on which measures to combat such consequences, and reconsider the budgetary allocations if 
necessary, were founded. She thought the idea of a committee to discuss financial matters 
prior to the Health Assembly a good one. 

Dr KO KO (Regional Director for South-East Asia) speaking of fluctuations in the Indian 
rupee exchange rate, said that the regular budget of the Regional Office for South-East Asia 
for 1986-1987 was US$ 7 000 000. If there was a gain of two rupees for each dollar, the 
total gain would be about US$ 1 200 000. If the gain were four rupees per dollar, the total 
gain would be some USÍ 2.4 million. However, at the present rate of increase in costs, he 
would be happy if he was able to implement the activities that had been planned without 
asking the Director-General for help. 

The CHAIRMAN, noting that there were no comments on the proposal to delete the last 
three lines of operative paragraph 2 of the draft resolution, asked Mr Boyer if he wished his 
proposal to be put to the vote. 

Mr BOYER (adviser to Dr Gardner) said that he would not insist on his proposal being put 
to the vote. In fact, if he remembered rightly, the same discussion had taken place at the 
seventy-first session of the Executive Board in January 1983 on those issues• 

Regarding the question of how much casual income was used, he said that some Member 
States would like as much as possible to be used immediately and not kept for a subsequent 
biennium. However, there was time for further revision and discussion before the actual 
adoption of the programme budget by the World Health Assembly in May. 

Mrs DE LA BATUT (alternate to Professor Roux) referred to operative paragraphs 4 and 5 
of the draft resolution. She found their contents a little unrealistic, in view of the 
budgetary cycles of many countries, and the fact that WHO wished to receive the contributions 
of Member States by the first day of the year to which they related. Budgetary constraints 
sometimes made it necessary to pay in instalments. It was realized that, as mentioned in 
operative paragraph 5， the timely payment of contributions enabled a considerable amount of 
interest to be earned (USÍ 21 million in 1984) but to use such an argument might be 
counterproductive in discussion with national budget authorities. 

In reply to Dr REID, who asked how matters that had been discussed at the current 
meeting could be reflected in the proposed committee to consider certain financial matters, 
the CHAIRMAN said that the Secretariat would make proposals under agenda item 23. 

He invited the Board to consider the draft resolution before it. 

The resolution vas adopted.丄 

Appropriation resolution for the financial period 1986-1987 (Document РВ/86-87, page 33) 

The CHAIRMAN invited the Board to consider the proposed Appropriation Resolution for the 
financial period 1986-1987, the text of which was given on page 33 of the programme budget 
document• 

Mr BOYER (adviser to Dr Gardner), saying that approval of the Appropriation Resolution 
implied approval of the programme budget as a whole, indicated that he strongly supported the 
substance of the programme proposals put before the Board. However, he had some concern 
about certain proposals for changes that had been put forward in the course of the Board1 s 
discussions. Some of those seemed rather political instead of being strictly within the 
framework of WHO* s health-for-all programmes; there were limitations to WHO1s resources, and 
the Board should exercise self-discipline in order to ensure that the Organization was not 
diverted from its appropriate technical track. However, he supported the general programme 
trends and the increased attention to regional and country programmes. 

1 Resolution EB75.R6. 
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It was the financing of the budget that raised problems. As many countries had 

difficulty in meeting their contributions, every effort should be made to reduce the level of 
assessments while protecting the programme. Questions such as what exchange rates were used, 
how cost increases were calculated, how such increases could be absorbed, and how to ensure 
the best use of exchange-rate gains had been discussed but warranted further reflection 
before the Thirty-eighth World Health Assembly took its decisions in May 1985. 

The basic question was why the increase in assessments was higher for 1986-1987 than it 
had been for 1984-1985. The rise from more than 4% to more than 6% affected every Member 
State. The increase was not related solely to casual income but also to other factors. A 
more conservative approach to exchange rates and the calculation of cost increases, as well 
as to the use of casual income, might serve to reduce the assessment level. 

There had been only limited discussion in the Board of the manner of calculating cost 
increases and of how to absorb the effects of inflation, as the subject was difficult for 
governing bodies to deal with in detail. The question warranted further review by the 
Secretariat before the Health Assembly, and he hoped it would be possible to make revisions 
that would lead to reducing the level of assessment• 

He could accept the proposed Appropriation Resolution, but his doing so should not be 
seen as a commitment about how it would be voted upon at the Thirty-eighth World Health 
Assembly. Between the end of the current Board session and the meeting of the Health 
Assembly the proposed programme budget and the comments of members of the Board would be 
thoroughly analysed in his own country； he hoped others would do likewise. 

Dr REID wondered whether he had correctly understood Mr Boyer to suggest that WHO was in 
some respects off-track and not concentrating adequately on health matters. He himself 
believed that WHO was generally considered the most effective and least politicized of the 
specialized agencies• 

Mr BOYER (adviser to Dr Gardner) explained that he strongly endorsed the activities 
proposed in the programme budget document and had only been referring to a few comments made 
by certain members of the Board about some of those activities. 

Dr SAVEL'EV (adviser to Professor Isakov) noted that the budget proposed for 1986-1987 
showed no increase in real terms over that for the preceding biennium. Nevertheless the. 
effect of inflation and statutory staff costs led to an increase of over 6% in the effective 
working budget, with a substantial impact on assessments. He thought that by the use of the 
available extrabudgetary funds it should be quite possible for the Organization to stabilize 
its budget without harming programme activities. He would therefore abstain from voting on 
the proposed Appropriation Resolution. 

Mrs DE LA BATUT (alternate to Professor Roux) thought that the Board could have 
economized on the resolution on casual income just adopted, since she understood that the 
figures would be brought up to date on a sounder basis and new solutions might be proposed to 
protect the programme. Revised calculations of cost increases, inflation rates and other 
factors might lead to a revision of the budget level and of the level of assessments. Those 
revisions would influence the way in which France would vote at the Health Assembly. 

The DIRECTOR-GENERAL felt that Mr Boyer1s remarks might be read as suggesting that the 
Secretariat was trying to find means to pad the budget. He would point out that, so far as 
exchange rates were concerned, he had been considered almost obsessive in his insistence on 
surrendering to Member States every dollar the Organization had happened to gain through 
rates favourable to it. Regarding the regional offices, there was no infallible mathematical 
formula by which to calculate the effect of rises and falls in the exchange rates that 
concerned them, and he had tried to present the situation honestly and to deal with it in the 
same way. There had never been the slightest intention of trying to make windfall profits 
out of favourable rates of exchange. 

In the matter of cost increases, some had felt that he had been too conservative, rather 
than the contrary, when deciding on what should be taken as the maximum increase. Reflecting 
on past experience, he was inclined to agree with that view. Certainly, it was incorrect to 
create the impression that he was attempting to pad the budget by allowing for too great an 
increase in costs. 
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Regarding casual income, the situation had been explained to the Board, with which the 

decision lay. He had merely tried to minimize the burden on Member States. 

Reference had been made to the committee of the Board that would consider certain 
financial matters prior to the Health Assembly. Its appointment would be discussed later, 
when the Board came to item 23 of its agenda. Meanwhile, he wished to make it clear that 
that committee had very limited functions and could not be made responsible for major 
decisions on the proposed programme budget and the very principles that underpinned it. 
Those decisions were the responsibility of the Executive Board as a whole, which had to 
decide now on the fundamental i s s u e s - what budget level and what level of assessments it 
would propose to the Health Assembly. 

Dr BORGOÑO agreed that the Board should proceed to its decision. All the financial 
cards were on the table； the programme activities had been extensively debated； and the 
proposed Appropriation Resolution should be approved. The points made by Mr Furth would have 
to be considered by the committee that would meet prior to the Health Assembly but they did 
not call the programme budget as a whole into question. 

Professor BAH said that, while the committee might well have to consider details of 
certain financial matters before the Health Assembly, it could not act for the Board as a 
whole on basic questions. 

Professor LAFONTAINE thought the Board was coming to the conclusion that the committee, 
if so empowered by the Board, might make any requisite last-moment adjustments to the budget 
on behalf both of the Board and of the Director-General. 

Dr REID, intervening on a point of order, said that the Board was starting to discuss 
matters that should properly be considered under item 23 of the agenda. That debate should 
not be anticipated: the Board should now restrict its attention to the proposed resolution 
before it. 

The CHAIRMAN invited the Board to vote on the proposed Appropriation Resolution for the 
financial period 1986-1987 to be recommended for adoption by the Thirty-eighth World Health 
Assembly. 

The proposed Appropriation Resolution was approved by 25 votes to none, with two 
abstentions•1 

Mrs DE LA BATUT (alternate to Professor Roux) explained that she had voted in favour of 
the resolution on the understanding that the Secretariat would revise certain bases of 
calculation. Her vote was without prejudice to any future vote. 

GENERAL POLICY REVIEW： Item 7.1 of the Agenda (continued from the twelfth meeting) 

The CHAIRMAN drew attention to the following draft resolution on regional programme 
budget policy, which had been prepared by the drafting group constituted at the twelfth 
meeting: 

The Executive Board, 

Recalling resolution WHA33.17 in which the Thirty-third World Health Assembly, 
inter alia： 

-decided to concentrate the Organization's activities over the coming decades on 
support to national, regional and global strategies for attaining health for all 
by the year 2000; 

-urged Member States to undertake a series of measures in the spirit of the 
policies, principles and programmes they have adopted collectively in WHO, 
including the tightening of their coordinating mechanisms so as to ensure the 
mutual relevance and support of their own health development strategy on the one 
hand and their technical cooperation with WHO and with other Member States of WHO 
on the other; 

1 Resolution EB75.R6. 
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-urged-the regional committees to increase their, monitoringcontrol and 
evaluation functions so as to ensure the proper reflection of national, regional 
and global health policies in regional programmes and the proper implementation 
of these programmes, and to include in their programmes of work the review of 
WHO1$ action in individual Member States within the regions; 

-requested the Executive Board to monitor on behalf of the Health Assembly the way 
the regional xonimittees reflect the Assembly's policies in their work； 

Bearing in mind resolution WHA34.24 in which the Thirty-fourth World Health 
'‘��Assembly, inter alia: ,.?i.； v ‘ , • 

-reiterated that WHO1s unique constitutional role in international health work 
comprises in essence the inseparable and mutually supportive functions of acting 
as the directing and coordinating authority on international health work arid 
ensuring technical cooperation between WHO and its Member States, essential for 
the attainment of health for all by the year 2000; 

-urged Member States to act collectively in order to ensure the most effective 
fulfilment by WHO of its constitutional fiinctioris arid the formulation by the 
Organization of appropriate international health policies, as well as principles 
and programmes to implement these policies, and to formulate their requests for 
technical cooperation with WHO in the spirit of the policies, principles and 
programmes they have adopted collectively in WHO; 

Anxious to ensure that optimal use is made of WHO* s limited resources at all 
organizational levels and in particular of the funds allocated in the regional programme 
budgets for cooperation with Member States； 

1. REQUESTS the regional committees: 

(1) to prepare regional programme budget policies that ensure optimal use of WHO1s 
resources at both regional and country levels in order to give maximum effect to 
the Organization1s collective policies; 

(2) to promote through such policies the further development of national 
strategies for health for all by the year 2000 and the self-sustaining growth of 
national health programmes that form essential parts of such strategies； 

(3) to facilitate through such policies the preparation of country programme 
budgets and the rational use of all national and external resources in pursuance of 
national health development; 

(4) to submit such policies for review by the Executive Board and the Health 
Assembly and to prepare the regional 1988-1989 programme budget proposals in 
accordance with them； 

(5) to monitor and evaluate the implementation of such policies with a view to 
ensuring that they are properly reflected in the Organization's activities in the 
region; 

2. REQUESTS the Director-General; 

(1) to prepare, in consultation with the Regional Directors, guidelines so that 
the regional committees can have a frame of reference within which to establish 
their regional programme budget policies and a system for monitoring them; 

(2) to continue to promote the mobilization of national and external resources for 
the implementation of strategies for health for all; 

(3) to report regularly to the Executive Board and the Health Assembly on the 
measures he has taken in connection with this resolution; 

3. DECIDES that the Executive Board shall: 

(1) monitor the preparation of the regional programme budget policies； 
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(2) monitor and evaluate on a regular basis the implementat ion of these policies 
and report thereon to the Health Assembly every two years in conjunction with the 
programme budget review; 

4. RECOMMENDS to the Health Assembly that it actively support the adoption of regional 
programme budget policies and that it closely monitor and evaluate their implementation. 

Dr REID succinctly introduced the draft resolution on behalf of the drafting group and 
indicated that paragraph 1(4) should be amended to read: 

"to submit such policies for review by the Executive Board and the Health Assembly and 
to prepare the regional 1988-1989 and subsequent programme budget proposals in 
accordance with them". 

The resolution, as amended, was adopted.1 

The meeting rose at 23hQQ. 

1 Resolution EB75.R7. 



TWENTY-FOURTH MEETING 

Tuesday, 22 January 1985， at 9h00 

Chairman： Professor J. ROUX 

1. MEMBERS IN ARREARS IN THE PAYMENT OF THEIR CONTRIBUTIONS TO AN EXTENT WHICH MAY INVOKE 
ARTICLE 7 OF THE CONSTITUTION： Item 11 of the Agenda (Document EB75/29) 

Mr FURTH (Assistant Director-General) said that the Director-General1 s report (document 
EB75/29) indicated that, as at 1 January 1985, the following eighteen Members had been in 
arrears for amounts which were equal to or exceeded contributions for two full years prior to 
1985: Burkina Faso, Burundi, Cape Verde, Central African Republic, Comoros, Democratic 
Kampuchea, Dominican Republic, El Salvador, Grenada, Guatemala, Guinea-Bissau, Mali, 
Mauritania, Paraguay, Peru, Romania, Saint Lucia and Zaire. 

The number of Members in arrears as at 1 January 1985 to an extent which may invoke 
Article 7 of the Constitution had continued the substantial increase that had already taken 
place in 1983 and 1984， when the numbers had increased to 15 and 14 respectively, from only 
four in 1982. No further payments had been received from the Members concerned since 
1 January 1985. 

Two further communications had been received giving indications of payment• The 
Government of the Central African Republic had informed the Director-General that payment 
arrangements were being made to transfer the sum of CFA francs 9 404 000 (approximately 
US$ 19 800 at the official United Nations rate of exchange for January 1985). That amount, 
when received, would be sufficient to remove the Central African Republic from the list of 
Members concerned. The Government of Guinea-Bissau had informed the Director-General that, 
with effect from January 1985, Guinea-Bissau would start to pay off its contributions. The 
arrears had been due to financial and foreign exchange difficulties• 

The Dominican Republic and Paraguay had not fulfilled the conditions previously accepted 
by the Health Assembly in respect of payment of instalments of consolidated arrears of 
contributions• 

At previous sessions, the Board had noted the report of the Director-General on the 
subject and had requested him to continue his contacts with the Members concerned and to 
submit his findings to the Committee of the Executive Board which would consider certain 
financial matters immediately prior to the Health Assembly. The Board had, in the past, 
decided that the Committee would then make recommendations to the Health Assembly on its 
behalf. 

In paragraph 9 of document EB75/29, the Director-General had assumed that the Board 
might wish to follow previous practice in that respect• Xn that event its decis ion would be 
so recorded. 

Dr REID observed that almost all the countries in question were suffering great problems 
of one kind or another; WHO should try to be accommodating and sympathetic• The 
Organization should follow the established practice and request the Director-General to 
encourage the Member States concerned to pay their contributions• The situation should be 
reviewed again before the Thirty-eighth World Health Assembly in May 1985. Many countries 
did in fact pay their contributions shortly before the Health Assembly. 

Dr NSUE-MILANG apologized for his late arrival at the Board session. He had been 
unavoidably delayed. 

Dr BORGOSO said that non-payment of contributions was a chronic disease which seemed to 
afflict the same patients every year. The trend was increasing - seven Member States had 
been in arrears as at 1 January 1979, and eighteen Member States as at 1 January 1985 - and 
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the measures taken to rectify the situation did not seem to work. At present, Article 7 had 
purely symbolic force, since it was never applied. Member States were entering into 
agreements and then failing to stand by them. It would be better to amend the Constitution, 
and possibly remove Article 7 altogether, than to threaten to apply it and then make an 
exception for every country. WHO should show greater strictness. Otherwise those developing 
countries which paid their contributions on time, despite their economic difficulties, would 
feel that they would enjoy the same rights and benefits whether they paid their contributions 
or not. 

He understood the difficult situation in the Member States in question, and some 
countries, such as the Central African Republic, had made an attempt to reduce their debt to 
WHO. Hôwever, certain countries in his Region were in arrears of payment both to WHO and to 
the Pan American Health Organization (РАНО). WHO should not appear to condone the 
non-payment of contributions: for instance, such countries should not be elected to 
designate a member of the Executive Board, because their countries had shown a lack of 
commitment to the Organization in failing to pay their contributions. 

It was pointless to use the same ineffective remedy on a seemingly incurable disease• 
Perhaps other Board members would care to make suggestions which could be submitted to the 
coming World Health Assembly if the situation had not improved by then. 

Mrs DE LA BATUT (alternate to Professor Roux) said that she shared Dr Borgoño1s 
concern. However, many factors contributing to the situation, such as economic constraints 
and foreign exchange imbalances, fell outside WHO1s purview； and higher contribution levels 
increased the difficulties experienced by developing countries. The Board might, albeit 
reluctantly, be forced to consider suspending the voting privileges of such countries. An 
exception might however be made in the case of least developed countries or those temporarily 
in difficult straits. As Dr Borgoflo had suggested, the non-payment of contributions might be 
considered as a disqualifying factor in elections for the Board. 

Dr Sung Woo LEE agreed with Dr Reid's remarks, but referred to the summary table of 
country and intercountry activities (pages 294-299 of the proposed programme budget) as 
showing that countries in arrears would continue to receive considerable sums from the 
regular budget• He submitted that the Board should abide stricly by the provisions of the 
Constitution when dealing with Member States that were more than three years in arrears in 
respect of contributions• 

Dr EL GAMAL said that it was precisely those countries which could not pay their 
contributions which needed the most help because of their unfavourable economic situation. 

Some countries listed in document EB75/29 were two years behind with their 
contributions, but others were three or four years behind. He considered that a 
constitutional limit should be set to the number of years a country could be in arrears, and 
that the limit should be firmly adhered to. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) said that the Organization should 
distinguish between those countries which had difficulties in paying their contributions but 
showed their willingness to do so, and those which the Director-General had contacted but 
which had not even taken the trouble to reply. 

Professor BAH said that countries were often willing to pay their contributions but were 
unable to do so because of governmental instability, which had an adverse effect on the 
economic situation and the convertibility of their currency. For instance, he believed that 
in Burkina Faso, the Minister of Health had changed three or four times in two years. WHO 
should show sympathy for such countries. The Director-General should urge them once more to 
pay their contributions； further action could be envisaged if that request had had no effect 
by the time of Health Assembly in May 1985. 

Mr FURTH (Assistant Director-General) said that many of the countries at present on the 
list of countries in arrears for two years or more would probably have paid sufficient 
contributions by the time the Health Assembly met in May 1985 to be removed from the list• 
As at 1 January 1984, 14 Member States had been on the list, but by the time of the opening 
of the Health Assembly in May 1984, the number had been reduced to three, and by the time 
that resolution WHA37.7 in respect of members in arrears in the payment of their 
contributions to an extent that may invoke Article 7 of the Constitution had been adopted, 
only two countries, Comoros and Romania, had remained on the list. 
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Article 7 of the Constitution did not specify the length of time a country should have 
been in arrears before measures could be taken against it. In resolution WHA8.13 (May 1955) 
the Health Assembly had decided that countries which had been in arrears for two full years 
or more could be considered for the application of Article 7 of the Constitution. 

Document EB75/29, Annex 1， showed that the eighteen Member States in question owed a 
total of US$ 1 097 353 for 1984. However, document ЕБ75/19, Addendum 1, showed that, in 
respect of contributions to the 1984 effective working budget, 25 Member States had made only 
partial payments and 49 had made no payment at all, including countries such as Argentina, 
Brazil, the Islamic Republic of Iran, Poland and Venezuela, each of which owed more than 
USÍ 1 million. A total of US¿ 14 281 246 in contributions was outstanding on 
31 December 1984 for the 1984 effective working budget. Non-payment by those 74 countries 
had a much more serious impact on WHO1s finances than the non-payment by the 18 countries 
which were at present more than two years in arrears. 

As at 31 December 1984, only 84 Member States had paid that year's contributions in 
full, and many of them had done so very late in the year. By 30 September 1984, only 58.09% 
of the contributions due to the effective working budget had been paid. More than 
USÍ 97 million in assessed contributions were still outstanding on that date. The Board 
should continue to press for payment by those 74 countries which were more than one year in 
arrears in the payment of their contributions, and not merely concentrate on the 18 Member 
States listed in document ЕВ75/29. The Board and Health Assembly should also encourage 
Member States to pay their contributions early in the year. Failure to do so would result in 
reduced casual income earned by the Organization and thus in increased assessments for all 
Member States. 

Dr REID welcomed the reference to the importance of prompt payment, the provisions for 
which were also frequently neglected. Although the matter might come up for discussion under 
item 18 of the agenda (Review of the Working Capital Fund), he would point out at once that 
requests for prompt payment of contributions had brought few positive results, with the 
consequence that much casual income that could have been earned by the Organization through 
interest was lost every year. The Board should deal much more strictly with defaulting 
countries, and the issue should perhaps be fully debated at a future Board session. It would 
be useful at that time to have information on the pattern of payment of contributions, in 
order to determine which countries fell behind only occasionally and which made a persistent 
practice of late payment• The issue of prompt payment was - he insisted - far more important 
than the item currently before the Board. However invidious it might be to single out one 
country, he believed that Romania might be exhorted more strongly to pay its arrears of 
contributions, since it owed an appreciable sum to WHO and was in a different situation from 
that of most other countries on the list• 

The DIRECTOR-GENERAL agreed with Dr Reid that the issue of prompt payment of 
contributions could be further discussed under agenda item 18. It was a fact that Member 
States which paid their contributions early in the year contributed to generating more casual 
income which was used to help finance the budget and thereby reducing the assessed 
contributions of Member States• 

Negotiations were in progress in respect of Romania1s arrears of contribution, and it 
was hoped that the situation would improve before the Health Assembly, 

One speaker had referred to countries that were in arrears but were still receiving a 
substantial amount of assistance under the regular programme budget. Although in accordance 
with Article 7 of the Constitution the Health Assembly might suspend voting rights and 
services in the event of non-payment, one should not forget that WHO existed to serve 
people; there should be no question of suspending services which benefited people1s health, 
whether their government had paid its contribution promptly or not• 

Dr BORGONO concurred with Dr Reid on the importance of prompt payment： it was a matter 
of principle, established in the Constitution. He fully endorsed what the Director-General 
had just said. But there were degrees of non-payment. As Dr El Gamal had suggested, 
countries which had been in arrears for three or four years might oe treated differently from 
those which had been in arrears for shorter periods. The Board must show its concern about 
late payment or non-payment of contributions, but the present measures were having no 
effect. What was the reasoning behind Article 7 of the Constitution? Of course, there might 
always be humanitarian or other reasons why it should not be applied； perhaps it would be 
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better to abolish that Article altogether? At present, the situation had reached a 
deadlock; a solution should be found which would serve the Organization1s best interests. 

The DIRECTOR-GENERAL said that Article 7 of the Constitution would in fact apply to any 
Member State which paid its contribution late regardless of the length of time involved. He 
therefore believed that all cases of late payment or non-payment could be considered 
together. The Board might recommend that the Health Assembly should take a firmer stand on 
the subject of financial arrears• 

Mr BOYER (adviser to Dr Gardner) said that Mr Furth had suggested that the two-year 
arreeragas of 18 Member States were not important because the amount of money was in fact 
quite small. He himself thought that one logical response to this point might be to 
introduce a weighted voting system. In other words, the votes of Member States would be 
weighted according to the size of their assessments, at least in voting on budgetary 
questions• That might not be possible under present regulations and constitutional 
provisions, but appropriate corrective steps might be taken. 

Mr FURTH (Assistant Director-General) said that the payment of arrears of contributions 
by the 18 Member States under discussion was important, but the arrears of other Member 
States were of greater financial consequence• According to Article 5.6 of the Financial 
Regulations of WHO, as at 1 January of the year following the year in which a contribution 
was due, the unpaid balance of a country1 s contribution should be considered to be one year 
in arrears. Many Member States were thus in breach of the Financial Regulations, and their 
non-payment had a great effect on the finances of the Organization. The Constitution made no 
distinction as to the length of time a country was in arrears； that distinction had been 
made by the Eighth World Health Assembly and could, as easily, be changed at the 
Thirty-eighth Health Assembly. 

Dr Sung Woo LEE observed that the lowest percentage assessment for Member States -
0.01% - amounted to some USt 50 000 in the proposed budget for 1986-1987. He did not 
consider that amount to be exorbitant, especially when it was borne in mind that various 
expenses, such as the travelling expenses of ministers of health to regional committee or 
Health Assembly sessions, were paid by the Organization. 

The CHAIRMAN understood that two suggestions had been put forward during the 
discussion. The first was that the whole issue of late payment and non-payment should be 
exhaustively examined• The second was that the Director-General should be invited to 
continue his contacts with the Member States concerned and to submit his findings to the 
Committee of the Executive Board which was to consider certain financial matters prior to the 
Health Assembly. The Committee would then make recommendations to the Health Assembly on 
behalf of the Board. Some Member States would probably have paid their contributions by 
then. 

Dr BORGOHO agreed with those suggestions, and asked to be provided as soon as possible 
with a list of those Member States which had paid their contributions on time and those which 
were one year in arrears. 

Mr FURTH (Assistant Director-General) said that document EB75/19, Addendum 1, which 
would be discussed under agenda item 18, contained a table on the status of collection of 
contributions in respect of the 1984 assessments, and that table indicated those countries 
which were one year in arrears, i.e., which had not paid their contributions by 31 December 
1984. The Committee of the Executive Board would receive the information on the situation as 
at 30 April 1985. 

Decision; The Executive Board, having noted the report of the Director-General on 
Members in arrears in the payment of their contributions to an extent which may invoke 
Article 7 of the Constitution,丄 requested the Director-General to continue his 
contacts with these Members, and to submit his findings to the committee of the 
Executive Board which is to consider certain financial matters prior to the 
Thirty-eighth World Health Assembly. That committee would then make recommendations to 
the Health Assembly on behalf of the Board.2 

1 Document EB75/29. 
2 Decision EB75(4). 
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2. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT) : Item 12 of the 
Agenda (Resolutions WHA34.36, para. 5(2)， and WHA35.23, para. 6; Document EB75/13) 

Dr KHANNA (Health for All Strategy Coordination) said that the rich and exhaustive 
discussions within the Board over the past several days had covered many of the points 
contained in document EB75/13. She would therefore highlight only some aspects and issues. 

The report was a combination of the Director-General1 s annual report to the Executive 
Board on the implementation of the Global Strategy for Health for All and his short interim 
report to the World Health Assembly, in odd-numbered years, on significant developments in 
WHO1s programmes during the past year. The Director-General had decided to amalgamate those 
two reports with a view to rationalizing his reporting to governing bodies and ensuring that 
his report on significant matters concentrated on the progress made and problems encountered 
in implementing the Strategy for health for all• That was quite logical because, as the 
objectives of WHO became focused on the mainstream of activities required to implement, 
monitor and evaluate national strategies, the Organization1s activities must be seen as no 
more than means and tools whose utility and effectiveness should be measured against Member 
States1 progress towards their collective goal. 

The report was based mainly on information received from WHO regional offices and 
headquarter programmes rather than directly from Member States. It might therefore reflect 
the Organization's perspective on progress, although it was hoped that there was in fact no 
difference between the perspectives of Member States and those of the Secretariat. To judge 
by earlier comments by members of the Board that would seem to be true. The report on the 
evaluation of the Strategy, due in 1986 and which would be derived mainly from information 
provided by Member States, would give a further answer to any remaining doubts. As would be 
noted, the information presented was selective and could only be a superficial attempt to 
discern evidence of progress or, at least, of the right kinds of action. It was perhaps 
appropriate at that point for her to express her gratitude to the Regional Directors for 
sending detailed information on the work of WHO in their respective regions. 

In 1984， the Seventh General Programme of Work had become operational, with its major 
thrust directed at promoting and strengthening health systems, based on primary health care, 
for the delivery of health programmes making use of appropriate technology and having a high 
degree of community involvement. An area of overriding concern, where increased action had 
also been evident during 1984， was the organization and strengthening of health 
infrastructure for the delivery of health services. Three of the regional committees had 
selected related items for technical discussions： innovations in primary health care within 
the community in South-East Asia； increasing the operational capacity of the health services 
for the attainment of the goal of health for all by the year 2000 in the Americas, and 
intersectoral collaboration in health development in Europe. Special mention must be made of 
the continuing search for innovative and locally appropriate approaches for primary health 
care development, as referred to by the Regional Director for South-East Asia in his 
reportSeveral Member States had critically reviewed their primary health care systems 
with a view to identifying the main constraints and difficulties as well as successful and 
innovative approaches, and had shared findings and experiences at several intercountry 
meetings and consultations at regional and interregional level• Some examples were given in 
section III of the report• 

Another area of continuing concern to Member States was the strengthening of the 
managerial capacity of health systems. Many activities undertaken by Member States and 
supported by WHO, referred to on pages 6 and 7 of the report, were evidence of such concern. 
Member States were searching for new and pragmatic approaches to planning, management, and 
information support also, which could be applied in a variety of political, social and 
administrative settings• The need for the development of pragmatic and management 
approaches, including training of top- and middle-level managers, to give effect to 
health-for-all policies was evident. While technological gaps existed, there was also a lack 
of systematic application of known and well proven managerial principles• Problems of" 
decentralization, intrasectoral coordination and generation of adequate financial resources 
continued to be tackled, and examples of those efforts were highlighted in section III. 

While increased efforts to involve communities and other sectors could be noted, 
progress in those areas still remained very slow. Decentralization and delegation of 

1 Document EB75/7, para. 19. 
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authority (including resources) to communities and new and courageous mechanisms for 
involvement of other sectors at peripheral levels, were needed. Some innovative experiences 
in those areas had begun, such as the one in Thailand referred to by Dr Sudsukh. One 
encouraging sign was the recognition of further and specific research and development in 
those areas. The role of women was particularly important and had been the subject of 
discussion in all regional committees in 1984. Member States and WHO might wish to explore 
further ways to realize that enormous potential. When the Board came to examine the subject 
it might wish to make specific recommendations to that effect• 

While infrastructure development had been of overriding concern to most Member States, 
delivery, by the infrastructure, of key primary health care elements had also continued to 
occupy their attention； progress had been achieved, and was briefly highlighted in 
section IV of the report. Aspects that had continued to receive much attention included; 
the increase in coverage to reach underserved, vulnerable and disadvantaged population 
groups； coordinated delivery of primary health care elements in a more efficient and 
comprehensive manner; the need to strengthen the support systems and equip the population as 
well as health workers with adequate knowledge and skills so that they could mutually 
reinforce each other1s action. Many activities carried out by Member States and WHO 
reflected those concerns. WHO had also continued to support research in the development and 
application of simple and appropriate technologies, as highlighted in section V of the 
report• An important outstanding issue remained - how to finance those expanding commitments 
in the face of diminishing resources, and how to mobilize additional financial resources both 
nationally and internationally. Section VI made reference to some related activities. The 
Board would have an opportunity at its seventy-seventh session to examine the subject of 
economic strategies to support health for all and to make concrete recommendations. 

On the subject of mobilization of resources, reference must be made to the role of 
community, voluntary and nongovernmental organizations and of the private sector. In that 
connection it was hoped that when the forthcoming Health Assembly came to discuss the role of 
nongovernmental organizations in the Strategy for health for all, some innovative and 
challenging proposals would emerge. Many examples of intercountry cooperation and 
coordination within the United Nations system and with other international organizations had 
been given when the Regional Directors had introduced their reports. Sections VII and VIII 
of the report further highlighted some of those activities. 

