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ABBREVIATIONS
The following abbreviations are used in WHO documentation;
ACABQ
ACC
ACHR
AGFUND
ASEAN
СIDA
CIOMS
DANIDA
ECA
ECE
ECLAC
ESCAP
ESCWA
FAO
IAEA
IARC
IBRD
ICAO
IFAD
ILO
IMO
ITU
NORAD

- Advisory Committee on
Administrative and Budgetary
Questions
- Administrative Committee on
Coordination
一 Advisory Committee on Health
Research
- Arab Gulf Programme for United
Nations Development Organizations
- Association of South-East Asian
Nations
一 Canadian International Development
Agency
- Council for International
Organizations of Medical Sciences
一 Danish International Development
Agency
- Economic Commission for Africa
- Economic Commiss ion for Europe
一 Economic Commiss ion for Latin
America and the Caribbean
- Economic and Social Commission for
Asia and the Pacific
一 Economic and Social Commission for
Western Asia
一 Food and Agriculture Organization
of the United Nations
- International Atomic Energy Agency
— International Agency for Research
on Cancer
- International Bank for
Reconstruction and Development
(World Bank)
- International Civil Aviation
Or ganiza tiori
- International Fund for
Agricultural Development
一 International Labour Organisation
(Office)
一 International Maritime Organization
- International Telecommunication
Union
一 Norwegian Agency for International
Development

- Organization of African Unity
一 Organisation for Economic
Co-operation and Development
РАНО
一 Pan American Health Organization
PASB
- Pan American Sanitary Bureau
SIDA
一 Swedish International Development
Authority
UNCTAD 一 United Nations Conference on Trade
and Development
UNDP
- United Nations Development
Programme
UNDRO
- Office of the United Nations
Disaster Relief Coordinator
UNEP
- United Nations Environment
Programme
UNESCO 一 United Nations Educational,
Scientific and Cultural
Organization
UNFDAC - United Nations Fund for Drug Abuse
Control
UNFPA
- United Nations Fund for Population
Activities
UNHCR
- Office of the United Nations High
Commissioner for Refugees
UNICEF 一 United Nations Children's Fund
UNIDO 一 United Nations Indus trial
Development Organization
UNITAR - United Nations Institute for
Training and Research
UNRWA
- United Nations Relief and Works
Agency for Pales tine Refugees
in the Near East
UNSCEAR - United Nations Scientific Commit tee
on the Effects of Atomic
Radiation
USAID 一 United States Agency for
International Development
WFP
- World Food Programme
WHO
- World Health Organization
WIPO
一 World Intellectual Property
Organization
WMO
- World Meteorological Organization
OAU
OECD

The designations employed and the presentation of the material in this volume do not
imply the express ion 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.

PREFACE
The seventy-ninth session of the Executive Board was held at WHO headquarters, Geneva,
from 12 to 23 January 1987. 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 Board's report on the proposed
programme budget for the financial period 1988-1989, are published in document EB79/1987/REC/1.

CONTENTS

Page
Preface

iii

Agenda

v

List of members and other participants

1

Committees and working groups

11

Summary records

13
AGENDA1

Page numbers refer to the summary records reproduced in this volume. The list has
been expanded to include other, unnumbered agenda items discussed by the Board, and a
breakdown of item 7 (Proposed programme budget for the financial period 1988-1989).
Item No.
1.

Opening of the session

13

2.

Adoption of the agenda

13

~

Timetable of meetings

13

-

Programme of work

3.

Report on appointments to expert advisory panels and committees

4.

Report on meetings of expert committees and study groups

5.

[Deleted]

6.

[Deleted]

7.

Proposed programme budget for the financial period 1988-19892

14, 192, 268,
298, 329, 348,
354

7.1

General policy review

15, 100, 246,
268, 298, 354

7.2

Programme review

57, 101, 192,
251, 273, 329

•••

14, 132
260
262, 274

Direction, coordination and management
Governing bodies

1

As adopted by the Board at its first meeting (12 January 1987)•
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SUMMARY RECORDS
FIRST MEETING
Monday； 12 January 1987， at 9h30
Chairman:
1.

OPENING OF THE SESSION:

Dr Uthai SUDSUKH

Item 1 of the Provisional Agenda

The CHAIRMAN declared the seventy-ninth session of the Executive Board open. He
welcomed all present, especially the new members of the Executive Board, the President of the
Thirty-ninth World Health Assembly and the representatives of intergovernmental and
nongovernmental organizations.
Speaking personally, he felt that the World Health Organization needed to continue to
function with the momentum it had set itself under the present Director-General. At the
start of a particularly important session, therefore， he asked members of the Board to
reflect on the question of whether WHO was needed. If it was not, that should be made
plain. If the answer to the question was "yes"， then members should act accordingly.
In his view, never before had WHO achieved so many spectacular breakthroughs, which had
benefited both developed and developing countries. If members of the Board believed that
that was true and were proud of the Organization1s achievements and the way in which it had
been so ably managed, then he urged them to demonstrate their identification with the
Organization and its management and to conduct the debates in a spirit of give and take,
openness and frankness, and without rancour and suspicion. The world community was going
through a very difficult period politically, economically and socially, and WHO was at risk.
It was the responsibility and the duty of the members of the Board to protect WHO from being
swept away by the avalanche that was threatening it.

2.

ADOPTION OF THE AGENDA:

Item 2 of the Provisional Agenda (Document EB79/1)

The CHAIRMAN drew attention to the following amendments to document EB79/1. There being
no relevant matters to discuss under items 5 and 6， they should be deleted from the agenda.
In item 11.2, the words "(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
Constitution"， would be considered.
The agenda, as amended, was adopted.1

3.

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•

4.

PROGRAMME OF WORK

The CHAIRMAN said that the following committees would meet during the session: the
Programme Committee, which had already met from 27 to 30 October; the Staff Pension
Committee; the Child Health Foundation Committee; the Standing Coramittee on Nongovernmental
Organizations； the Sasakawa Health Prize Committee; the Léon Bernard Foundation Committee;
the Dr A. T • Shousha Foundation Committee and the Ad Hoc Committee on Drug Policies. The
UNICEF/WHO Joint Committee on Health Policy would meet, after the session of the Board, from
27 to 29 January. There would be an information meeting for the WHO members of that .Joint
Committee on Wednesday, 21 January.
He proposed that the Board should start its work with the review of the proposed
programme budget ( item 7)，leaving all other items aside for the time being. Because of the
close links between item 7 and item 8 ("Reports of the Regional Directors on significant
regional developments, including regional committee matters"), he proposed that those two
items be examined together• That approach, which had been adopted in the past, had
facilitated the Board1 s work as well as its presentation to the Health Assembly of its report
on closely related matters•
Items 9 and 10，which concerned the appointment of Regional Directors for the Americas
and for the Eastern Mediterranean, would be considered at a private meeting. He suggested
that those items be dealt with on Tuesday, 20 January at 14h30. He reminded the Board that
only 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.
He also informed the Board
the Government of Japan to send
budget for the financial period
Rules of Procedure, had acceded

that the Director-General had received a formal request from
a representative for the discussion on the proposed programme
1988-1989. The Director-General, in line with Rule 3 of the
to that request•

In conclusion, he urged members of the Board to make the best use of the time
available• To that end, he suggested that any intervention should be relevant to the subject
under discussion and should be as brief as possible.
The Board approved the Chairman1s suggestions•

5.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989： Item 7 of the Agenda
(Documents PB/88-89 arid EB79/4 1 )
REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING
REGIONAL COMMITTEE MATTERS： Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16,
EB79/17, EB79/18 and EB79/19)

The CHAIRMAN drew attention to the relevant documents and outlined how the Board would
proceed in its consideration of the proposed programme budget. After a statement by the
Director-General, the Board could discuss that statement in conjunction with part I of the
written Introduction to the proposed programme budget arid the broad programme policy issues
they raised. The Board would then turn to the budgetary and financial aspects, which were
highlighted in part II of the Introduction and for which Mr Furth, Assistant
Director-General, would provide a preliminary explanation as outlined in document EB79/4.
That review would be followed by consideration of the Regional Directors1 reports (item 8).
The individual programme statements and tables would be considered next, together with
related documents. Those activities which had been identified as requiring adjustments and
determination of the degree of priority they should be accorded would be reverted to
subsequently•
The review would be concluded by consideration of such questions as casual income and
the scale of assessments. Finally, the Board would consider the proposed budget level and
the draft Appropriât ion Resolution to be recommended to the Health Assembly.

