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TWENTY-SECOND MEETING 

Monday, 21 January 1985, at 19h30 

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) 

PROGRAMME REVIEW： Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4) 

Disease prevention and control (programme 13; document PB/86-87, pages 200-275) (continued) 

Cardiovascular diseases (programme 13.16) 

Dr REID, noting the importance of the programme for both developed ând 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 fox the prevention af 
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 Diseases J 

He asked whether the WHO MONICA project for coronary heart and cerebrovascular disease 
monitoring, referred to in paragraph 12 of the programme text - 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 13.14 (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, 

Mr 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. In 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 cardiovasduLar 
disease were closely linked to life-styles and nutrition. Programme 13.16 should therefore 
be coordinated with the programmes on smoking, nutrition and mental health, and with other 
relevant programmes. 

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 on that basis. 

1 See WHO Technical Report Series, No. 678, 1982. 



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 cardiovascular diseases1 public health 
importance there. 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 the recognized 
growing importance of the problem. 

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 post• 

Dr DODU (Cardiovascular Diseases) reassured Dr Reid and Dr Save11ev that, although there 
was indeed a "no-growth" 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 would meet all the 
scientific criteria for full participation； the other half would continue as associate 
members. 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-General1 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 developments 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 that in some instances there were real increases. 

Mr Zhang1 s suggestions corresponded to WHO'S "population approach" to prevention and 
control through measures influencing behaviour and life-styles 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 Savel1ev, recalled that when the 
use of reserves for the programme had originally been discussed it had been intended that the 
regular programme budget in the ensuing biennium would take over from the reserve the 
allocation made to that specific programme area, unless it became possible within the period 
to mobilize extrabudgetary resources. Thus continuity was to be assured in response to the 
stimulation provided by research under the programme. 



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 
Board's report should spell out the details of the commitment of funds• 

Other none ornrnun i с ab1e disease prevention and control activities (programme 13.17 ; 
pages 270-274) — 

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 mellitus, 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 iiranportance 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 (Division of None ommun i с ab1e Diseases), 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 headquarters programme. 

Dr GRABAUSKAS (Director, Division of Noneommuniсable Diseases), speaking on the general 
question of budgeting of 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 some 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 the limited resources available 
as a catalyst and to encourage growth in support of national policies and strategies to 
prevent and control major none ommun i с ab1e diseases• 

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 Savel'ev he said that some countries and regions made the integrated 
approach to noncommunicable disease part of their policies 一 even if in many instances that 
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 country-wide control measures for a number of major risk factors. 
Better integration and coordination of preventive 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 
concentrating on improved life-styles 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 noncommunicable 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-General1 s Development Programme. 

Dr ASVALL (Regional Director designate for Europe) said that noncommunicable disease 
prevention was the subject of considerable activity in the European Region; some eight 
countries were pooling their efforts in the development of 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, supported from the respective national country budgets, 
where work was being done on diabetes. 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 一 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) 

Health information support (programme 14) (Document РВ/86-87, pages 275-283) 

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 
opinions from outside the Organization would be beneficial to the evaluation process 
coordination of activities at different levels. 

that 
and the 

In connection with paragraph 4, which underlined the importance of the regional offices, 
he suggested that concentration, the avoidance of duplication and the best possible use of 
available resources were essential, especially in Europe and the Americas• 

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. 



WHO*s publications were outstandingly useful. He emphasized particularly the value of 
the Bulletin of the World Health Organization and the World Health Forum. The Forum, which 
appeared in a number of languages, had proved a great success； he praised the focus on 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 in 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 DE FURTER (alternate to Dr Bello) said that as might be expected of an 
Organization whose staff and leadership were of such high calibre, WHO'S 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 Board's 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 Borgoño1 s 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. 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 Savel'ev, 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 Ruesta de Furter1s remarks, he pointed out that a distinction should be 
made between the initial publicizing of the existence of publications arid 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 WHO1s 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 do well, in some cases, to improve 
their own distribution processes and eliminate certain shortcomings. 

Dr G ARC/а 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 (BIREME) as a 
regional medical library, might serve as an example of what could be achieved in a 
comparatively short time with regard to reference centres, information networks, computer 
systems and links with MEDLINE. That had had a major impact on groups of intellectuals who 
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 such WHO 
publications into Arabic 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 the Unified English-French-
Arabic Dicitionary, 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 Healthэ and 
selected learning materials. An Arabic "Health for all11 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 the general awareness by 
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 de Furter 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 on page 275 of the budget 
document, on 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 
bureacratic deaf ears and that a real effort was made to ensure that information reached the 
potential "consumers11 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 
want, to use information. He could give many examples from his own experience in the field 
of tuberculosis, where countries had not dared to face the violent resistance to the 
revolution in tuberculosis control policies• 

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. 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 de Furter and Dr Garcia Bates that in 1985 a panel consisting 
of members both 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; document РВ/86-87, pages 284-291) 

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 Lafontaine1 s suggestion that the 
home should be considered as a work-place. She agreed with that view, especially since work 
in the home was not, or should not be, exclusively women1s work. That might be true for the 
present generation 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 harm women, who were only asking for equal 
consideration in the selection of personnel• 

Dr 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, Deputy Minister of 
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 WHO1 s publications and educational and 
information material, and to reflect women and raen in equal positions 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 the changes 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 
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-General1 s 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 diseases prevention and control) 
should also have been included. 

Dr SAVEL'EV (adviser to Professor Isakov) agreed with Dr Reid. 

The CHAIRMAN agreed that it had been decided 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, 
i.é,, research promotion and development, including health systems research, and other 
noncommunicable diseases prevention and control• 

It was so decided. 