Reference should also be made to forthcoming strategy evaluation. It appeared from the 
preparatory activities by several Member States that they were taking their responsibility in 
that area more seriously. Member States were expected to complete the first evaluation by 
March 1985. The Executive Board in January 1986 would thus have an opportunity to review the 
progress and effectiveness of the Strategy in the perspective of Member States. 

In conclusion, three crucial issues emerged from the review； the continuing need to 
strengthen the managerial capacity of health systems, including information support； the 
search for more effective ways to bring about reorientation of health systems based on 
primary health care； and the need to involve the community and other sectors more 
effectively. In all those areas systematic application of pragmatic and innovative 
approaches, accompanied by training and education activities, were required. 

As would be noted, the report had not attempted to cover all activities of WHO, some of 
which would be the subject of more detailed reporting in the Director-General1s biennial 
report on the work of WHO in 1984-1985. The present report attempted primarily to reflect on 
progress in the implementation of the health-for-all strategy and highlighted significant 
supporting activities of the Organization towards that end. 

Dr QUAMINA congratulated the Director-General and Dr Khanna on an excellent report. She 
had been pleased to find in it a synthesis of the detailed programmes discussed in connection 
with the proposed programme budget. After reading the report, she had the impression that 
certain areas required further emphasis, including health manpower development, which lay not 
merely in the hands of the ministries of health and health administrators but was bound up 
with the labour policies of government itself, and affected training institutions from 
primary school level right through to university. Those working in the health sector must 
concern themselves more with government labour policies not only in their health-related 
aspects but in their relation to the whole concept of developing a national work force 
attuned to health for all. The change in strategy from traditional, established health 
services to the new concepts meant retraining manpower, and that was extremely difficult 
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because of entrenched attitudes and the rigidity of professional roles. In fact, the matter 
of health manpower development constituted one of the greatest obstacles to be overcome. 
Although the report did cover that matter, it deserved to be stressed because - she 
submitted - not all of its aspects had been brought out during the Board1 s budget discussions. 

The other two areas where all Member States seemed to be having problems were those of 
intersectoral coordination and of community participation. There it was a matter of looking 
at the efforts of other Member States, learning from one another - and from mistakes - and 
always maintaining the courage to move ahead. They were not areas where efforts could be 
abandoned simply because of the difficulties involved. There could be no one way to achieve 
either intersectoral coordination or community participation: each Member State must work 
out a procedure for itself. 

Section VI of the report, on the mobilization of resources, was most useful. There 
should be general awareness of the many agencies which were interested in health; 
headquarters and the regional offices alike should be utilized to obtain the sort of 
assistance required, whether from bilateral agencies, organizations of the United Nations 
system or nongovernmental organizations, in order to make the best use of available resources 
and ensure that the resources tapped were the most appropriate for the purpose for which they 
were intended. 

Dr JAKAB (alternate to Professor Forgács) congratulated the Director-General on his 
excellent report, which not only described activities during the first year of the biennium 
but also indicated progress achieved by Member States in the implementation of the 
health-for-all strategy. The new type of progress report was much more dynamic than a mere 
description of activities. Its main strength lay in its sincerity and objectivity. 

Results had already been achieved in the implementation of the strategy but much 
remained to be done in the years up to 2Ü00, and there were no grounds for optimism. The 
monitoring and evaluation process, collectively agreed upon, was of vital importance to 
success. Common goals could not be attained unless Member States devoted themselves to that 
process. 

A collective health policy had been established in the European Region in the form of 
the regional target document in support of the European regional strategy for health for 
all. At the most recent session of the Regional Committee a regional list of indicators, 
both essential and optional, which included the 12 global indicators, had been accepted； 
there was also a plan of action up to the year 2000, Such efforts, however, would be in vain 
unless countries which had not yet done so formulated their long-term health policies and 
improved their health information systems. Without an adequate health information system the 
monitoring process was doomed to failure. WHO should do its best to assist Member States in 
that respect. The efforts of the Regional Office for Europe in assisting some of the Member 
States to formulate national strategies were very much appreciated. It was extremely 
important to plan activities in advance on the basis of national priorities, available 
resources, and regional targets adapted to national characteristics. The importance of 
cooperative medium-term programmes of WHO and Member States should be emphasized in that 
connection in order to provide a flexible method for planning activities. Such activities, 
as also the selection of priorities, were becoming increasingly important as time became 
shorter. Countries with planned national economies and planned policies in all sectors were 
at an advantage in implementing health-for-all strategies• 

Obviously, tremendous importance was attached to efforts by WHO to improve maternal and 
child health. They must be continued in most parts of the world to ensure implementation of 
the goals set for the United Nations Decade for Women# WHO had always played an extremely 
positive role in that respect and should continue to do so in the future. 

The reorientation of health services was of basic importance because the Organization1s 
strategy was based on primary health care in the broadest sense of term. She called the 
attention of the Board to the efforts of the Regional Office for Europe to help countries 
reorient their health services through study tours for their health leaders to Member States 
that had long experience in the field and well-developed primary health care systems. 
Hungary had received such delegations and would be pleased to continue to share its 
experience in the future• 

She stressed the importance of the countrywide integrated noncommunicable disease 
programme, of which no mention had been made in the report y even though two successful 
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meetings had taken place during the period under review - one in Brioni, Yugoslavia, and the 
other partly in Copenhagen and partly in Moscow, The programme was the most important one in 
the European Region; in countries where multisectoral cooperation and community 
participation were still a problem, it could represent a first step towards strengthening 
such efforts. 

Mr GRIMSSON congratulated the Director-General on his report and Dr Khanna on her 
presentation of it. He drew attention to the noncommunicable disease programme, already 
mentioned by the previous speaker, and suggested that it might have been appropriate to refer 
in paragraph 81 of the report to the plan of action for a community-based integrated 
programme for the prevention of noncommunicable diseases under which long-term collaborative 
agreements had been concluded between WHO and eight European Member States. He assumed that 
reference would be made to it in the full biennial report, which he would await with interest. 

Dr BORGONO joined previous speakers in congratulating the Director-General and Dr Khanna 
on the report and its presentation. There were a number of aspects which had not been 
mentioned during the budget discussions and which it might be appropriate to consider under 
the present agenda item. He drew attention to the importance of cooperation among developing 
countries in order to achieve health for all through effective implementation of the main, 
primary health care strategy. Several efforts were being made in that direction in the 
Region of the Americas and elsewhere which might be indicative of the depth and impact which 
collaboration might have. He was not referring to educational collaboration, which had been 
going on in the Region of the Americas for some time, but to coordinated action to jointly 
tackle common health problems from the point of view of both development of infrastructure 
and implementation of specific programmes• 

Referring to the mobilization of financial resources, he said that it was clear from 
discussions that the so-called least developed countries faced very fundamental problems； 
priority in the generation of and search for financial resources should be accorded them by 
whatever means - special fund or other - the Director了General might find most appropriate. 
As Dr Tadesse had already said on several occasions, a permanent effort must be made to 
create and consolidate a health services infrastructure in those countries• 

As regards coordination within the United Nations system, the efforts being made by WHO 
were highly commendable. He was nonetheless concerned lest, in the eagerness to achieve 
something, undue pragmatism might lead to losing sight of the aira of the Alma-Ata 
Declaration. He hoped that the Organization would make that point clear and would ensure 
that nothing undertaken at the present time was regretted in the future. 

He agreed with Dr Quamina that there were difficulties in securing community 
participation that there was no single way of overcoming; each country had to tackle them in 
accordance with its own reality. A great deal had been said about the subject but the little 
that had been done had tended to be no more than provisional. 

Concerning intersectoral cooperation, he understood from the Director-General1 s remarks 
during the discussion on the programme budget that such cooperation was to be discussed more 
comprehensively with a view to its becoming reality, i.e., that ministries of health would 
establish the intersectoral links that would make it possible to tackle health problems in 
all their aspects. 

It was true that there had been delays in monitoring and evaluation. The coming year 
would be crucial in establishing what the real situation was, so that measures could be taken 
to correct defects and improve efforts. He believed that it was preferable to have some 
information - even if it was neither wholly reliable nor complete - than to have none at 
all. Tti'ere was always the hope that it would rapidly lead to the obtention of the complete 
and reliable information required for monitoring and evaluation. 

Dr HAPSARA also congratulated the Director-General on an excellent report, and Dr Khanna 
on her clear introduction. The measure of success achieved in implementing the Global 
Strategy for Health for All was the result of a long effort, which had begun as early as 1975. 

He believed that there were four main points that should be borne in mind in reviewing 
progress made： (1) achievements should be seen in a long-term perspective； (2) due emphasis 
should be given to application of the principle of equity； (3) in view of the increasing 
demands made on the health services, on the one hand, and, on the other, the limited 
resources available, care should be taken in selecting priorities； and (4) manpower 
development and the managerial process should be given special emphasis. 
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Turning to specific points in the report, he suggested that a deeper analysis and fuller 
explanation of the problems of community involvement (paragraphs 36 and 37 of the report) 
would help to improve understanding of the subject. Intersectoral coordination 
(paragraphs 38-41) could be more fully explored； and health research policy, dealt with in 
paragraph 105, could also be expanded. In the second sentence of paragraph 6, after the 
words "evaluation of strategies", the words policies and plans for action11 should be 
inserted, to make it clear that not only strategies were involved in the evaluation. In 
paragraph 15, the phrase concerning Indonesia (third sentence) should be expanded to read 
"development of an integrated family welfare 1 package1, based on the restructuring of health 
services, in Indonesia"; and finally, the beginning of the fifth sentence of paragraph 25, 
should be amended to read: "Indonesia formulated a long-term health development plan, and 
formulated and tested a national health insurance scheme11 • 

Professor ISAKOV expressed his appreciation of the report, which dealt with one of the 
most important subjects on the Board1s agenda； he particularly welcomed the important 
information given in sections II to VII, section III (Development of health systems) being 
crucial to the implementation of programmes. The report was a useful addition to two earlier 
reports on the subject, the first by the Board itself, and the second by the 
Director-General, submitted for consideration at the Thirty-seventh World Health Assembly.^ 

Those three reports taken together made possible a critical assessment of the work being 
carried out by WHO and its Member States, an assessment which led to the conclusion that 
there was a considerable variation in the rates of implementation of measures for achievement 
of the goal of health for all in the various countries. If that goal were really to be 
attained, the Organization and its Member States together must actively promote global 
implementation of all the programmes described in the document• 

Dr KOINANGE said the report showed that satisfactory progress had been made towards 
implementation of the Strategy, and he welcomed its conclusions• However, world developments 
in recent years had been discouraging. Only two years after the Alma-Ata Conference (1978) a 
serious economic recession had begun, continuing through 1983 and 1984, with serious effects 
on the developing countries• Africa in particular faced rapid inflation and acute 
socioeconomic difficulties which were likely to continue for some time• The drought had 
brought misery and suffering on a scale that needed to be seen to be realized. Crops had 
failed, domestic animals had died, and malnutrition had become widespread, leading to the 
onset of diseases, and thus a vicious circle had been established. Even under the best 
possible conditions it would take several years for that situation to be reversed; none of 
the countries affected would be able to recover on its own: all would need outside 
assistance. 

Against such a background, WHO would be betraying its resolve to achieve health for all 
by the year 2000 unless it took definite action. The very special situation facing not only 
countries in Africa but also other countries of the developing world called for an unorthodox 
approach. In addition to the activities that had been discussed under the proposed programme 
budget, which must continue uninterrupted, a special fund or account should be set up to 
assist countries in particular need. If that were not done, the otherwise excellent chances 
of achieving the goal of health for all by the year 2000 would be compromised. 

Dr HASSOUN (alternate to Dr Al-Taweel) also congratulated the Director-General on the 
excellent report. He commended the Regional Director for the Eastern Mediterranean on his 
initiative in requesting the countries of the Region to appoint high-ranking health officials 
to act as focal points between WHO and the countries, in order better to follow the progress 
made in implementing the health-for-all strategy. Iraq1s focal point officer had recently 
had a meeting with staff at the Regional Office, where he had discussed the need to recruit 
an expert in health programming； it was hoped that that expert would be appointed as soon as 
possible. 

One of the main themes of the current session of the Board had been the need for the 
training of health leaders, a concept introduced by the Director-General. The importance of 
training such leaders, as a means of support and promotion of global strategies for health 
for all, could not be overstressed• 

He urged that the International Year for Peace (1986) should focus efforts for peace not 
only on words but on realization, thus making possible also the attainment of health for all. 

1 Document WHA37/1984/REC/1, Annex 3. 
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Dr XU Shouren said that the report showed that headquarters, the regions and Member 

States together had done a great deal towards making the goal of health for all a reality. 
However, it should be realized that the target date for accomplishment of the Strategy was 
getting nearer day by day, and many arduous challenges were still to be faced. He suggested 
that WHO should promote long-term, mid-term and short-term programmes in Member States, 
mobilizing resources effectively and using them to the full. In order to gain experience, 
widely differing countries should be selected to test such measures. It was crucial to 
further strengthen health systems based on primary health care, and he hoped more could be 
done in that direction. 

He asked what the Organization intended to do in view of the worsening social and 
economic situation faced by many African countries, which would be bound to affect the 
implementation of the Strategy. He supported the proposal that WHO should establish a 
special fund to help the least developed countries in that regard. 

Dr ADOU, commending the report, stressed that in striving to reach the objectives of the 
Strategy, economic means were just as essential as political will. He therefore supported 
the proposal that the efforts of Member States should be reinforced by the setting-up of a 
special fund. He asked what concrete steps could be taken in that connection. 

Mrs DE LA BATUT (alternate to Professor Roux) also thanked the Director-General for what 
should surely be considered as a basic document• In paragraphs 22-29 (Managerial process, 
including information support) she had noted the special attention paid in the Region of the 
Americas and in the South-East Asia Region to the economics and financing of health work, and 
to collaboration with social security institutions. That was an area of the greatest 
importance, since the role of health in development required other sources of financing 
besides ministries of health. Paragraph 30 (under "Human resources development") referred to 
the lack of involvement of those affected by policies and plans in their formulation, as 
noted at the interregional consultation held in Indonesia in October 1984. That was 
undoubtedly a problem； what solutions had been proposed? It would appear that some caution 
was needed in formulating policies and plans: if those plans were not matched by a genuine 
will and commitment on the part of countries, and if measures were taken too rapidly, with 
undue reliance on outside experts, the desired objective would not be achieved. 

Professor LAFONTAINE also commended the report• Difficulties should not halt efforts to 
achieve the goal; the Strategy was of the highest importance, regardless of the target date 
for its implementation. 

He stressed the need to convince the younger generation of the need to continue the work 
that had been begun： not only those who were or would become leaders, but young people and 
schoolchildren generally, in whom the concept of health for all and primary health care 
should be inculcated very early. He supported the proposal for the creation of a special 
fund to support health-for-all strategies in the least developed among developing countries. 

Dr TADESSE recalled that resolution WHA37.17 had requested the Director-General to 
ensure the provision of support to Member States for the implementation, monitoring and 
evaluation of the Strategy, especially in countries where the needs were greatest, and to 
call on the developed countries to provide urgent technical and economic support to 
developing countries• The Board1 s report to the Thirty-seventh World Health Assembly on 
monitoring progress in implementing health for all strategies had noted a large gap between 
what developing countries needed to launch their strategies, and what was actually available. 

Recent alarming trends in the economic and health situation of many developing 
countries, particularly the least developed among them, had been aggravated by natural and 
man-made disasters• The already vulnerable economies had been strained to ensure the 
physical survival of their peoples； even if the threat to survival was averted, the current 
critical situation might jeopardize the implementation of health strategies. 

He supported the proposal that a special fund should be set up as a means for all Member 
States to help mobilize new financial arid technical resources to enable such countries to 
pursue their goals. The fund would replace the present Special Account for Assistance to the 
Least Developed among Developing Countries, under the Voluntary Fund for Health Promotion. 
It would not compete with, or supplant, other mechanisms for the mobilization and transfer of 
resources for health development. However, it would help to highlight the dramatic problems 
facing the least developed countries and give the Director-General more flexibility to 
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initiate a rapid and appropriate response to their needs. It would receive contributions 
from governments and from national, international and regional banks, as well as from 
nongovernmental and private organizations, and would be managed along the same lines as the 
Special Account, concentrating on the creation of special infrastructures. He urged the 
Board to study the proposal with a view to submitting it to the Health Assembly, 

Dr OTOO commended the report for its concise account of progress in implementing the 
health-for-all strategy. It was clear that there were different approaches and different 
levels of achievement in the different regions； for example, the managerial process did not 
seem to have met with success in the African Region, owing to inadequate basic infrastructure 
for the training of personnel. Progress in the organizing of health systems on the basis of 
primary health care also appeared to have been slow. That situation could be attributed to 
the unstable economic conditions in the Region, caused by a series of disasters. 

A special effort should be made by WHO to mobilize resources to assist such countries to 
organize their health systems on the basis of primary health care and to develop the 
necessary infrastructure. He, too, favoured the setting-up of a special fund, to assist 
countries in implementing health-for-all strategies. 

Professor BAH recalled the enthusiasm and hope with which the African developing 
countries had fought for their independence and subsequent development, the historic 
undertaking at Alma-Ata, and the subsequent efforts by countries to reorganize their health 
systems with a view to attaining the goal of health for all by the year 2000. But the 
deterioration in terms of trade, the oil crisis and, more recently, drought and other 
disasters, called for renewed effort. A special fund, with procedures decided upon by the 
Secretariat and approved by the Executive Board, should enable the Director-General to act 
with flexibility and speed, unhampered by bureaucratic procedures, to help countries in need 
to resume their march forward and gradually to dispense with external assistance, thereby 
preserving their dignity, 

Dr Sung Woo LEE， commending the report, expressed his gratitude to the Regional Director 
for the Western Pacific for the assistance provided to the countries of the Region and to 
UNICEF for its collaboration with WHO. He expressed concern that, seven years after the 
Declaration of Alma-Ata, a note of pessimism was being sounded as to the possible achievement 
of the goal of health for all by the year 2000. He therefore favoured the provision of 
regular or extrabudgetary funds for assistance to countries that were unable to attain that 
goal, in the pursuit of which the political will of Member States was crucial. 

Dr BELLA joined previous speakers in congratulating the Director-General on his report 
and endorsed the statements made by Dr Koinange, Dr Adou and Professor Bah. 

Dr REGMI, also commending the report, said that while some progress had been achieved in 
implementing the Strategy for health for all, success or failure lay in community 
involvement, where very little progress had been noted, no doubt because of the deteriorating 
economic situation. An eminently practical approach was therefore needed, failing which the 
task might remain unfinished. He was hopeful, however, that in his life-time the "temple of 
health" would become a reality. He requested the Director-General to consider mobilizing 
external resources to make the special fund referred to by previous speakers available to the 
developing countries, particularly the least developed among them. 

Professor JAZBI drew attention to resolution WHA37.17 and to the report of the Executive 
Board to the Thirty-seventh World Health Assembly on monitoring progress in implementing 
strategies for health for all.1 The critical economic and health situation of many 
developing countries, especially the least developed among them, further aggravated by 
natural or man-made disasters, might jeopardize the implementation of their national 
strategies for health for all, even if the immediate threat to survival was averted. Further 
concerted and cooperative efforts on the part of Member States and the mobilization of new 
financial and technical resources were therefore needed to ease the burden on the health 
development of those countries and enable them to pursue the goals of health for all by the 
year 2000. 

One of the means to that end would be the establishment of a special fund as proposed, 
and he reiterated the details of that proposal as enumerated by Dr Tadesse. 

1 Document WHA37/1984/REC/1, Annex 3. 
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Dr MAKUTO expressed his full support for the suggestion and hoped it would meet the 
unanimous approval of the Board. 

Dr NSUE-MILANG also supported it; the least developed countries were in a critical 
situation which precluded the establishment of health infrastructures in compliance with the 
Declaration of Alma-Ata. 

Dr HAPSARA also favoured the establishment of a special fund. 

Dr QUAMINA said that it was increasingly clear that many Member States, despite their 
commitment to the goals of health for all, did not have the necessary resources to meet 
them. She agreed with Professor Bah that those countries needed assistance that in no way 
compromised their national dignity. That should be recognized by the Board in a spirit of 
friendship and justice, and she supported the proposal that a special fund be established 
which would attract contributions from governments, financial institutions and private 
organizations and would be used by the Director-General specifically to provide assistance to 
the less developed States• She suggested that a draft resolution should be prepared to that 
effect. 

Dr KHALID BIN SAHAN, commending the report for its comprehensive coverage of major 
issues, drew attention to paragraph 122 with its emphasis on the slow rate of progress in 
community involvement and intersectoral coordination and cooperation. Ways must be sought to 
convince other agencies and sectors of health priorities, and to improve relations with them. 

The economic recession, and budgetary cuts, were affecting the planning and implemention 
of health programmes in many countries ; the challenge of the coming years concerned 
management and the full use of available resources and technology, Malaysia was making a 
serious effort to improve the effectiveness of management, which was a major concern of many 
countries and which included, in particular, good personnel management• That implied not 
only manpower training but the ability to deal with people in the day-to-day running of 
affairs• 

Dr RUESTA (alternate to Dr Bello) said that the content of the excellent progress report 
by the Director-General was closely bound up with the Board1s discussions on the programme 
budget and, seen in that wider perspective, was most useful. With reference to financial 
difficulties, she recalled that in 1983 some US^ 30 million had been paid in the Region of 
the Americas to financial institutions as interest on debts. While she wished to commend the 
Director-General1 s effort to promote coordination within the United Nations system, much 
remained to be done in that all-important matter. She suggested that the fact that WHO1s 
Member States participated in the governing bodies of organizations of the United Nations 
system might be of assistance to the Director-General in seeking optimum coordination. 

She had rioted that information support was stressed in all the documents considered in 
the discussions on the programme budget. She considered programme 14 (Health information 
support) to be of major importance. Some, though not all, of the problems involved could be 
resolved relatively easily, and she drew attention to the part to be played by the proposed 
advisory panel on health and biomedical information in disseminating WHO'S publications. 

She would support wholeheartedly any endeavour to find the most effective means of 
assisting countries most in need to attain the goal of health for all by the year 2000. 

Dr SUDSUKH congratulated the Director-General on the progress report, Dr Khanria on her 
presentation, and the Regional Directors on their support of Member countries and assistance 
in collecting the information. The report showed the considerable progress made and would 
serve Member States in the exchange of experience on implementing policies and strategies for 
health for all and ensuring a better quality of life. 

He fully supported the essential health-for-all strategies and activities, stressing 
(1) strengthening of the managerial process for national health development, and optimal use 
of WHO1s resources in direct support of Member States； (2) the reorientation of health 
infrastructures at all levels, especially as regards organizational structure, manpower 
development and management, and financial mobilization and management； (3) community 
involvement; (4) the need to find mechanisms for intersectoral cooperation and 
coordination； and (5) the identification of and support for research and development by WHO 
at all levels. 
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Finally, he fully supported the proposal to set up a special fund in favour of the least 
developed of the developing countries. 

Mr GRIMSSON expressed sympathy for the proposal of a special fund to support national 
strategies for health for all in the least developed among the developing countries, 
replacing the present special account• He asked the Director-General how he envisaged that 
such a fund would be linked with mobilization of other extrabudgetary resources to strengthen 
health infrastructures in the developing countries. 

Dr KHANNA (Health for All Strategy Coordination) thanked members of the Board for their 
comments and suggestions• 

She had noted, first, the general comments and observations on the progress achieved and 
problems encountered in the implementation of the Strategy, which further confirmed the 
various observations contained in the report• They had referred to the need for countries to 
persist and to develop specific experiences in areas where there were difficulties and to 
exchange experiences so as to learn from each other. Emphasis had been placed on the need 
for a continuing commitment and political will. All those comments had been noted. 

The second set of comments had related to deficiencies in the report, such as 
insufficient elaboration of the issue of noncommunicable diseases； requests had been made 
for a deeper analysis of community involvement and intersectoral activities, and for further 
analysis of health manpower development, health systems research, and technology assessment. 
She assured the Board that the report would be improved in those respects before it was 
submitted to the Health Assembly. Dr Hapsara had suggested corrections or additions to 
paragraphs 6, 15 and 25; the report would be amended on the lines suggested. 

The third set of comments had comprised specific questions. In relation to the 
interregional consultation on health manpower development, a request had been made for 
information on solutions proposed for the three major problem areas identified in 
paragraph 30 of the report. The consultation had proposed the establishment of mechanisms 
which would permit increased participation of health workers and increased consultation with 
other sectors in the formulation of manpower policies. It had also made specific suggestions 
concerning increased training which would be more appropriate to health workers1 functions, 
which also needed to be more clearly defined. 

The fourth set of comments had included specific suggestions. An important comment by 
Dr Quamina had related to a policy issue, namely： that Member States needed to examine their 
manpower policies, set up mechanisms for systematic assessment, and establish requirements to 
enable them to formulate and implement those policies. Manpower development was one of the 
policy-related areas in which both the analytical capacity and the research and development 
capacity in Member States needed further strengthening• Another comment had related to 
intercountry cooperation; there had been a definite increase in such cooperation in all the 
regions, as was shown in the report• She noted that a suggestion had been made for greater 
vigilance as regards that aspect, especially on the way it could further support 
implementat ion of the Strategy. The need for deeper analysis of constraints and difficulties 
had been stressed, especially in the areas of community involvement and intersectoral action 
calling for increased WHO support in research and development and in promoting exchange of 
experiences. There had also been a suggestion for increased cooperation and coordination 
with other organizations of the United Nations system, and for an increased advocacy role 
within them, not only by WHO itself but also by the Member States participating in them. As 
regards the use of evaluation in correcting shortcomings, Member States would have an 
opportunity to use it in that way when they individually and collectively examined the 
reports of their evaluations at the national, regional and global levels. Several comments 
had been made on the strengthening of the managerial process for national health 
development； they were very valuable suggestions and would be carefully examined so that WHO 
could further strengthen its action in that respect. 

The fifth set of comments had related to the slow progress and particular difficulties 
being experienced by the least developed countries, especially in Africa, in coping with 
health infrastructure demands and the need for increased managerial capacity. Most of the 
members of the Board who had spoken had urged increased support for those countries. She 
would leave to the Director-General the specific response to the question of establishing a 
special fund for the least developed countries. 
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The DIRECTOR-GENERAL noted that several speakers had indicated concern as to whether it 

was possible to maintain the target of health for all by the year 2000 with a good conscience, 
or whether the time had not come to turn back and modify that goal. In his view, the question 
was one which affected not only the health of the world but the world1s survival. All those 
concerned with health must have the courage to keep on fighting with determined optimism, to 
continue to believe that the goal was a feasible one. They all knew that there were 
sufficient resources in the world to permit the attainment of a level of health that would 
enable everyone to lead a socially and economically productive life. He agreed, however, that 
it was very difficult to maintain one1s optimism, vision, courage, and energy in a world which 
had not, in recent years, become an easier place to live in. 

He"recalled that all the important achievements in human history had been due to men and 
women who had refused to recognize defeat. WHO1s Member States were now in a situation in 
which they must recognize just how they were doing with respect to the goal of health for all 
by the year 2000, if they were not to lay themselves open to the accusation of seeking a 
Utopian goal. But it should also be recognized that no country had made real progress in 
development without faith in its own development 一 without what had been called the spiritual 
dimension. Another way of looking at the situation might be to contrast the genuine 
politician, concerned with his or her people1s survival and wellbeing, with the one who was 
only concerned with his own survival and wellbeing• 

Without the faith that development was possible, nothing could be done. But it must then 
be followed by translation of that faith not only into political will but into political 
action, into all the necessary reforms, programme budgets, and mobilization and 
rationalization of national resources• Without those ingredients within each country, 
external help would be of no avail. Given faith and determination, however, external 
resources could make all the difference. That was the situation at the present time. There 
was what seemed to him a distressing tendency to transfer resources destined to promote 
development to humanitarian emergency assistance - as he understood one rich country was 
doing. He had of course nothing against emergency humanitarian assistance, but he considered 
that, unless the vision of rehabilitation and development was maintained and fought for, the 
situation of the millions of people starving and suffering from all kinds of diseases 
thoughout the world would become worse by the year 2000. WHO must persist in its concept of 
health development and, as members of the Board had stressed, must endeavour to spread it 
throughout the whole United Nations system. 

He believed, therefore, that there must be no place for pessimism. He agreed that the 
global conscience about that situation that had existed some ten to fifteen years previously, 
but had recently lapsed into apathy, was showing itself to be slow in reawakening. But it 
could be reawakened, and it was the business of those dealing with people and their health to 
maintain their faith in the possibility of that reawakening. 

He stressed once more the importance of evaluation at the national level, which was 
crucial for the credibility of the whole health-for-all movement• 

He therefore asked members of the Board to reflect on what they might infer from the 
evaluation reports. It was not for the Secretariat to draw the political conclusions, nor 
would Member States permit it to do so. The Secretariat could provide support by giving 
information, but it was for Member States themselves to draw the political conclusions from 
those evaluations• The evaluation reports would go to the regional committees during the 
current year and their meetings would be the first test of whether Member States were taking 
evaluation seriously or were merely relegating it to some bureaucratic process. The 
evaluation reports would next come to the Programme Committee of the Board, constituting yet 
another test for the Board, then to the Executive Board itself in January 1986 and, finally, 
with the Board's comments, to the Health Assembly. He was not expecting miracles but he did 
expect and hope, for the sake of WHO, that the process would be taken seriously. If the Board 
felt that it was not in a position to carry out a proper evaluation, then it should cease to 
give the impression that it was doing so and should not just gloss over the matter. He hoped 
that all members of the Board would give careful thought to that question. 

He agreed with Dr Ruesta that Member States had been insufficiently active in their 
apostolate - the advocacy of the goal of health for all - in all development agencies where 
they met together and where they tended to forget WHO1s collective policies when accepting 
what might be termed poisoned gifts. 
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Member States had indeed adopted, in the United Nations General Assembly, a resolution, 
strongly supporting health for all and primary health care, but if it was not followed up its 
impact would be limited. He was afraid, as he had said earlier in the session, that heads of 
State and prime ministers in many countries were not really convinced of the political 
benefits of investing in health. Unless their attitudes could be changed, the entire 
development process would suffer. He had, however, been encouraged by reading that the 
incoming President of a major Latin American country had recently stressed the importance of 
health. All those working in WHO must take up the challenge of inducing countries to take the 
necessary political decisions. It could be done. Progress was being made, but it must be 
accelerated; that was where the difficulty lay. 

Turning to the proposal to establish a special fund for the mobilization of new financial 
and technical resources in support of the health strategies of the least developed countries, 
he pointed out that the Board could take such a decision on behalf of the Health Assembly and 
instruct him to set up the fund. But he felt it would be better to recommend such a course to 
the Health Assembly, the supreme political body of WHO. The Board could do so either by a 
decision or by a resolution, as it considered appropriate. 

In answer to Mr Grimsson1s question about the possible relationship of such a fund to 
existing mechanisms for mobilizing funds for the same purpose, he recalled that there already 
existed not only a Special Account for Assistance to the Least Developed among Developing 
Countries - a subaccount of the Voluntary Fund for Health Promotion - but also a Primary 
Health Care Initiative Fund, for the same purpose for developing countries. He felt, however, 
that the Board wished to give special emphasis to the least developed of the developing 
countries in the particularly difficult situation in which they found themselves. If the 
Board, or the Health Assembly, wished to establish a special fund, they would probably decide 
to abolish the special account. He did not think it would serve any useful purpose to 
maintain both. It was not, however, for him to prescribe what the Board or the Health 
Assembly should do. 

Professor JAZBI said that the Director-General•s statement merited serious reflection. 
The Board must not set the question aside without taking a reasoned decision. If the Board 
wished to establish the fund, it should be specific in its request• Further discussion was 
therefore necessary on the action to be taken. 