The draft of the Board1 s report to the Health Assembly on its review of the proposed
programme budget would be prepared and submitted to the Board for its approval before the end
of the session (see summary record of the twentieth meeting, section 5).
GENERAL POLICY REVIEW:

Item 7.1 of the Agenda

The DIRECTOR-GENERAL, introducing the sub-item, recalled an Old Testament story dating
back to the times when bricks had been made with straw. One day the king had stopped
providing straw for his slaves. He had ordered them to gather their own straw, but on no
account to produce fewer bricks. However， the slaves had remonstrated that straw had not
been given to the king1 s servants, yet the king had told them to make bricks•
That was how he felt about the programme budget proposals for 1988-1989 submitted to the
Board. Assessed contributions were not given to the Organization1s servants, yet WHO was
expected to provide the same level of programme activities as before, or an even higher
level. The situation was even worse than in the biblical story• There at least the
situation had been completely transparent. In the present situation, however, WHO was
expected to live with the pretence that nothing had changed, whereas in actual fact a great
deal had changed• That was why in his written Introduction he had used the expression
"phantom programme budget"•
WHO was being victimized in two ways. First of all, it was being victimized precisely
because of its good fiscal management, which was fully recognized everywhere. Yet that was
the justification given for WHO 1 s large share of delayed contributions. The second cause of
victimization was that WHO, in spite of acknowledgement s of its successes and its outstanding
record of policy and fiscal responsibility, found itself in the current difficult situation
because it was considered to be part of the United Nations. Of course WHO was a specialized
agency of the United Nations system, but it was not a subsidiary of the United Nations and
was, in that respect, quite different from organizations such as UNCTAD, UNDP, UNICEF or
UNEP. It had a programme budget that was completely independent of the United Nations and
its governing bodies. In pointing that out, he was in no way casting aspersions on the
management of the United Nations; he was merely demonstrating the proper place of WHO in the
United Nations system, which was in reality much more a "family" than a "system". In his
written Introduction he had outlined measures which he had taken to cope with the difficult
situation. It was now for the Board to consider how the Organization could best extricate
itself from the morass into which it had been dragged through no fault of its own,
WHO had always been the first to identify its shortcomings and to try to remedy them.
He had spelled out those shortcomings in the written Introduction. Some members might
consider that he had been too harsh in his comments. Some governments and their nominees
might take offence at them. If so, he was sorry. He had made the comments, not in order to
lay blame, but in order to build a stronger foundation for a better WHO. That was his solemn
duty as Director-General of the Organization.
Although WHO was currently a highly effective organization, it could be far more
effective than it was if Member States and all those who served them were to carry out, in
all seriousness and sincerity, the injunction of the Thirty-third World Health Assembly1 to
act in the spirit of the policies, principles and programmes that had been adopted
collectively in WHO and to ensure that the Organization1s coordinating and technical
cooperation functions were indeed mutually supportive. He had tried to make sure that the
Health Assembly1s injunction was converted from a pious wish to an everyday reality, but he
was afraid that he had not succeeded too well. Perhaps he had been politically naive in
believing that it was possible to succeed in such an endeavour. It was often maintained that
if people were to function well in a health system, they had to be provided with incentives.
Perhaps incentives had to be provided to those governments and their servants that did try
hard to comply with the Health Assembly1s injunction and to make technical cooperation an
efficient and effective vehicle for achieving a dramatic increase in national capacities for
self-reliant health development as enshrined in the Global Strategy for Health for All by the
Year 2000.
The Health Assembly1 s injunction had been one of the outstanding consequences of the
study of WHO'S structures in the light of its functions. That study had been carried out

precisely in order to make sure that the way the Organization managed its affairs was fully
in keeping with the new set of values and related policies that had just been adopted by the
Health Assembly. One area in which that study had been successful was in making WHO a much
more democratic organization. He therefore hoped that it would be possible to engage in a
dialogue on the issues that he had endeavoured to raise, and on any other related issues
which members of the Board might themselves wish to raise, in the spirit of democratic
freedom of speech envisaged in the Health Assembly1s injunction.
Sir John REID thanked the Director-General for his forthright introduction to the
proposed programme budget. The current meeting of the Executive Board was a crucial one,
since it was facing more difficult issues than it had ever had to face before, stemming from
a huge predicted shortfall in income from assessed contributions• The situation was
exacerbated by the fact that it was occurring at a particularly important stage in WHO1 s
efforts to achieve health for all by the year 2000. The Board should therefore fully support
the Director-General in his criticisms of the way in which WHO was being unfairly victimized.
As the Director-General had stated, the United Nations was a family - a loose, extended
and very varied family. There was a constant tendency to regard the United Nations system as
some kind of single entity. In the United Nations family some members were clearly better
than others in the contribution which they made to the we 11 being of mankind, and some were
better managed than others. Just as in a human family, there were favourite uncles and black
sheep. In his opinion, WHO was at the top of the family tree, as had been indicated in a
UN ITAR study of senior diplomats• views on the different members of the United Nations
family. Moreover, WHO had a proud record in terms of the proportion of its income that was
spent on technical cooperation at country level. The Organization had consistently faced the
hard facts of economic life by adopting a series of standstill budgets in real terms, thereby
showing a keen sense of responsibility not reflected throughout the United Nations family.
WHO also had a good record of fiscal management. In its accomplishments in the past 一 as in
the case of smallpox - it had done well. Its record in knowing how to cope with new problems
as they arose was also good• In addition, WHO had a tradition of self-criticism reflected in
successive reports by the Director-General and in the present programme budget document.
That approach, accompanied by critical debates in the Executive Board and iri the Health
Assembly, constituted a sound basis for any international organization. In fact, during
the 39 years of its existence, WHO had shone like a beacon of sanity in an all too often
gloomy arid quite irrational international scene•
If, despite all those and many other factors that could be put forward in favour of WHO,
Member States were not satisfied with its performance, they should join in constructive
self-criticism of their Organization. If they could not afford to pay their contributions,
the Executive Board and the Health Assembly had a record of tolerance and understanding
towards countries which had fallen on hard times. Nevertheless, the essence of the spirit of
WHO was that Member States should pay their assessed contributions promptly each year so that
the Organization could earn the interest on them. Developed and developing countries alike
were interdependent in health matters and should therefore cooperate in WHO.
In the budgetary period under consideration, the United Kingdom would be required to pay
a substantially increased contribution. No country welcomed that, but the reasons for it
were understood and the United Kingdom would honour its obligations.
The Executive Board must express its deep concern regarding the effects of unilateral
action in breach of international obligations and of the serious impact of such breaches on
the functioning of WHO. One potential solution was that countries which faithfully met their
financial obligations towards WHO promptly could, in theory, raise their contributions to
cover the deficits caused by countries which did not do so. However, such a solution could
not be envisaged because it would merely lead to more countries reneging on their obligations
in the hope that they would be bailed out by other Member States. Another solution, albeit
only partial, would be an increase in voluntary contributions to WHO. The danger in that was
that such contributions would in all probability be tied to particular programmes or projects
and thus might distort priorities and the implementation of the Global Strategy of Health for
All by the Year 2000.
The time had come to ask Member States for a vote of confidence in their Organization,
He was sure that not one of them would consider that WHO was not worthy of its support. He
was equally sure that Member States would not be sympathetic to States which failed to meet
their financial obligations to WHO while continuing to derive all the benefits which flowed

from membership. If the Organization was worth having and if Member States used its
services, it must be funded appropriately and fairly. The Board must put that in clear terms
to the Health Assembly - certainly in its report on the proposed programme budget, and
perhaps in a draft resolution.
The task facing the Director-General and the Executive Board was a difficult one. In
examining the proposed programme budget for 1988-1989 the overriding consideration must be to
concentrate on priority issues and to protect the large number of vulnerable countries from a
deterioration in their standards of health. The Organization must also retain the ability to
tackle new problems as they arose - as in the case of AIDS, for instance.
Turning to the text of the Director-General1s Introduction, he said that it was sad to
find that there was still some misunderstanding regarding the nature of WHO, at least in some
countries which regarded the Organization as yet another donor agency. In paragraphs 13-22
serious indictments were made of all levels of the Organization. The Director-General1s
frankness was commendable, but it was none the less disturbing to read, in paragraph 17, that
the clause in resolution WHA33•17 requiring the Director-General and the Regional Directors
to respond favourably to government requests only if they were in conformity with the
Organization1s policies was rarely, if ever, applied. The Executive Board should endeavour
to ascertain why that continued to be so. Reference was also made to the continuing abuse of
the fellowships scheme 一 a fact that was known all too well in some receiving countries. The
shortcomings listed in paragraphs 13-22 could not be shrugged off.
It was all very well to
institute budget policies and financial audits, but if Health Assembly and Executive Board
resolutions continued to be flouted with impunity there was little guarantee that other
measures would fare any better. Certain new measures proposed by the Director-General - for
example, those mentioned in paragraph 27 - were helpful, but the Executive Board might
perhaps assume greater responsibility for investigating the shortcomings to which he had
referred• If vigorous remedial action was not taken, the Organization would attract
legitimate criticism of the way in which it managed its affairs• Consequently, there was an
urgent need for self-criticism.
In paragraphs 23-33 the Director-General made some interesting proposals for remedying
the situation. Some of them - for example, those mentioned in paragraphs 25-27 and 32 seemed sensible and could be supported, while some of the others were more controversial and
required careful study. For instance, the suggestions made in paragraph 28 regarding how the
Organization should relate to Member States posed a number of problems which were clearly
recognized in the text• In his view the traditional relationship between WHO and ministries
of health should be the standard, but it would of course be open to individual countries to
work out different arrangements if they were considered to be of mutual advantage to the
country and WHO. There was no blanket solution, and the relationship had to be looked at oil
a country-by-country basis.
In paragraph 29 the Director-General raised the issue of the balance between generalists
and technical specialists in the staffing of the regional offices. There was merit in
arguing for the strengthening of the managerial role in technical cooperation at regional
level, but it was also important to retain an adequate technical imput in at least some
fields at that level if credibility was to be maintained. A balance must be struck between
the types of expertise that should be deployed at headquarters and in the regions, which
would no doubt vary over time.
The suggestion made in paragraph 30, that "WHO might devote more resources to global
programmes that reinforce what it does best", was a most interesting one. He agreed that the
greatest impact of the Organization lay in the successful implementation of its global
programmes, and a shift towards strengthening its capacity to do so would be worthy of
support•
The question of studying the need for WHO to continue to be involved in United Nations
matters extraneous to its mandate was raised in paragraph 31• That must be supported in
principle, although more information might be given regarding the nature of some of the
extraneous matters concerned.
In paragraph 38 mention was made of an initiative to strengthen WHO 1 s health advocacy
role. He agreed with that point and hoped that it would be linked with a more forceful
projection of the Organization1s public image• In quite a number of activities WHO had
played a key role but others had received an undue share of the credit. He was not
advocating a strident approach, but a somewhat higher profile was desirable.