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 
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 US 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 regulations and decisions 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 ari 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 DE FURTER 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) 

Mr Furth introduced document EB75/4, which indicated that the estimated amount of casual 
income available at 31 December 1984 was USÍ 56 560 000. That amount was subject to 
end-of-year adjustment. The Director-General had proposed that US$ 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, annexed to document EB75/4, showed the amount s 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 
USÍ 56.5 million of casual income was available to help finance the programme 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 US dollar and 
the actual accounting rates obtained in the course of implementing the programme budget 
during a given bienniunu In this connection, the Thirty-sixth World Health Assembly had 
authorized the Director-General to charge against casual income the net additional costs to 
the Organization resulting from changes in the Swiss franc/US dollar relationship, up to a 
maximum of USÍ 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 enablèd 
the Director-General to credit over USÍ 18 million to casual income, although he had been 
obliged to surrender savings only up to the amount of USj 15 million. Savings of over 
US$ 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 BORGOÑO noted, that, in a previous statement, Mr Furth had said that USt 2 million 
from casual income would be used to reduce contributions to the regular budget• However, it 
appeared from document EB75/4 that USÍ 56.5 million was being appropriated for that purpose. 
He wondered exactly what amount was being appropriated and whether it would permit a 
reduction in the contributions of Member States• 

Mr FURTH (Assistant Director-General) replied that the US$ 56.5 million expected 
available from casual income at the end of 1984 was USÍ 2 million more than had been 
available at the end of 1982 for financing the 1984-1985 budget. The total increase 
budget from 1984-1985 to 1986-1987 had been US$ 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 USÍ 2 million； therefore, Members1 contributions needed 
to increase by USÍ 31.9 million, equivalent to an average increase of 6.92%. 
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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 WHO1s 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 US$ 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, at least the 
amount estimated to be available on 31 December 1984, i.e. US$ 56.5 million, would be charged 
against casual income. That would be one way to reduce the assessments of Member States. 

Secondly, he referred to operative paragraph 2 of the draft resolution appearing in 
paragraph 9 of document EB75/4. He appreciated the fact that the provision that transfers to 
casual income need not exceed USÍ 20 million was an insurance against the US 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 the operative paragraph, but the 
total gains could possibly exceed USÍ 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 一 the gains from the 
rates of exchange of countries in which the regional offices were located. Such gains 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 
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 sure to 
be able to increase their programmes; and the possibility of recalculating the rates of 
exchange used in the regions ¿ 

Mr FURTH (Assistant D ir e с t or-Ge пег a1) said it was correct the Director-General had 
proposed in January 1983 that US$ 50 million be used to help finance the regular budget, 
because that had been the 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 Assembly1s 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 

to be 
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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-General1s original proposal in 1983 had been 
accepted. So, before deciding on a principle, its long-term practical consequences should be 
considered. It was, in any case, most unlikely that the approximately US$ 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 
US农 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-General had to return all exchange rate savings the result could be that the budget 
was underspent by US$ 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, and 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 proposing 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 found Mr Furth1s assurances that the Director-General would 
report to the health Assembly very comforting. 

Dr SAVEL1EV (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 shown 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. 

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 Ditector fot South-East Asia) said that, as far as gains from 
fluctuations in the Indian rupee exchange rate were concerned, certainly in the South-East 
Asia Region there was not much gain. 

The regular budget for the Regional Office in 1986-1987 was US$ 7 ООО 000 and at the 
most, at a rate of two rupees for each dollar, the gain would be about US$ 1 200 000. Even 
if that gain were four rupees per dollar, the total gain would only be some US$ 2.4 million, 
and at the present rate of increase in costs he would be happy to be able to implement what 
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. It was a question of how much 
casual income was used. Some Member States would like as much as possible to be used 
immédiately 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 fouçid 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 (US¿ 21 million in 1984) but to use such an argument might be 
counterproductive in discussion with national budgetary authorities. 

In reply to Dr REID, who asked how what had been discussed at the present 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. 
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He invited the Board to consider fhe draft resolution before it. 
'.. . i 

The résolut ion was adopted * 
Appropriation resolution for the financial period 1986-1987 (Document PB/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 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 WHO1 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. 

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. 

1 Resolution EB75.R6. 



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) rioted that the programme budget proposed for 
1986-1987 showed no increase in real terms over that for the preceding biennium. 
Nevertheless the effect of inflation and statutory personnel 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 arid 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. 

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 issues - what budget level and what level of assessments it 
would propose to the Health Assembly. 

Dr BORGOSO 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. 

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 7.2 of the Agenda (resumed) 

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, 

-decided to concentrate the Organization1s 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; 

-urged the regional committees 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 
WHO'S action in individual Member States within the regions; and 

-requested the Executive Board to monitor on behalf of the Health Assembly the way 
the regional committees reflect the Assembly1s policies in their work: 



Bearing in mind resolution WHA34.24 in which the Thirty-fourth World Health 
Assembly, inter alia, 

-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 and 
ensuring technical cooperation between WHO and its Member States, essential for 
the attainment of health for all by the year 2000; and 

-urged 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'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 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 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 World 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 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 World 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; 

(2) monitor and evaluate on a regular basis the implementation of these policies 
and report thereon to the World Health Assembly every two years in conjunction with 
the programme budget review； 

4. RECOMMENDS to the World 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: "to submit such policies for review by 
the Executive Board and World Health Assembly and to prepare the regional 1988-1989 and 
subsequent programme budget proposals in accordance with them". 

The resolution， as amended, was adopted,丄 

The meeting rose at 23h00, 

1 Resolution EB75.R7. 