Dr BORGOÑO supported Dr Quamina1s proposal that a resolution should be prepared taking 
into account the Director-General1 s comments on the subject, since that would be stronger than 
a decision. 

The CHAIRMAN, summing up the discussion on the report, noted that it had aroused a great 
deal of interest. There had been 25 speakers on the item, which was not surprising as it 
concerned an essential area of WHO1s activity in pursuit of the goal of health for all by the 
year 2000, He had rioted that 15 members were in favour of the establishment of a special fund 
on behalf of the least developed countries; and that the Director-General had reminded the 
Board that a similar fund already existed. 

He had also noted Dr Quamina1s proposal that the Rapporteurs should prepare a draft 
resolution. He was not himself convinced that the Board was ready to adopt a resolution, 
since many questions would first have to be answered. It might be preferable for the Board to 
confine itself to a decision recommending the Health Assembly to consider the mobilization of 
new financial and technical resources on behalf of the least developed among the developing 
countries. If the Board took such a decision, it would be meeting the concern expressed by 
all that something should be done about the difficult problems facing the least developed 
countries, while at the same time recognizing that it could not yet go into the modalities of 
establishing a fund. 

That was the proposal he was putting before the Board. If the Board wished, it could 
discuss it at the next meeting along with Dr Quamina丨s proposal. 

The meeting rose at 12h30. 
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The CHAIRMAN recalled that the Board was in the process of considering the form in which 
it wished to express its desire for the establishment of a special fund in support of 
developing national strategies for health for all in the least developed countries. 

Professor ISAKOV supported the Chairman1s earlier proposal that the Board should take a 
formal decision on the matter. In addition, it would be helpful if the Director-General were 
to prepare an information document on the subject giving details of the sources of financing 
available to such a fund, for submission to the Health Assembly to assist it in taking 
appropriate action on the matter. 

Mr GRIMSSON shared Professor Isakov1s views and supported the proposal for a formal 
decision on the subject• 

Dr EL GAMAL also considered a decision to be the most appropriate procedure. Before a 
resolution could be drafted it would be necessary to see what financial resources the fund 
could draw on. By taking a decision now the Board would allow the Director-General and the 
Secretariat to prepare suitable documentation for the Health Assembly to take appropriate 
action, such as adopting a resolution, 

Dr MAKUTO did not share the views of the previous speakers. Like Professor Jazbi, he 
felt that the Health Assembly should receive a specific proposal from the Board. 
Dr Quamina1 s suggestion that the Board should adopt a resolution, in other words a written 
request for the establishment of the special fund, was the most suitable way of giving the 
Health Assembly appropriate guidance on the matter. There was no need for such a resolution 
to make explicit reference to the sources from which finances would be sought or the way in 
which the special fund would operate• 

Dr OTOO asked what would be the implications of the two alternative courses of action 
(decision or resolution) before the Board• 

The CHAIRMAN explained that at the present time - when it was not known how the proposed 
fund would be set up, or how it would be financed 一 it would be premature for the Board to 
adopt a resolution on the subject. That was by no means an objection in principle to the 
establishment of such a fund： it merely meant that to adopt a resolution when the terms 
under which it would be applied were unknown was unreasonable. That was the reason it had 
been suggested that the Board simply take a decision asking the Health Assembly to examine 
the problem. 

Professor JAZBI said that any guidance the Board gave the Health Assembly, whether in 
the form of a decision or a resolution, should be set out in very clear terms. The Board had 
a duty to state the position on any proposal it made to the Assembly as lucidly as possible, 
for if it were itself uncertain of what its message was supposed to mean the Health Assembly, 
a far larger forum, would be in an even worse situation. Hence the Board should take its 
time in thinking out and discussing the issue - deferring it if necessary - in order to 
achieve the necessary clarity. 

Dr QUAMINA agreed with Professor Jazbi that the need in the present instance was for a 
clear recommendation to the Health Assembly. 

-324 -
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The Board, when examining the proposed budget document, had on a number of occasions 
discussed, commented on, and been appalled by the lack of resources in Member countries. It 
had been suggested that the Director-General should set up a special fund as had been done in 
the past, usually for the purpose of mobilizing new financial and technical resources. The 
resources of the proposed fund would then be made available to the Director-General to give 
assistance to those countries that were least developed and could not attain the goal of 
health for all merely with their own resources, despite their best efforts. She was 
confident that the Director-General would not use the fund for emergency aid, but would use 
it to fortify and provide a crutch to limping health services and specifically to those that 
were making determined efforts to fulfil the national commitment they had already made. 

It would therefore be appropriate for the present session of the Board to make a 
definite recommendation to the Health Assembly• She had ventured to prepare a draft text for 
a resolution on the subject, which the Board might like to consider. 

Dr KHALID BIN SAHAN said that in principle he would agree that the least developed 
countries deserved more assistance than they normally received. Other international agencies 
were already giving such countries special consideration. With regard to deciding whether 
the best vehicle for conveying that concern to the Health Assembly was a decision or a 
resolution, he asked what would be the next step and the implications in either case* 

The DIRECTOR-GENERAL said that whatever approach the Board decided upon, the issue would 
in any event go through to the Health Assembly, which was the body responsible for the final 
decision* A decision would merely request the Health Assembly, in view of the Board1 s 
deliberations on the dramatic situation in the least developed countries, to consider how to 
mobilize new financial and technical resources and establish a special fund. In the 
Chairman1s view a decision was perhaps more appropriate because the Board lacked the time to 
gain a sufficiently clear picture to be more specific• The decision would then go to the 
Health Assembly accompanied by a document prepared in the meantime by the Secretariat that 
would contain the necessary background information to enable the Health Assembly to draft its 
own wording for a resolution giving detailed instructions to the Director-General on the 
establishment of the special fund and the transfer to it of existing resources for the same 
purpose. 

Should the Board embody its request to the Health Assembly in the form of a resolution, 
it would itself be proposing the wording of the text the Health Assembly would consider for 
adoption. The Board1 s own feeling as to the most appropriate way of proceeding should be 
what guided its action in the present circumstances. The main point was that the principle 
of establishing the special fund was approved by the Board and would be conveyed to the 
Health Assembly• 

Dr KOINANGE said that the Board would perhaps be in a better position to make up its 
mind if it could hear the actual wording proposed for the decision and that proposed for the 
resolution. 

Professor JAZBI asked whether there would be any difference if existing funds for 
assisting the least developed countries were kept separate from the new special fund rather 
than amalgamated with it. As he understood it, the fund would be a voluntary one; in such 
cases it was difficult to identify the resources involved before they were generated. 

The DIRECTOR-GENERAL said that health resource mobilization by WHO was an issue he felt 
it would be useful for the Board to have clarified. He would, if the Board so agreed, try to 
find a suitable occasion on which it could be provided with an overview of the present 
situation. For example, WHO worked very closely with UNICEF in many countries and supported 
that organization1s fund-raising drive. It was therefore important that the two 
organizations did not give the impression of competing for funds• Again, WHO was supporting 
fund-raising by the World Bank for the crisis in Africa, which would contain a health 
component• Such efforts by WHO to encourage the introduction of a health component into many 
kinds of fund-raising were very important• 

With regard to Professor Jazbi1 s question, he S3id that the existing Special Account for 
Assistance to the Least Developed among Developing Countries was a subaccount of the 
Voluntary Fund for Health Promotion. That Special Account still had some resources in it, 
most of which were earmarked for specific countries• Should the Health Assembly decide to 
set up the proposed new special fund, it would have to request the Director-General to 
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disestablish the Special Account and transfer its remaining resources to the new special 
fund, since it would only lead to confusion to have two funds in existence for the least 
developing countries. He believed that the linking of the two processes in a single 
resolution should not cause any problem. 

Dr QUAMINA submitted the following draft resolution: 

The Executive Board, 

Having considered the deteriorating health situation in the least developed among 
developing countries； 

RECOMMENDS to the Thirty-eighth World Health Assembly the adoption of the following 
resolution; 

The Thirty-eighth World Health Assembly, 

Realizing that the deteriorating health situation in the least developed among 
developing countries stands in flagrant contradiction tô the Global Strategy for 
Health for All adopted unanimously by WHO1s Member States； 

REQUESTS the Director-General; 

(1) to mobilize new financial and technical resources to support national 
strategies for health for all in the least developed among developing 
countries and to establish a special fund for this purpose; 

(2) to disestablish the existing Special Account for Assistance to the Least 
Developed among Developing Countries in the Voluntary Fund for Health 
Promotion and to transfer available resources therein to the special fund 
established under subparagraph (1) above. 

Dr KOINANGE asked in what way the wording of the proposed decision would differ from 
that of the draft resolution that had just been read out. 

Professor LAFONTAINE suggested that the draft resolution should be submitted to the 
Board in writing； in the meantime the Board should consider carefully whether it should 
itself make an explicit proposal, or merely suggest that it might be made. 

Mr BOYER (adviser to Dr Gardner), referring to Dr Koinange1s question about the 
difference between a resolution and a decision, said that his understanding was that a 
decision was far less specific in what it would put before the Health Assembly. It was 
apparent from the discussion in the Board that many questions remained open. While no Board 
member would disagree with the philosophy behind the draft resolution, no hasty decisions 
should be taken to create or disestablish a fund, or to ignore the existing Primary Health 
Care Initiative Fund that could also be used for a similar purpose. During the present 
session the Director-General had said that if national infrastructures existed in many of the 
least developed countries he would be able to mobilize very large support funds. Such 
mobilization of funds, whether bilateral or multilateral, need not necessarily depend on what 
funds were in existence or how the money would be channelled. He therefore felt that the 
draft resolution, because it was specific, was premature; a decision would be less specific, 
but still get the same point across to the Health Assembly. He would therefore support the 
latter procedure. 

Dr KHALID BIN SAHAN asked whether the proposed fund came under the provisions of 
Article 13.1 of the Financial Regulations, which dealt with decisions involving expenditures. 

Mr FURTH (Assistant Director-General) said that Article 13.1 referred to decisions by 
the Health Assembly or the Executive Board that involved additional expenditures under the 
regular budget or other funds appropriated by the Health Assembly. It did not apply to the 
setting-up of trust funds that would be fed by voluntary contributions. 

Dr KOINANGE said that, following Mr Boyer1s clarification, it was evident that there 
were no differences on the principle of setting up a special fund. What differences there 
were concerned only the method of implementing that principle. He reiterated his request for 
the wording of the proposed decision to be submitted to the Board in writing. 
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Health Assembly on the initiative of certain developing countries furnished clear evidence of 
that. Furthermore, the document prepared in connection with item 7.2 of the agenda 
(ЕВ75/INF.DOC./l) contained a long list of measures which WHO could take, and had been 
taking, to help Member States in that field, while the document prepared in connection with 
the present agenda item expanded upon that list. When members of the Board requested more 
assistance from WHO they had in mind work along the lines of all those projects. 

International drug scheduling was another area in which WHO collaborated with other 
United Nations agencies and where effective work should also have a salutary influence on 
reducing abuse and addiction. WHO could undoubtedly assist Member States to improve their 
epidemiological studies so that they could arrive at a better understanding of the nature of 
the drug abuse problem, take more effective steps to treat drug addicts and, in line with 
WH0*s primary health care philosophy, actively attempt to prevent drug abuse and to make 
effective treatment available. Success in that matter was not guaranteed either, but it was 
clear that WHO should do its share of work in the common endeavour to solve such a complex 
problem. 

Dr KOINANGE said that in many developing countries consumption of benzodiazepines had 
greatly increased in recent years on the assumption that they were not addictive. 
Nevertheless, cases of habituation and addiction had been recorded. WHO was therefore to be 
congratulated on having taken the initiative in scheduling such drugs. Moreover, certain 
plants were amphetamine-like in the reactions which they produced, and he hoped that the 
Organization would take appropriate action in respect of them. 

Professor LAFONTAINE commended the work done by WHO in connection with the international 
conventions on narcotic drugs and psychotropic substances, notwithstanding any shortcomings 
that might be pointed out• Dr Koinange had mentioned the problem of benzodiazepines, which 
was a matter of worldwide interest in view of their excessive consumption. New types of 
benzodiazepines were reaching the market and would need to be carefully investigated• 

Dr SARTORIUS (Director, Division of Mental Health), replying to the points raised, said 
that one of the tasks of the Programme Planning Working Group would be to provide the 
Organization with assistance in deciding the order in which it should review substances. The 
agenda for the next Working Group included an item on the establishment of specific criteria 
to guide WHO in making a medium-term and long-term list of substances to be reviewed. 
Uncontrolled barbiturates would be considered among the other substances which had to be kept 
under review. The criteria for the selection of groups of substances to be reviewed were 
only one of the specific aspects of the new procedures； among others were the procedures 
regarding exemption of preparations. That topic was among those on which action had been 
started in the past - hence overlapping activities in 1984-1985. Work on such subjects, 
which had been under way for several years, would be placed before the Programme Planning 
Working Group, Recommendations on the control of amphetamines and on exempted preparations 
would be submitted to the Coiranission on Narcotic Drugs in February 1986. 

The question had arisen as to what specific action could be taken to prevent and control 
drug dependence in a world in which there were obvious economic advantages to be derived from 
the cultivation of the opium poppy and similar plants. It was essential to act nevertheless, 
and in an ambiguous situation fraught with contradictions and controversies WHO was trying to 
do as much as it could to launch preventive and treatment programmes in collaboration with 
other agencies• 

Dr KHAN (Division of Mental Health) assured Dr Jakab that when the Director-General 
convened a meeting of an expert group and provided it with information which the Organization 
had collected, the actual decisions were taken by the experts themselves. Two meetings had 
been held at which pentazocine and similar substances had been considered. At the first 
meeting it had been concluded that pentazocine should not be controlled and the Coiranission on 
Narcotic Drugs had been informed accordingly. At the second meeting, convened two years 
later, however, it had been concluded the drug should be controlled under Schedule III of the 
Convention on Psychotropic Substances• The Secretariat had played no part in the matter. 
The Director-General had merely transmitted the recommendation to the Commission on Narcotic 
Drugs, which had accepted it. The Commission on Narcotic Drugs had now requested WHO to 
review all opioid agonists and antagonists, including pentazocine. If the Programme Planning 
Working Group agreed that a particular group of drugs should be reviewed, the Organization 
would do its best to apply the new procedures for the benefit of all concerned. 
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There seemed to be some confusion, and some clarification was required regarding review 
procedures. In the first place, the terms of reference and the composition of the bodies 
responsible for undertaking reviews should be such as to permit all parties concerned to 
express their opinions. At present there was a mushrooming of official and unofficial 
meetings or consultations whose terms of reference were not very explicit. It was clear that 
the rules generally applied to the Organization's expert committees did not necessarily apply 
in the case in question, in which the mandate had been conferred by an international 
convention, and where the purpose was to persuade States to adopt certain regulations and 
legislation. In addition, the procedure and timetable should be such as to bring together 
all the relevant data on an entire class of substances so that a complete review could be 
made once and for all• Finally, the different groups should formulate well-founded 
recommendations based on precise criteria. 

Dr NIGHTINGALE (alternate to Dr Gardner) said that document EB75/14 constituted an 
excellent summary of the wide variety of activities carried out by the Secretariat. The fact 
that the new guidelines were being implemented was particularly gratifying. The 
documentât ion submitted to the United Nations Commission on Narcotic Drugs had greatly 
simplified and facilitated the Commission1s scheduling activities at its most recent 
session. The creation of the Programme Planning Working Group, the active involvement of the 
Expert Committee on Drug Dependence, and the time-frames established in the new cycles were 
also welcome. Nevertheless, several issues in the report called for further comment. 

For example, there were the guidelines for the exemption of preparations and, in 
particular, the scope of WHO1s review of government notifications of domestic exempted 
preparations, which was discussed in paragraph 2.4. Resolution l(S-VIII) adopted by the 
Commission on Narcotic Drugs in 1984 had established procedures for the review, specifying 
that WHO should no longer routinely review notifications by governments regarding 
preparations intended only for domestic use, unless there was evidence that such exemptions 
would present a public health danger outside the borders of the State in question. However, 
in 1984 WHO had reviewed requests from several governments in accordance with the practice 
that had been in force before the Commission on Narcotic Drugs had adopted its resolution; 
thus the steps taken since the adoption of the resolution appeared to be inconsistent with 
the intent and spirit of the new guidelines• The Secretariat might wish to explain why that 
had happened, and to inform the Board of its intentions for the future. 

During the Board1 s review of the proposed programme budget he had raised the question of 
"therapeutic usefulness1',^ which was also discussed in paragraph 2.2 of the document now 
under consideration; he had questioned the propriety or legal necessity of WHO1 s delving so 
deeply into the issue when carrying out its role in international drug scheduling. The 
answer given by the Secretariat had indicated that the Organization planned to continue to 
work on that subject. That struck him as a waste of WHO1 s limited resources in the drug 
control field； it was certainly not required by the international drug control treaties. He 
expressed his continuing concern on the matter. 

Several members of the Board had suggested that WHO should play a more active role in 
the control of drug abuse. The Director-General had seemed to suggest that the work done by 
WHO was not so very relevant in finding a solution to the underlying problems• In 
particular, he had referred to the case of the small farmer who currently produced some 
illicit substance, suggesting that there was little that WHO could do to persuade the farmer 
to produce something else. 

However, the drug problem was often divided into two components - the reduction of 
supply, and that of demand. Bilateral agencies and the organizations of the United Nations 
system were working on supply reduction issues, with varying degrees of success. The value 
of crop substitution programmes could be legitimately questioned if supporting programmes 
were not functioning effectively. In the long run genuine development was probably the 
answer. However, it was in dealing with demand reduction that WHO had its most substantial 
and legitimate role to play and where members of the Board and Member States were calling for 
more assistance• 

In the last few years it had been increasingly recognized that drug abuse was not 
restricted to the industrialized societies and that developing countries were being affected 
to an ever greater extent. The relevant resolution adopted by the Thirty-seventh World 

1 See summary record of the seventeenth meeting, under programme 10,2 (Prevention and 
control of alcohol and drug abuse). 
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which had not been included in the 1971 Convention and which were known to be liable to abuse 
and capable of producing dependence. If they remained outside the scope of international 
control, physicians would once again prescribe them in the belief that they were less 
dangerous than benzodiazepines. It was the Organization1s duty to prevent such a situation 
from occurring, and high priority should therefore be given to the formulation of a WHO 
recomraeridation for the scheduling of the barbiturates concerned, in accordance with an 
earlier request by the Commission on Narcotic Drugs. 

Referring to paragraph 2.2 of document EB75/14, she asked to what extent the Division of 
Diagnostic, Therapeutic and Rehabilitative Technology was involved in the task of assessing 
the therapeutic usefulness of psychotropic substances or any other pharmaceutical products. 

Professor JAZBI expressed his appreciation of the work done by WHO and its collaboration 
with the United Nations Commission on Narcotic Drugs. Document EB75/14 gave a very good 
account of past and planned activities in the field of psychotropic substances. 

He expressed satisfaction that the guidelines prepared by WHO for the exemption of 
preparations under Article 3 of the 1971 Convention had been approved by the Commission. And 
he welcomed the reference in paragraph 2.1 Л to the reconstitution of WHO1s Advisory Panel on 
Drug Dependence and Alcohol Problems with a view to ensuring a balanced geographical 
representation and an appropriate disciplinary blend. 

However beneficial psychotropic substances might be in the treatment of diseases, when 
used indiscriminately they generated health problems in many countries； that was why the 
1961 and 1971 Conventions existed. The implementation of the provisions of those Conventions 
very much depended upon physicians and the pharmaceutical industry, whose cooperation was 
essential. In that respect, he was pleased to note, from paragraph 2.3 that an advisory 
group had been convened in connection with the preparation of guidelines on the utilization 
of psychoactive substances, and that a book for the guidance of clinical workers, other 
health workers and health authorities was to be submitted to the Board at its seventy-seventh 
session. 

Mrs DE LA BATUT (alternate to Professor Roux) stressed the importance of WHO1s role in 
the international community1 s campaign against drug abuse• The Organization1s work was of 
particular value in the case of psychotropic substances, since Article 2, paragraph 5, of the 
1971 Convention stipulated that WHO'S assessments were determinative as to medical and 
scientific matters• The Organization1s role was complicated by the fact that circumstances 
were changing rapidly and that the appearance of new substances called for constant review. 
The work done by WHO with regard to the revision of review procedures and the establishment 
of clearer criteria for the consideration of exemptions was especially commendable. 

Unfortunately there was a discrepancy between the English and French texts of resolution 
l(S-VIIl) of the United Nations Commission on Narcotic Drugs, which was reproduced in the 
annex to document EB75/14. The English version was the text that had actually been adopted, 
and the mistake was attributable not to WHO but to the United Nations. The latter had been 
requested to rectify it, but would need time to do so. 

WHO1s new policy with regard to the revised review procedure prepared at the request of 
the Commission on Narcotic Drugs had been submitted to the Board at its seventy-third 
session.^ It represented a step in the right direction. However, the new procedures were 
in their teething stage and could perhaps be improved upon. For example resolution 1984/23 
of the United Nations Economic and Social Council had urged WHO to select and review the 
relevant substances and make its findings available to the Commission on Narcotic Drugs at 
its thirty-first session. Pursuant to that resolution WHO had convened an ad hoc group which 
had stated in its report (document MNH/PAD/84.4, paragraph 6.1) that the Expert Committee on 
Drug Dependence would need more complete information to evaluate the substances in question 
and make appropriate recommendations. It was also stated (paragraph 6.3) that it had been 
unanimously agreed that the substances listed, including 2,5-dimethoxy-4-bromoamphetamine 
(DOB) and 3,4-methylenedioxyamphetamine (MDA), should be officially reviewed at the next 
meeting of the Expert Committee on Drug Dependence in accordance with the new procedures. On 
the other hand, in paragraph 1,6 of document EB75/14 it was stated that it had been decided 
to recommend that DOB and MDA be placed under Schedule I of the 1971 Convention. 

1 Document EB73/1984/REC/1, resolution EB73.R11 and Annex 5. 
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Dr OTOO said it appeared to him from the tenor of the discussions that what the Board 
was looking for was a justification for the establishment of the fund； that could easily be 
provided as a preamble to the draft resolution that had been read out• 

Mrs MIXER (alternate to Dr Reid) supported Professor Lafontaine1 s request that the draft 
resolution be submitted to the Board in writing. It would also be helpful for the Board to 
have a text outlining the points made by Mr Boyer. Further discussion on the issue should be 
postponed until those texts were available. 

It was so agreed. 

(For continuation of the discussion, see summary record of the twenty-fifth meeting, 
section 1.) 

2. ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON NARCOTIC DRUGS AND PSYCHOTROPIC 
SUBSTANCES： Item 13 of the Agenda (Document EB75/14) 

Dr SARTORIUS (Director, Division of Mental Health), introducing document EB75/14, said 
that substantial progress had been made in preparing the machinery to implement the procedure 
that had been recommended by the Executive Board in 1984. It had proved possible to 
establish excellent collaboration with nongovernmental organizations representing the 
pharmaceutical industry (the International Federation of Pharmaceutical Manufacturers 
Associations), consumers (the International Organization of Consumers Unions) and the 
professional community (the International Council on Alcohol and Addictions), as well as with 
other intergovernmental organizations and agencies, including the United Nations Division of 
Narcotic Drugs, the International Narcotics Control Board, INTERPOL, UNFDAC, and UNESCO. 
Similar beneficial relations had been established with the scientific community by expanding 
the expert advisory panels on mental health, drug and alcohol abuse, and neurosciences； 
extending the network of collaborating institutions； and working in conjunction with 
national professional associations• In addition, Member States had not only provided data 
and scientific support but had also hosted meetings； in that connection particular mention 
should be made of Argentina, Finland, Norway, Thailand, the Union of Soviet Socialist 
Republics and the United States of America. Thanks were due to all concerned. It should be 
borne in mind that any action in the field of narcotic drugs and psychotropic substances was 
a complex undertaking which required the continuing involvement of many different groups and 
institutions, as well as the maintenance of harmony and goodwill• 

He drew the Board1 s attention to the need to improve the education of health personnel 
as far as the rational use of psychotropic substances was concerned• The measures to be 
taken should form part of a comprehensive educational effort involving different categories 
of health personnel. The necessary educational material had already been produced and 
relevant recommendations had been made, but the implementation of such recommendations would 
require broad support by public health authorities and training institutions. Any specific 
guidance would be greatly appreciated• 

Dr JAKAB (alternate to Professor Forgács) informed the Board that some members of the 
United Nations Commission on Narcotic Drugs had been surprised by WHO1 s recoramendat ion that 
pentazocine should be scheduled under the 1971 Convention on Psychotropic Substances• In 
resolution 2(S-VIII) the Commission had rightly requested WHO to review its recommendation, 
since all the opioids under international control were scheduled under the Single Convention 
on Narcotic Drugs and WHO1s recoramendat ion that pentazocine should be scheduled under a 
convention in which no similar drug could be found was not logical• The Commission was not 
entitled to schedule any substance under a convention unless it was recommended by WHO; it 
had followed WHO1 s recommendation only because of the urgent need for international control• 
In order to restore WHO1s reputation it was necessary to accede to the Coramission's request 
and thus make good the error committed. 

The extension of international control to benzodiazepines was appreciated. It would 
facilitate the international campaign against both the large-scale illicit production of 
certain benzodiazepines in some industrialized countries and the unscrupulous smuggling of 
such products into many developing countries. At the same time it was WHO1s duty to fill a 
gap in the scope of international drug control; it was unfortunate that WHO1s recommendation 
on the control of benzodiazepines had preceded the extension of control to those barbiturates 
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Reference had been made to a review by WHO of amphetamines and barbiturates• 
Amphetamine-like drugs had been selected for the current year in 1985. He was sure that the 
next Programme Planning Working Group would look into the serious question of review of 
benzodiazepines and barbiturates. He gave an assurance that the Division of Diagnostic, 
Therapeutic and Rehabilitative Technology was very closely involved in all stages of the 
activities. 

He expressed appreciation to Professor Jazbi for his remarks regarding the future 
publication, which would refer to the prescription of psychotropic drugs by physicians and 
would be submitted to the Board at its seventy-seventh session. 

In reply to Mrs de La Batut he explained that in February 1984, when the Commission had 
approved the guidelines for the exemption of preparations, the Secretariat had been faced 
with the problem of how to convert the statement into practical terms for countries with 
limited resources. Furthermore, four notifications had been pending with the 
Secretary-General of the United Nations, so that the WHO Secretariat had had to look into 
those notifications - from Chile, Hungary, France and Finland - from the new viewpoint• That 
had been accomplished by means of a meeting at РАНО supported by the United States Department 
of Justice. Following that, in August 1984, another notification had been received from the 
United States Government with almost 900 exemptions• The Secretariat had had to act swiftly 
in investigating that group of drugs, and those 900 preparations had been looked into within 
the space of a two-day meeting held at little cost, and with re-routing of temporary advisers 
from a meeting in Moscow. The intention was that the outcome of those two meetings would go 
before the Programme Planning Working Group in March 1985 and the Expert Committee on Drug 
Dependence in April 1985； and that, following a decision by the Expert Committee, the 
Director-General would submit the matter to the Secretary-General of the United Nations, 

Dr Nightingale had raised the issue of therapeutic usefulness, and had referred to the 
fact that 7% of the budgetary allocation was still available• The process had been initiated 
and those funds would be spent, resulting in a clarification of the methodology. WHO was 
well aware that its major responsibility was to probe deeply into the area of drug abuse and 
the public health and social problems arising out of drug abuse and dependence. 

He assured Dr Koinange that at its April meeting, the Expert Committee would look into 
the 28 amphetamines, and that its findings would be made available as early as possible so 
that the Commission would be in a position to take a decision in that regard that would serve 
as a basis for protection of the population. 

The Board noted the report describing action taken by WHO during 1984 in compliance with 
the statutory obligations assigned to it by the international drug control treaties (document 
EB75/14). 

3. RECRUITMENT OF INTERNATIONAL STAFF IN WHO: Item 17 of the Agenda (Resolution WHA36.19; 
Document EB75/18)1 

Mr FURTH (Assistant Director-General), introducing the item, stated that it arose out of 
the Board1 s request at its seventy-first session, confirmed by the Thirty-sixth World Health 
Assembly, that the Director-General should report on recruitment of international staff in 
WHO in odd-numbered years, commencing in 1985 with the seventy-fifth session of the Board, 

He drew attention to an error which should be corrected in the French version only of 
the Director-General1 s report (document EB75/18). 

The report provided information on the current situation with regard to two areas in 
which targets had been set by the Board and the Health Assembly. The first concerned the 
geographical representativeness of the staff, considered in sections 1 to 3 and in the 
appendices. Four points should be highlighted at the outset. The target set by the Board 
and the Health Assembly, namely, that 40% of all appointments be of nationals of 
unrepresented or under-represented countries, was being met• The aumber of nationals of 
over-represented countries had gone down significantly, by 86 staff members, or 32%, since 
October 1982• Moreover, although six new Members had joined the Organization over the last 

1 Document EB75/1985/REC/1, Part I, Annex 2. 
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two years - and normally nationals of new Member States were not represented on the staff -
the number of unrepresented countries had not increased； indeed, without those new Members, 
the number of unrepresented countries would have gone down from 40 to 35 in the two-year 
period. Furthermore, the number of adequately represented countries, which was the ultimate 
test of geographical representativeness of the staff, had gone up from 77 to 82. Those signs 
were encouraging, and the Director-General believed that they were clear indications that the 
positive trend reported upon to the Board two years previously had continued. The signs were 
all the more encouraging at a time when the staff complement of the Organization had been 
going down significantly. 

One statistic not included in the report but which, he felt, also merited attention 
concerned the number and the balance of nationalities on the staff. Since December 1973, the 
percentage of Member and Associate Member States represented on the staff had remained at 
about 75%. Eleven years previously, 104 countries out of 138 members had been represented, 
whereas now 122 countries out of 162 active Members and Associate Members were represented, 
and a good balance between "developed" and "developing" countries could be noted among those 
122 countries. 

He pointed out that attaining the 40% target, maintaining the overall level of 
representation, and maintaining the balance between "developed" and "developing" countries 
had not been easy tasks, particularly since those objectives had had to be accomplished 
within what was constitutionally, and must always remain, WHO1s primary goal in staffing 
policy, namely, that of securing staff with the highest standards of efficiency, competence 
and integrity. In paragraph 3,4, the Director-General had also referred to those factors 
which discouraged qualified individuals from applying for posts, such as linguistic barriers, 
concern about mobility, lack of security of tenure, etc• Inevitably, it was unlikely, in the 
context of those difficulties and constraints, that all the individual concerns of 
Member States with regard to geographical representation would be met. 

He referred to the fact that other organizations of the United Nations system shared 
those difficulties, but that their progress in that field had not been as good as WHO1s. For 
example, in the United Nations only 20.5% of staff from unrepresented or under-represented 
countries had been recruited, as compared with 40.3% in WHO； and the list of 
over-represented countries had kept growing longer, whereas in WHO it became shorter. In 
ILO, according to a report of the Joint Inspection Unit issued the previous year, there were 
still 49 unrepresented countries, as compared with 40 in WHO, and 36 under-represented 
countries, as compared with 13 in WHO. 

Nevertheless, although the efforts made appeared to be yielding results, there was no 
doubt that the Organization should be doing more• Whilst there were a significant number of 
countries which were understandably on the unrepresented list because they had extremely 
small populations or required the services of all their own health specialists, there were 
clearly some from which it should be possible to recruit fully qualified staff. WHO wôuld be 
making even greater efforts to recruit staff from those countries in the future. The 
Organization would also have to make an all-out effort to bring more under-represented 
countries into the adequately represented group. 

In those connections, he was gratified to report that the positive trend had been 
maintained in the period since October 1984. As a result of selections and appointments, the 
following results in net terms had been noted: the number of over-represented countries had 
gone down by 2 to 25, the number of adequately represented countries had increased by 
6 to 88， and the number of under-represented countries had been reduced by 1 to 12. Best of 
all, even though one new Member State, Saint Christopher and Nevis, had been admitted to WHO, 
the number of unrepresented countries had decreased by 2 to 38. 