With regard to budgetary allocations between the main appropriation sections, in the
table on page 15 it was not possible to compare the percentage accounted for in the 1986-1987
budget with the corresponding percentage in the proposed budget for 1988-1989. However, if
percentages were read into the left-hand column, it would be found that the percentage
allocated to what he considered to be the greatest priority area - health system
infrastructure - was due to be reduced. That point needed to be investigated,
Dr KO INANGE said that he was sure that the Board1 s deliberations would be characterized
by the same openness as the Director-General had so clearly displayed in his introductory
remarks. Times were very hard. However, a programme budget for WHO had to be approved by
the Board by the end of the current session.
That would not be easy, but in view of the
detailed information that had been supplied by the Director-General in his Introduction and
in the subsequent programme statements it should be possible to find a definite and
convincing solution to the Organization1s very difficult situation.
lie did not share the view that WHO1 s financial crisis was a crisis of confidence. Some
Member States were experiencing the same, if not an even worse, financial crisis. The
situation was therefore a reflection of the economic hardships that had gripped many Member
States.
He wished to associate himself with the proposals made by the Director-General in his
Introduction, particularly those contained in paragraphs 38-40 and the proposals on budgetary
and financial aspects so ably presented in paragraphs 43-51.
Professor ISAKOV said that he had studied with considerable attention the Introduction
to the proposed programme budget, in which the Director-General had raised, in his customary
manner, important questions of principle regarding policy matters and the Organization1s
financial situation.
A note of alarm had more than once been sounded as to the possible existence of a crisis
of confidence in WHO. However, he did not think that that was in any way the case, since an
overwhelming majority of Member States had expressed their complete support for the
Organization and for the expansion of its authority, especially in recent years. That stand
should in no small way facilitate the execution of its constitutional functions and
obligations, and more particularly in its relationship with the United Nations and concerning
its responsibility in the health field. It was certain that only through coordinated action
by the specialized agencies could equitable and correct answers to the multitude of global
health problems be found. Indeed, past history had shown WHO to have reacted effectively and
speedily to any new challenges and to have chosen the optimum course of action. A good deal
of the merit for that could be attributed to the Director-General personally.
It was his view that the present difficult situation had resulted from the failure by
several Member States to meet the obligations incumbent on them under the Constitution, He
would agree with Sir John Reid as to the causes for that failure, namely, economic
difficulties on the one hand and unilateral decisions on the other. Naturally, that state of
affairs could not but influence negatively WHO1s activities both in respect of the current
biennium and with regard to 1988-1989, and he fully shared the grave concern of the
Director-General in that regard. He appreciated the fact that the Director-General had been
constrained, in the circumstances, to introduce cuts in the 1986-1987 programme; that action
had been logical and fully justified, and had indeed constituted the only way to meet the
situation. While the USSR had abstained in the vote approving the 1986-1987 budget, since it
was in favour of budgetary stabilization, it had none the less paid in full its contribution
for 1986.
He agreed with the the conclusions dravm by the Director-General from the initial
evaluation of the progress of the strategy for health for all, but would emphasize that
success was clearly dependent on the solution of a whole range of problems, particularly
socioeconomic problems, and in no small measure on the preservation and consolidation of
peace. It was unfortunate that many Member States were having to devote their resources to
matters other than health. It was, on the other hand, gratifying that multiple activities
undertaken by TOO in conjunction with the United Nations were being rated highly.
The objectives set by the Director-General for 1988-1989，and most of all the third
objective, namely, to ensure good management for all technical cooperation activities, were
worthy of the strongest support• Particular attention should be paid to the adequate

implementation of resolution WHA33.17, and he would agree with the Director-General as to the
need for closer control and rational use of available resources, as defined in the programme
budget•
There would be an opportunity at a later stage to comment on part II and on the
percentage distribution of funds between areas of activity; he could already endorse the
basic approach to such a distribution, though he might refer to points of detail in due
course.
Dr GRECH considered that the Director-General1s Introduction to the proposed programme
budget was both exhilarating and disturbing in the comprehensive overview it provided of the
main health issues worldwide• It was clearly not possible to do justice in a single debate
to that wide-ranging and soul-searching appraisal of the Organization1 s image and activities,
and he would not dwell on its many past achievements, among them the ever-growing global
movement for health for all and a realistic awareness of the need to narrow the North-South
gap in social development• But he wished to touch upon two discouraging aspects of the
Introduction.
All would of course agree with the Director-General1s plea that WHO should be judged on
its own merits. There certainly should not be any crisis of confidence in the Organization.
That avowal of belief in WHO1s initiative and success in setting its own house in order
within the United Nations system should be taken up by all Member States through their
representation in the highest forums. He feared nevertheless that the worst culprits in any
of the sweeping criticisms made were some of the Organization's major contributors. If any
such lack of confidence in WHO were being reflected in delays or non-payment of assessed
contributions by certain Member States, then he would support the view expressed by the
Director-General that the Organization was, by its enthusiasm and ability to absorb fiscal
shocks in the current biennium, merely playing into the hands of those countries. A line had
to be drawn somewhere, and he might return to that theme in the Board1 s later discussion on
casual income.
As for the question of inadequate management of technical cooperation, he thought that a
remedy was within reach. It was the responsibility of the regional offices and their
Directors to ensure that WHO1s resources were put to best use within Member States, that such
support was directed at the strengthening of the health infrastructure of developing
countries, arid that manpower development and the allocation of fellowships were in line with
regional health strategies. Obviously, that responsibility was a delicate one, since it was
somewhat difficult at times to resist prestige schemes evolved at the political level.
Nevertheless, Regional Directors were in a strong position, served by monitoring and
management tools and by the authority vested in them by the World Health Assembly, and he was
sure that they would meet that responsibility.
He endorsed the objectives for 1988-1989 outlined in paragraph 34 of the Introduction.
Mr BOYER (adviser to Dr Young) expressed Dr Young1s regret for his absence;
attending the session the following week.

he would be

He welcomed the opportunity to comment on the Director-General1s Introduction to the
proposed programme budget and on his opening remarks• As always, the Director-General1s
presentation had been provocative and stimulating, and at the same time, open about his
frustration at what often seemed to be a lack of response from the governing bodies or the
Member States of the Organization to challenges thrown directly into their paths• For that
reason, it behove the Board to try to take up the challenge and to address some of the
pressing questions the Director-General had raised. While he realized that the financing of
the budget would be discussed at a later stage, it seemed to him that some preliminary
comments on the financing were useful in conjunction with the Director-General1 s
Introduction, especially in view of the fact that the Director-General had just himself
raised that question.
He would stress at the outset that the Director-General could justifiably be proud of
the fiscal responsibility displayed by WHO in the past. The Director-General was right in
saying that WHO had been unusually open in the acknowledgement of its shortcomings, which was
not wholly characteristic of agencies of the United Nations system; that WHO had often
voluntarily, and on its own initiative, taken action leading to greater economy and
efficiency； and that it had been responsive to initiatives for greater economy coming from
its Member States, particularly the major contributors. In contrast, other agencies,