Drawing attention to the computation of the desirable ranges, he said that they had been 
slightly modified in the period between October 1982 and October 1984 in order to take 
account of the revised scale of assessments for 1984-1985 approved by the Thirty-sixth World 
Health Assembly. As pointed out in paragraph 5.3 of the report, it was evident that further 
adjustments to the desirable ranges would be required for the coming biennium to reflect both 
the reduced number of posts, which was now clearly less than the 1650 posts included in the 
present formula, as well as the increase in the number of Member States above the present 
number of 160 used in the formula. It should be noted, however, that those changes would not 
drastically affect the desirable ranges, since estimates indicated that, even with those 
changes, none of the countries presently under-represented would become adequately 
represented. 



SUMMARY RECORDS： TWENTY-FOURTH MEETING 333 

Turning to the second area of concern, namely, the proportion of posts occupied by 
women, he said that WHO was unfortunately not in a position to date to report quite such 
positive results as in the area of geographical representativeness. In October 1984, WHO was 
still a little under 1% from the target set by the Board and the Health Assembly of having a 
proportion of 20% of all professional and higher graded posts in established offices filled 
by women. He was, however, pleased to be able to report that the Organization now had a 
slightly higher percentage than in October 1984, namely, 19.74% as compared with 19.18% in 
October 1984. 

The Director-General had been especially aware of the need to improve significantly on 
those results, and to that end he had appointed a former Chairman of the Board, 
Dr Maureen Law, to review the recruitment of professional women into the Organization and to 
make recommendations as to how the Organization might effectively increase the numbers of 
women recruited. Dr Law had now completed her study, with the assistance of a Steering 
Committee in which some members of the Board had participated, and would shortly be reporting 
her findings to the Director-General. She was attending the present meeting and would 
address the Board to give some preliminary details of her findings• 

Though it was premature to comment on the results of the study, he would, however, 
underline the Director-General1 s firm hope that, as a result of Dr Law's special study, the 
target of 20% would soon be reached and maintained. The Director-General would be making a 
particular effort to that end, and anticipated that Member States would also increase their 
efforts to refer women for professional posts to the Organization, 

In order to maintain the momentum reached both in the area of geographical 
representativeness and in the recruitment of women, the Director-General proposed to retain 
the targets as they were at present. Those were referred to in the draft resolution for the 
consideration of the Board, contained in paragraph 5.5 of the report. 

Dr LAW welcomed the opportunity to address the Board on a topic dear to her own heart, 
and, she trusted, to that of the Board and the Secretariat• 

Although it was entirely true to say that WHO had achieved a higher percentage of women 
in the professional category than the United Nations and some other agencies, and although 
statistics were fairly satisfactory, there was no doubt that the health sector was one where 
there were many women with the required expertise. Efforts should therefore be intensified 
to improve the situation further. When she had been approached by the Director-General with 
regard to her present study in the summer of 1983, the intention had been that it should 
focus essentially on the position at WHO headquarters, with the possibility that eventually 
the project might be expanded to include the regions. 

One striking feature in the current situation was that the greater proportion of women 
was concentrated in the lower professional categories. Grades P.1-P.3 showed a level of 54% 
women, whereas grade P.4 stood at a level of 24%, and grade P.5 and higher at 7%. 

In order to assist her in the project, she had formed in January 1984 a Steering 
Committee of 11 persons (including herself), with representatives from WHO senior management 
and personnel, as well as from the headquarters Joint Ad Hoc Working Group on the Employment 
of Women, and with representatives from two Member countries, Dr Quamina and Dr Reid, both of 
whom were present at the Board. The Steering Committee, after developing its terms of 
reference, had felt that its purpose should not primarily be to prepare a lengthy report 
setting out the difficulties in increasing the percentage of women recruited, but rather that 
it would be preferable to report succinctly and to include specific recommendations as to how 
the number of women recruited into WHO could be increased, and that the situation should be 
monitored over a period of two or three years. 

She had considered it of value to arrange for interviews in the summer of 1984 with 
senior management staff as to what measures would assist in improving employment 
opportunities for women, and she expressed her gratitude for the constructive support and 
excellent suggestions she had received. 

Furthermore, she had arranged for the secondment from the Canadian Public Service 
Commission of Miss Johanna Hickey, Director, Office of Equal Opportunities for Women, for a 
period from April 1984 until January 1985 to carry out the basic research on the situation of 
women in WHO. Miss Hickey had prepared profiles (on the basis of interviews) for all women 
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at the P.4 and higher levels; and also, for purposes of comparison, profiles of a 
representative sample of men, showing methods of recruitment and patterns of career 
advancement• 

She herself had had prepared for distribution to the Board statistics on female and male 
professional staff in WHO, with tables showing grade and location (as between headquarters, 
regional offices and projects)， distribution by division and by nationality in respect of 
headquarters staff only, and comparative levels as between 1980 and 1984. The present 
overall percentage figure of professional women employed at headquarters now stood at 21,6% 
so that it would be seen that the target level of 20% had been exceeded for the first time, 
although the situation was less encouraging where the regions were concerned. The lower 
proportion of women in the higher professional grades was apparent• In the table setting out 
the number of women in the various headquarters divisions, it would be seen that the largest 
number of professional women were employed in activities relating to health and biomedical 
information, a large proportion of them working in the linguistic services or in libraries. 
As for the table on female and male professional staff at headquarters by grade, comparing 
1980 and 1984， it was clear that the movements in grades P.3 and P.4 were the most 
interesting: the latter showed a significant increase, whereas the other grades remained 
essentially stable• It had become apparent, from the profiles, that there were a significant 
number of women in the P.4 grade who, for various reasons, were unlikely ever to reach a 
higher grade. 

As for the reasons for difficulties in recruitment, she wished particularly to emphasize 
the problem of identifying suitably qualified women candidates• She was certain that such 
candidates were available in most instances• Some of the recommendations in the report to be 
issued would concentrate on that aspect and on the desirability of increasing the number of 
women serving as consultants, members of advisory panels, etc., and even on the Executive 
Board and on delegations to the Health Assembly. It was important that Member States should 
be fully supportive with regard to such identification. She welcomed the fact that there 
were a number of women on the Board； progress had undoubtedly been achieved in that respect, 
although there were not many women on delegations to the Health Assembly. The inclusion of 
women in such bodies would increase their possibilities of eventually being recruited by WHO, 
and she found it hard to believe that suitable candidates did not exist. 

She stressed the need for equal treatment of women in the recruitment process, and made 
it clear that she was urging fair treatment but not requesting special treatment. 

Where future action was concerned, she recommended that progress should be monitored and 
objectives updated. 

Dr BORGOÑO welcomed the progress made in geographical representativeness, since he 
realized that it had not been easy to achieve. He was, however, optimistic about the future 
possibility of meeting the target of filling 40% of all vacancies by nationals of 
unrepresented or under-represented countries. Another problem was that of the 
over-represented countries, of which his own was one； it would be difficult to reduce the 
number of staff members from those countries• 

The target for recruitment of women to the WHO. Secretariat had almost been reached, but 
he wished to know what the official figures really were, because Dr Law had mentioned 21.6%, 
whereas Mr Furth had given a figure of 19.7%. In any case, the target had in effect been 
met. It was to be hoped however that that achievement would not be taken as an excuse for 
forgetting about the problem； the target should be regarded merely as a baseline. He quite 
understood the problems in achieving progress in that area that Dr Law had mentioned. He 
asked for data on the recruitment of women by region; he believed that, according to the 
most recent information, the proportion of women professionals employed in the Region of the 
Americas was nearly 30%, which obviously affected the average for all the regions. It would 
be interesting to have an idea of the situation in each of the regions with regard to the 
grades of women professionals. 

He fully supported the draft resolution on pages 4 and 5 of document EB75/18. 

Mr GRIMSSON thanked the Director-General for a report which showed that some progress 
had been made in achieving geographical representativeness, although the number of 
unrepresented countries still remained high. It also seemed to be difficult to recruit women 
for high-level posts. The barriers to such recruitment were significant, but efforts to 
increase women1s involvement in WHO1s work should certainly be continued. 
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The report on international recruitment showed that it was unreasonably difficult for 
nationals of small countries to be employed by WHO at all levels. The explanation given in 
paragraph 3.4 of document EB75/18 of the difficulties involved in recruiting staff from 
unrepresented and under-represented countries were valid, but he suspected that there might 
be other barriers. Iceland was listed in category 1 (unrepresented countries) in Appendix 2 
of the report； but WHO, and particularly the Regional Office for Europe, had drawn on 
Icelandic experts as short-term consultants and temporary advisers. That meant that 
unrepresented or under-represented countries could have a reasonable working relationship 
with the Organization, although the situation was, of course, not ideal. In conclusion, he 
supported the draft resolution on pages 4 and 5 of the document. 

Professor ISAKOV said that the Director-General1 s report provided the Board with 
detailed information on the changes that had taken place in the recruitment of international 
staff in WHO over the past two years. The report fully reflected the progress that had been 
made in the geographical representation of Member States• It was indeed hard to conceive of 
effective practical work by the Organization at all levels without recruitment of staff on 
the widest possible geographical basis• The problem of adequate geographical distribution on 
the basis of the established limits was becoming increasingly important in the light of the 
implementation of the health-for-all strategy. He was convinced that only by taking full 
account of the wide national experience accumulated in various countries and regions of the 
world and conmiunicated to WHO by the representatives of its Member States could the 
established target be successfully achieved. The problem should therefore be viewed from 
that fundamental standpoint• 

It should be noted, first of all, that the situation with regard to a large group of 
countries, comprising 53 unrepresented and under-represented countries (about one-third of 
all Member States), was clearly unsatisfactory, since it meant that the Organization was not 
getting the full benefit of the knowledge and experience of many Member States• Previous 
documents on recruitment of international staff, such as the one submitted to the 
seventy-first session of the Executive Board,1 had contained information on the 
representation of countries in WHO and its regional offices and also on the distribution of 
professional posts by region, but similar data did not appear in the document under 
discussion; that omission not only detracted from its informational value, but also made it 
impossible for the Board to assess the situation as a whole objectively. It would therefore 
be desirable to resume the practice of including such data in future documents submitted to 
the Board. 

In the light of the foregoing, he wished to submit certain amendments to the draft 
resolution proposed for the Health Assembly in document EB75/18 (section 5). The first would 
be to insert a paragraph after operative paragraph 1 to read as follows: "REQUESTS the 
Director-General to draw up for 1985-1988 a plan for phased correction of the imbalance in 
the representation of Member States on the staff of WHO, with special emphasis on recruitment 
of staff from unrepresented or under-represented countries, and submit it for consideration 
to the Thirty-eighth World Health Assembly". The second amendment consisted of inserting, in 
operative paragraph 4, after the words "CALLS UPON the Director-General to pursue 
energetically his efforts to continue to improve both the geographical representativeness of 
the staff11, the words "on the basis of a plan for phased correction of the imbalance in the 
representation of Member States on the staff of WHO for 1985-1988". He would submit those 
amendments to the Secretariat in writing• 

In conclusion, in order to promote progress in the matter, a temporary freeze on the 
recruitment of staff from over-represented countries might be considered, as helping to 
redress the imbalance, 

Mr BOYER (adviser to Dr Gardner) said that the Secretariat was to be commended for the 
progress made in improving the geographical representativeness of staff, although it was 
clear from the tables that the representation of a number of Member States, including such 
major contributors to the Organization as the USSR and the United States of America, still 
remained below the desirable ranges. It was to be hoped that further progress in that 
direction would be made• 

With regard to Professor Isakov* s amendments, it would seem that operative paragraph 1 
of the draft resolution already met the basic intentions of his suggestions• Where the 
establishment of a recruitment plan to be submitted to the Health Assembly was concerned, he 

1 Document EB71/1983/REC/l, Part I, Annex 7. 
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believed that the Executive Board should not become unduly involved in the details of the 
Secretariat's operations. Paragraph 1 maintained the target of 40% of all vacancies to be 
filled from the unrepresented and under-represented countries. As long as the Secretariat 
kept that target in view, it would perhaps be somewhat improper for the Board to insist that 
a detailed recruitment plan should be submitted to the Health Assembly. 

With regard to the recruitment of women, Dr Law had rightly pointed out that the limited 
number of women serving on the Executive Board, on delegations to the Health Assembly, on 
expert committees and in other areas where they might be involved was directly linked to the 
number of women who could ultimately be employed in high-level posts； unless they could 
obtain experience in the governing bodies or expert committees, they were unlikely to become 
eligible for recruitment. Nevertheless, WHO had made excellent progress in achieving the 
target of 20% which it had had before it since 1979 for the recruitment of women in 
professional and higher grade posts. The attention of Member States should be drawn to their 
obligation to put forward women candidates, and in order to encourage them to do so it might 
be advisable to raise the target. He therefore proposed that the figure of 20% in operative 
paragraph 2 of the draft resolution should be changed to 30%. 

Mrs DE LA BATUT (alternate to Professor Roux) congratulated the Director-General on his 
report and expressed her satisfaction at the fact that, although the situation with regard to 
the recruitment of women was not yet fully satisfactory, it was in any case more favourable 
in WHO than in many other bodies, and that the target of 20% had practically been reached. 
She was sure that the situation would improve further as a result of Dr Law's study and 
excellent report. She supported Mr Boyer1s amendment. 

Dr JAKAB (alternate to Professor Forgács) expressed her appreciation of the 
Director-General1 s efforts to improve the geographical representativeness of the staff in 
pursuance of Article 35 of the Constitution and of resolution WHA36.19. 

Although satisfactory results had been achieved, much remained to be done, since the 
number of unrepresented and under-represented countries still amounted to nearly one-third of 
the Member States, and that of over-represented countries to approximately 15%. Although it 
was gratifying that the number of adequately represented countries had increased from 77 to 
88， much remained to be done in that respect also, since some of the countries' 
representation was at the minimum of the desirable range, whereas others had already reached 
the upper limit. Great efforts would have to be made in the years to come to ensure adequate 
geographical representativeness in WHO. She supported the draft resolution with the 
amendments proposed by Professor Isakov. 

In conclusion, she wished to thank Dr Law for her excellent statement, which she fully 
endorsed； women must be given equal opportunities with men in all spheres of life and 
therefore also in WHO. 

Dr RUESTA (alternate to Dr Bello) said that, since her own country was one of those 
least represented on the WHO staff, she welcomed the statement in the Director-General1 s 
report that efforts were being made to achieve more equitable representation. She also 
appreciated the Director-General1 s gesture in inviting Dr Law to review the recruitment of 
professional women by WHO. Dr Law had done excellent work, which was not surprising in view 
of the significant contribution that Canada was making to the United Nations Commission on 
the Status of Women; that country had probably done more than any other to achieve progress 
in the area in question. 

Dr GARCÍA BATES said that Dr Law was to be congratulated on her presentation of her 
report• The progress made in increasing the proportion of women in WHO staff was gratifying, 
but future studies should concentrate more on the qualitative aspects of the problem, in 
terms of the underlying causes of the situation, which should be regarded as one of many 
existing examples of social injustice. Those causes, of which there were many throughout the 
world, should be studied in depth. The problem of giving women access to high-level posts in 
WHO, as in any other organization, had many aspects, the most important being the need for a 
change in the attitudes of men, who after all represented only 50% of the human race. It was 
not only question of women's access to high-level posts and their need for creative 
scientific and technical activities, but also of the influence they could weild. Those 
matters should be studied in the light of organizational behaviour, tradition, and the 
various forms of exploitation practised by human beings. As she had said, the study should 
be more qualitative in character and more concerned with causes, because a mere decision to 
set a target for the proportion of posts held by women could lead to rather superficial 
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results. For example, the study should include in-depth analyses of causes, behaviour and 
attitudes and even of certain Freudian slips that appeared in some WHO documents, which 
implied an undervaluing of the female staff member. 

Dr LAW, replying to Dr Borgoflo, said that the discrepancy between the figures cited by 
Mr Furth and herself were due to the fact that he had spoken of all the established offices 
of the Organization and she of headquarters only. There were wide variations in the 
percentages of posts occupied by women in the regional offices, especially where professional 
grades were concerned. Thus, of all professional posts at the Regional Office for Africa, 
11% were held by women； the other figures were 32% for the Americas, 8% for South-East Asia, 
22% for Europe, 8% for the Eastern Mediterranean and 10% for the Western Pacific. Those were 
the most recent available figures, which dated back to January 1984. Statistics had been 
accumulated in a number of areas and should certainly be analysed further. 

She agreed with Dr García Bates that the qualitative aspects of the situation should be 
studied and an attempt had been made in her review to introduce some attitudinal aspects； on 
the other hand, it was difficult to deal with that kind of more abstract information, 
particularly in such a complex organization as WHO with its many different cultural 
attitudes; a certain flavour of the aspects referred to by Dr García Bates would be included 
in the final report, for instance, with regard to the question of discriminatory or "sexist11 
language. That approach would be accentuated in the future, especially if the study was 
extended to some regional offices, where that factor was perhaps more important than at 
headquarters• 

At the current meeting, she had dealt with only a small part of the overall problem and 
primarily with the numbers of women holding various posts, but she agreed that there were 
also some important issues related to social justice and the effectiveness of the 
Organization in using all its human resources, men and women alike, to achieve the goal of 
health for all. The aim was not only to increase the number of women in the WHO staff, but 
also to redress an imbalance which led to inefficiency in the Organization, 

She had conmiented earlier on the cooperation she had received from senior officials in 
WHO, but had failed to express her thanks to the women in the Organization, who had helped 
her greatly with her review and had been extremely supportive; and also to the members of 
the Steering Committee, who had also been very helpful in their comments on the review and 
the draft report• 

The CHAIRMAN thanked Dr Law for her contributions to the debate and said that the Board 
looked forward to the publication of her complete report• 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said it was gratifying to see 
that, in the Americas, almost one-third of all the professional posts were occupied by 
women. Two women held leading positions in РАНО, and it would be noted that the three women 
on the Executive Board all came from the Americas, constituting 50% of the members from that 
Region. 

Mr FURTH (Assistant Director-General), responding to Mr Boyer,s suggestion that the 
target mentioned in paragraph 2 of the draft resolution proposed for the Health Assembly 
should be changed from 20% to 30%, said that he was sure the Director-General would have no 
objection to such a proportion. The target could certainly be changed, on the understanding 
that it would take some time to reach it. It had taken a number of years to arrive at the 
present position, in which the 20% target had almost been reached• It should ultimately be 
possible to reach an even higher level than 30% of all posts in established offices to be 
occupied by women. 

With respect to Professor Isakov1s observation, he said that the table on regional 
representativeness of the staff, included two years earlier, had been omitted deliberately on 
the assumption that the Board had not been interested in the matter, but since some interest 
had now been expressed it would be restored in the future. Meanwhile, he had a table on the 
present situation which he would hand to Professor Isakov at the end of the meeting. 

He appreciated the recognition by Board members that progress had been made in 
geographical distribution. The Organization must certainly correct the existing situation in 
which there were 40 unrepresented countries and 13 under-represented countries• It could be 
seen from the document that every effort was being made to do so. 
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He had some difficulty in envisaging how a phased plan to arrive at a more balanced 

geographical distribution, particularly with respect to the representation of unrepresented 
and under-represented staff, could work in WHO with its established recruitment procedures, 
with which the Board and the Health Assembly had expressed their agreement on several 
occasions. The paramount consideration of maintaining the competence, efficiency and 
integrity of the staff, linked to the Organization1s need to recruit highly-specialized 
staff, must also be borne in mind. A phased staff recruitment plan to arrive at a specific 
target by a specific date could be applied in a centralized organization, where recruitment 
decisions were made for the entire organization by a single person or a committee, and where 
more or less interchangeable generalises were to be recruited. It would be feasible in a 
foreign service administration or the diplomatic corps, for example. In WHO, however, there 
were innumerable recruitment centres. The Regional Directors shared the responsibility with 
the Director-General under the Constitution for recruiting staff in the regional offices and 
had also been made responsible for recruiting staff for field project and intercountry 
posts• Programme managers at headquarters had been given a strong voice in deciding on staff 
recruitment for their own programmes so as to ensure the quality and technical competence of 
staff. Vacancy notices were issued for the recruitment of headquarters staff and for posts 
in all established office, and applications were received from all over the world. 

Geographical considerations were naturally taken into account in the selection process, 
but the paramount consideration in every case was the staff member1s competence and 
qualifications for the post. Posts at field project level often went unadvertised, and in 
some cases certain nationalities were unacceptable to the government of the country in which 
the project was located. Moreover, such posts usually called for highly specialized 
qualifications, and the countries that were receiving WHO assistance would be the first to 
object if considerations of geographical distribution took precedence over such 
qualifications• 

Linguistic qualifications also played a very important role in WHO because, if 
candidates were unable to express themselves clearly in the working languages of the 
Secretariat they would be unable to do effective work no matter how technically qualified 
they were. In the United Nations, where a phased recruitment plan had been attempted in 
pursuance of a General Assembly resolution, the results had been worse than before. The 
existing practice in WHO of recruiting at least 40% of all staff from unrepresented or 
under-represented countries was gradually producing the results which the Board and the 
Health Assembly desired. As shown in document EB75/18, the momentum had so increased, 
particularly from October 1984 to January 1985, that even faster progress could be expected 
in the coming two years. He sincerely believed that the existing practices were the best 
guarantee of arriving at the desired result. 

The DIRECTOR-GENERAL believed that it was appropriate for him to draw attention once 
again to Article 35 of the Constitution, which stated; 

"The Director-General shall appoint the staff of the Secretariat in accordance with 
staff regulations established by the Health Assembly. The paramount consideration in 
the employment of the staff shall be to assure that the efficiency, integrity and 
internationally representative character of the Secretariat shall be maintained at the 
highest level. Due regard shall be paid also to the importance of recruiting the staff 
on as wide a geographical basis as possible.11 

Within the democratic dialogue that he sincerely believed existed in the Board and in 
its manner of instructing the Director-General, the Organization had been able to make 
substantial progress in its recruitment efforts. It would be highly undesirable to include 
any provisions in the instructions given to the Director-General that might in any way create 
difficulties for him in carrying out his constitutional responsibility towards all Member 
States. That was the one point that he would like the Executive Board to keep in mind. 

The CHAIRMAN, noting that the text of Professor Isakov1s amendments to the draft 
resolution in document EB75/18 was not yet available in all the working languages, asked 
whether the Board wished to defer its consideration of that draft resolution until the next 
morning, when it would have the amendments before it in all the working languages. 

Dr QUAMINA said that she would prefer to see the text of the amendments in writing 
before taking a decision. 
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Dr BORGOÑO considered that Professor Isakov1s amendments would have been appropriate if 
no progress had been made, but to request the Director-General to establish the proposed plan 
would imply that the Board was not satisfied with what had been achieved, and that was not a 
conclusion that could be drawn from the discussion. He therefore wondered whether 
Professor Isakov would withdraw his amendments. 

Professor ISAKOV agreed with Dr Quamina1s suggestion that the Board should defer 
consideration of the draft resolution until the text of his amendments was available in the 
various languages• He was aware of the excellent work carried out over the past two years to 
remedy staff imbalances and had merely wished to express his support for the continuation of 
efforts in that direction. 

The CHAIRMAN said that further consideration of the draft resolution would be postponed 
until the next meeting, when the Board would have the text of the amendments before it in 
writing. 

(For continuation of the discussion, see summary record of the twenty-fifth meeting, 
section 2.) 

4. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS： Item 14 of the Agenda 
(Document EB75/15) 

The CHAIRMAN, in accordance with resolution EB57.R8, invited Mr Anderson to make a 
statement as representative of the WHO Staff Associations. 

Mr ANDERSON (representative of the WHO Staff Associations and President of the Staff 
Association at headquarters) said it had been encouraging to see the Executive Board devoting 
so much time to matters of staff, their training, the role they were playing, and the role 
that the Board expected them to play in implementing the programme budget• 

Document EB75/15, in whose preparation the seven WHO Staff Associations had actively 
participated, was directly linked with the Director-General1 s report in document EB75/16. He 
did not wish to dwell at length on what the Staff Associations believed was a concise and 
clear presentation of the staff1s views on career service awards, particularly for the group 
P.4 to P.6/D.1. The two points on which the staff1s views diverged from the proposals to be 
submitted to the Board by the Director-General, though possibly not major ones, were 
certainly important for the reasons set forth in the document. The staff1s proposals, if 
accepted by the Board, would require no additional financial or legal commitment for the 
Organization. 

There was a further issue of extreme concern to the staff and to all international civil 
servants. Many Board members would be familiar with the statement made by the representative 
of the WHO Staff Associations to the Board at its seventy-fourth session, the related 
comments of the Director-General and the Board1 s subsequent decision with regard to the 
action taken by the United Nations General Assembly on pension rights and benefits stemming 
from the United Nations Joint Staff Pension Fund. That Fund, which had been established by 
the General Assembly to provide retirement, death, disability and related beliefits for the 
staff of the United Nations and the other organizations, including WHO, admitted to 
membership of it, was administered by the United Nations Joint Staff Pension Board composed 
of government, administration and participants1 representatives• The Executive Board had 
been informed in May 1984 that the Fund1s financial situation, expressed in terms of an 
actuarial or theoretical deficit, had prompted the United Nations General Assembly in 1983 to 
adopt a resolution requesting the Joint Staff Pension Board to study the situation and make 
recommendations to the General Assembly for improving it. That Board had met in Vienna in 
August 1984, and adopted an indivisible set of recommendations for the General Assembly1 s 
attention. The bulk of the burden for improving the Fund1 s financial situation had been 
placed on the staff and future pensioners rather than on the member organizations• Two 
recommendations, however, requested a sharing of the responsibility - the first for an 
increase in contributions from 21.75% to 24%, and the second for a change in the mandatory 
age of separation from 60 to 62 years of age. Despite all the efforts made, the burden 
placed on the staff, and the stipulation in Article 26 of the Fund1 s regulations - which 
states that "in the event that an actuarial valuation of the Fund shows that its assets may 
not be sufficient to meet its liabilities under these Regulations, there shall be paid into 
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the Fund by each member organization the sum necessary to make good the deficiency" - the 
United Nations General Assembly had chosen in December 1984 to approve only those measures 
detrimental to the staff, to defer action on changing the mandatory age of separation, and to 
refer other questions back to the Pension Board for review. In doing so it had acted 
arbitrarily and probably illegally. 

The present session of the Board was the first session of a governing body of a major 
specialized agency of the United Nations to meet since the United Nations General Assembly 
had adopted the resolution in question. It was not irresponsible of the Staff Associations 
to express their gravest concern at the injurious effect of what was occurring in the United 
Nations General Assembly. Most staff members of WHO and other United Nations organizations 
considered the General Assembly1 s decision to be irresponsible, ill-considered, and 
politically rather than managerially motivated. The effect was demoralizing for the staff 
and could easily lead to a greater sense of insecurity. A discouraged staff member would 
hardly be better fitted to pursue the development mission on which the Organization had 
embarked in complete partnership with Member States when the representatives of those States 
in the General Assembly took such arbitrary decisions and even attacked the integrity of the 
staff. A demonstrative lack of consideration, respect and appreciation of the work and of 
the sacrifices frequently made by the staff to meet the aspirations and goals of Member 
States would not encourage greater energy, efficiency or total commitment. The Staff 
Associations hoped that Executive Board members would reflect on the present and long-term 
implications of the chaos that was likely to result from a breakdown in the United Nations 
common system, and - more important - that they would reflect on what the World Health 
Organization was likely to become if it was unable - because of failure to respect some of 
the fundamental employment conditions that had been so painstakingly developed over the past 
three decades - to keep and continue to attract experienced, qualified and devoted personnel 
from all corners of the world. 

The Staff Associations hoped that Dr Law would accept an invitation to address the 
forthcoming session of the Council of the Federation of International Civil Servants 
Associations in Washington in March 1985 and share with other staff association members some 
of WHO1s experiences in the recruitment of female staff members. 

The DIRECTOR-GENERAL said that his personal position on staff morale could be seen from 
the summary records of the seventy-fourth session of the Board in May 1984. Since that time, 
developments in the United Nations General Assembly had further undermined the morale of 
staff, including that of the Director-General. It was an extremely serious situation. The 
Fifth Committee of the General Assembly had not paid any attention to the views of the 
executive heads in the United Nations system： it had been implied that they were entirely in 
the hands of the staff associations and unions and had thus lost credibility. Anyone 
observing that situation would undoubtedly agree that staff morale was affected from top to 
bottom. It was all part of the way in which the United Nations development system was being 
treated. Taking it out on the workers was an old gimmick for people with political problems• 

He pleaded with all Member States to end the constant efforts to erode staff morale. 
The staff were paid to serve, and had no right to become demoralized - but what was occurring 
added daily ammunition to the media's attempts to discredit the serious efforts of such 
organizations as WHO. He hoped all Member States would reflect upon what they were doing to 
the system. 

The CHAIRMAN said that, if there were no objections, he would assume that the Board 
wished to take note of the statement by the representative of the WHO Staff Associations, 

It was so agreed. 

The meeting rose at 18hQ0. 
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Chairman： Professor J. ROUX 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT): Item 12 of the 
Agenda (Resolutions WHA34.36, para. 5(2), and WHA35.23, para. 6； Document EB75/13) 
(continued from the twenty-fourth meeting, section 1) 

The CHAIRMAN invited the Board to consider the draft resolution proposed by Dr Quamina 
(see summary record of the twenty-fourth meeting, section 1) and a draft decision proposed by 
Mr Boyer, which read : 

••The Executive Board, having considered the deteriorating health situation in the 
least developed among developing countries, recommends to the Thirty-eighth World Health 
Assembly the consideration of special ôteps to deal with the health crisis in these 
countries, including the establishment of a special health fund to assist them, the 
strengthening of existing special funds, and/or other actions which can support these 
countries in strengthening their health infrastructures and thereby enhance their 
capacities to attract and absorb significant quantities of new health resources.11 

In accordance with Rule 38 of the Rules of Procedure, the draft decision proposed by 
Mr Boyer would be voted on first. 

Dr QUAMINA said that she would wish to propose an amendment to the draft decision if the 
draft resolution she had proposed was not adopted• 

Professor ISAKOV said that it might be possible to merge both drafts and present a 
single proposal. 

Dr HASSOUN (alternate to Dr Al-Taweel) said that the two proposals recommended almost 
the same action; the establishment or mobilization of health funds to support health systems 
in the least developed among developing countries• He supported the draft resolution 
proposed by Dr Quamina, which he favoured for its formulât ion and clarity of expression； he 
believed that it would be acclaimed by the majority of, if not all, delegations to the Health 
Assembly• 

Dr BORGOÑO said that agreement should first be reached on whether the Board wished to 
have a decision or a resolution and then on the content of the text. 

Dr BELLA agreed with Dr Borgoño. 

Professor LAFONTAINE said that as there was agreement about substance Professor Isakov1 s 
suggestion would seem to be logical. Whatever the Board decided it should avoid placing the 
Director-General in a difficult position. 

Dr REID agreed with Professor Isakov and Professor Lafontaine. A drafting group could 
combine the two texts. He suggested that, whatever the text finally decided upon, the 
Secretariat should explain to the Health Assembly the financial and other implications of 
disestablishing the existing special account and establishing a new fund• 

It was important for the Board to be unanimous in any proposal to the Health Assembly. 

Professor BAH agreed with Dr Borgoño. Confusion must be avoided in any presentation to 
the Health Assembly. To merge the texts would require considerable discussion. It would be 
better first to decide on a resolution or a decision and then to adapt the text• 

-341 -
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The CHAIRMAN pointed out that those in favour of the decision could be expected to vote 

in favour of the text proposed by Mr Boyer and those in favour of a resolution in favour of 
the text proposed by Dr Quamina. 

Dr KOINANGE said that it should be borne in mind that the text, whether decision or 
resolution, was a recommendation to the Health Assembly. He endorsed Dr Hassoun1s view that 
both texts had a great deal in common. The proposed decision presented the major difficulty 
that it implied a "once only" action to deal with a crisis. He was in favour of merging the 
two texts but if required to vote on the proposals as they stood would support the draft 
resolution. 

Dr"EL GAMAL noted that the draft resolution requested the disestablishment of the 
existing Special Account for Assistance to the Least Developed among Developing Countries in 
the Voluntary Fund for Health Promotion. He did not feel that he could join in recommending 
that the Health Assembly disestablish an existing account of which he did not know the 
details. It might be that the mandate of the existing account could allow for the services 
intended to be carried out through a new fund so that the existing account could accommodate 
the present aim and avoid the need to establish a new fund. He would like to be informed of 
the terms of the existing account so as to form an opinion on whether it should be 
disestablished or continued. 

Dr ADOU said that the Board was resuming its lengthy debate of the previous meeting. He 
had been under the impression that at the current meeting members were to decide on one of 
the two texts prepared as a result of previous discussions. It seemed to him that those who 
wanted a resolution would vote for the text proposed by Dr Quamina and those who wanted a 
decision would vote for the text proposed by Mr Boyer. 

Dr JAKAB (alternate to Professor Forgács) supported Dr Reid1 s proposal that a drafting 
group should be established to merge the two texts. 

Dr Sung Woo LEE endorsed the comments made by Dr Koinange. 

The CHAIRMAN said that several speakers had supported Professor Isakov1s suggestion 
concerning the possibility of merging the two texts; the substance appeared to be much the 
same, although there was some difference in detail. If agreement could be reached on the 
text, the question of decision or resolution would become secondary. 

Dr MAKUTO said that the bone of contention lay in whether the Board was to present a 
resolution or a decision to the Health Assembly. He asked, therefore, whether a drafting 
group would be expected to draft a resolution or a decision. 

Dr HAPSARA agreed that, while it would appear to be possible to achieve a synthesis of 
both texts, the point of conflict was whether it was better to have a resolution or a 
decision. 

Dr REGMI said that a decision should be reached first on whether to have a decision or a 
resolution and then on content• 

The DIRECTOR-GENERAL said that, although he in no way wished to influence the Board, he 
did not believe that the main point at issue was so much of resolution or decision as of 
substance. The question was whether the Board wished to set up a drafting group to reconcile 
the different points of view and prepare a recommendation to the Health Assembly which was 
reasonably explicit but which at the same time left that body sufficient flexibility to take 
its own decision. 

Concerning the effects of disestablishment of the existing special account, raised by 
Dr El Gamal, he assured him that the Health Assembly would be provided with all necessary 
information when it debated the issue. 

Professor LAFONTAINE suggested, in the light of the Director-General1 s comments and as 
there was agreement in principle, that the Board should proceed as indicated by 
Professor Isakov, Dr Reid and himself. 

The CHAIRMAN asked whether the Board agreed that a small drafting group should be 
established to prepare a synthesis of the two texts• Members of the drafting group would 
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be； Mr Boyer (adviser to Dr Gardner), Professor Isakov, Dr Koinange, Professor Lafontaine 
and Mrs Mixer (alternate to Dr Reid). 

It was so agreed. 

(For continuation, see summary record of the twenty-seventh meeting, section 1.) 

2. RECRUITMENT OF INTERNATIONAL STAFF IN WHO： Item 17 of the Agenda (Resolution WHA36.19； 
Document EB75/18) (continued from the twenty-fourth meeting, section 3) 

The CHAIRMAN said that amendments to the draft 
had been proposed by Professor Isakov and Mr Boyer, 

Professor Isakov had proposed the following: 

(1) Insert after operative paragraph 1 of the 
paragraph 2 reading: 

resolution contained in document EB75/18 
adviser to Dr Gardner, 

Board1 s draft resolution a new 

"REQUESTS the Director-General to draw up for 1985-1988 a plan for phased 
correction of the imbalance in the representation of Member States on the staff of 
WHO, with special emphasis on recruitment of staff from unrepresented or 
under-represented countries, and submit it for consideration to the Thirty-eighth 
World Health Assembly；" 

(2) Operative paragraph 2 of the Board's resolution to become paragraph 3. 

(3) Insert in operative paragraph 4 of the draft resolution proposed for the 
Thirty-eight World Health Assembly, after "the geographical representativeness of the 
staff", the words: 

"•.• on the basis of a plan for phased correction of the imbalance in the 
representation of Member States on the staff of WHO for 1985-1988 … " 

the rest of the paragraph remaining unchanged. 

(4) After operative paragraph 4 of the draft resolution proposed for the Thirty-eighth 
World Health Assembly, insert a new paragraph numbered 5 and reading: 

"REQUESTS the Director-General to suspend temporarily until 1987 the recruitment of 
staff from Member States over-represented in WHO for professional and higher-grade 
posts subject to geographical representation.11 

(5) Operative paragraph 5 of the draft resolution proposed for the Thirty-eighth World 
Health Assembly to become paragraph 6. 

Mr Boyer had proposed the following: 

Operative paragraph 2 of the draft resolution proposed for the Thirty-eighth World 
Health Assembly, to read: 

"DECIDES to maintain the target to achieving a proportion of 30% of all 
professional and higher-graded posts in established offices to be occupied by 
women；" 

Professor ISAKOV said that he would not insist on his proposed amendments which referred 
to "phased correction of the imbalance in the representation". He wished the proposed 
amendment for the inclusion of a new operative paragraph 5 to stand, although the exact 
wording could be open to discussion. The substance of the proposed new paragraph would be 
clear to the Board. In his opinion it would provide the Director-General with greater 
possibilities for solving the problem of recruitment of staff from unrepresented or 
under-represented countries. 

Dr REID said that he was very appreciative of progress reflected in document EB75/18, 
which touched upon both international distribution and the prospects of women. The two 
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topics were not unrelated, since for sociocultural reasons some countries were 
under-represented in women. Steps to overcome the latter imbalance would also improve 
geographical distribution. 

He proposed that operative paragraph 4 of the draft resolution should include mention of 
the Regional Directors, so as to read： "CALLS UPON the Director-General and the Regional 
Directors to pursue energetically their efforts Such an addition did not appear to be 
controversial. 

Concerning the new paragraph 5 proposed by Professor Isakov, and in the light of the 
Director-General1 s comments at the preceding meeting concerning his constitutional position 
and of Staff Regulation 4.2, he feared that adoption of the proposed amendment would have the 
effect of tying the Director-General1 s hands in relation to staff recruitment, especially in 
view of the extremely good progress he had already made towards improving geographical 
balance. The Board would surely agree that efficiency, competence and integrity in staff 
were a prime consideration while, at the same time, everything possible should be done to 
secure fair geographical distribution. He was not in favour of the proposed amendment. 

Dr Sung Woo LEE endorsed Dr Reid1 s comments• 

The DIRECTOR-GENERAL informed the Board that the countries which were over-represented 
and where there would be an embargo on recruitment on their nationals, should the proposed 
amendment be adopted, were: Bangladesh, Benin, Burma, Chile, Colombia, Congo, Egypt, Ghana, 
India, Islamic Republic of Iran, Jordan, Lebanon, Madagascar, Mauritius, Nepal, Pakistan, 
Peru, Philippines, Republic of Korea, Sri Lanka, Sudan, Switzerland, Thailand, Togo, United 
Kingdom of Great Britain and Northern Ireland, United Republic of Tanzania and Zaire. He 
pointed out that tremendous efforts had been made to have the developing countries 
represented in the Organization. 

Mr BOYER (adviser to Dr Gardner) asked whether Professor Isakov might be willing to 
withdraw the proposed amendment, in the light of the information provided by the 
Director-General and in view of what seemed to him to be the correct interpretation made by 
Dr Reid that the proposed new paragraph was in violation of the Constitution. 

Professor ISAKOV maintained his request that the Board consider the proposed amendment. 

The CHAIRMAN reminded the Board that Professor Isakov had withdrawn the two amendments 
he had first proposed concerning "phased correction of the imbalance" in representation. He 
invited members to vote on the remaining proposal for insertion of a new operative 
paragraph 5. 

The amendment was rejected by 18 votes to 3, with 5 abstentions. 

Dr KHALID BIN SAHAN, speaking in explanation of his vote, said that he had opposed the 
amendment not because he supported over-representation but because he believed that the 
Director-General1 s hands should not be tied or his task made more difficult. In view of the 
fact that the Director-General had already taken action to ensure much more equitable 
geographical representation, and of the assurance that the situation would be monitored in 
the immediate future, such a constraint should not be imposed on programme implementation. 

The DIRECTOR-GENERAL said that the question of recruitment of international staff was a 
vital issue which occupied a large part of his time. It should consequently be made quite 
clear that the constitutional provisions existed for the sake not of the Director-General but 
of Member States. There were situations where experts in certain fields were to be found in 
specific countries and not elsewhere - in France, for example, for certain tropical diseases, 
and in the United Kingdom, in connection with work on the "cold chain" - so that the effect 
of an amendment of the kind proposed would mean that recruitment in such areas might have to 
be suspended for three years• He believed that it would be unconstitutional to suspend 
recruitment for expertise needed for vital programmes of Member States. 

The CHAIRMAN invited the Board to consider the amendment proposed by Mr Boyer. 

Dr BORGOÑO said that the amendment would not seem to be very meaningful in view of the 
fact that the draft resolution contained in document EB75/18 made provision for the topic to 
be reported on in 1987. It would hardly be possible to increase representation from 20% to 
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30% by 1987. There would, however, be a real opportunity to decide on a reasonable target in 
1987• Consequently, he asked Mr Boyer whether he would consider withdrawing his proposed 
amendment• 

Mr FURTH (Assistant Director-General) said, in response to Dr Borgoño1s comment, that 
while operative paragraph 5 of the draft resolution requested the Director-General to report 
on the recruitment of international staff to the Executive Board and the Health Assembly in 
1987, no date limit was set for achievement of the target referred to in operative 
paragraph 2. Therefore, the Director-General would be required to report in 1987 on progress 
achieved towards the target, although it might not have been attained. There would 
consequently be no inconsistency between the two paragraphs. 

He suggested that the text of the amendment proposed by Mr Boyer might be changed so 
that it read: 

"DECIDES to raise to 30% the target set for the proportion of all professional and 
higher graded posts in established offices to be occupied by women;M 

The CHAIRMAN asked whether Mr Boyer maintained his proposed amendment and, if so, 
whether he would be in agreement with the suggested editorial changes• 

Mr BOYER (adviser to Dr Gardner) confirmed that he maintained the proposal and agreed 
with the wording suggested by the Assistant Director-General• He further agreed with the 
latter1s interpretation that to establish a target did not mean that it must necessarily be 
achieved by the time it was reported on. 

The amendment, as reworded, was adopted by 18 votes to 2, with 6 abstentions. 

Dr EL GAMAL, speaking in explanation of his vote, said that he had abstained because, 
while he agreed with the principle of recruiting more women into the Organization, if a 
target had to be set he would have preferred it to be 50%. 

/ � 
Dr GARCIA BATES, speaking in explanation of her vote, said that her opposition to the 

amendment might seem contradictory but she felt that WHO*s future efforts should be focused 
not so much on systematic considerations of quantity, since a quantitative goal had already 
been set, but on more qualitative objectives regarding the recruitment of women, to ensure 
equal participation of women at all professional levels of the Organization. That aim should 
serve as a model or as experience to be drawn on by all countries• 

Professor BAH, speaking in explanation of his vote, said that he had abstained because 
it was more important to concentrate on quality than to set a percentage for recruitment. 

Dr BORGOSO requested clarification of the amendment proposed by Dr Reid. 

Dr REID wished to know whether constitutionally it was not more correct for his 
amendment to paragraph 4 to read: "CALLS UPON the Director-General, in consultation with the 
Regional Directors, to pursue rather than； "CALLS UPON the Director-General and the 
Regional Directors 

The DIRECTOR-GENERAL replied that the original amendment was in conformity with 
Article 53 of the Constitution, which conferred an important role on the Regional Directors 
in recruiting staff in the regions. 

The CHAIRMAN put to the vote Dr Reid丨s amendment to paragraph 4 of the draft resolution. 

The amendment was adopted unanimously. 

The CHAIRMAN put to the vote the draft resolution as a whole, with the amendments “ 
adopted. 

The resolution was adopted as amended.丄 

1 Resolution EB75.R12. 
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Mr BOYER (adviser to Dr Gardner) wished it to be clear that he agreed with the comments 
made by Dr García Bates and Professor Bah regarding quality, which was, moreover, a criterion 
required by Article 35 of the Constitution. Paragraph 2 and his amendment to it were not 
inconsistent with that requirement, since the highest quality would naturally be sought in 
the recruitment of women. 

3. PROGRAMME OF WORK 

The CHAIRMAN announced that, in the absence of any objection, agenda item 21 
(Collaboration with nongovernmental organizations) would be discussed at a private meeting of 
the Board. 

It was so agreed, 

(For outcome of the discussion, see summary record of the twenty-sixth meeting, 
section 2.) 

4. CONTRACTUAL STATUS OF STAFF; Itera 15 of the Agenda (Decision EB73(11); Document 
EB75/161) 

Mr FURTH (Assistant Director-General), introducing document EB75/16, said that the 
report had been prepared in response to the Board1s request to re-examine that part of the 
Director-General1 s proposals to reintroduce career service appointments which affected staff 
in grades P.4 to P.6/D.1. It would be recalled that the Board had decided the previous year 
to approve the Director-General1 s proposals with regard to the award of career service 
appointments to staff in the general service and the professional category up to Р.З. A 
ceiling on the total number of such awards had been set at 30% of the total staff in those 
grade levels. 

That decision had been put into effect in a phased manner and in 1984 the 
Director-General had approved 190 awards for staff in those categories• Further awards would 
be made in coming years on the basis of the regressive scale formula outlined in Annex 2 of 
document EB75/16. The Director-General had laid down strict criteria which staff must meet 
to be considered for such appointments. The appointments were recommended by review 
committees which had been established in each region and at headquarters. The details of 
those criteria, the composition of the review committees and the procedures for making 
recommendations had been worked out very carefully following discussions in the Global 
Programme Committee and after consultation with the staff. They had been published in the 
WHO Manual and were attached as Annex 1 to document EB75/16. 

The Board was now invited to consider the extension of the award of career service 
appointments to staff in the professional category grades P.4 to P.6/D.1. The arguments put 
forward at the seventy-third session of the Board by the Director-General in favour of 
reinstituting the award of such appointments were to be found in document ЕВ73/1984/REC/l, 
Annex 11. 

It would be recalled that the matter had been raised in the context of the reports which 
had been prepared on the subject by the International Civil Service Commission and the Joint 
Inspection Unit for the United Nations General Assembly and which had resulted in the 
adoption by the General Assembly of resolution 37/126. That resolution in effect recommended 
to the organizations that staff members on fixed-term appointments be given every reasonable 
consideration for a career appointment provided they had completed five years of satisfactory 
service. The Director-General1 s response had gone only some way towards meeting the 
recommendation, since he had suggested confining the award of career appointments within 
fixed percentage limits• He continued to be firmly of the opinion that the award of career 
service appointments within such ceilings did not in any way undermine WHO*s flexible 
staffing structure or negatively affect geographical distribution. Indeed, seen in a 
historical perspective, in the 10 years from 1963 to 1973 when the former career service 
appointment scheme had been operative, the spread of nationalities represented on the staff 
had actually increased from 66% to 75% of Member States• 

1 Document EB75/1985/REC/1, Part I, Annex 6. 
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Reinstituting the award of career appointments had no financial consequences； it had, 
however, a very beneficial psychological impact on the staff, as staff representatives had 
reported to the Board• It formalized the reality that some staff members stayed in the 
Organization for a long time and made careers which were both personally rewarding and 
valuable to the Organization, since such staff brought continuity into the complex procedures 
of the administration and management of WHO1s programme. 

The experience already gained from the award of such appointments at the general service 
and lower professional levels had been favourable, and the Director-General saw no reason why 
the scheme should not be extended to the professional group P,4 to P.6/D.1. The criteria for 
such appointments were fixed and formal, the awards would be phased in gradually, and the 
number of awards which could be made each year was extremely small, namely approximately 
13 awards in 1985, decreasing each year to about five awards in 1990. 

Dr REGMI said that the estimated target of about 35 career service contracts to be 
awarded over the next five years was a very modest one• He was sure that the proposed 
scheme, which merely extended a facility previously provided to the staff, would be used 
the Director-General in the interests of the efficient running of the Organization. 
Considering that it would have no financial implications and would be psychologically 
beneficial to the staff, he was in favour of the proposals. 

by 

Dr JAKAB (alternate to Professor Forgács) said that careful consideration needed to be 
given to the Director-General1 s proposals, and that the disadvantages outweighed the 
advantages of changing the existing system of granting only fixed-term appointments which, 
following on from resolution WHA29.48, had been confirmed in resolutions EB63.R25 and 
WHA34.15• The suspension of career service appointments had been justified by programme 
reorientation and the abolition of more than 20% of posts at headquarters and also of a large 
number of posts at the regional offices• 

The major part of WHO1 s programme was oriented towards technical cooperation with Member 
States, which called for a permanent influx of new skills into the Organization. The 
health-for-all strategy could not succeed unless staff members were constantly aware of the 
changing needs of Member States, so as to be able to take urgent action if necessary. That 
underscored the need for fixed-term appointments. Even the proposed 15% would adversely 
influence the flexible staffing structure. Flexibility was also needed in view of the fact 
that about one-third of all staff were in posts funded from extrabudgetary resources• 
Dynamism was absolutely necessary in WHO'S programmes and projects. Moreover, United Nations 
General Assembly resolution 37/126 contained only a recommendation for organizations to 
establish their needs in that respect and by no means called upon them to do so. 

One-third of Member States were still unrepresented or under-represented, and the 
introduction of career contracts in the higher professional categories would make it 
increasingly difficult to comply with the goal of equitable geographical distribution of 
staff as provided for in Article 35 of the Constitution, since the nationality of a serving 
staff member was not a criterion in deciding whether or not to grant him or her permanent 
status• As the Director-General himself had pointed out in his report to the Executive Board 
at its seventy-third session, some countries found it difficult to put their nationals at the 
Organization丨s disposal for long periods• 

While she agreed with many of the arguments put forward in favour of career service 
appointments, she felt that uncertainty about the future should not pose a problem where a 
staff member's return to his native country was ensured• The great advantage of fixed-term 
appointments was that they ensured diligence and efficiency in the staff, whose contracts 
would otherwise not be renewed. In her view it would be far more unfair to grant career 
contracts to 15% of the staff in that category than not to grant any at all, as it would lead 
to tension among the staff. 

Dr BORGOÑO said that the spirit of the United Nations General Assembly resolution 
implied that there was a need for a certain proportion of permanent staff. It was, of 
course, a recommendation because of the varying needs of specialized agencies in terms of 
career personnel. He would support the Director-General1s proposals, with the proviso that 
within the proposed 15% due account should be taken not of merit alone but also of 
geographical distribution and the recruitment of women. 

Mr GRIMSSON said that at the seventy-third session of the Board he had agreed to the 
reintroduction of career service appointments subject to certain criteria for staff up to the 
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P.3 grade because he had considered it fair to provide opportunities for job security for 
staff at the grade levels concerned. On the other hand he believed it was in the interests 
of Member States and thereby the Organization to encourage reasonable rotation in higher 
grades. While 15% was admittedly a low figure, there might subsequently be a gradual 
increase in the number of appointments of that type, which might ultimately make it more 
difficult to remedy the problem of the geographical distribution of staff and perhaps also be 
an obstacle to the increased recruitment of women. He could not therefore support the 
proposal to introduce career service appointments to staff in grades P.4 to P.6/D.1. 

Professor ISAKOV said the report under discussion, and the proposals contained in it 
regarding career service appointments, were so important for the future activities of the 
Organization that they required careful analysis before any decision was taken. 

As he had said at the seventy-third session of the Board, there was no lack of staff 
members in the Organization with considerable length of service and experience. The figures 
for 1983 alone now showed that 57% of staff had been working in the Organization for more 
than five years, and 30% for more than ten years, while about 10% already had career service 
appointments. A year had passed since the Board had decided to increase to 30% the quota of 
career service appointments in categories up to P.3, and in that time the number of staff 
with permanent contracts had naturally risen. An increase in the quota to 15% for grades P.4 
to D.l was being considered now. But in the next four or five years, because of the natural 
process of promotion and through the movement, for example, of P.3 permanent staff to grade 
P.4 - for which grade the quota would have been filled - efforts would inevitably be made to 
raise the quota further; that situation was likely to be repeated at all grades, and it 
would not be long before the majority of staff would have permanent contracts. 

He drew attention to the rules governing the award of career service appointments 
reproduced in Annex 1 to document EB75/16, under which staff were required to have had at 
least five years1 satisfactory service in WHO (section 610.1 of the WHO Manual). It was 
already possible for a staff member wishing to continue working for WHO, and receiving his or 
her government1 s support, to do so for over five years. He believed that there should be a 
more flexible staff structure, which was only possible on the basis of fixed-term 
appointments; that would also have the advantage of ensuring dynamism in the programme 
activities of WHO. WHO, as a specialized institution, needed the services of specialists, 
for whom fixed-term appointments were to be preferred to career appointments. 

Document EB75/18 showed the general picture of geographical representativeness. By 
deciding to increase the number of career service appointments, the Board must be careful not 
to decrease the number of posts governed by the principle of geographical distribution and 
thus consciously reduce efficiency. He therefore considered it would be best to retain the 
present practice. 

The CHAIRMAN noted that out of five speakers, three had been opposed to the 
Director-General1 s proposal and two in favour. His own proposal would read as follows: 

"The Executive Board, having considered the Director-General1 s report on contractual 
status of staff, decided that the proposals with respect to the award of career service 
contracts to WHO staff members in grades P.4 to P.6/D.1 should be reviewed in the light 
of the Board's discussions". 

Professor ISAKOV and Dr JAKAB (alternate to Professor Forgács) supported the Chairman1s 
proposal• 

Dr BORGOÑO asked what procedure the Board was expected to follow. As he saw it, there 
was in fact a majority in favour of the proposal made by the Director-General. 

Dr REID formally proposed that the Board approve the Director-General1 s proposal, and 
asked that his proposal should be put to the vote. 

The CHAIRMAN said that as far as procedure was concerned, the result would be the same 
whether his own or Dr Reid1 s proposal was voted on. However, since Dr Reid1s proposal had 
been made last, he invited the Board to vote on it. 

The proposal was adopted by 19 votes to 4, with 5 abstentions. 
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Decision: The Executive Board, having considered the Director-General1 s report on 
contractual status of staff, decided to approve his proposals with respect to the award 
of career service appointments to WHO staff members in grades P.4 to P.6/D,1.1 

5. CONFIRMATION OF AMENDMENTS TO THE STAFF RULES： Item 16 of the Agenda (Documents 
EB75/17 and Add. 1, and EB75/INF.DOC./4 and Add. I)2 

Mr FURTH (Assistant Director-General) said the documents presented under item 16 
comprised two groups： the first, EB75/17 and EB75/INF.DOC./4, related to those amendments 
which were based on decisions taken by the International Civil Service Commission under 
Article 11 of its Statute, which had been forwarded to members of the Board in November. 
Documents EB75/X7 Add. 1 and EB75/lNFeDOC./4 Add. 1 related to amendments occasioned by the 
decisions of the United Nations General Assembly at its most recent, thirty-ninth session. 
As was habitual, the amended rules had involved consultations with the regional and 
headquarters staff associations, and with regional administrations. 

The amendments reported by the Director-General in document EB75/17 were considered 
necessary in the light of decisions taken by the International Civil Service Commission under 
Article 11 of its Statute. They concerned increases in the basic level of the financial 
incentive for staff serving at certain designated official stations, commonly known as 
"hardship" stations. The amendments also involved the introduction with effect from 
1 January 1985 of a second, higher level of financial incentive to be paid to staff serving 
at a restricted number of very difficult official stations. Section 2 described the 
budgetary implications of those amendments, which because of the relatively small numbers of 
staff involved, were limited, and would be absorbed within the averages established for staff 
costs. 

Addendum 1 to document EB75/17 referred to amendments to the Staff Rules made necessary 
by decisions of the United Nations General Assembly on the basis of recommendations made by 
the International Civil Service Commission. Those amendments all resulted from the decision 
of the General Assembly to consolidate 20 points of post adjustment into the net base salary 
of the professional and higher categories. That consolidation had been made necessary 
largely to meet a shortfall in the United Nations Tax Equalization Fund, which was used for 
the reimbursement of staff members who were required to pay tax on their United Nations 
salaries. Consolidation was carried out on the basis of a "no loss, no gain" formula, 
designed to ensure that staff members neither gained nor lost as a result of the 
consolidation process. 

To accommodate the consolidation in WHO'S Staff Rules, amendments were required to 
schedules or scales contained in four rules: the rule referring to the rates of staff 
assessment, the rule containing the annual net and gross salaries applied to professional 
category and directors1 posts, and the two rules containing the schedules of positive and 
negative post adjustment rates. Those technical adjustments to the salary scale for staff in 
the professional and director1 categories required that consequent modifications be made to 
the remuneration of staff in ungraded posts, as well as to the remuneration of the 
Director-General• 

Based on the same formula, gross and net salaries after consolidation had been 
established for those staff members, and were contained in document EB75/INF.DOC./4 Add.l. 
Because of the "no loss, no gain11 formula, the budgetary implications were insignificant, and 
resulted only from the process of rounding up the figures obtained after consolidation. 

The Board was invited to consider two draft resolutions, contained in section 4 of 
document EB75/17 Add.1 (the first of which replaced the draft resolution in document EB75/17, 
section 3). 

Dr Sung Woo LEE referred to the protracted freeze on post adjustment recently decided by 
the United Nations General Assembly. It was his understanding that the forthcoming 
incorporation of 20 points of post adjustment into the base salary of staff members in the 

1 Decision EB75C5). 
2 These two documents were consolidated to form Annex 3 to document EB75/1985/REC/1, 

Part I. 
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professional category would have the result of placing 76 countries and areas in all under 
"minus post adjustments11. What were the implications of that for WHO staff members? 

Mr FURTH (Assistant Director-General) said that he did not have any information on that 
point at the present stage. If there were minus post adjustments in stations where WHO staff 
were located, they would certainly be applied• 

Mrs DE LA BATUT (alternate to Professor Roux) asked whether it might not be wise to 
defer any decision on the matter until the next session of the Board, when further 
information should be available. 

Mr "FURTH (Assistant Director-General) explained that the issue the Board had to decide 
was not the issue of minus post adjustments referred to by Dr Sung Woo Lee, but rather that 
of financial incentives at certain hardship stations. On the latter, as a decision had 
already been taken by the International Civil Service Commission, it had accordingly to be 
accepted and applied throughout the United Nations system. Since WHO, like other 
organizations, had accepted the Statute of the Commission, it would be unfortunate, to say 
the least, if it did not follow suit in applying the decision, 

Mrs DE LA BATUT (alternate to Professor Roux) said that she was not at all opposed to 
application of the decision concerning financial incentives. 

Dr SAVEL1EV (adviser to Professor Isakov) stated that if the draft resolutions were put 
to the vote, he would abstain. 

The CHAIRMAN invited the Board to vote on draft resolution 1 in section 4 of document 
EB75/17 Add.l. 

4 of document 

The resolution was adopted by 24 votes to none, with 3 abstentions.丄 

The CHAIRMAN invited the Board to vote on draft resolution 2 in section 
EB75/17 Add.l. 

The resolution was adopted by 24 votes to none, with 3 abstentions.2 

Dr GARCIA BATES said that she wished, before the discussion of the item on the Staff 
Rules was closed, to dwell for a moment on the question of how far the inclusion or promotion 
of women in the staff of the Organization was encouraged under those Rules. The subject, 
could not be dealt with in a purely quantitative way, on the basis of statistics alone; what 
was important was the qualitative dimension. For example, the employment in international 
organizations of married women presented certain problems. The cultural norm was to assume 
that once a man accepted an appointment with an international organization, his wife would be 
content to accompany him and to occupy herself with the study of languages, pr handicrafts, 
or some such pursuit• But when a married woman was a candidate, the same easy assumption did 
not apply to her husband; he was not just expected to tag along! And when a couple, both of 
them professional people, could not be employed within the same organization, it was more 
often than not the woman who stayed at home, or who went back to the home when they married. 

The difficulty was compounded by inequalities in the various professions from which the 
staff members of international organizations were drawn. Where WHO was concerned, nursing, 
nutrition, anthropology, sociology and similar fields could provide an equitable proportion 
of women, but the same was not true of medicine, biochemistry, law or other traditionally 
male-dominated professions. Women were definitely at a disadvantage in the climb through 
management towards high executive or decision-making posts. What she was calling for was a 
modification of the rules governing recruitment to ensure fairer, more correct treatment of 
women and greater respect for the skills which they had to offer. 

Mr FURTH (Assistant Director-General) said that the Organization was very much aware of 
the importance of the considerations just outlined by Dr García Bates. However, he wished to 
assure her that should two WHO officials marry, there would be no question of one of them 
resigning; both would be permitted to retain their posts within the Organization. 

1 Resolution EB75.R9. 
2 Resolution EB75.R10. 
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Dr RUESTA (alternate to De Bello) noted that the organizations of the United Nations 
system would be represented at the conference to be held in Nairobi to review the successes 
and failures of the United Nations Decade for Women. In the light of Dr Law1s statement at 
the previous meeting and of Dr García1s comments on the need for women to be more strongly 
represented in responsible posts, she inquired whether WHO would be sending a report to 
Nairobi. 

The DIRECTOR-GENERAL said that the question of the representation of women in WHO and of 
WHO representation at the Nairobi conference were two separate issues. His understanding was 
that Dr García had been referring to the need for women to hold posts of responsibility in 
WHO - an internal question. As he had stated before, he was trying to improve the 
"representativeness" of women in the Organization, both quantitatively and qualitatively, and 
would report again at future Executive Board sessions on how far he was succeeding, 

A second issue was that WHO had been working for a number of years on the question of 
the role of women in health and development, which was the subject of a report to be 
considered by the Board under item 20.2 of the agenda (Women, health and development)• The 
report would provide details about the preparations for the Nairobi conference. Obviously, 
WHO would have to be strongly represented there. 

6. PROGRAMME OF WORK 

The CHAIRMAN said that in view of the number of agenda items still to be considered, it 
did not seem likely that the Executive Board would finish its work by 18h00 on Thursday, 
24 January. He therefore proposed that the afternoon meeting on 24 January be closed at 
18h00 and that the Board resume its work at 20h00 the same evening and continue until it had 
completed its agenda. 

It was so agreed. 

Dr QUAMINA, speaking as Rapporteur and as one who had occasionally chaired the drafting 
group which was preparing the Board's report on the proposed prograrame budget, suggested that 
the Board might be able to proceed more rapidly if the draft report were distributed that 
afternoon, Wednesday, 23 January• Members could then study it overnight and submit any 
amendments in writing the next morning. Such a procedure might perhaps avoid the necessity 
of going through the draft report page by page and paragraph by paragraph. 

Dr BORGOÑO supported that suggestion. 

Mr FURTH (Assistant Director-General) said that he could not promise that the report 
would be ready for distribution by the end of the afternoon as it was still being typed in 
English and French. The Secretariat would, however, do its best. 

The CHAIRMAN proposed that Dr Quamina1s suggestion be adopted in respect of however much 
of the report was ready for distribution. 

It was so agreed. 

7. REVIEW OF THE WORKING CAPITAL FUND; Item 18 of the Agenda (Resolution WHA35.9, part E; 
Documents EB75/19 and Add.l)1 

Dr REID asked whether, in order to save time, Mr Furth1s introduction to the itera could 
be dispensed with. 

Mr FURTH (Assistant Director-General) said that it could. 

The CHAIRMAN invited comments on documents EB75/19 and Add.1 and on the draft resolution 
contained in paragraph 14 of document EB75/19. 