including the United Nations itself, had had to be pushed, prodded, threatened and even
damaged before the attention of the membership had been focused on the need to take act ion.
The management of WHO1 s resources, including the building-up of substantial cash reserves and
the development of devices such as the casual income facility, had enabled WHO to protect the
programmes authorized by the World Health Assembly against unpredictable and substantial
fluctuations in currency exchange rates and against late payment of assessments, and he felt
that that should be noted in the context of the current problems.
In the situation recently encountered in the United States of America money appropriated
for the payment of assessments to 46 international organizations， including WHO, had proved
to be far below the amount necessary to meet those assessments. That had required judgements
to be made about which agencies would be paid, when and how much� Indeed, the issue had
ultimately revolved on which agencies might actually cease to operate because of the lack of
payment, and which ones could survive because of their own built-in protection mechanisms•
In the course of that process, WHO had stood out as one of the financially stronger
institutions of the United Nations system. Thus, the fact that the bulk of the limited funds
had had to be directed initially to other United Nations agencies in more serious financial
straits, and that payment to WHO had had to be delayed, should not be seen as a negative
judgement on WHO but rather as a tribute to the financial soundness of that institution.
That was not to say, however, that WHO was without financial difficulties, and all
relevant factors should be taken into account in the examination of the immediate problems.
WHO was not facing a question simply of one major contributor being late with its payment.
The report on the payment of assessments would be received shortly and，if it reflected its
usual form, it would provide painful evidence that about 50 Member States, i.e. nearly
one-third of its membership, had made no payment whatsoever in respect of their assessments
for 1986，and that probably more than 10 Member States were more than two years in arrears in
the payment of assessments.
The overall payment situation had deteriorated with each passing year. The impression
was that many countries believed there was a certain inevitability to the continuation of WHO
programme activities at the authorized levels, and that there could be conrniitment of
expenditure without corresponding income. While he would concede that he was not in a strong
position to argue about the payment practices of other countries, the facts were clear;
there could be no doubt that, in the long run, that belief was financially incorrect. The
money to run WHO programmes did not grow on trees, nor, as the Director-General had said
earlier, could bricks be made without straw. While he regretted that, in the face of the
current difficulties, the Director-General had found it necessary to impose a freeze on the
expenditure of US$ 35 million in programme activity during 1986-1987 and to propose a similar
freeze of US$ 50 million for 1988-1989，it had to be said that the Director-General had been
prudent to do so. He had noted that, in paragraph 4 of the Introduction, the
Director-General had suggested, in somewhat vague terms, that he had in mind "far-reaching
structural changes" which could make it possible to absolve country activities from
reductions in programme implementation- Further explanations on that point would be welcome
at some later juncture•
It was gratifying that proposals before the Board did not include any real growth, and
the Board might be forced to accept the conclusion that the fluctuation in the exchange rate
had brought about more than a 9.7% increase in the cost of simply staying even. As the
Director-General had pointed out in paragraph 46， the membership had benefited from
favourable changes in the exchange rate for the past three biennial budgets, from 1982
through 1987，and now the opposite result had to be faced. He did think that more
justification was necessary for the 7.6% increase in costs, which seemed to be high in a time
of rapidly dropping inflation, and better ways for absorbing some of those cost increases
should be investigated.
The overall proposed budget increase of 17.23% in respect of 1988-1989 would be
difficult to accept, especially in view of the fact that the previous budget for 1986-1987
had gone up by only 4.46%• The problem of the budget increase was severely compounded in the
new budget document. If many Member States were having difficulties in paying their assessed
contributions, the Board should give special attention to a proposal which now asked Member
States to increase their payments by 31%， which was almost an astronomical figure. He
expressed concern about the proposal that no casual income should be used to help finance the
budget• That proposal, in the face of the availability of nearly US$ 50 million that could
be used to help finance the budget, was the real factor which would cause Member States to

receive assessments that were 31% higher. That was a point which he believed called for
thorough consideration by the present session of the Board.
Commenting on several other issues raised by the Director-General in his Introduction，
he said first that the Director-General could justifiably be proud of the number of countries
that were taking seriously the evaluation of their national strategies for health for all, as
noted in paragraph 7. The Director-General was correct in stating that even the affluent
countries were being affected by the WHO strategy, and that they might well learn to use the
WHO targets more effectively in their own management processes.
He agreed that WHO had made a good start in involving universities and nongovernmental
organizations in contributing to the goal of health for all. However, the Director-General
was also correct in stressing the need for imaginative follow-up to reinforce and extend that
work. Any part of the global community that could possibly contribute to the health for all
goal should be encouraged, and that included universities, professional associations, local
community groups, schools, private non-profit organizations, financial and philanthropic,
agencies and banks, and even the business community. The limited resources of governments
should be supplemented by other sources of health programmes• Individuals who could pay for
health care should be encouraged to do so, so that government resources could be directed to
those most in need. Within governments the intersectoral approach, which appeared to be a
very difficult concept for them to understand or accept, needed to be promoted with increased
vigour, because health and the developmental process were truly parts of a whole.
He appreciated the point made by the Director-General in paragraphs 15-18 that too many
countries still considered WHO to be only one among many donor agencies, and did not
correctly perceive the benefits and intentions of WHO, particularly in relation to the
development of their managerial framework for health. The comments in paragraph 17 relating
to "shopping lists" seemed especially appropriate. The greatest need, as the
Director-General pointed out, was the strengthening of the health infrastructure in
developing countries, and yet too many countries seemed to be devoting inadequate attention
to it; such action, while it would not pay immediate benefits, had enormous long-term
implications• He regretted that the budgetary allocations in the proposals for 1988-1989 did
not appear to reflect the greater emphasis on that aspect which the Director-General had
stressed so strongly, and to which Sir John Reid had referred.
In paragraph 27， the Director-General had mentioned the possibility of allocating funds
to countries in the light of each country1s correct application of WHO policies and resources
in the past. He had been under the impression that that concept was already in operation;
was that the case?
The financial audit in programme and policy terms appeared to be a particularly useful
innovation in WHO, and he hoped it would continue. He appreciated the comments in
paragraph 25 to the effect that the Regional Directors should serve as the alter ego of the
Director-General in terms of implementing policy decisions of the World Health Assembly, as
well as the suggestion in paragraph 29 that careful study might be made of the work of the
regional offices. That need imply no disrespect for the regional offices； it should be
understood that the global governing bodies wished to ensure that their limited resources
were being employed in the most effective manner.
He welcomed the introduction of the regional programme budget policy statements,
although he was not aware of any specific impact they had had on the development of the new
programme budget before the Board• Nor was he aware that any serious steps had been taken by
any of the regional committees to make individual Member States responsible to the regional
committees regarding their use of WHO resources. He would be interested to learn more about
how that initiative was working,
A final problem worthy of study was the Director-General1s lament, in paragraph 31， that
WHO was repeatedly being asked to become involved in United Nation's matters extraneous to
WHO1s mandate. That was an especially serious issue.
The Board was thus faced with some important challenges• As the Director-General had
pointed out in paragraph 52, some of humankind1 s most remarkable achievements had been
accomplished under conditions of greatest adversity. The present situation should
accordingly be conceived not as an obstacle but rather as an opportunity and a challenge to
build a greater organization. He joined the Director-General in wishing for that result.

Dr BRACHO OÑA expressed admiration for the objective manner in which the
Director-General had achieved a redistribution of expenditure.
The contribution of Ecuador would reach the Organization very shortly. Countries which
had for some reason or another been in arrears with their contribution could riot bear the
sole responsibility for reductions in the budget. He was strongly committed to the principle
that budgets should in fact consistently show a gradual increase in view of the immense
health problems still prevailing in the world. It was accordingly highly regrettable that
fluctuations in the value of the United States dollar should have potentially lethal effects
on the budgets of small countries through no fault of their own.
While there were countries in Latin America, including his own, which were making
efforts to set aside substantial amounts for health in their national budgets and had
voluntarily decreased their defence expenditure - and the purpose of the present gathering
was to give more momentum to that movement, since health was a humanitarian and not a
political issue - there were others which were steadily increasing their arms spending. They
could do more to assist countries in need. The world economy was not in the hands of those
whose health situation was precarious, namely the poorer, Third World countries•
The Director-General had made commendable efforts to organize the budget, and to reduce
priority programmes as little as possible. But the major question to be reviewed was that of
sources of financing• There were countries which would be required to pay more on account of
the depreciation of their currency, for which they were not responsible. Others were in ail
economically good position. Common sense dictated that careful thought should be given to a
situation in which, for example, the money spent on one atomic submarine could be used to
vaccinate 10 million children. What he was saying was not new，but some solution should be
found to avoid indefinitely having to reduce WHO1 s programmes as long as so many health
problems remained unsolved•
Mr SONG Yunfu, as a new member of the Executive Board, pledged his cooperation with the
other members to ensure the success of its work. Having read the Director-General* s
Introduction to the proposed programme budget and listened to his statement, he appreciated
the difficult financial situation with which WHO was confronted as a result of arrears in
contributions• He agreed that, although a specialized agency of the United Nations, WHO was
not to be equated with that organization or considered in the same way. WHO was successfully
carrying out the task entrusted to it and making a major contribution to the health of
mankind, notably through disease control. The eradication of smallpox was but one example.
It had also constantly and of its own accord improved the effectiveness and efficiency of its
working methods and worked towards an optimal use of its resources.
The Director-General had acknowledged the Organization* s shortcomings and recommended
measures to remedy them, such as increased dialogue between the Organization and Member
States. He had rightly recommended increased contacts with sectors other than ministries of
health in the various countries. The efforts already made by WHO to that end were to be
commended•
There was no confidence crisis as far as WHO was concerned. At the International
Conference on Primary Health Care (Alma-Ata)，primary health care had been adopted as the
main path towards health for all by the year 2000; in the intervening decade WHO1 s successes
had been clear to all. The successful implementation of the Seventh General Programme of
Work deserved special mention in that regard.
The eight objectives listed under paragraph 34 of the Director-General1 s Introduction
were highly realistic and appropriate. It was to be hoped that WHO would continue to
implement its present programmes and policies in striving towards the goal of health for all
by the year 2000. The attitude taken in some Member States towards technical cooperation that it was a form of aid - was a misguided one. Moreover, Member States should see payment
of assessed contributions not as a gift, but as a duty. Difficult domestic financial
с ire urns tance s should not be invoked as a pretext for not honouring the commitment to pay
contributions. Member States set their goals collectively, and were in duty bound to honour
the obligations thereby accepted•
Dr HAP SARA commended the clear overview of past results arid problems and the
comprehensive proposals contained in the proposed programme budget for the financial period
1988-1989, which were set against a background of financial difficulties. Since health