1 Document EB75/1985/REC/1, Part I Annex 4. 
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In the absence of any comments, he put the draft resolution to the vote. 

The resolution was adopted.丄 

8. REAL ESTATE FUND: Item 19 of the Agenda (Document EB75/20)2 

The CHAIRMAN asked Mr Furth if his introduction to the item could be omitted in 
of the present item also. On receiving an affirmative reply, he invited comments on 
EB75/20 and on the draft resolution contained in section 9 thereof. 

the case 
document 

Dr EL GAMAL inquired where the proposed annexe to the building of the Regional Office 
for the Eastern Mediterranean, referred to in section 7 of document EB75/20, was to be 
constructed• Was there enough space at the planned location? 

Mr MTINTEANU (Director, Division of Personnel and General Services) said that the space 
immediately behind the present building was not large but would be sufficient for the 
proposed construction. The new annexe would house the computer. 

Dr BORGOÑO, referring to the Region of the Americas (section 2), asked when construction 
of the building for the Caribbean Food and Nutrition Institute would be completed: working 
conditions in the present building were far from satisfactory. He also inquired whether the 
building for the joint РАНО/WHO Publications and Documentation Service would in fact be built• 

With reference to headquarters, he asked when the new restaurant would be inaugurated, 
when the eighth floor would be evacuated, and what plans for the eighth floor would be 
submitted to the Executive Board and to the Health Assembly. 

Mr BOYER (adviser to Dr Gardner) said that he understood the funds allocated for the new 
restaurant would also cover the repair of the structural defects of the eighth floor. 
Perhaps the Secretariat could provide further information concerning plans for use of the 
eighth floor after the repairs had been completed• 

Professor JAZBI expressed his appreciation of the Director—General * s effort s to keep 
costs within the estimated limits. He fully supported the proposed building of an annexe to 
the Regional Office for the Eastern Mediterranean. He had personal experience of the 
inconvenience of the present building which, because of the heavier workload and the increase 
in staff, provided quite inadequate accommodation. Offices had had to be rented in a second 
building at some distance from the main building and were equally inconvenient as they were 
oil the fourth or fifth floor and the lift was frequently out of order. Since it was 
impossible to add a further floor to the present three-storeyed building, an annexe which 
could accommodate the computer and additional offices was essential. 

He supported the draft resolution. 

Dr GUERRA DE MACEDO (Regional Director for the Americas), in answer to Dr Borgoño, said 
that all the problems regarding the building for the Caribbean Food and Nutrition Institute 
had been solved during the past year. It only remained to fix the date of its inauguration -
to which he was pleased to invite Dr Borgoño - which would probably be during the second or 
third week of June 1985, depending on the Regional Director1s schedules. 

The question of the building in Mexico City was more complicated. Efforts had been made 
between 1982 and 1984 to find a formula which would allow the construction of a building to 
house the joint PAHO/WHO Publications and Documentation Service. However, Mexican 
legislation did not permit foreign institutions of any kind to own real estate in the 
country• Approaches had been made to the University of Mexico and to the Government, but to 
no avail； it had therefore been decided to abandon the project. It had also been decided 
not to build an office for the РАНО representative for Area II in Mexico and, for reasons of 
economy and efficiency, to close the publications service in Mexico City. In future, 
publications in Spanish would be integrated with those of the office in Washington, D.C. It 
was therefore probable that the Region of the Americas would hand back the allocation of 
USÍ 250 000 which the Health Assembly had authorized towards building costs. 

1 Resolution EB75.R11. 
2 Document EB75/1985/REC/1, Part I, Annex 5. 
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Mr FURTH (Assistant Director-General), referring to the Region of the Americas, said 
that the two projects to which the Regional Director had referred were, apart from the 
construction of the Zone Office in Brasilia some 12 or 13 years ago, the only real estate 
projects in the Americas to which financial contributions had ever been made from WHO1s Real 
Estate Fund. Of course, that did not mean that no other constructions, or any major repairs 
of or alterations to existing buildings, had ever been made in the Americas. It did mean, 
however, that until the present time the Pan American Health Organization had normally 
financed the entire cost of its buildings in the Americas, and that WHO1s rare financial 
contributions from the Real Estate Fund had each time been made on an ad hoc or exceptional 
basis. The rationale for that course of action had presumably been that the title to the 
office buildings in the Region belonged to РАНО and not, as in the other regions, to WHO, and 
that it had not been thought appropriate to use WHO funds for land and buildings belonging to 
another organization with a different membership and its own assessed budget. 

Perhaps an additional factor that had initially justified the practice hitherto followed 
was that the proportion of the total staff in the Americas financed by WHO - as distinct from 
РАНО - had been rather small. Now, however, the proportion of WHO-financed staff in the 
American Region represented some 26%-28% of the total WHO/РАНО staff. The Director-General 
therefore felt that it would be only fair and appropriate for WHO, through its Real Estate 
Fund, to participate to some extent - pursuant to an agreed formula - in the financing of the 
cost of real estate operations in the Americas if and when the need arose. If the 
Executive Board should agree with that position of principle, the Director-General would hold 
discussions during 1985 with the Regional Director for the Americas, who was also the 
Director of the Pan American Sanitary Bureau, with a view to reaching an agreed formula for 
cost-sharing that would take into account the number of WHO-financed staff to be accommodated 
in the Region, the income earned by РАНО from some of its real estate, and possibly other 
relevant factors• The acceptance of such an agreed cost-sharing formula would also imply the 
submission of all proposals for major real estate operations in the Americas, as in the case 
of real estate projects in the other regions, to the discipline of the recently established 
Building Programme Committee at headquarters and, more important, to the review and approval 
of those projects, prior to their implementation, by the Executive Board and the World Health 
Assembly, The Director-General would report further on the matter to the Executive Board in 
January 1986, which would presumably be the first year in which any agreed cost-sharing 
formula would be applied. 

As regards the question about the headquarters building put by Dr Borgoño and Mr Boyer, 
the new restaurant would probably be completed in April 1985 and there was reason to hope 
that it would be operational by the time of the Health Assembly. The old restaurant would 
then be evacuated and the reinforcement of the eighth floor would commence almost immediately 
and would take about one year. 

Mr Boyer was correct in implying that for the moment the Director-General only had 
authority to restore the structural safety of the eighth floor and that no plans for the use 
of the eighth floor had yet been approved. The Secretariat was definitely short of space and 
the Director-General intended to present plans for the use of the eighth floor to the 
Executive Board in January 1986, By that time the structural work would not have been quite 
completed but the plans should be ready and could possibly be approved by the Health Assembly 
in May 1986 so that, if all went well, the eighth floor would be ready for use later in 1986. 

Dr BORGOÑO asked whether he had understood correctly that only those constructions where 
co-financing was required would have to come before the Executive Board, the Building 
Programme Committee and the Health Assembly； and that the cost of constructing a new 
building for РАНО, for example, would be entirely financed by that organization. 

Mr FURTH (Assistant Director-General) said that that was basically true. Before he 
could give precise information it would be necessary to wait until the formula, which would 
have to cover all real estate operations of РАНО/WHO in the Americas, had been worked out. 
The specific approval of the Board and the Health Assembly for the financing of projects in 
the Americas would involve only those projects where there was со-financing by WHO and РАНО. 

The CHAIRMAN invited the Board to vote on the draft resolution contained in section 9 of 
document EB75/20. 

The resolution was adopted.丄 

1 Resolution EB75.R12. 
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Mr BOYER (adviser to Dr Gardner) said that he had been under the impression that 

Mr Furth had asked for the support of the Board for the cost-sharing arrangements with РАНО 
which he had outlined. He would like to add his support for the formula and presumed that 
the arrangements would go forward. 

Mr FURTH (Assistant Director-General) said that he had assumed that the Board supported 
the proposed formula and he would proceed with it. 

He took the opportunity to reply to Dr Quamina1s proposal about having copies of the 
Executive Board1s draft report to the Health Assembly on the budget by the end of the 
afternoon. He had now been informed that in all probability advance copies would be ready by 
17h30 in the Board room. 

9. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM： Item 20 of the Agenda 

GENERAL MATTERS; Item 20.1 of the Agenda (Resolution EB59.R8, para.4(2); Document EB75/21) 

Dr PARTOW (Assistant Director-General), introducting the item, said that document 
EB75/21 highlighted some recent developments in collaboration within the United Nations 
system which the Director-General wished to bring to the attention of the Board. 

The first section of the document referred to the African crisis, which the Board had 
already discussed in detail. Since the information contained in that section had formed part 
of his response to the Board when the issue had been discussed at the eighth meeting, he 
would not spend further time on it. 

Section 2 described briefly WHO1s response to the United Nations system-wide efforts to 
support activities concerned with economic and technical cooperation among developing 
countries (E/TCDC)• He recalled that the Director-General had brought to the attention of 
the Board at its seventy-third session the importance which WHO attached to E/TCDC in its 
programmes and activities. That issue had gained momentum in various forums of the 
United Nations system, including the Joint Inspection Unit, as outlined in the document. WHO 
was cooperating fully in those activities. 

In section 3 the Director-General referred to the follow-up of the Thirty-sixth World 
Health Assembly's resolution WHA36.28, on the role of physicians and other health workers in 
the preservation and promotion of peace as the most significant factor for the attainment of 
health for all. That resolution recommended inter alia that the Organization, in cooperation 
with other United Nations agencies, continue the work of collecting, analysing and regularly 
publishing accounts of activities and further studies on the effects of nuclear war on health 
and health services, the Health Assembly being kept periodically informed. Consequently, in 
October 1983 the Director-General had established a management group which had held three 
meetings, reviewing a number of issues related to the study on the effects of nuclear war on 
health and health services. It was now preparing its first report to the Director-General on 
its work so far. The report would include a review of issues such as climatic effects, 
radiation effects and the psychosomatic and mental health consequences of the threat of 
nuclear war. By the same Health Assembly resolution the Director-General had also been 
requested to ensure that wide publicity was given to the report on the effects of nuclear war 
on health and health services• Members of the Board might therefore be interested to learn 
that so far about 19 000 copies of the report had been distributed, in seven languages. In 
addition, he drew attention to resolution 39/151 (17 December 1984) adopted at the 
thirty-ninth session of the United Nations General Assembly and dealing with general and 
complete disarmament； in that resolution the General Assembly had reaffirmed its invitation 
to the specialized agencies to broaden further their contribution within their areas of 
competence to the cause of arms limitation and disarmament• 

Section 4 referred to the International Development Strategy for the Third United 
Nations Development Decade, and supplemented the information which had been brought to the 
attention of the Thirty-seventh World Health Assembly. Members of the Board would note that 
WHO1s contribution to the first review and appraisal of the state of implementation of the 
Development Strategy was based on the report on monitoring progress in implementing 
strategies for health for all which the Executive Board at its seventy-third session had 
submitted to the Health Assembly in May 1984.^ More recently, the United Nations General 

1 Document WHA37/1984/REC/1, Annex 3. 
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Assembly, while reaffirming the validity of the goals and objectives of the International 
Development Strategy, had been unable to reach agreement 011 the first review and appraisal of 
its implementation； it would deal with the matter further at its 1985 session. 

In section 5 the Director-General reported on a highly important event on the 
international scene in 1984, namely, the International Conference on Population, held in 
Mexico City in August. WHO had actively participated in various preparatory steps leading to 
the Conference, and in the Conference itself. The outcome - the Mexico City Declaration on 
Population and Development - was highly relevant to the work of WHO, as its healths and 
fertility-related recommendations were in line with, and complemented, the Declaration of 
Alma-Ata. The health-for-all strategy provided the overall framework for the implementation 
of the recommendations. The Conference had underscored the crucial relationship between 
fertility, morbidity and mortality. The importance of integrating family planning into 
maternal and child health work had been unequivocally stated. There had been unanimous 
agreement on the Director-General1s statement that "family planning can lead to striking 
improvements in the health and well-being of mothers and children and indeed the whole 
family". 

At its thirty-ninth session the United Nations General Assembly had endorsed the 
recommendations of the International Conference on Population and had welcomed the 
Mexico City Declaration. 

Section 6 referred to the fortieth anniversary of the United Nations, to be celebrated 
in 1985. The commemorative activities would be given special attention and would provide an 
opportunity to assess the role of the United Nations in promoting international cooperation, 
to highlight the ideals and objectives on which the United Nations system was founded, and to 
promote support for its work. WHO1s contribution to the event might include suitable 
commemorative articles in the October 1985 issue of the World Health magazine； a special 
radio programme with the surviving founders of WHO； and feature articles in the press. WHO 
was also contributing a chapter on health to the United Nations publication devoted to the 
fortieth anniversary. 

On 17 December 1984 the thirty-ninth session of the United Nations General Assembly had 
adopted resolution 39/229 on the subject of protection against products harmful to health and 
the environment• In that resolution the General Assembly decided that an updated 
consolidated list of such products should be issued annually and that the data should be made 
available to governments and other users. During the deliberations on the resolution, WHO 
had made available to members of the General Assembly and to the United Nations Secretariat 
all pertinent information regarding WHO programme activities related to the subject. WHO had 
emphasized the need to coordinate any new initiative with the mandatory activities and 
programmes of WHO and other specialized agencies. The operative clauses of the resolution 
and their implications were now being studied• The Director-General would report on the 
matter to the Health Assembly in May 1985. 

Professor JAZBI was impressed by the description in the report of the massive action 
being taken regarding the crisis in Africa, and by the part which WHO was playing in 
collaboration with other organizations of the United Nations system. 

Referring to paragraph 2.3, he asked for further information on the proposed methods for 
the development of a "critical mass" of health-for-all leaders at national level, and on the 
results of the leadership development colloquium held in Yugoslavia in October 1984• 

It was satisfying to note that WHO was actively involved wherever health development was 
concerned, whether it was a population conference or the United Nations Development Decade• 

He also welcomed WHO1s participation in the fortieth anniversary celebrations of the 
United Nations• WHO1s own fortieth anniversary was only three years away; preparations 
should begin immediately for celebrations which would be an indication of the Organization's 
vitality. 

Mr BOYER (adviser to Dr Gardner) expressed his concern about United Nations activities 
in the field of pharmaceuticals which, in fact, came within the competence of WHO. The WHO 
Constitution stated that the Organization was the directing and coordinating authority on 
international health work. In the field of pharmaceuticals, WHO had the staff expertise and 
a network of collaborating centres and consultants which provided technical analysis and 
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advice on pharmaceutical issues. Document EB75/INF.DOC./2, which had been discussed under 
agenda item 7.2, described WHO1s activities relating to pharmaceuticals, including several 
different programmes to ensure that Member States were kept informed on the action taken by 
other Members regarding the regulation of pharmaceutical products. The Drug Information 
bulletin and related information sheets, in particular, made it possible for a country that 
was considering the import, manufacture or use of a certain drug to determine whether it had 
been controlled in other countries and, if so, for what reasons• 

In 1983 the United Nations General Assembly had become anxious for Member States to have 
access to information about regulatory action on certain potentially harmful products, 
particularly pharmaceuticals, pesticides and chemicals. Member States should of course know 
about potential risks before they began to import or use a new product; what the United 
Nations had overlooked was the fact that appropriate mechanisms for that purpose already 
existed - in WHO, UNEP, FAO, and other specialized agencies. The United Nations list of 
harmful products merely duplicated the work of other agencies. Moreover, the list had been 
compiled by people who were not expert in that field, and it could not provide accurate and 
complete information on the products listed. 

At the end of 1984, the first revised version of the United Nations list had been 
published. It listed some 200 pharmaceutical products which had not been registered with 
WHO, including a number which did not belong on the list at all. Furthermore, the 
description of regulatory action taken on pharmaceuticals by national governments was 
incomplete and, in some cases, inaccurate. The United Nations list was thus misleading, and 
it also infringed the expertise of WHO in the pharmaceutical field, which Member States had 
come to rely upon. 

He acknowledged the good intentions of the United Nations Secretariat in drawing up the 
list, but it had taken on a task for which it had no technical qualifications. Even if 
correctly done, the United Nations list was a duplication of efforts made by WHO and other 
agencies. There would be some value in a United Nations list giving the names of products 
regulated, the national governments which had regulated them, and the specialized agencies 
which could provide detailed information about those regulatory actions. Member States could 
then turn to WHO or the government concerned in order to obtain the full and accurate 
information they needed. As Dr Partow had said， in December 1984 the United Nations General 
Assembly had again authorized the United Nations Secretariat to compile new versions of the 
same misleading information. The Director-General had announced a visit by Mr Gomez (United 
Nations Assistant Secretary-General) to discuss the issue. Perhaps the Secretariat could 
comment on possible ways of avoiding such wasteful and confusing duplication of WHO1 s own 
technical activities in pharmaceuticals. 

Dr JAKAB (alternate to Professor Forgács), referring to section 3 of document EB75/21 
(on the role of physicians and other health workers in the preservation and promotion of 
peace) , said that the WHO management group on the follow-up to resolution WHA36.28 had 
carried out an excellent review of the issues concerned, had organized meetings and taken 
part in United Nations meetings on the subject, and had disseminated its findings• 
Physicians and health workers - and also medical students, through the International 
Federation of Medical Student Associations - could play a great part in the preservation and 
promotion of peace, in view of the respect which the medical profession commanded throughout 
the world. The Director-General should continue to give all possible assistance to the work 
of the management group. 

Professor ISAKOV, also referring to section 3 of the document, echoed the previous 
speaker1s appreciation of the work of the management group； he trusted that more information 
on its work would be available at the Thirty-eighth World Health Assembly. 

Section 6 referred to the fortieth anniversary celebrations of the United Nations, and 
to WHO1s part in them. In fact, the founding of the United Nations and the specialized 
agencies, including WHO, had to a large extent resulted from the victory of the Allies in the 
Second World War, and that victory would likewise be widely celebrated in 1985. His own 
country had carried much of the burden of the war, and its victory had been a decisive factor 
in the defeat of fascism. WHO should take appropriate measures to contribute to the 
anniversary celebrations. Also, the document to be prepared for the Thirty-eighth World 
Health Assembly on collaboration within the United Nations system should include information 
on action to be taken by WHO in respect of International Year for Peace in 1986. 
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Dr HAPSARA said that intersectoral collaboration was very important at country level for 
the acceleration and strengthening of health systems. The development of health systems in a 
country was often influenced by the work of other specialized agencies within the United 
Nations system； for instance, ministries of labour and employment worked together with the 
International Labour Organisation, ministries of Education with UNESCO, etc. That fact 
increased the importance of full cooperation between the United Nations specialized agencies, 
and WHO should have a more active influence on the work of other parts of the United Nations 
systerf if the goal of health for all by the year 2000 were to be achieved, WHO had the means 
to exert such influence, e.g., health policy strategies and the Seventh General Programme of 
Work, outlining the approach to be taken; reviews of the global and regional strategies for 
health for all, which emphasized intersectoral cooperation as well as community 
participation; and technical programmes, through which WHO could inform other agencies of 
the action necessary for the achievement of health for all. 

Dr PARTOW (Assistant Director-General) said that the suggestions made by Board members 
would be carefully considered. The Director-General had already described briefly with 
reference to his Introduction to the programme budget document the methodology to be followed 
for training health-for-all leaders• 

With reference to Mr Boyer1s remarks he said that, in order to avoid duplication of 
efforts and confusion between mandates of the United Nations and the specialized agencies, 
WHO had made available to the Second Committee information on its programmes and activities 
which provided crucial support to Member States and the United Nations in the area of 
pharmaceuticals. They included work on essential drugs and vaccines, the WHO certification 
scheme on the quality of pharmaceutical products moving in international commerce, chemical 
safety, and food safety. Information was provided on drug monitoring, use of nonproprietary 
names, biological standards, food additives, pesticide residues, and biological and chemical 
contaminants• Other related programmes included traditional medicine, prevention and control 
of alcohol and drug abuse, workers1 health, and health legislation, as well as joint 
activities with the International Agency for Research on Cancer, 

WHO had pointed out to the General Assembly that it possessed the necessary expertise 
and administrative machinery in its field of competence. The establishment of a list of 
harmful products was a highly specialized and complex task. The Organization had declared 
its willingness to continue to cooperate in the area, but had warned that implementation of 
the proposed resolution might duplicate and bypass the functions and programmes of 
specialized agencies. 

The final version of United Nations General Assembly resolution 39/229 had taken account 
of some of the above considerations, and it was hoped that the visit of Mr Gomez (United 
Nations Assistant Secretary-General) on 6 February 1985 would facilitate cooperation in the 
field of pharmaceuticals and prevent duplication and confusion. A further report on the 
issue would be made at the Thirty-eighth World Health Assembly. 

The points raised by Dr Jakab, Professor Isakov and Dr Hapsara would be taken fully into 
consideration. 

Dr TEJADA-DE-RIVERO (Assistant Director-General) gave further information on the 
leadership development colloquium held in Brioni， Yugoslavia, in October 1984 (paragraph 2.3 
of document EB75/21). Five countries (Cuba, India, Thailand, the United Republic of 
Tanzania, and Yugoslavia) had each sent six participants to the colloquium - leaders or 
potential leaders from different disciplines. They had included, for example, an adviser to 
a prime minister, a provincial governor, university professors, political leaders, and 
representatives from ministries of foreign affairs, agriculture, etc. The colloquium had 
lasted three weeks• There had been no formal lectures or speeches, and the only documents 
had been brief introductions to the topics for discussion. The participants had engaged in 
free discussion on the real health problems they faced in their countries, and the national 
strategies and health developments required to deal with those problems. The Secretariat, 
provided by Yugoslavia and WHO, had had no influence on any of the conclusions reached, or on 
the progress of the colloquium. They had been absolutely mute, and the process had been left 
entirely in the hands of the participants, each of whom had had the opportunity to lead the 
discussion in plenaries and small groups. Because they had been accustomed to a higher 
degree of organization there had at first been difficulties and complaints, but by the end of 
the colloquium the proceedings had been well organized, thanks to the efforts of the 
participants themselves. 
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The subjects covered had been four; the economic and social context of the developing 

countries; the institutional structure of the health and other sectors; the political 
processes of health development； and the need for true national strategies that were more 
than health plans. The aim was a self-critical dialogue to decide whether the countries 
participating had a real health strategy or merely a list of aspirations which they were 
unable to fulfil. 

It had been decided that the colloquium would not make recommendations for others to 
fulfil - for example, to governments or international organizations； instead, the 
participants would decide what they would be able to do in their own countries, from their 
own positions and despite their own limitations, as well as how they would cooperate with the 
other párticipating countries. They had drawn up a list of proposals to bring fresh momentum 
to health development, national strategies, etc., and had agreed to hold further national 
colloquia in their countries. At the international level it was planned to organize a second 
colloquium in Yugoslavia, two in Cuba, and one each in Thailand and the United Republic of 
Tanzania. 

The colloquium had been an important challenge and an attempt to build up a network of 
health leaders* Leaders could not be trained overnight; it was a much more complex 
process. International organizations should continue their support of the persons who had 
emerged from the colloquium and those who would emerge from future ones. If Board members 
were interested, he would circulate a brochure on the Brioni colloquium. 

Professor JAZBI wondered whether the colloquium just described was the only method of 
training health leaders, or whether there were other methods. 

Dr REID agreed with Mr Boyer that the United Nations list of harmful products should not 
itself contain technical information, but should indicate the specialized agencies which 
could supply it. He had welcomed Dr Partow*s reaffirmation that the work of the specialized 
agencies should not be bypassed. The Director-General should convey to Mr Gomez the 
Executive Board's conviction that the specialized agencies should deal with the matters which 
came within their fields of competence and that the United Nations should attend to its own. 

The Board noted the Director-General1s report on collaboration within the United Nations 
system (general matters), 

(For continuation of discussion on collaboration within the United Nations system, see 
summary record of the twenty-sixth meeting, section 3.) 

The meeting rose at 12h40. 



TWENTY-FOURTH MEETING 

Wednesday, 23 January 1985, at 14h30 

Chairman： Professor J. ROUX 

The meeting was held in private from 14h30 to 17h30, when it resumed in public session, 

1. AWARDS : Item 22 of the Agenda 

At the invitation of the CHAIRMAN, Dr QUAMINA, Rapporteur, read out the following 
decisions adopted by the Board in private session: 

Child Health Foundation Prize (report of the Child Heath Foundation Committee): 
Item 22.3 of the Agenda 

Decision: The Executive Board, after considering the report of the Child Health 
Foundation Committee, awarded the Child Health Foundation Prize for 1985 to Professor 
Perla D. Santos-Ocampo for her outstanding service in the field of child health.1 

Sasakawa Health Prize (report of the Sasakawa Health Prize Committee): Itera 22.4 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Sasakawa Health 
Prize Committee, awarded the Sasakawa Health Prize for 1985 jointly to 
Dr Jesus С. Azurin, Dr David Bersh Escobar and the Society for Education, Welfare and 
Action - Rural (SEWA-RURAL), India, for their innovative work in health development. Of 
the total sum of USÍ 100 000 available for the Prize, the Board decided that Dr Azurin 
and Dr Bersh should each receive US$ 30 000 and SEWA-RURAL USÍ 40 ООО.2 

At the invitation of the CHAIRMAN, Professor LAFONTAINE, Rapporteur, read out the 
following further decisions adopted by the Board in private session: 

Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee): 
Item 22.1 of the Agenda 

Decision: The Executive Board, after considering the report of the Léon Bernard 
Foundation Committee, awarded the Léon Bernard Foundation Prize for 1985 to Professor 
Raoul Senault for his outstanding service in the field of social medicine.^ 

Dr A, T. Shousha Foundation Prize (report of the Dr A. T. Shousha Foundation Committee): 
Item 22.2 of the Agenda 

Decision: The Executive Board, after considering the report of the Dr A, T. Shousha 
Foundation Committee, awarded the Dr A. T. Shousha Foundation Prize for 1985 to 
Dr Mohamed Hamad Satti for his most significant contribution to public health in the 
geographical area in which Dr A. T. Shousha served the World Health Organization.^ 

1 Decision EB75(6). 
2 Decision EB75(7). 
3 Decision EB75C8). 
4 Decision EB75(9). 
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2. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS： Item 21 of the Agenda 

Application of nongovernmental organizations for admission into official relations with WHO: 
Item 21.1 of the Agenda 

Review of nongovernmental organizations in official relations with WHO： Item 21.2 of the 
Agenda 

Dr QUAMINA, Rapporteur, read out the following resolution on relations with 
nongovernmental organizations, adopted by the Board in private session: 

The Executive Board 

Having examined the report of the Standing Committee on Nongovernmental 
Organizations； 

Recognizing the important role of nongovernmental organizations as one of the key 
groups in the network of partnership which together will contribute significantly to the 
implementation of the Global Strategy for Health for All; 

Stressing the importance of orienting all aspects of the Organization's policy with 
respect to collaboration with nongovernmental organizations in accordance with the 
strategies for health for all； 

1. THANKS the Director-General for his triennial report on relations with 
nongovernmental organizations, and notes with appreciation the progress made in 
collaboration between WHO and nongovernmental organizations during the period； 

2. REQUESTS the Director-General to undertake a review of current guidelines as 
outlined in the Working Principles Governing the Admission of Nongovernmental 
Organizations into Official Relations with WHO with a view to orienting them to present 
and future needs for the implementation of health-for-all strategies； 

3. DECIDES that the Standing Committee on Nongovernmental Organizations should 
consider the Director-General1 s review during the seventy-seventh session of the 
Executive Board in January 1986, and make appropriate recommendations to the Executive 
Board on this subject； 

4. DECIDES to establish official relations with the following nongovernmental 
organizations : 

International Federation for Family Life Promotion 
International Eye Foundation 
Inter-Parliamentary Union 
International Group of National Associations of Agrochemical Manufacturers 
International Physicians for the Prevention of Nuclear War 
Rotary International 
Save the Children Fund (United Kingdom) 

5. NOTES that official relations will lapse with the World Council for the Welfare of 
the Blind in view of the fact that this organization has been dissolved) 

Dr QUAMINA, Rapporteur, read out the following decision on relations with 
nongovernmental organizations, adopted by the Board in private session; 

Decision: The Executive Board, having considered the report of the Standing Committee 
on Nongovernmental Organizations, decided to maintain official relations with 40 of the 
41 nongovernmental organizations reviewed at its current session,^ and expressed its 
appreciation to these organizations for their valuable collaboration. With regard to 
the International Society of Orthopaedic Surgery and Traumatology, with which official 
relations had been suspended, the Board decided that official relations with this 
organization should be resumed in view of the satisfactory collaboration now initiated. 

1 Resolution EB75.R13. 
2 See document EB75/1985/REC/1, Part I, Annex 7. 
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It further decided to defer its decision on the application from the Medic-Alert 
Foundation International for admission into official relations, to allow working 
relations to develop further and more substantial activities relevant to WHO priority 
programmes to be initiated•^ 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM； Item 20 of the Agenda (continued from 
the twenty-fifth meeting, section 9) 

Women, health and development: Item 20.2 of the Agenda (Document EB75/22) 

The CHAIRMAN drew attention to a draft resolution on WHO1s contribution to the work of 
the World Conference to Review and Appraise the Achievements of the United Nations Decade for 
Women： Equality, Development and Peace, proposed by Professor Isakov and Professor Forgács, 
and which read as follows： 

The Executive Board, 

Having considered the report of the Director-General on women, health and 
development；^ 

1. ENDORSES the views and conclusions regarding women1 s role in and contribution to 
health and socioeconomic development outlined in the report； 

2. THANKS the Director-General for his continuing interest and efforts in this field; 

3. RECOMMENDS to the Thirty-eighth World Health Assembly the adoption of the following 
resolution: 

The Thirty-eighth World Health Assembly, 

Taking note of the report of the Director-General and of the views of the 
Executive Board on the role of women in health and development, and particularly in 
the implementation of the Global Strategy for Health for All by the Year 2000； 

Noting the close interrelation between equality for women and their 
participation in health activities and in the promotion of health for all; 

Recalling previous resolutions of the Health Assembly on the role of women 
and, in particular, resolutions WHA28.40, WHA29.43 and WHA36.21； 

Recognizing the great importance of the forthcoming World Conference to Review 
and Appraise the Achievements of the United Nations Decade for Women: Equality, 
Development arid Peace； 

Concerned at the slow progress made by a number of countries in realizing the 
objectives of the United Nations Decade for Women, which are formulated in the 
documents of the World Conference of the International Women1 s Year, Mexico City 
(1975) and the World Conference of the United Nations Decade for Women, Copenhagen 
(1980), and which relate primarily to women1 s health and social security and the 
safeguarding of their rights； 

1. CALLS UPON Member States to intensify their efforts to provide women with 
greater opportunities to pursue activities in the context of the realization of the 
objectives of the strategies for health for all and to take an active part in the 
World Conference to Review and Appraise the Achievements of the United Nations 
Decade for Women; ^ 

2. REQUESTS the Director-General: 

(1) to ensure the Organization1s active participation in the World Conference 
and to present to it a report on the role of women in health and development； 

1 Decision EB75C10). 
2 Document EB75/22. 
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(2) to continue to pay close attention to cooperation with Member States in 
their activities to promote women1 s health and their wider participation in 
health and socioeconomic development； 

(3) to report periodically to the Executive Board and the Health Assembly on 
the progress achieved in this field. 

Dr PETROS-BARVAZIAN (Director, Division of Family Heath and focal point for Women, 
Health and Development), introducing the Director-General1 s report on women, health and 
development (document EB75/22), said that numerous references had been made to that issue 
during the discussions on the various agenda items, including those on the programme budget 
for 1986-1987 and the reports of the Regional Directors. Commenting first on a specific 
point in the reply to Dr Ruesta given by the Director-General at the twenty-fifth meeting, 
she made it clear that the present report did not deal with internal staffing in WHO, but 
covered mainly the programme and developmental issues, focusing on programmes at country 
level. 