development was in many cases integrated in national development plans, the economic
difficulties experienced by many countries naturally had repercussions on national health
development• While serious efforts to remedy that situation had been made by many developing
countries, their position remained critical; further direct or indirect assistance from WHO
was called for.
Many countries had identified areas for action on the basis of the evaluation of the
strategy for health for all； the key to success lay in strong political commitment and
leadership and firm managerial practices. Serious efforts must be made to increase the
motivation of health professionals and nongovernmental organizations. Research on critical
issues affecting health for all must be enhanced. Substantial resources were needed to
assist the least developed countries in particular. He agreed that there was a need for
greater understanding by people in all societies of what was beneficial and what was
detrimental to their health, so that they would be able to take the necessary measures
(paragraph 10 of the Introduction).
He took the view that the reports of the Regional Directors might usefully be
incorporated in the evaluation of WHO1s programme budget during the period of the Seventh
General Programme of Work, He agreed with paragraphs 15 and 16 of the Director-General1s
Introduction that WHO1 s endeavours in technical cooperation were lagging far behind, but
why? From his observation of some countries, where expectations were increasing, the answer
seemed to be in a weakness in WHO1s technical cooperation or support, which could be managed
more smoothly. One of the important factors to be borne in mind was that many countries had
now shifted their development strategy from growth to basic-needs and people-centred
strategies, which were essentially country-specific• In the management of technical
cooperation, the specific sociocultural characteristics of the people concerned should be
taken fully into consideration. He was confident that WHO could successfully accomplish its
task bearing those considerations in mind.
As a background to his comments on paragraphs 23-42 of the Introduction concerning
reflections for 1988-1989 and beyond, certain fundamental factors should be recalled, since
they formed the basis for a directive, comprehensive and realistic programme budget• The
existing inequality in the health status of people was of common concern to all countries and
must be drastically reduced; governments bore a responsibility for the health of the people
they represented； countries must become self-reliant in health matters； and fuller and
better use must be made of the world1 s resources to promote health arid development.
By way of more specific comment, he agreed, with reference to paragraph 24， that WHO1s
role in advocacy for health must be intensified substantially. In that context the role of
public education and public information for health must have high priority, while the
training of health-for-all leaders should be continued as intensively as possible.
Infrastructures should be reinforced, especially by strengthening management of the health
system based on primary health care, especially at the district level. The proper management
of technical cooperation at all levels of WHO*s administration should also be enhanced. In
health manpower development, the career development of public health officers was of prime
importance, together with the creation of a critical mass of health-for-all leaders already
referred to, and the reorientation of clinical specialists in various fields. In the
development of health science and technology, efforts should be focused on research on social
issues and on health technology, such as vaccine production. All possible sources of funds,
including alternative financing and the private sector, must be explored and expanded. The
optimum utilization of existing resources was particularly important• The budgetary and
financial proposals before the Board were reasonable, given the current situation. It was
important that the least developed countries should receive substantial support, from the
more affluent countries in particular.
Concurring with the statement in paragraph 28 that WHO might have to exercise more
widely its right to work with all relevant sectors of government, and not only with
ministries of health, he pointed out that the developing countries were not a homogeneous
group, and that a variety of approaches or mechanisms was needed. Had any exploratory work
been done in that connection? In conclusion, he expressed optimism that with wisdom,
dynamism arid vision WHO and its Member States would be able to attain their common goal.
Dr BELLA thanked the Director-General for his frank review of the situation, which
clarified the issues at stake• Due note had been taken of all he had said and he should rest
assured that there was no crisis of confidence between certain countries and WHO. He added

that if the contribution of Côte d 1 Ivoire had not yet arrived, it would be received in the
near future•
Dr VAN WE ST-CHARLE S observed that health was now recognized as relevant and indeed
intrinsic to the overall development process in all Member States. WHO had a planet-wide
responsibility to ensure a healthy environment• The inadequacy of the approach to health had
been acknowledged by the Alma-Ata Conference, but that new awareness had coincided with the
worsening international economic crisis, which affected all countries. However, the
inability of some countries to pay their assessed contributions did not, in his view, reflect
a crisis of confidence in the Organization. The continued participation of all Member States
in WHO'S work was evidence of their support for the Organization.
Many countries had problems of management; WHO must play a stronger role - particularly
through the regional offices - in helping them to manage their health dollars on the basis of
a new primary health care approach, failing which the world community would ultimately have
to pay more to respond to ad hoc crises, such as the recent famine in Africa. Consequently,
and notwithstanding the difficulties of some countries in paying their assessed
contributions, the global responsibility of WHO in monitoring the situation and assisting
those countries must be maintained. Many countries, constrained to depart from traditional
economic policies and mechanisms3 had indeed found creative solutions•
He endorsed the stated objectives for 1988-1989， especially as regards the regional
offices and the necessary enhancement of their role and inputs in working with Member States
in the regions• Dialogue among Member States was required in seeking the financial solutions
that would enable them to carry out their health programmes• WHO must be seen primarily not
as a donor agency, but as a source of guidance in the development of health the world over.
That task should be approached in a rational way, through the provision of creative
assistance which would enable those countries in arrears to meet their financial
obligations• The budget proposals must be converted from the "phantom" stage and made real；
with the necessary will that objective could be achieved.
Dr QUIJANO joined in commending the Director-General on his Introduction to the
programme budget. Although the current situation could not be viewed very optimistically,
some of the solutions being suggested could prove highly effective. It was recognized
throughout the United Nations system that WHO had always addressed itself to its problems in
a self-critical and productive manner.
The immediate measures proposed by the Director-General, notably a provisional reduction
in the implementation of the programme budget for the current biennium of US$ 35 million,
some 6% of the regular budget, offered grounds, if not for optimism, at least for slightly
less pessimism- Likewise, the failure of certain countries to honour their commitments
should not be viewed in too sombre a light. He was glad to state that Mexico had already
paid its 1986 assessment in full - a sum equivalent to 180 000 barrels of oil, which today
would correspond to some 380 000 barrels of oil. Some countries were harder hit than others
by exchange rate variations； while certain European countries, such as Switzerland, found it
simpler to pay assessed contributions in dollars - their exports selling for more 一 other
countries suffered greatly, as did his own owing to the very marked devaluation of the peso
over the last four years.
The issues raised by the Director-General in his Introduction would be debated by the
Board over the next few days• Countries, for their part, should shoulder their
responsibilities in the matter of contributions, and should above all take full advantage of
technical cooperation. Available funds should be spent not on "phantom" programmes, but on
realistic and truly effective programmes.
Professor GIRARD observed with satisfaction that the Director-General1s Introduction not
only faced up to the financial crisis but also proposed remedies. As he saw it，however, a
financial crisis need in no way imply a crisis of confidence; France regularly paid its
assessed contributions every January, and would be doing the same this year, relying on the
continuation of the excellent management of the Organization and the high level of its ideals.
It could not be denied, however，that a financial crisis did exist; that crisis stemmed
mainly from the Organization1s difficulties in collecting contributions from Member States
within the allotted period. It might prove difficult to raise the ceiling on casual income
in order to offset the shortcomings of certain Member States in that regard; if such a step

were to be decided upon, certain conditions would have to be observed. He would return to
the matter later, but his position found expression in Sir John Reid1 s wise remarks.
Dr DIALLO endorsed the remarks of earlier speakers, notably those of Dr Bella, and fully
concurred with the Director-General• The African Region stood in even greater need of WHO
than others. Guinea intended to continue to pay its assessed contributions promptly. It
highly appreciated the Organization1s support of its health system.
Dr MARUPING said many developing countries with weaker economies experienced a sense of
frustration as they confronted their problems; that frustration was, however, matched by
hopefulness and by a spirit of innovation. If the family of WHO as a whole was to survive,
every member of that family needed to shoulder its responsibilities. Now, more than ever,
the Board should commit itself to supporting the Director-General in his efforts to hold the
Organization on course and to ensure provision of the quality services that were part of its
mandate. In the current crisis, it was even more essential for management at the regional
level to optimize all available resources, and for Member States to meet their assessed
contributions•
Great efforts were being made in many developing countries to give ever greater
prominence to health, and the Organization continued to give them much-needed guidance and
support. The attempts being made by many disadvantaged countries to improve fiscal
management and to rationalize the use of their resources by such means as technical
cooperation should be seen as an encouraging sign.
The timely payment of assessed contributions by Member States would help to ensure their
collective survival, and countries should do their utmost to honour their commitments in that
respect•
Dr CAMA.NOR agreed that the financial crisis facing the Organization should not be seen
as evidence of lack of confidence in WHO or in its managerial processes, but rather as a
reflection of the serious economic situation facing many countries, especially developing
countries. WHO should pursue its present highly effective pattern of financial management,
and should continue to orient health policy development and to support programme development
in all Member countries. For their part, countries should spare no effort in supporting the
Organization1s work. For WHO to be able fully to carry out its mandate, it must be assured
of the support even of those countries which were faced with serious financial problems.
Though the task would be a difficult one, the current programme budget should be rendered
responsive to the Organization1s needs.
Dr LARIVIERE (alternate to Dr Law) joining in the express ions of confidence in the
Director-General and in the Organization1s lofty ideals, urged Members to honour their
obligations. Concrete proof of faith in the Organization should be given by special efforts
to pay contributions as early as possible•
Sir John Reid had mentioned the need for WHO to pursue more actively its role of global
advocate for health. Over the years, there had been a gradual shift in the constituency of
the Organization from a few health specialists to a much broader segment of the population.
WHO should therefore make its work known to other sectors besides the health sector, for
example to politicians and to selected members of the general public• Although that might
not help to solve the problems immediately facing the Organization, it could prevent a
recurrence of the same problems in the future.
Dr MARKIDES congratulated the Director-General on his Introduction to the proposed
programme budget, especially on his proposal for a "phantom programme budget"• He, too, saw
no crisis of confidence between WHO and its Member countries• Any shortfall in the budget
should - he submitted - be made good by the richer countries through extrabudgetary
contributions. Disease knew no boundaries； the spread of AIDS, for example, showed that the
health of one country was to some extent dependent on that of another; it was not in the
interests of the rich countries to be parsimonious where health issues were concerned.
WHO1s relations with sectors of government other than ministries of health should be
expanded, although such expansion should be undertaken prudently and with due regard for
sensitivities.
He supported the objectives for 1988-1989 as listed in paragraph 34, especially
objective 5, the creation of critical masses of health-for-all leaders.

Dr FERNANDO congratulated the Director-General on his forthright Introduction. The
programme budget could not be maintained, let alone increased, if there was a short fall in
assessed contributions, and it was therefore vital that those contributions be met to the
full.
The problem was compounded by the adverse effects of currency fluctuations. Any
strengthening of country, regional and global projects had of necessity to be limited to the
measure of the Organization1s financial capabilities. It could only be hoped that the
Organization1s revenue would in fact increase, and that the need for programme cuts would not
materialize. He did not think there was any crisis of confidence where WHO*s activities were
concerned； his own country1 s contributions would be paid as assessed.
Paragraph 18 of the Introduction referred to a new type of financial audit which would
indicate how decisions were made to use WHO1 s funds; what were the preliminary results of
that audit? Paragraph 20 stated that there was too much hesitation on the part of regional
offices over applying new managerial arrangements for optimizing the use of resources in
countries• In the present financial crisis, it was all the more vital that such arrangements
be applied• Finally, paragraph 28 mentioned WHO*s constitutional right to work with all
relevant sectors of government; could some clarification as to how that right would be
exercised be provided? It would be most undesirable for the country1s focal point to be
weakened.
Professor STEINBACH congratulated the Director-General on his approach to what was a
difficult situation. Shortage of money might mean that programmes would have to be
curtailed; that would be painful both for WHO and for its Member States. As he saw it,
there was no crisis of confidence, but Members would have to face up to the common financial
crisis and would have to give serious consideration to ways of saving their programmes.
The CHAIRMAN invited Dr Nakatani, representative of the Government of Japan attending byvirtue of Rule 3 of the Rules of Procedure of the Executive Board, to take the floor.
Dr NAKATANI (representative of Japan) said he had been both surprised and disappointed
to note a 17.23% increase in the effective working budget and a 31% increase in assessed
contributions. More serious efforts could - he believed - have been made to alleviate the
adverse effects of large losses in collecting assessed contributions and of exchange rate
fluctuations• It was unreasonable to ask Member States to assume further financial
commitments which were beyond their capacity, in particular without giving them time for any
prior consultation.
The Director-General1s Introduction to the proposed programme budget stated that the
level of receipt of assessed contributions had been declining, WHO should further promote
programme efficiency, and should allocate its limited resources to priority programmes, so
that Member States might better appreciate and accept the budget level and programme
content; otherwise, the programme budget would indeed become a "phantom programme budget".
Japan, like other Member States， was making serious efforts to improve its economic
situation; in order to offset its financial deficit, it had had to cut its budget each year
for the past four years. The United Nations itself had had to undertake a critical review of
its programme with the aim of overcoming its financial difficult Les. He urged WHO to follow
that example and to make a careful review of its programme budget to ensure the best use of
the limited resources contributed by Member States•
The Japanese Government hoped that the Board would make a critical review of the budget
proposals, notably of the provision for the cost increases attributable to statutory costs
and inflation (7.62%) and to budgetary exchange rate adjustments (9.72%), At the same time,
the assessment of Member States should be carefully studied and the optimum use of casual
income should be considered•
He hoped that the programme budget would be drastically rationalized by a decrease in
assessment growth, and that the results of that rationalization would help to alleviate the
financial crisis of the Organization. Constructive debate in the Board on the matter should
avert any crisis of confidence in WHO, besides helping to resolve the existing financial
crisis.
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Professor MENCHACA, referring to the comments made by the Director-General, agreed that,
through joint effort, the Organization had become much more democratic than in the past, and
in that sense was an example within the United Nations system. While reference had been made
to a crisis of confidence, almost all speakers had expressed the opinion that the crisis was
rather that of the world economy, which was having a negative effect on the Organization.
The Director-General had drawn attention to the Organization1s current difficult
situation, in which it was more than ever necessary to support development of the
health-for-all strategy• The financial crisis faced by the Organization was a fact, and
already in May 1986, at the Health Assembly, concern had been expressed that at that time few
heads of delegations had made ment ion of it. Repeated reference had already been made to the
responsibility of certain major contributors and the difficult economic situation of an
increasing number of developing countries which was preventing them from fulfilling their
obligations• At the Health Assembly an appeal had been made to major contributors to
demonstrate their support for the Organization and its humanitarian task by providing
economic assistance at a crucial period. At present major contributors were rightly being
requested at least to fulfil their obligations. Calls to introduce beIt-tightening policies
were unacceptable if they risked paralysing the Organization altogether. Reference had also
rightly been made to the vast expenditure on arms and the need to halt the arms race; the
use of only a small part of those resources for health could bring about an enormous change
in the terrible situât ion in many countries and save millions of lives. The Health Assembly
had rightly stressed the need to face up to that problem. It was to be hoped that a more
realistic attitude would be adopted, in keeping with that already emerging in certain
international economic sectors in view of the great difficulties being faced by debtor
countries and their real inability to pay their external debt under current circumstances.
He trusted that the hope expressed in paragraph 51 of the Introduction to the proposed
programme budget would become a reality and that the financial situation would be less
serious by the time of the forthcoming Health Assembly.
Continued attention must be given to making optimum use of resources, an area in which
all Member States had a great responsibility. In the Region of the Americas a study of the
impact of the Organization1s activities was being undertaken and similar exercises in other
regions might be of considerable value in establishing how to make optimum use of resources.
Dr AYOUB, referring to the Director-General1s Introduction to the proposed programme
budget and his reference to the characteristics of the Organization and his form of
directorship, said that, despite the fact that she could not concur with the labelling of the
financial crisis as a crisis of confidence, she shared his concern at the current
difficulties； their continuation would mean a reduction in the Organization1s activities.