The present report should be considered against the background of the United Nations 
Decade for Women (1976-1985), launched following the United Nations World Conference of the 
International Women1 s Year, held in Mexico City in 1975. At that time, the Director-General 
had presented the first report on women in health and development to the fifty-fifth session 
of the Board. The report now under consideration covered the past 10 years and related to 
overall issues, although during that period many other reports to the Executive Board and the 
Health Assembly had reflected specific policy or substantive issues concerning women. 

At the Mid-Decade Conference, held in Copenhagen in 1980, the major obstacles to 
progress had been noted, and, for the second half of the Decade, Member governments had 
decided to accelerate their activities to alleviate women* s problems, particularly regarding 
education, health and employment. Those would be the three sub-themes of the forthcoming 
World Conference to Review and Appraise the Achievements of the United Nations Decade for 
Women, to be held from 15 to 26 July 1985 in Nairobi, 

She emphasized the fact that WHO had actively participated in all the preparatory steps 
for the forthcoming World Conference, and had focused, though not exclusively so, on the 
health and nutrition aspects of various documents, with particular attention to an appraisal 
of the progress achieved and the obstacles encountered at country level. Some 
100 governments had replied to a questionnaire covering health policies and strategies, 
health care, health research, primary health care, and the participation of women in the 
health sector• The information from that questionnaire, as well as from country and regional 
office sources, had been analysed and provided the basis not only for describing country 
action in section 3 of the report, but also for the situation analysis on women, health and 
development, in section 2， which included issues such as those described at the twenty-fourth 
meeting by Dr García Bates, as well as the underlying factors connected with those issues, 
such as women1 s special health needs, their contribution to the health of their families and 
communities and to various levels of the health system, and their health in relation to 
overall development. 

Section 3, which summarized the action being taken, particularly mentioned the 
constraints on the intersectoral approaches and on community participation, in addition to 
the potential as mentioned by Dr Khanna at the twenty-third meeting in relation to 
health-for-all and intersectoral approaches. That section accordingly called for special 
consideration. 

All the regional committees had held discussions on women, health and development in the 
course of 1984, and emphasis had remained on the integration of issues concerning women1s 
health and their roles in development into ongoing WHO programmes, rather than on any 
vertical action; that was in keeping with the framework followed hitherto in the 
Organization. 

It was clear that modest progress had been made with respect to women, health and 
development, but only in so far as advocacy and awareness of the issue was concerned. Much 
of the past 10 years had been taken up by the process of recognizing and documenting the very 
nature of the problems, as well as their seriousness. However, raising awareness and 
attempting to change social attitudes could be no more than a beginning. The main test would 
be real activities within country programmes - which had been initiated but needed to be put 
into focus and accelerated. 
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Accordingly, the report of the Director-General ended on a positive and forward-looking 
note, using the discussions of the regional committees as well as the framework of strategies 
for health for all, and it elaborated on the integration of issues concerning women, health 
and development into infrastructure as well as technology programmes. Thus, in relation to 
women, health and development, the goals and principles of primary health care, particularly 
social equity and justice, and the goals of the United Nations Decade for Women readily 
converged. 

The report included a brief section on monitoring progress, and she emphasized that that 
would be part of the monitoring of health-for-all strategies• 

It was obvious that, although the report of the Director-General emphasized the role of 
women in health and development, it was in the long run the partnership of men and women that 
would bring the world closer to the goal of health for all and to true development. Viewed 
in that light, the close of the United Nations Decade for Women was really only a beginning. 

(For continuation of the discussion, see summary record of the twenty-seventh meeting, 
section 3.) 

The meeting rose at 17h5Q. 



TWENTY-SEVENTH MEETING 

Thursday, 24 January 1985 at 9hOO 

Chairman： Professor J. ROUX 

1. GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT)： Item 12 of the 
Agenda (Resolutions WHA34.36, para. 5(2)， and WHA35.23, para. 6; Document EB75/13) 
(continued from the twenty-fifth meeting, section 1) 

The CHAIRMAN invited the Board to consider the following draft resolution prepared by 
the drafting group, entitled "Additional support to national strategies for health for all in 
the least developed among developing countries"; 

The Executive Board, 

Viewing with deep concern the deteriorating health situation in the least developed 
among developing countries； 

RECOMMENDS to the Thirty-eighth World Health Assembly the adoption of the following 
resolution： 

The Thirty-eighth World Health Assembly, 

Realizing that the deteriorating health situation in the least developed among 
developing countries stands in flagrant contradiction to the Global Strategy for 
Health for All adopted unanimously by WHO1s Member States; 

REQUESTS the Director-General: 

(1) to mobilize new financial and technical resources to support national 
strategies for health for all in the least developed among developing 
countries within the existing Special Account for Assistance to the Least 
Developed among Developing Countries in the Voluntary Fund for Health 
Promotion； 

(2) to prepare a report for further consideration by the Executive Board and 
the Health Assembly on possible actions which can support these countries in 
strengthening their health infrastructures and thereby enhance their 
capacities to attract and absorb significant quantities of new health 
resources, including the establishment of a special trust health fund to 
assist them, the strengthening of existing special funds, and/or other actions 
in this respect. 

The resolution was adopted.丄 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued from the twenty-second 
meeting) 

Consideration of the draft report of the Executive Board (Document (draft) EB75/30) 

The CHAIRMAN, explaining the method followed in the preparation of the report, recalled 
that in 1983 the Board had decided to change the format of its report to the Health Assembly 

1

 Resolution EB75.R14. 
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on the proposed programme budget so that it highlighted certain important programme or 
financial questions requiring consideration or decision by the latter and helping to focus 
its review of the programme budget on global or regional questions which the Board considered 
to be of major importance. The present report had been prepared accordingly. 

He pointed out that all the interventions made in the course of discussion on the 
programme budget were contained in the summary records, which formed an integral part of the 
Board's report to the Assembly. 

It was understood that, in reviewing the report, the Board would not be discussing 
either its general content or the substance of any particular paragraph, but would only be 
putting forward specific amendments, which should, where possible, be submitted in writing. 

Introduction 

There were no comments. 

I• General policy matters 

There were no comments. 

II• Programme policy matters 

(a) Programme policy and strategy issues 

Professor LAFONTAINE, referring to the second sentence of paragraph 16, suggested that 
"ministries of health11 should be replaced by "ministries responsible for health". 

Direction, coordination and management (paras 17-24) 

Health systems infrastructure (paras 25-36) 

There were no comments• 

Health science and technology ~ health promotion and care (paras 37_55)丄 

Dr QUAMINA, referring to the fourth sentence of paragraph 39, proposed that a full stop 
be added after "primary health care". The next sentence would read "Whilst attention must be 
paid to the problem of fluorosis in areas where the natural concentration in water is high, 
the Board notes ••• M 

Professor LAFONTAINE recalled that in the course of the discussions he had raised the 
question of accidents in the home, which he believed WHO should investigate. Referring to 
paragraph 48, he proposed that in the third sentence "techniques to be applied for the 
assessment of chemical risks" be substituted for "techniques to be applied to new 
substances", and that the phrase "through the regional structures" should be placed after 
"for Member States". 

In the next sentence, "through IPCS" should be substituted for "with the collaboration 
of IPCS". 

Dr Sung Woo LEE proposed that traditional medicine and rehabilitation (paragraph 55) 
should be separated, and that the first concept should be elaborated more fully. 

After a discussion in which Dr Sung Woo LEE, Dr BORGOÑO and the CHAIRMAN took part it 
was agreed that it would be left to the Secretariat to devise the best technical means of 
keeping the two questions apart. 

Health science and technology - disease prevention and control (paras 56-77) 

Following a comment by Professor LAFONTAINE, Mr DAVIN (alternate to Professor Roux) 
proposed that the last sentence of paragraph 56 should refer to all relevant resources• 

In the final report, the paragraphs were renumbered from 55 onwards. 
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Mr BOYER (adviser to Dr Gardner) proposed that reference should be made to 

chewing-tobacco and snuff as well as to smoking, perhaps in the last sentence of paragraph 71 
on "Cancer", since those habits had been mentioned in the discussion. 

Dr QUAMINA supported Mr Boyer. 

Dr BORGOÑO said that, in his opinion, the existing formulation of the second sentence of 
paragraph 63 gave the impression that the socioeconomic constraints on the implementation of 
tuberculosis control measures were such as to prevent progress until some sort of economic 
"take-off11 had been achieved. That was not necessarily so. He would therefore like the 
second part, at least, of that sentence to be deleted as it was misleading. 

Dr GARCIA BATES agreed that the wording was unfortunate but considered socioeconomic 
conditions important enough in that context to warrant a reference. She was therefore in 
favour of retaining the sentence, perhaps with an improvement in its drafting. 

Following a comment by Dr EL GAMAL, Dr REID suggested that Mr Boyer1s point would best 
be covered by adding a new sentence to paragraph 77 (Smoking and health). 

Mr BOYER (adviser to Dr Gardner) said that paragraph 77 illustrated his general concern 
about the entire report, in that it seemed to attribute to the Board a unanimous endorsement 
of certain views which it had never really considered. Throughout the report, views were 
mentioned that had been expressed by one member or another and on which very little or no 
comment had been made, yet the impression was given that those views had been 
enthusiastically endorsed by the Board. For that reason, he had certain reservations with 
regard to the entire document. 

Paragraph 14 was a case in point： many members had had doubts about the "health 
development leaders11 concept, yet that paragraph implied that the Board had enthusiastically 
endorsed the concept without reservation. Such an implication was not borne out by the 
summary records of the meeting at which the matter had been discussed. 

With regard specifically to the penultimate sentence of paragraph 77, he was not in any 
way in favour of smoking, and it was true that Dr Reid had suggested that smoking should be 
discouraged on WHO1 s premises, but no member of the Board had commented on that suggestion at 
the time. He was not opposed to the inclusion of the relevant sentence, but it was an 
example of the attribution of excessive rhetoric to the Board, going beyond what had actually 
been said. He would not wish the Health Assembly to be misled. 

The CHAIRMAN said that Mr Boyer could, if he so wished, propose that paragraph 14 or any 
other paragraph be amended to read "certain members of the Board considered that 

Dr REID said that, in a spirit of compromise, he would be happy to see the sentence 
concerned in paragraph 77 deleted； it was, in any case, reproduced in the summary record. 

To meet Mr Boyer1s previous point, he suggested that a new sentence should be inserted 
after the second sentence of paragraph 77, as follows: "It covers chewing-tobacco and snuff, 
as well as other tobacco materials of all kinds•” 

The DIRECTOR-GENERAL, referring to Mr Boyer's comments on the document as a whole and on 
paragraph 14 in particular, said that that paragraph did not state that the Board had 
enthusiastically endorsed the Director-General1s suggestion. To say, as paragraph 14 did, 
that "If these efforts are to be worthwhile, as the Board believes did not imply 
enthusiastic endorsement• The Board had noted the fact that he had formed a task force to 
provide more details about how the training of health-for-all leaders was to be carried out. 
In his view, paragraph 14 constituted a very balanced statement of the position. 

Dr EL GAMAL pointed out that quite a few statements had been made by Board members which 
had not given rise to any comments or objections• They could therefore be included in the 
report, if the Board, in reviewing that report, approved of them. Dr Reid had suggested that 
smoking should not be permitted on WHO'S premises, and nobody had opposed that suggestion. 
The Board could therefore approve its inclusion in the report. He himself was fully in 
agreement with Dr Reid1 s proposal. 

Dr HASSOUN (alternate to Dr Al-Taweel) said that smoking should be banned throughout 
WHO1s premises• 
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Dr REID emphasized that at no time had he said that there should be a general ban on 
smoking on WHO1s premises, but only that people should be politely asked to consider whether 
they might perhaps refrain from smoking, or words to that effect； what he had actually said 
was very accurately reflected in the summary records. 

Dr HASSOUN (alternate to Dr Al-Taweel) thought that politeness was not called for in the 
matter. 

The CHAIRMAN said that it was neither reasonable nor within the power of the Board to 
decide that WHO staff should not be permitted to smoke while at work. The word "discourage", 
as used in paragraph 77, therefore seemed most appropriate. 

Mr BOYER (adviser to Dr Gardner), recalled the Chairman1s initial statement to the 
effect that the discussion of matters already considered should not be reopened but that the 
Board should limit itself to determining whether the report accurately reflected the Board1s 
proceedings. He urged that the issue of smoking and health should not be reopened, unless 
the Board wished to reopen all the issues. 

The CHAIRMAN, noting that there were no objections to Dr Reid's proposal, asked him to 
submit it in writing. 

Programme support (paras 78-80) 

There were no comments. 

(b) Adjustments in resource allocation (paras 81-84) 

Dr HAPSARA, referring to paragraph 82, said that health systems research was shown as 
part of research in general• In the Board1 s discussions, however, that type of research had 
been increasingly emphasized, as would be seen from the summary records； those discussions 
would be more accurately reflected, therefore, if subparagraph (i) was amended to read 
"(i) programme 7 (Research promotion and development) especially health systems 
research (3.3) ;fl. 

Dr KHALID BIN SAHAN said he thought that health systems research should be emphasized 
even more strongly by listing it separately as subparagraph (i). 

Dr Sung Woo LEE endorsed that proposal. 

Dr HAPSARA also endorsed Dr Khalid bin Sahan1s proposal. 

Dr KHALID BIN SAHAN, explaining his proposal, said that programme 3.3 (Health systems 
research) would become subparagraph (i), while programmes 7 and 13.17 would then be 
subparagraphs (ii) and (iii) respectively. 

Dr EL GAMAL observed that health systems research was referred to in paragraph 31, where 
it had been duly singled out. 

The DEPUTY DIRECTOR-GENERAL said that the subject of health systems research had been 
extensively discussed by the Advisory Committee on Medical Research, and it had been 
generally accepted that it was included in research promotion and development. That was how 
scientists would see it. 

Dr BORGOHO said that the problem had arisen from the way in which the programme budget 
had been presented. Health systems research had therefore been discussed both under 
programme 3.3 and under programme 7； the importance of such research had been emphasized, 
however, under programme 3.3, and so he agreed with Dr Khalid bin Sahan1s proposal. 

The CHAIRMAN noted that two different views had been expressed, the first being that 
health systems research was a part of research promotion and development, and the second that 
it should be a separate item. 

Dr MOLTO said that it was not possible to have too much of a good thing; he therefore 
agreed with Dr Khalid bin Sahan and Dr Borgoño. 
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Mr DAVIN (alternate to Professor Roux) said that the difficulty could be overcome, in 

the French version, by replacing "y compris la recherche sur les systèmes de santé" by 
"notamment la recherche sur les systèmes de santé". 

Dr ADOU wondered whether the use of the word "notamment11 might not have the effect of 
minimizing the importance of types of research other than health systems research; that 
should perhaps be avoided. 

Professor LAFONTAINE suggested that the words "entre autres" should be used instead of 
"notamment"• 

The CHAIRMAN said that the Board was becoming involved in matters of semantics rather 
than of substance； a decision had to be taken. 

The DIRECTOR-GENERAL stated that what had been singled out by the Board for an increase 
in resource allocation was health systems research. Paragraph 82 should therefore contain 
only two items: (i) programme 3.3 (Health systems research)； (ii) programme 13.17 (Other 
noncommunicable disease prevention and control activities)• 

The CHAIRMAN noted that there were no objections to the Director-General1 s proposal. 

III. Budgetary and financial policy matters 

(a) Budgetary policy (paras 85-91) 

Mr BOYER (adviser to Dr Gardner) said that the Board had discussed in some detail the 
question of cost increases, which were not mentioned in the document at all; he had not 
measured the space that that discussion occupied in the summary records, but was sure that it 
would be quite considerable. He had not been alone in raising that issue； many members had 
been concerned by the way in which the level of the budget was affected by the calculation of 
cost increases. The summary records would show that Mr Furth, Assistant Director-General, 
had given detailed explanations of WHO1s conservative approach to that calculation. It might 
be worth adding at least one sentence on the subject, since the report was already so long, 
perhaps at the end either of paragraph 86 or of paragraph 91. That sentence, he suggested, 
should be along the following lines : "Several members of the Board raised questions about 
the calculation of cost increases, particularly the figures given for cost increases in the 
regional allocations, and expressed the hope that these calculations would be kept under 
review in the period preceding the World Health Assembly•” It would, he thought, also be 
correct to add "The Secretariat agreed to do so."• 

The CHAIRMAN asked Mr Boyer to submit his amendment in writing. 

Dr BORGOÑO supported Mr Boyer1s proposed amendment； it was fully in accordance with the 
discussions in the Board and the concerns expressed. Anything that would improve the 
calculation of cost increases was to be welcomed• 

Dr REID said that he was not opposed to Mr Boyer1s proposal, but would prefer it to be 
in the form： "Questions were raised 

The DIRECTOR-GENERAL recalled that, in replying to some of Mr Boyer1s interventions, he 
had said that WHO would be willing to study, and to continue to study, the methodology used 
for calculating cost increases, but those increases could not suddenly be recalculated by a 
small committee, meeting just before the Health Assembly. The Secretariat was ready to look 
again at anything that was not as relevant to existing constraints as it should be, but that 
could not' be applicable to the present programme budget that the Board was considering and 
would forward, with its comments, to the Health Assembly, He would therefore prefer any 
phraseology that would express the Board's concern with regard to the calculation of cost 
increases, and which would state that the Director-General had been instructed to keep that 
methodology continuously under review. 

(b) Casual income (paras 92-95) 

Mr BOYER (adviser to Dr Gardner), commenting on paragraphs 92 and 93, said that his 
impression was that the Board had not been so definite in endorsing the use of a specific 
dollar figure as paragraph 92 would seem to imply. He recalled that Mr Furth, Assistant 



SUMMARY RECORDS： TWENTY-SEVENTH MEETING 369 

Director-General, had said that the amount of casual income at the end of the year would be 
reviewed, and the Health Assembly would decide on how much would be actually used to finance 
the budget. He therefore suggested that the words f,US$ 56.5 million of11 be deleted from 
paragraph 92, and correspondingly, in paragraph 93， after the words "The Board notes that", 
that the following words should be inserted: "USÍ 56.5 million had been estimated as the 
amount to be used in this way, but That avoided a specific endorsement of the figure 
of US$ 56.5 million. Those amendments, in his view, reflected the discussion of the matter 
in the Board. 

Dr REID said that what Mr Boyer had proposed was factually correct； was there not, 
however, a resolution on the subject? 

The CHAIRMAN drew the attention of the Board to resolution EB75.R6; a reference to that 
resolution in the report might be sufficient• 

The DIRECTOR-GENERAL said that that would not be necessary if Mr Boyer would agree that 
the Secretariat should incorporate the spirit and substance of his thinking into paragraph 93. 

Mr FURTH (Assistant Director-General) proposed that the figure of US$ 56.5 million 
should be left in paragraph 92, since it was included in resolution EB75.R6, and that 
paragraph 93 should be amended to read: 

The Board notes that the final figure for casual income available at 
31 December 1984 will be reported in the interim financial report for that year, which 
will be reviewed by the Committee of the Executive Board established to consider certain 
financial matters and a recommendation will be made to the Health Assembly. 

Thus the committee would not only review the final figure but make a rec onmiendat ion to the 
Health Assembly about it. 

The CHAIRMAN noted that there were no objections to that proposal. 

Mr BOYER (adviser to Dr Gardner) said that at the end of the second sentence of 
paragraph 94, it was stated that the Director-General was requested to transfer to casual 
income "the net savings … u p to a limit of US$ 20 ООО ООО". Resolution EB75.R5 however 
stated that such transfers "need not exceed USÍ 20 000 000". He therefore proposed adding a 
semi-colon after "1986-1987" and replacing the rest of the sentence by： "although the amount 
thus transferred need not exceed US$ 20 000 000, the Board was informed that as a matter of 
practice all exchange rate gains would be transferred to casual income"• 

Mr FURTH (Assistant Director-General) said that that amendment was acceptable, but that 
if the limit of US$ 20 000 000 was removed from that part of the sentence it would have to be 
included in section (a) of the sentence after the words "the net additional costs". The 
US$ 20 000 000 limit in the present text had been meant to refer to both sections (a) and (b). 

Mr BOYER (adviser to Dr Gardner) agreed; that amendment should also be made. 

He further proposed the addition of a new sentence at the end of paragraph 94 to read: 

Although the sentiment was expressed that all exchange rate gains at the regional level 
should be transferred to casual income, the Board accepts the proposal that Regional 
Directors be permitted to utilize the first 10% of exchange rate gains for programme 
purposes• 

(c) Scale of assessments (paras 96 and 97) 

There were no comments. 

(d) Budget level and Appropriation Resolution (para. 98) 

Professor LAFONTAINE pointed out that the reference at the end of paragraph 98 should be 
to resolution EB75.R6 and not EB76.R6. 

The report of the Executive Board on its review of the proposed programme budget 
for 1986-1987 was adopted as orally amended.1~“ 

1 Document EB75/1985/REC/1, Part II. 
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3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM： Item 20 of the Agenda (continued) 

Women, health and development： Item 20.2 of the Agenda (Document EB75/22) (continued from 
the twenty-sixth meeting, section 3) 

The CHAIRMAN recalled that, at the previous meeting, the item had been introduced by 
Dr Petros-Barvazian, Director of the Division of Family Health, and that a draft resolution 
on the subject, proposed by Professor Isakov and Professor Forgács, had been submitted. He 
invited comments on the Director-General1s report (document EB75/22) and on the draft 
resolution. 

Dr"KOINANGE said that the report constituted an excellent review of that important 
subject• Women had a crucial role to play in development, especially in the field of 
health. In Kenya the improvement of health had been directly related to the level of women1 s 
general knowledge and education. Children's health had also a direct relationship to that of 
their mothers• As women and children constituted the majority of the population in many 
countries, development must go hand in hand with their health. He therefore supported all 
activities that would improve the awareness and implementation of a health strategy 
supporting the health status of women. For those reasons, he supported the draft resolution. 

Professor ISAKOV congratulated the Director-General on his report, which provided a 
comprehensive picture of the situation regarding the participation of women in health and 
development• It also clearly set out plans for future activities. Those plans were closely 
linked with the achievement of the target of health for all, especially through primary 
health care delivery, and therefore fully merited the Board1 s support. 

He would not go into details of the difficulties which had been encountered in 
implementing the United Nations Decade for Women, as they were fully outlined in the report. 
He had the honour to be a co-sponsor of the draft resolution on the subject of WHO1s 
contribution to the work of the World Conference to Review and Appraise the Achievements of 
the United Nations Decade for Women and hoped that the Board would support it. 

Dr BORGOHO said that the subject of women, health and development had been discussed 
each year for the p^st five years in the Region of the Americas and all were agreed on its 
importance. Great progress had been made with health programmes regarding women but, 
although much had been said and written, in many parts of the world progress in implementing 
the real participation of women in development had been slow. Much more energetic action was 
therefore required. The Region of the Americas had made considerable progress and he hoped 
that the Regional Director would make the three monographs which РАНО had produced available 
to participants at the Health Assembly. 

He supported the draft resolution. 

Dr XU Shouren stressed the importance of the topic and expressed his appreciation of the 
report• He supported the draft resolution. 

In his country, there was a popular saying； "Women hold up half the sky", which not 
only reflected the fact that more than half the population were women but also symbolized 
their decisive role in development. 

In order to improve women1 s health, women themselves should be mobilized to support 
health work, especially by participating in primary health care. The establishment of sound 
maternal and child health care institutions, forming a network throughout the country, and 
various forms of training of women health care workers, including refresher courses for 
in-service training, should continue to raise the technical standard of women health workers 
and lead to progress in the realization in the goal of health for all by the year 2000. 
Women should also be encouraged to specialize in women1 s health education, family planning, 
the improvement of drinking-water and environmental sanitation. 

WHO and other organizations such as UNICEF could play a role in promoting women1 s health 
and development. In addition to strengthening global and regional programmes in that area, 
WHO should increasingly cooperate with Member States in implementing the Strategy for Health 
for All by the Year 2000. 

Mrs MIXER (alternate to Dr Reid) thanked the Director-General for his important and 
comprehensive report and Dr Petros-Barvazian for her helpful introduction. 
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She had noted with particular approval the observation in the report that women1 s health 
problems and the role women played in the provision of health care could not be considered in 
isolation but must be seen as an integral part of the health needs of the population as a 
whole. In her view, the United Nations Decade for Women had helped to focus attention on 
those issues and some progres had been made. However, as the report showed, there was little 
room for complacency. Some of the statistical information was particularly disturbing - for 
example, the estimate in paragraph 21 of the report that some 500 000 women died each year 
from pregnancy-related causes, most such deaths being preventable. That fact alone indicated 
the vast amount of work which needed to be done• 

She was glad that WHO would participate actively in the 1985 World Conference in 
Nairobi, which she hoped would both stimulate the further development of health care for 
women, and ensure that women took their rightful place as key health workers. 

She was happy to support the draft resolution proposed by Professors Isakov and1Forgács. 

Dr ELIAS (alternate to Professor Forgács) congratulated the Director-General on his 
comprehensive and lucid treatment of what was a very complex and frequently controversial 
topic• 

As indicated in paragraphs 71， 83 and 84 of the report, Hungary had been successfully 
cooperating with WHO in activities related to women, health and development, in the spirit of 
the Alma-Ata Declaration, which had been endorsed and reaffirmed by the International 
Conference on Population held in Mexico City (1984). 

Equal rights and equal opportunities for women had only been seriously envisaged during 
the last 100 years, after thousands of years of unequal or inexistent rights or 
opportunities. Obviously, a single decade could not produce all the desirable changes. But 
changes must come, for the aira of health for all would not be achieved without the active 
involvement of women. 

In Hungary, equal rights and opportunities for women had been ensured by law for 
almost 40 years. In that time, after a brief period of reluctance in its acceptance, mainly 
in rural areas, the new legislation had become self-evident• Like every change, however, it 
had created problems. Many of them - problems of a psychological, moral, social and economic 
nature - had not been foreseeable. He therefore attached great importance to the monitoring 
processes referred to in the report as they might help to nip such problems in the bud. He 
fully agreed with those speakers who advocated equal rather than special treatment for 
women. Ability should be the essential criterion. 

Professor JAZBI said that the the Director-General1s report was both illuminating and 
informative. He supported the draft resolution proposed by Professor Isakov and Professor 
Forgács. 

The active involvement of women in socioeconomic development was important if the 
objective of health for all by the year 2000 was to be achieved. In Pakistan, where half of 
the population was female, a new ministry had been created to look after women1 s welfare and 
devise policies for their advancement• An attempt was being made to raise their status and 
to involve them in all walks of life, including employment which had previously been reserved 
for men. 

Dr EL GAMAL expressed his appreciation of the document before the Board, which was well 
prepared and well balanced. It placed considerable emphasis on the health of women as 
receivers of health services, both as women and as mothers, and at the same time emphasized 
that women should play a role in providing such services. Although he endorsed the contents 
of the document and the intention of the draft resolution, he felt that the latter only dealt 
with one side of the problem, that of women as providers, and not as recipients of health 
services. It contained no mention of mothers1 health in pregnancy, during labour, when 
caring for their children, nor of the role of the nutrition services provided for them. It 
thus neglected half the subject. 

Dr QUAMINA associated herself with the favourable comments addressed to the 
Director-General and to Dr Petros-Barvazian. A tremendous amount of work and research had 
obviously gone into producing such a comprehensive survey of the present position of women, 
not only as providers but also as recipients of health care• 
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She thought, however, that the statistics given in the report did not present a true 

picture. Women were different from men. They were long-suffering： she had the impression 
that many women never knew what it was to be in a state of complete wellbeing. They often 
tolerated a chronic state of low^level morbidity which did not send them to the doctor or the 
health centre. That was especially so in the case of middle-aged women with gynaecological 
problems, who tended to keep those problems to themselves. 

It was essential 一 she believed - to give serious consideration to improving the 
acceptability and the accessibility of health services for women in general and, more 
particularly, for the neglected group to which she had just referred. For instance, in the 
health centres which were being established, was enough attention being given to privacy, to 
ensuring that a woman might talk about her intimate problems without being overheard by the 
rest of the neighbourhood? Were there adequate facilities for undressing and providing 
somewhere to put her clothes? Such attentions did not cost much, but added a great deal to 
the acceptability of the health service. 

By accessibility she meant the times of the day when health care was delivered. The 
problems of the women to whom she was referring could not be considered as matters of 
emergency; consequently, because of their jobs or the responsibility of looking after their 
children, they were often unable to visit the health centre during normal working hours. 
Would it not be better to make the services available at a more convenient time? 

When considering the conditions of work for women, great care should be taken to avoid 
prejudice in excluding women from certain kinds of work. The unfavourable image imposed on 
them as candidates for employment because, for example, they must have long periods of leave 
for childbearing should be dispelled. Some legislations forbade women to undertake night 
shift work, but it should be realized that some women could undertake such work. 

Turning to the issue of women as professional health workers and as workers in general, 
she said that they should not be faced with a compulsory choice between staying at home 
altogether or working and putting their children in a day nursery. They should be able, if 
they wished, to choose to interrupt their career and bring up theiir children at home in their 
own way and then, if they wished, be helped to resume their career later on. The decision 
should rest not with administrators, but with each individual family. 

She had made those points because she felt that they had not received sufficient 
emphasis in the various reports she had read. In conclusion, she said that she supported the 
draft resolution before the Board. 

Mr BOYER (adviser to Dr Gardner) said that greater attention should be paid to women 
both as recipients and as providers of health care. In addition, it was vital that women 
should be considered the equals of men where health decision-making was concerned. They 
should have a more active role in ministries of health and there should be more women members 
of delegations to governing bodies, expert committees, and so on. 

He proposed two amendments to the draft resolution which was recommended for adoption by 
the Thirty-eighth World Health Assembly, In the first place, operative paragraph 1 of the 
recommended resolution would read as follows: 

CALLS UPON Member States to show greater concern for women, both as recipients and 
providers of health care, and to intensify their efforts 

Secondly, the words "particularly as decision-makers" would be inserted at two points in the 
recommended resolution： in the second preambular paragraph, which would read； 

Noting the close interrelation between equality for women and their participation, 
particularly as decision-makers, in health activities 

and in operative paragraph 2(2), which would read: 

• •• activities to promote women1 s health and their wider participation, particularly as 
decision-makers, in health and socioeconomic development. 

Dr GARCIA BATES said that the report was a worthy contribution to the 1985 Conference to 
Review the Achievements of the United Nations Decade for Women. However, she had several 
comments on it in the context of the present meeting of the Executive Board. 
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Women had always played the major role in health care, especially preventive health 
care, as mothers, wives, teachers, workers and health workers. Many health developments had 
primarily affected women. Women had been persuaded to undergo regular health checks during 
pregnancy, to give birth in hospital rather than at home, to allow the baby to be taken away 
from them at birth, and to use artificial feeding. Immunization programmes were aimed 
primarily at mothers, pregnant women and children. When paediatricians discovered that 
children going into hospital should be accompanied by their mothers, the mothers were 
admitted as well even when the hospitals made little or no provision for them and they were 
sometimes forced to sleep under the child1 s bed or on a chair. The responsibility for birth 
control, fertility, clean water, and waste disposal was placed mainly on women, who also 
provided most of the information for statistical surveys on morbidity and on health care in 
the home. 

Health workers should also consider the role of men in health and take action to change 
men's attitudes and increase their health knowledge, in order that health care 
responsibilities, especially within the family, should be shared by both sexes. Men1s 
responsibilities in primary health care, in the family and in the community, should be 
identified in order to lessen the burden of women1s health work, as stated in paragraph 136 
of the report. In the interests of the democratization of health, equality of the sexes, 
solidarity and shared responsibilities, the fundamental health work done by women should not 
be allowed to become a new form of exploitation. Statements such as those in paragraph 101， 
implying that men were by nature logical and women practical, expressed unacceptable 
prejudice. Another example of prejudice was the table in Annex 1 (Global health-for-all and 
other indicators relating to women, health and development), in which the Spanish text used 
the word "hembra" (female), which was derogatory in character. She trusted that the point 
would be corrected before the document was submitted to the review conference. 