Regarding the need for the methods and activities of the Organization to be
differentiated from those of other United Nat ions bodies, she stressed that WHO should
nevertheless base itself on the principles of the United Nations Charter and there should be
full coordination of all development activities of the United Nations system, particularly
since health was closely related with aspects such as child care, population increase,
environment, education, food and agriculture. It was also important to take note of
financing, currency and other economic conditions, and it was therefore appropriate to find
items such as item 20 一 Collaboration within the United Nations system - on the Board1 s
agenda.
The financial crisis which WHO was facing was part of a more general crisis. Any
realistic analysis of the global situation must take into account the international economic
crisis, the international monetary system and all aspects of the difficulties currently
confronting developing countries, special consideration being given to aspects of particular
interest to WHO and the Organization1s response to the economic and financial situation
affecting it• She commended the efforts of the Director-General to enable the Organization
to maintain the essence of its regional and international activities, and appealed to all
concerned to consider effecting economies in other sectors to the benefit of health
activities•
The targets and objectives of the Organization were of capital importance, and their
achievement in the period 1988-1989 depended largely on finding new methods for providing the
necessary financial resources. It was important: firstly, to diversify financing in the
health field at national, bilateral arid multilateral levels； secondly, to coordinate
financial resources and management of the volume of those resources on the basis of
international instruments and mechanisms already established; thirdly, specific conditions
for international loans and credits for health activities should be examined in an effort to
procure lower interest rates； and fourthly, consideration should be given to diversifying
means of financing in the context of national and interregional cooperation on the basis of
prevailing social and economic conditions•
One of the characteristics of WHO was that it benefited both developed and developing
countries• It might be said that developed countries had better opportunities of benefiting
from the Organization1s activities than from those of other international agencies, and they
should therefore assume major responsibility in the current situation.
Dr Sung Woo LEE expressed his appreciation of the Director-General* s open and frank
statement, though he had been somewhat surprised by the reference to a "phantom programme
budget" • He sympathized with the view that WHO was being doubly victimized. The
Organization had been doing an excellent job under the Director-General1 s able guidance, and
would no doubt continue to do so in the future even if the current difficult economic climate
persisted.
He was concerned as to whether the Organization, at a time of economic crisis could
afford to have a budget increase of more than 17%，especially as it was already in a
difficult situation because of Member States1 arrears in payment of contributions, and he
hoped that a satisfactory solution could be found. He was confident that WHO would be able
to solve its problems, and fully supported the objectives proposed in paragraph 34 of the
Introduction to the proposed programme budget - in particular, the first of them regarding
the strengthening of national capacities to prepare and implement national health-for-all
strategies, with emphasis on sound health infrastructure development， particularly at
district level. He was accordingly satisfied with the allocation of some 32% of the regular
budget to the health system infrastructure for 1988-1989.
The DIRECTOR-GENERAL stressed the value and effectiveness of cooperation, and referred
to his efforts to move towards a shared sense of cooperation within the Organization as a
means of achieving more than could be attained by individual effort. He hoped that WHO, in
its role as leader in the health field, would continue to enable Member States to progress
much faster than they would be able to do individually.
In response to comments from Sir John Reid and that from Mr Boyer concerning paragraph 4
of the Introduction to the proposed programme budget, which mentioned the need for radical
structural changes to release resources for country-level activities, he referred to
resolution WHA29.48, which had released hundreds of millions of dollars for the developing
world and had involved very radical changes at the global level. There must be constant

examination of how each level of the Organization functioned in order to provide
complementary support to Member States.
There was still scope for improvement in the
balance between different levels, and the Board could usefully continue examining ways of
getting more out of resources.
Indeed, neither the developing nor industrialized countries
could be urged to optimize their resources unless the Organization itself continued to look
carefully into whether it was rationalizing its resources.
Further improvement of the
structure of the Board or Health Assembly and examination of the heavy costs entailed by six
working languages and of publications could be considered. A more effective balance between
the critical mass of technical expertise at global level and the critical mass of generalists
at regional office and country levels might be achieved. Experience had shown that
tremendous progress could be achieved in rationalizing the working methods of the Health
Assembly and that vast sums of money could be saved in the process if the Board showed a
willingness to cooperate and seek consensus on such issues•
In reply to Mr Boyer1s question concerning the absence of selective country allocations,
he observed that studies of the Organization had looked into the question of whether
countries manifesting a willingness to work in the spirit of collective policies, principles
and programmes should be rewarded• However, it had become clear that no Member State should
have the right to say that it owned certain dollars of WHO; all resources were collective
and any attempt to reduce the issue to a mathematical formula would be to make a travesty of
the essence of WHO1s constitutional role. A number of resolutions had clearly established
policy in that respect. However, the regional committees had never been willing to face up
to the responsibility which had been clearly established by the Board and Health Assembly in
that context.
In reply to Dr Hapsara1s question concerning the relationship between WHO, ministries of
health and other sectoral ministries, he was of the opinion that there was a gradual movement
towards a better understanding of the intersectoral nature of health. Increasingly,
ministers of planning, finance, agriculture, education, etc•， were being convinced of the
need for such an approach, and the appropriate kind of relationship between all sectoral
ministries making contributions to health at all levels, national and international, was
gradually being established, although the precise nature of the relationship had to be
established in the context of each country. Further progress could be made if the question
continued to be considered openly and honestly at country level. The kind of information
support which the Organization could provide to Member States meant that each dollar spent on
such support had a value many times greater than a dollar spent at national level, for
example, in acquiring a piece of equipment unrelated to such support• However, an approach
of that kind required that Member States should work differently with their Organization and
have a thorough understanding of what was going on in WHO, In the interests of the future of
the Organization continued democratization was called for, with an awareness on the part of
Member States that they were truly working with their Organization.
Concerning Dr Fernando1 s question about financial audit in policy and programme terms,
he had already pointed to findings which indicated that it was a most useful instrument in
assisting Member States individually and collectively to obtain the maximum from available
resources. In that sense it represented a very important stage in the Organization1s history
and required that Board members should fully understand it and that there should be no
feeling that it was intended to lay blame on or make a scapegoat of any country.
He suggested that the comments made by Board members should be brought to the attention
of the Health Assembly, so that it could consider all aspects of the issue. It would be in
keeping with the Board1s mandate to recommend to the Health Assembly any follow-up action to
be taken 一 particularly as in the past there had often been a feeling of absence of follow-up
to decisions 一 in order to give an opportunity to seek remedial action where necessary.
Regional committees might report to the Board on that question so that in 1988, on the
occasion of the Organization1s fortieth anniversary, the Board could submit its proposals for
improvement to the Health Assembly•
He had never relied on any single country or group of countries, since he was deeply
convinced that the Organization must show a high degree of political transparency, neutrality
and detente.
He firmly believed that the lot of suffering humankind could only be improved
through the creation of détente, whether geopolitically or, more importantly, in a better
understanding between the haves and the have-nots and in a realization of their
interdependence.
A new détente was needed in order to create a new understanding of the
value system that should be at the root of social and economic management of global

affairs.
He had always strongly advocated the avoidance of confrontation between blocs of
countries in WHO.
At the time of the adoption of resolution WHA29.48, he had stressed the
importance of engaging in a north-south dialogue rather than a north-south confrontation, and
that had become a very important stepping-stone for many improvements, including the massive
transfer of hundreds of millions of dollars to the developing countries.
It was essential
to understand that WHO had acquired its moral authority precisely because it had avoided the
confrontational path.
If the Organization considered it possible to have collective value
systems unanimously backed by all Member States, as symbolized in health for all and primary
health care, it must work with a high degree of cooperation.
That had been inherent in the
way in which it had been moving forward•
One of the reasons for WHO1 s victimization was not
that it had failed to operate with a high degree of cooperation and consensus in regard to
the programme budget, but that it had not been seen to do so.
The Board might consider a
draft resolution showing what had been done in the past and what it was desired to do in the
future to maintain a cooperative spirit leading to a high degree of consensus in the
programme budget process.^ The Board had a responsibility in that regard as the collective
expression of the total membership of WHO and the conscience of its 166 Member States. It
could only be helpful to the Health Assembly if it worked in a cooperative spirit leading to
consensus, particularly in such major issues as the programme budget process•
He hoped that
the matter would be approached by the Health Assembly in the spirit in which the Board had
considered it and in which he had introduced his programme budget, and that it would
represent a further building block in the Organization1s effectiveness and efficiency.
The CHAIRMAN said that the Director-General1 s comments arid suggestions would be
reflected in the report of the Executive Board to be submitted to the forthcoming Health
Assembly.
He invited Mr Furth to provide the Board with budgetary, financial and programmatic
information relating to the proposed programme budget (document PB/88-89) and with a general
explanation of the contingency plan outlined in document ЕВ79/4•
He referred members of the
Board to part II of the Introduction to the proposed programme budget.
Mr FURTH (Assistant Director-General) said that the financial highlights of the proposed
programme budget for 1988-1989 were succinctly presented in the following five points
outlined in paragraph 43 of the Introduction; (1) a regular effective working budget level
of US$ 636 900 000， representing an increase of 17,23% over the 1986—1987 programme budget
level; (2) a decrease in real terms of a little more than
600 000， or 0.11%, in the
overall programme budget compared with 1986-1987， the forthcoming biennium being the third in
which there had either been no real growth or a negative real growth; (3) a real increase of
over US$ 2 million, or 1.06%, at country level to support the mainstream of national health
activities; (4) real decreases at global and interregional level of 1.09% and at regional
and intercountry level of 0.52% in order to make possible the real increase at country
level; and (5) a total cost increase of 17.34% over the 1986-1987 programme budget level, of
which 9.72% represented cost increases solely attributable to adjustments to budgetary rates
of exchange, and 7.62% cost increases attributable to statutory costs and inflation.
Those financial highlights, as well as some other significant financial 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•
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 various organizational levels, such as country activities, regional and
intercountry 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 the Board a clear overview of the most important
budgetary and financial aspects of the budget volume.
The first slide showed the proposed use of the effective working budget for 1988-1989 by
appropriation section. The largest section was health system infrastructure (31.77%) which,
as the Director-General had pointed out in his Introduction, was the area with the greatest
need. It was almost as large as the combined appropriation sections for health promotion and
care (18.08%) and disease prevention and control (14.33%), which together made up the sector
of health science and technology (32.41%)• The smallest appropriation section was direction,
coordination and management (12.29%). The section for programme support (23.53%) had been