Finally, the legal aspects of the role of women and their rights to equality were also 
important. The health activities of women1s organizations should be promoted, but men1s 
organizations should also be encouraged to develop their own activities. Paragraph 117 of 
the document referred to legislation to "prevent the abuse of women1 s bodies (violence, 
sexual exploitation, sexual mutilation)", but the statistics showed that, where sexual 
exploitation was concerned, male prostitution was also important and so those two forms 
should be studied concurrently. 

Dr HAPSARA congratulated the Director-General and his staff on what he found to be .an 
excellent document, describing as it did the policies and strategies embodied in the 
programme and the clear and feasible action to be taken for their implementation. A more 
dynamic role on the part of women would help to reduce the infant mortality rate in 
developing countries and to improve child health, the importance of which was stressed in the 
preamble to the WHO Constitution. He expressed particular thanks to the Regional Director 
for South-East Asia for striving to accelerate the progress of the programme. He supported 
the draft resolution, with the amendments proposed by Mr Boyer. 

Dr BELLA expressed appreciation of the report. Reference had been made to one country1 s 
ministry for women's welfare. The Ivory Coast also had a post of Minister for Women1s 
Affairs. He would of course support any resolution that enhanced the recognition of women1 s 
rights but, as Dr Borgoño had stated, enough had been said; it was time for action. 

Dr REGMI said that the whole question of the role of women was one of the most important 
in the modern world, but one which had not been given the attention it deserved. Women were 
responsible for many aspects of health - at work, in child-rearing, and in family planning -
and without their active participation the goal of health for all could not be achieved. 

It was one thing to pass resolutions; what was really important was to implement them. 
He appealed to the women of developed countries to come forward and help their sisters in the 
developing world, who worked like machines from dawn to dusk and hardly knew what health was. 

Men and women might enjoy equal rights in some developed countries, but that goal would 
not be achieved by the women of the developing world before the end of che century if action 
was not undertaken immediately. 

He thanked the Regional Director for South-East Asia for his support for the programme, 
and said that he fully endorsed the draft resolution, 

Mr DAVIN (alternate to Professor Roux) said that women had special health needs, which 
WHO should attempt to meet. However, it was also essential to recognize the role of women in 
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the economy• The report indicated (paragraphs 42 and 43) that women performed almost 
two-thirds of total working hours and were responsible for at least 50% of food production. 
They had a multidisciplinary role within the family, providing basic health care, educating 
children, managing the family budget, preserving the fabric of family and society, and 
encouraging innovation and progress. However, certain features of socioeconomic development 
were making women1 s situation worse (paragraph 44) and causing them to lose their hold on 
certain economic sectors. Modern technologies, being directed solely towards men, tended to 
marginalize women, especially as the destruction of certain social groups meant that a 
growing number of women remained alone or had a family to bring up on their own. 

It was essential to reintegrate women into the health structure as the providers and 
beneficiaries of development action. Among the many types of action proposed the ones he 
considered most relevant were social measures in favour of working women and women heads of 
households when the traditional forms of support no longer existed. He expressed particular 
approval of the measures in support of women1 s organizations, especially the existing basic 
organizations such as those in Africa which could take on a great deal of responsibility for 
health care. Paragraph 123 described a scheme to provide "seed money" for such 
intersectoral, economic or educational activities - an idea which was of great significance 
for health. It was essential to create techniques and strategies which would take account of 
the constraints faced by women in terms of time, income, savings, level of education and 
social status. 

An international colloquium on the role of women and food strategies was currently 
taking place in Paris, organized by the Office de la Recherche scientifique et technique 
outre-mer (ORSTOM) and the International Children1s Centre. France was preparing a review of 
documentary information sources on the economic role of women, of the kind described in 
paragraph 57. 

He fully supported the draft resolution prepared by Professor Isakov and 
Professor Forgács. 

Dr SUDSUKH expressed his appreciation of the work done by the Director-General and his 
staff and of the presentation of the programme by Dr Petros-Barvazian. The report reflected 
the results of the United Nations Decade for Women, the situation regarding women, health and 
development and future strategies in that programme, health-for-all strategies, resolutions 
of regional committees, and the role of women in primary health care. 

He expressed his support for the draft resolution before the Board. 

Dr TADESSE said that, despite some remaining prejudices, it was widely acknowledged that 
women had a large part to play in the socioeconomic development of the family, the community 
and the nation, and a major role in health-for-all activities. In Ethiopia, the 
Revolutionary Women1 s Association, with 9 million members, continued to play an active role 
in primary health care. Members worked as traditional birth attendants, health education 
workers, environmental health workers, etc. 

He approved the calls of previous speakers for action rather than words, and expressed 
support for the draft resolution. 

Mr VAN GINDERTAEL (adviser to Professor Lafontaine) agreed with the remarks made by 
previous speakers, especially Dr Quamina, Dr El Gamal and Mrs Mixer, He considered that the 
text of the draft resolution might spell out more explicitly the very great concern of WHO 
with the issues to which it referred. 

Dr MOLTO" joined previous speakers in congratulating the Director-General on his 
excellent report• Concerning comments made by previous speakers, and in particular by 
Dr García Bates, on the special role of women in health, he said that, far from exploiting 
women, it had been found possible to entrust them with certain activities which, thanks to 
the cultural roles or degree of development in the countries of the Americas, they were able 
to carry out particularly effectively. 

In the Region of the Americas women were participating at a very high level in fields 
ranging from the scientific and technological to the political. In Panama, in the past 
five years there had been two women vice-ministers of health and one woman minister of 
health. In the health services of that country, women had proved to be extremely capable in 
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professional and administrative posts, to the extent that they accounted for 20% of programme 
administrators• Such percentages could be even greater, but there was a tendency for women 
themselves to hold back from accepting greater responsibility precisely because of the 
particular importance that they attached to their roles as wives and mothers. 

Mr ARSAELSSON (alternate to Mr Grimsson) expressed his appreciation of the report; it 
had stimulated a most interesting discussion, showing clearly the need for that half of the 
human race comprising women to be treated like the other half, and with due respect for their 
special needs. He supported the draft resolution proposed by Professor Isakov and 
Professor Forgács, as amended by Mr Boyer. 

Dr EL GAMAL said that if the element related to health services and the needs of women -
and in that he fully agreed with Dr Regmi1 s description of the situation of women - was to be 
included, women should also share in dec is ion-making on health policy. None the less the 
situation in some countries, where even the most essential needs of women were not met, 
should not be forgotten. It would therefore be reasonable to aira at a balance. Mr Boyer had 
made an interesting proposal for the wording of the operative paragraphs of the draft 
resolution recommended to the Health Assembly and, should it be accepted, it might also be 
desirable to modify the wording in the first preambular paragraph so that it would read; 

Taking note of the report of the Director-General and the views of the Executive 
Board on the health situation of women and their role in health and development••• • 

Dr PETROS-BARVAZIAN (Director, Division of Family Health and focal point for Women, 
Health and Development) thanked members of the Board for their comments, suggestions and 
encouraging remarks in the wide-ranging discussion which had taken place and which would be 
most helpful when providing future support to Member States on the issue. She noted, in 
particular, the comments by Dr Borgoflo and Dr Bella indicating that the time had come for 
action and equally the comment made by Dr Eliás on the need for change. Dr Quamina had 
mentioned that the report had not given sufficient prominence to the health needs of that 
age-group of women who were not considered as elderly but were beyond child-bearing age• 
That was true. Reference was made in paragraph 23 of the report to the importance of 
pregnancy and post-partum care in relation not only to mortality but to higher levels of 
morbidity, poor health and long-term suffering resulting from complications of childbirth and 
pregnancy, which affected the age-group to which Dr Quamina had referred. That aspect should 
be elaborated in future planning. Dr Quamina1 s observations were valid particularly in 
developing countries but also in developed countries. Women tended to take their health 
problems for granted and accept them as being part of being a woman• Awareness and health 
education would obviously be the long-term solution and they should be accelerated and 
oriented both towards women and towards health workers. Dr Quamina 
perception and need of health care services in relation to suitable 
other considerations had been very well elaborated. 

s comments on women s 
timing, accessibility and 

She fully agreed with Dr García Bates on the importance of the 
women and men, both in the present and the future, in attaining the 
well as in overall socioeconomic development. 

complementary roles of 
goal of health for all as 

The linguistic point made by Dr García Bates would be taken into consideration. 

She assured Dr Xu Shouren that WHO would be most willing to be associated with 
programmes at country levels such as were taking place in China and elsewhere. 

DR ELIAS (alternate to Professor Forgács) said that Professor Isakov and 
Professor Forgács had authorized him to accept on their behalf the amendments proposed in the 
draft resolution. 

The resolution proposed by Professor Isakov and Professor Forgâcs, as amended by 
Mr Boyer and Dr El Gamal, was adopted•丄""“ 

Report of the Joint Inspection Unit: Item 20.3 of the Agenda (Document EB75/23) 

Mrs BRUGGEMANN (Director, Programme for External Coordination), introducing the report 
by the Director-General (document EB75/23) and the attached report of the Joint Inspection 

1 Resolution EB75.R15. 
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Unit (Official Records of the United Nations General Assembly, Thirty-ninth Session, 
Supplement No. 34 (A/39/34)), said that it was long-standing practice for JIU to submit its 
annual report to the United Nations General Assembly and for the reports to be brought to the 
attention of the governing bodies of participating organizations. The Director-General was 
therefore submitting to the Board for its information the annual report of JIU in which the 
studies it had undertaken during the period July 1983-June 1984 were briefly summarized. It 
also indicated briefly the meetings which JIU had organized together with other agencies on 
matters of joint interest. In order to inform the United Nations that the report had been 
presented to the Board, a short draft resolution had been prepared for the Board1s 
consideration and was included in the Director-General 1s report. 

Dr EL GAMAL asked whether the JIU report had been distributed for information only or 
for action upon the ideas contained therein. He referred to Section VII, C, page 10, of the 
report on cooperation between and management of libraries of the United Nations system and 
the important points contained in the fourth and fifth lines of paragraph 28 and the first 
three lines of paragraph 31(a). It would be most useful to have access to the libraries of 
other organizations. He also drew attention to paragraph 60(b), which contained some very 
interesting ideas on quality control of publications and the composition of an editorial 
subcommittee to ensure such control.. 

Mr BOYER (adviser to Dr Gardner), referring to operative paragraph 2 of the draft 
resolution contained in document EB75/23, which requested the Director-General to transmit 
his report to the Secretary-General of the United Nations, said that it might be a little 
embarrassing for the Board to make such a request, as the report in question comprised only 
three paragraphs and concluded that the Director-General had no comments to offer. JIU was a 
very valuable body which sought to streamline operations and promote efficiency in the United 
Nations system; it seemed to him that the system of joint inspection and studies could only 
work well if the specialized agencies submitted their responses to JIU in order to establish 
a dialogue. He therefore suggested the deletion of operative paragraph 2 of the draft 
resolution. 

Mrs BRÛGGEMANN (Director, Programme for External Coordination) acknowledged the validity 
of the comments made by Dr El Gamal and by Mr Boyer. Unfortunately while the Secretariat had 
wished to submit the JIU report to the Board, it had not been in a position to provide 
members with the actual reports on the issues mentioned by Dr El Gamal, namely, "Cooperation 
between and management of libraries of the United Nations system" (document JIU/REP/84/1) and 
"Publications policy and practice in the United Nations system" (document JIU/REP/84/5). 
That was because the Director-General normally presented such reports and his comments on 
them jointly with the consolidated comments received from the United Nations, It so happened 
that those comments had not been received in time for submission to the Board1 s current 
session. However, the two reports referred to by Dr El Gamal were being studied carefully by 
WHO, and the Secretariat1 s intention was to submit them to the seventy-sixth session of the 
Board, Reactions to JIU1 s recommendations would be part of that presentation. 

Dr BORGOÑO said that in the light of that explanation no decision would seem to be 
required on the part of the Board until its next session. He suggested that no resolution 
should be adopted for the time being. 

Professor LAFONTAINE agreed with Dr Borgoño. The Board should consider that the report 
was for information only. 

The CHAIRMAN said that he understood that the Board wished to consider that it had been 
duly informed and that it did not wish to adopt any resolution. 

It WHS so agreed. 

The meeting rose at 12h25. 



TWENTY-EIGHTH MEETING 

Thursday> 24 January 1985, at 14h30 

Chairman： Professor J. ROUX 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM； Item 20 of the Agenda (continued) 

Report of the International Civil Service Commission: Itero 20.4 of the Agenda (Document 
EB75/24) 

Mr FURTH (Assistant Director-General), introducing the tenth annual report of the 
International Civil Service Commission, submitted to the Board with document EB75/24, 
recalled that, under Article 17 of its Statute, the Commission was required to submit an 
annual report to the United Nations General Assembly and that under the same Article the 
Direc tor-General transmitted the Commission1s annual report to the Board. 

He pointed out that matters arising out of the ICSC report that required revisions to 
the WHO Staff Rules had been dealt with in a separate document, and had been considered by 
the Board under agenda item 16 - Confirmation of amendments to the Staff Rules. 

He invited the Board1 s attention to the summary of the Commission1s recommendations, on 
pages ix and x of its report. The Director-General1 s comments thereon were contained in 
section 4 of document ЕВ75/24. 

The Board1 s attention was also drawn to Chapter IX of the report, which concerned the 
implementation by organizations of the Commission's recommendations and decisions, and where 
reference was made to the Board1 s decision at its seventy-third session to reintroduce the 
award of career service contracts for WHO staff in the general service category and in 
respect of professional grades up to and including P.3. 

The Board was asked to take note of the report. 

Decision: The Executive Board took note of the tenth annual report of the International 
Civil Service Commission, submitted in accordance with Article 17 of the Commission1s 
Statute.1 

2. APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN FINANCIAL 
MATTERS PRIOR TO THE HEALTH ASSEMBLY： Item 23 of the Agenda (Document EB75/27) 

Mr FURTH (Assistant Director-General), introducing the item, stated that Article 34 of 
the Constitution and Financial Regulation 12.9 required that the Board receive, review, and 
transmit to the Health Assembly, with any comment deemed necessary, the financial reports of 
the Organization, 

As the interim financial report for the year 1984 would be finalized only in March of 
the current year, and since the Board would not normally be meeting again prior to the Health 
Assembly, in conformity with past practice the Board could comply with those statutory 
requirements by designating a committee of four members to consider and review those reports 
on behalf of the Board immediately prior to the Health Assembly session and to report thereon 
to the Health Assembly. In the past the committee had been composed of the four 
representatives of the Executive Board at the Health Assembly, one of whom, was, of course, 
the Chairman of the Board. -

1 Decision EB75C11). 
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Should the Board wish to continue that practice, a draft résolut ion was contained in 

paragraph 3 of document EB75/27. That draft resolution could be completed by including in 
operative paragraph 1 the names of the four members, together with any additional subjects 
the Board might wish to have considered on its behalf. Subjects mentioned in the course of 
the present session were: first, the amount of casual income available at 31 December 1984 
to help finance the proposed programme budget for 1986-1987; and secondly, the possible 
adjustment of budgetary exchange rates in the light of currency exchange developments up to 
April 1985. The suggested draft resolution also included a provision for replacement of any 
of the designated members who were unable to serve. Furthermore, he recalled that any member 
of the Board who wished to do so might attend the meeting of the committee as an observer at 
his own expense. 

Dr BORGOHO believed that the procedure referred to by Mr Furth had proved to be 
extremely efficient as well as inexpensive, since the persons making up the committee would 
also be representing the Board at the Health Assembly. Moreover, since any members of the 
Board already present could attend the committee meeting as observers, and presumably speak 
if the Chairman of the committee so authorized, that would in effect open the way for all 
members to attend the meeting if they wished. He would accordingly agree with the proposal 
put forward by the Secretariat. 

The CHAIRMAN suggested that the Board adopt the draft resolution with the inclusion of 
the names of Dr Borgoflo, Mr Grimsson, Dr Hapsara and Professor Roux, as well as reference to 
the two subjects referred to by Mr Furth, and on the understanding that all members who 
wished to do so were free to attend. 

The resolution, as thus completed, was adopted.1 

3. PROVISIONAL AGENDA FOR AND DURATION OF THE THIRTY-EIGHTH WORLD HEALTH ASSEMBLY： Item 24 
of the Agenda (Documents EB75/28 and EB75/INF.DOC./8) 

The DEPUTY DIRECTOR-GENERAL said that, in accordance with Rule 4 of the Rules of 
Procedure of the Health Assembly, the Director-General had submitted, in document EB75/28, 
proposals for the provisional agenda of the Thirty-eighth World Health Assembly. The 
resolutions and decisions adopted by the Executive Board at its present session would be 
reflected in the provisional agenda of the Thirty-eighth World Health Assembly as presented 
in document ЕВ75/28 by the addition of appropriate references under the relevant agenda 
items. In the case of Committee В, two agenda items would have to be added: "Number of 
members of the Executive Board", following the adoption of resolution EB75.R4； and "Salaries 
and allowances for ungraded posts and the Director-General", following the adoption of 
resolution EB75.R10. 

At a previous session the Executive Board had recommended that at its January sessions, 
when considering the provisional agenda of the next Health Assembly, it should, on the basis 
of suggestions by the Director-General, decide on issues which it wished to see highlighted 
in the debate on the reports of the Executive Board and the Director-General. The 
Director-General suggested that delegates addressing the plenary session should give special 
attention to the question of optimal use by Member States of WHO1 s resources, with particular 
reference to the implementation of national strategies for health for all. If the Board 
agreed with that suggestion, the Director-General would transmit it to Member States in his 
letter of convocation and would invite delegations to focus on that issue in their statements 
to be delivered in plenary at the forthcoming Health Assembly, 

At its seventy-fourth session, in May 1984, the Executive Board had decided that the 
Thirty-eighth World Health Assembly should be held at the Palais des Nations, Geneva, opening 
at noon on Monday, 6 May 1985. In its resolution WHA36.16 the Thirty-sixth World Health 
Assembly, having considered the recommendations made by the Executive Board at its 
seventy-first session with regard to the method of work and duration of the Health Assembly, 
had decided to limit the duration in odd-numbered years to as near to two weeks as was 
consistent with the efficient conduct of business. The Board might therefore wish to 
consider fixing the closing meeting of the Thirty-eighth World Health Assembly for Wednesday, 
22 May 1985, at the latest. 

1 Resolution EB75.R16. 
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In resolution WHA32.36 the Executive Board was requested to "fix a preliminary daily 
timetable for the Health Assembly1 s consideration of its agenda". To assist the Board in 
that task a draft preliminary daily timetable for the Thirty-eighth World Health Assembly had 
been drawn up (document EB75/INF.DOC./8) . The two items that had been added to the agenda of 
Committee В could easily be accommodated in the timetable by prolonging the schedule of work 
for Committee В until Tuesday, 21 May. 

Dr BORGOSO referred to the desirability of ensuring that in future years, and until the 
year 2000 if possible, the Health Assembly be held at headquarters, in view both of the 
advantages in terms of method of work and availability of all the Secretariat, and of all the 
economic and political reasons put forward. He expressed appreciation of the excellent 
spirit of understanding shown by Cuba. 

He suggested that it would be appropriate for the Board to express that concern by 
submitting a recommendat ion along those lines to the Health Assembly• It was not his 
intention to propose any constitutional amendment regarding the holding of sessions 
exclusively in Geneva, but rather to urge any countries which might be considering extending 
an invitation to the Health Assembly to take into account present-day circumstances within 
the context of the goal of health for all by the year 2000. At any later stage, and if there 
were general agreement, consideration could be given to the possibility of holding a Health 
Assembly in any of the regions making up the Organization. In view also of the reasons put 
forward by the Director-General in the course of the discussion, he thought that an 
appropriate recommendation by the Board to the Health Assembly would be of value• 

Dr REID expressed his satisfaction that Dr Borgoño had raised that important question. 
Earlier during the current session the Board had noted the very generous offer of Cuba to act 
as host to the Thirty-ninth World Health Assembly in 1986. He believed that the last 
occasion on which the Assembly had been held away from Geneva had been in 1969, at a time 
when WHO had had a substantially smaller number of Member States and the evolution of the way 
in which the Assembly conducted its business was at a much earlier stage. In addressing the 
Board, the Minister of Health of Cuba had shown great understanding of the position and had 
explained that, in view of the technical and organizational considerations cited by the 
Director-General and the need for unity, cohesion and strength in WHO, his Government had 
decided to withdraw its proposal. The Board had agreed that that had been a wise move and 
had congratulated the Minister on his Government1 s decision to give pride of place to the 
collective interest. In the circumstances, the Board should review the position with regard 
to the venue of the Assembly and should recommend that it continue to meet in Geneva at least 
for the foreseeable future - perhaps until the year 2000, as Dr Borgoflo had suggested. One 
possible option might be to amend Article 14 of the Constitution, but that would be a weighty 
matter and a protracted procedure, and he thought there might be reluctance to take such ail 
irrevocable step. 

Dr MAKUTO fully endorsed the remarks made by Dr Borgoño and Dr Reid. 

Dr EL GAMAL, referring to the preliminary timetable in document EB75/INF.DOC./8, pointed 
out that the meetings scheduled for Monday and Tuesday, 20 and 21 May, provided for only one 
working session of Committee A to deal with the programme budget, the remaining meetings 
being devoted to the routine tasks of finalization of draft resolutions and reports. Yet 
working on that Monday and Tuesday - and perhaps Wednesday, as the Deputy Director-General 
had indicated - would increase the duration of the Assembly by four days, not two. He 
wondered whether there was any possiblility of including the work of those two days in the 
previous two weeks, so that the Assembly would last for precisely two weeks. That would 
indeed be a good precedent. 

Dr REID, although he sympathized with Dr El Gamal1s point of view, wished to give the 
Board an idea of the background of the situation, having chaired the committee that had 
considered the subject some years previously. There had been considerable discussion in the 
Board on whether the Assembly could accomplish its work in two weeks, and the outcome of the 
committee1s deliberation had been that the work should indeed be completed in two weeks 
during non-budget years. Nevertheless, members of the Board had felt very strongly that to 
try to compress the work into that period during budget years might be regarded as paying 
inadequate attention to the budget, and that was the reason for the formula that the duration 
of the Assembly should be as near to two weeks as was consistent with the efficient conduct 
of business. His own estimation of the situation was that, if the Board tried to push the 
Assembly on that point, the reaction might be to revert to full three week Assemblies every 
year. 
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Mr BOYER (adviser to Dr Gardner) said that, as far as he could remember, the Assembly 

which had considered the budget two years previously had ended on the third Monday, only one 
day into the third week. If that could be done again in 1985, leaving the schedule as 
proposed, or if the work could even be completed in two weeks, it would only be right for the 
Board to recommend that in the future the Assembly should not last more than two weeks even 
in budget years. Meanwhile, every effort should be made to accelerate the work of the next 
Assembly and appropriate conclusions could be drawn afterwards. 

Dr QUAMINA wished to raise the question of Technical Discussions, which had been 
considered in the Board and the Assembly on many occasions• In particular, she would like to 
know wher the Director-General proposed to made an evaluation of the timing and organization 
of the Technical Discussions； according to the timetable, the customary programme was being 
retained in 1985 - namely, the Technical Discussions were to be held on Friday, 10 May, and 
Saturday, 11 May, concurrently with meetings of the plenary and Committee A, She wondered 
whether the Director-General had given consideration to alternative arrangements, as she 
thought he had been asked to do； she was sure that a large number of participants in the 
Assembly were prevented from attending Technical Discussions from which they could derive 
considerable benefit• 

Professor ISAKOV, reverting to the problem of the duration of Health Assemblies, said 
there was undoubtedly a great difference between the duration of Assembly sessions at which 
the budget was considered and that of sessions which did not have to consider that item. 
That difference was also evident in the duration of the sessions of the Executive Board. It 
would be most unfair to countries which were not represented on the Board to allot the same 
period to Assembly sessions during which the subject was examined as to non-budget sessions. 
There was a very wise directive regarding the duration of Assembly sessions at which the 
budget was to be considered, and he saw no reason for departing from that directive. 

Dr BORGOÑO endorsed Dr Reid1 s and Professor Isakov1s remarks. The experience of a 
number of Assemblies had shown that it was difficult to complete the work in two weeks when 
the programme budget had to be considered. If the deadline were fixed for the evening of 
Tuesday, 21 May, the Health Assembly would have two extra working days available to it; that 
had been the arrangement in 1983 and should be acceptable for 1985. 

Mr FURTH (Assistant Director-General) confirmed Mr Boyer1s statement； the Thirty-sixth 
World Health Assembly had ended at 12h25 on the Monday of the third week, although 1983 had 
been a budget year. In making the proposal in paragraph 4 of document EB75/28, however, the 
Secretariat had thought that the experience of 1983 might not necessarily be repeated in 1985 
and had added an extra two days to make sure that the Board would not be accused of giving 
the Assembly insufficient time. He pointed out, however, that the proposal was not that the 
Assembly should close on Wednesday, 22 May, but that it should close not later than that 
date： of course, if the work proceeded more quickly than some Board members might expect, it 
would be for the Assembly or its General Committee to decide in the light of the pace of work 
that the session might end sooner, perhaps on Tuesday or even on Monday, as in 1983, but it 
had been thought inadvisable for the Board to place such a tight time-limit on the Assembly 
at the present stage. 

The DIRECTOR-GENERAL，replying to Dr Quamina1s question, drew the Board1 s attention to 
resolution WHA37.21, paragraph 2， which requested the Director-General in future years to try 
out experimentally alternative arrangements for the organization, scheduling and methods of 
work of the Technical Discussions. The organization of the Technical Discussions was at 
present in that experimental phase; one approach would be tried during the present year and 
different ones in following years. However, Dr Quamina1s main concern appeared not to be the 
organization of the Technical Discussions as such but rather the problems delegates faced in 
attending the Technical Discussions when other meetings of the Health Assembly were going on 
at the same time. He recalled that Technical Discussions were not an integral part of the 
Health Assembly proceedings and that the time allocated and arrangements made for them were 
governed by resolution WHA35.1, paragraph 2. There were thus, he believed, two distinct 
problems associated with the Technical Discussions： how to make them lively and productive, 
and how to improve attendance. The Secretariat would be devoting considerable thought to an 
appropriate solution, bearing in mind that the overriding priority was to enable the 
Health Assembly to accomplish its work in as short a time as possible without loss of 
productivity. 

Referring to the point raised by Dr Borgoño, Dr Reid and Dr Makuto, he said that even 
without the intervention of those Board members he would have raised the issue himself for he 
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had recently been devoting some thought to the need to hold all sessions of the Health 
Assembly at the site of WHO headquarters, and would in any event, and regardless of earlier 
proceedings during the present session, have recommended to the Board that it adopt a 
decision on the lines Dr Borgoflo had proposed. He suggested that suitable wording for such a 
decision might be: 

Decision: The Executive Board, believing that it was in the interest of all 
Member States to maintain the practice of holding Health Assemblies at the site of the 
headquarters of the Organization, which had proved to be beneficial in terms of 
efficiency and effectiveness, decided to recommend to the Health Assembly that it adopt 
the same position; the Director-General could then bring those views to the attention 
of any Member State proposing to invite the Health Assembly to hold a session away from 
the site of headquarters• 

Such wording should be acceptable to all; furthermore, it was not in conflict with the WHO 
Constitution and would cover the foreseeable future - or at any rate up to the year 2000. 

Dr QUAMINA expressed the hope that some 
the Technical Discussions so attractive that 
business in Committee and all those directly 
Discussions• 

of the innovations to be introduced would make 
the diplomats might be left to deal with the 
concerned with health would attend the Technical 

Dr BORGOÑO observed that the Director-General1 s comments accorded entirely with what he 
himself had suggested. 

The CHAIRMAN said that the Director-General1s suggestion that the Health Assembly should 
be recommended to continue to hold its sessions under the same conditions as at present, and 
that he should reply to that effect to any offers from Member States to host Health 
Assemblies elsewhere, was in keeping with what had already been decided. It therefore 
appeared unnecessary to take a formal decision to that effect. 

If there were no further comments concerning the agenda for and duration of the Health 
Assembly, he would take it that the Board wished to approve the Director-General1 s proposals 
thereon. 

Professor LAFONTAINE considered that an indication should be given of the fact that the 
Board was unanimously in favour of the principle that Health Assemblies should be held in 
Geneva. 

Mr BOYER (adviser to Dr Gardner), referring to the Chairman's view that it was 
unnecessary to take a formal decision, said that he had understood the Director-General to 
say that it would be useful to have such a formal decision to which he could draw the 
attention of interested countries rather than refer to the summary record of the meeting. He 
would be in favour of using the Director-General1 s formulation. 

The decision was adopted.丄 

The CHAIRMAN said that, if there was no objection, he would take it that the Board had 
decided to adopt the provisional agenda for the Thirty-eighth World Health Assembly and the 
proposals concerning its duration, as contained in documents EB75/28 and EB75/INF.DOC./8. 

Decision: The Executive Board approved the Director-General1s proposals for the 
provisional agenda of the Thirty-eighth World Health Assembly. Recalling its earlier 
decision that the Thirty-eighth World Health Assembly should open at noon on Monday, 
6 May 1985, the Board noted that the Thirty-sixth World Health Assembly had decided that 
the duration of the Health Assembly should be limited, in odd-numbered years, to as near 
to two weeks as is consistent with the efficient and effective conduct of business• As 
a consequence, the Board decided that the Thirty-eighth World Health Assembly should 
close not later than Wednesday, 22 May 1985•^ 

1 Decision EB75Í12). 
2 Decision EB75(13). 
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4. DATE AND PLACE OF THE SEVENTY-SIXTH SESSION OF THE EXECUTIVE BOARD： Item 25 of the 

agenda 

Mr FURTH (Assistant Director-General) said that, in view of the Board's decision that 
the Thirty-eighth World Health Assembly would close on Wednesday, 22 May 1985 at the latest, 
the Board might wish to consider convening its seventy-sixth session on Thursday, 23 May 
1985. Since the Thirty-eighth World Health Assembly would meet in the Palais des Nations, 
Geneva, the Director-General proposed that the seventy-sixth session of the Executive Board 
should be convened at WHO headquarters, Geneva. 

Dr BORGOÑO suggested that the Board should decide to meet on Thursday, 23 May, on the 
understanding that if the Assembly ended on the Tuesday the Board session would open on 
Thursday morning and if it ended on the Wednesday, the Board would convene on Thursday 
afternoon. That would also allow for the move back from the Palais des Nations• 

Dr REID pointed out that, unfortunately, the Board would not be able to meet on the 
Wednesday since there was no guarantee that all its members would be attending the Health 
Assembly. 

The CHAIRMAN said that he had some sympathy with the idea of bringing the Board session 
forward, especially from the point of view of those Board members attending the Health 
Assembly, but he also understood Dr Reid1 s point. 

Mr FURTH (Assistant Director-General) said that everything depended on when the Health 
Assembly ended. If it were to end earlier than Wednesday, and if all members of the Board 
were at the Health Assembly, their agreement might be obtained by individual signatures for 
the Board to be convened the next day. That had happened on an earlier occasion as an 
exceptional measure, but it was not normally possible because, according to the Rules of 
Procedure, the opening date of the Board must be fixed six weeks in advance. 

Dr REID said that, depending on the alphabetical position of their names, many members 
had to spend every session looking either at the Secretariat or at the diplomatic gallery. 
In his•position, most of the Secretariat1 s statements came in the forra of disembodied voices 
from behind him. He urged that, in alternate years, Board members should be seated clockwise 
and anticlockwise respectively, according to the alphabetical positions of their name s• 

The CHAIRMAN said that Dr Reid1s proposal could be studied. He called on the Board to 
adopt a decision regarding the opening date and place of the seventy-sixth session of the 
Board• 

Decision: The Executive Board decided that its seventy-sixth session should be convened 
on Thursday, 23 May 1985, at WHO headquarters, Geneva, Switzerland.1 

5. CLOSURE OF THE SESSION 

After the customary exchange of courtesies, the CHAIRMAN declared the session closed• 

The meeting rose at 16hQQ. 

1 Decision EB75C14). 