divided up into health information support (6.05%), consisting essentially of the publication
and translation services, and administration and financial support services (17.48%). As
stated in paragraph 42 of the Introduction to the proposed programme budget, if the
calculation had been made at the same currency rate of exchange as for 1986-1987, the support
services percentage for 1988-1989 would have dropped from 17.48% to 15.4% 一 virtually the
same percentage as for the current biennium. Moreover, if such services were related to
total estimates, including those for extrabudgetary resources, the proportion of support
services would fall to 12.49% - a modest proportion by any standard. Currency exchange rates
had also affected the other appropriation sections. Sir John Reid had observed that the
percentage for health system infrastructure had fallen somewhat compared with the current
budget. That also applied to health promotion and care and disease prevention and control；
the only increases were for direction, coordination and management arid programme support, but
those increases were due solely to the effect of the massive devaluation of the US dollar in
relation to the Swiss franc and certain major regional office currencies. Unfortunately, the
impact of exchange rate adjustments created a rather substantial distortion in dollar terms
in the apparent level of activities in the various sections• It was important to study the
real increases and decreases rather than the total figures as thus distorted.
The second slide showed the proposed use of the effective working budget for 1988-1989
by organizational level. The largest proportion of the proposed budget would be spent at the
country level. Country programmes (36.20%), regional committees (0.43%) and regional and
intercountry programmes (28.71%) together represented the total proportion of the entire
budget (65.34%, or approximately two-thirds) to be spent in the regions. Global and
interregional activities (33,18%) represented about one-third of the budget. The World
Health Assembly and Executive Board, which were shown separately as representing 1.48% of the
total, served all levels of the Organization. The figure of 33.18% for global and
interregional activities would be only 28% (compared with 30% in 1986-1987) if the
computation were to be made at the same exchange rate as for the current bienniunu
The third slide illustrated the evolution of the level of WHO effective working budgets,
showing regional allocations and global and interregional allocations. Since the adoption of
resolution WHA29.48 prescribing that 60% of the total budget be spent on technical
cooperation activities, mainly at country, regional and intercountry levels, the percentage
of global and interregional allocations, including the World Health Assembly and Executive
Board, had declined from 44% of the regular budget in 1976 to 35% of the proposed programme
budget for 1988-1989, and there would have been a fall to 29% if the computation had been
made at the same rates of exchange as in 1986-1987. From the time of the adoption of
resolution ША29.48 the Director-General had made a serious and successful effort to reduce
expenditure at global and interregional level and there had been some massive transfers of
resources to the regional and country levels, but the constant fall in the US dollar rate
against the Swiss franc in the first three bienniums had made the reduction in global and
interregional expenditure relatively small (1% per biennium)• In 1982-1983 the dollar rate
had improved, resulting in an increase for country, regional and intercountry activities of
5% over the previous biennium. Further progress had been made in 1984-1985 and in
1986-1987. Despite the apparent increase sliown for 1988-1989 in global and interregional
activities there was a decrease in real terms to 29%. The slide showed that by far the
greater proportion of all budgetary increases since 1976 had occurred in the country,
regional and intercountry allocations.
The fourth slide indicated how the effective working budget level proposed for 1988-1989
related to the current budget level of US$ 543.3 million. There was an increase of
US$ 93#6 million, or 17.23%, but there had been a real decrease of US$ 600 000， which meant
that the budget level for 1988-1989 would have been lower by that amount if cost increases of
US东 41.4 million and exchange rate adjustments of US$ 52•8 million had not had to be added.
The fifth slide, showing budget increases/decreases from 1984 to 1989, provided the same
information as the previous slide, but for the three bienniums to 1989. In real terms those
three budgets had shown no increase over their predecessors； two had even decreased. Cost
increases for the years concerned had, however, been large - but the Board should note that
those increases had been substantially reduced in each succeeding bienniunu Moreover, those
reductions appeared to be even more substantial when the cost increases were considered in
percentage terms, namely as a percentage of the budget of the preceding biennium - the cost
increases were 81.7, 62.6 and 41.4 million US dollars, representing 17.4%, 12% and 7.6%,
respectively, of each preceding budget. Currency adjustments resulting from the marked rise
in the exchange value of the US dollar during the first two bienniums had resulted in savings

to the Organization and had offset some of the cost increases in those bienniums. In the
case of the proposed programme budget for 1988-1989, however, the currency adjustments
resulting from a declining dollar were unfavourable to the Organization and, instead of
offsetting some of the cost increases, had to be added to them. That was the reason for the
rather high total increase of US$ 93.6 million for 1988-1989.
The sixth slide showed the evolution of the level of WHO effective working budgets,
showing real programme increases/decreases and cost increases over a period of 14 years. The
blocks representing the budgets for each biennium were made up of the budget figure for the
previous biennium as base augmented (or decreased) by real increases (or decreases) and cost
increases (including inflationary cost increases and currency adjustments). The major
component of the increases since 1976 had clearly been the cost increases; real increases
had been relatively small (1978-1983)， non-existent (1986-1987) or even negative (1984-1985
and 1988-1989).
The seventh slide summarized the information given in the previous one and showed the
overall change in the level of WHO effective working budgets between 1976 and 1989. The
increase of 122.7% from a budget figure of US$ 286 million in 1976-1977 to one of
US$ 636.9 million in 1988-1989 was principally accounted for by cost increases of US$ 329.2
million (115% of the 1976-1977 base)； real increases over the 14 years in question had come
to no more than US$ 21.7 million (7.6% of the 1976-1977 base) - a little more than 0.5%
per year.
The eighth slide showed the increases by organizational level in the proposed programme
budget for 1988-1989 as a percentage of allocations in the previous biennium. The greatest
increase had occurred in global and interregional activities despite the fact that they
reflected a decrease in real terms and a decrease in statutory and inflationary costs. The
entire increase was due to currency adjustments, which in total had amounted to 29.55% but
had been offset by a small inflationary decrease, the reason for which would be explained
later. The second largest increase, 13.58%, had been for country activities, of which 1,06%
represented an increase in real terms. The smallest increase, 10.53%, for regional and
intercountry activities, had resulted from a small real decrease and cost increases and
exchange rate adjustments•
The ninth slide gave a breakdown of real increases/decreases, cost increases/decreases
and currency adjustments by organizational level for 1988-1989， as a percentage of 1986-1987
allocations• The table separated inflationary cost increases from the currency adjustment
factors• The former were highest at country level, especially in the developing countries•
Currency adjustments could not be taken into account at country level in view of the very
large number of countries involved. The 1.11% increase in currency adjustments at regional
and intercountry level reflected varying regional situations, the Regional Offices for Africa
and Europe having incurred increased costs due to devaluation of the US dollar, whereas in
three other WHO regions the US dollar had remained stronger than local currencies. A.t global
and interregional level the currency adjustment factor had led, as previously explained, to a
very high increase. At that level, however, there had been a cost decrease, despite moderate
inflation, as a result of a reduction in average cost factors for professional category staff
owing to correction of an error that had been made in the calculation of those factors in the
previous two bienniums (the excess money appropriated as a result in 1984-1985 had already
been returned to Member States in the form of casual income, and the excess for 1986-1987，
some US$ 6 million, would be returned to Member States after the end of the biennium) •
The tenth slide showed the real increases/decreases, cost increases and currency
adjustments in percentages of allocations in the six regional offices, at global and
interregional level, and for the Organization as a whole. Zero real growth was shown by
Africa, the Americas, the Eastern Mediterranean and the Western Pacific, That meant that,
although there had been real budget increases at country level (0.3% in Africa, 6.54% in the
Americas, 0.3% in the Eastern Mediterranean and 0.71% in the Western Pacific), they had been
offset by real decreases at regional office and intercountry level. The small real decrease
in the South-East Asia Region did not occur at country level, but was a decrease at regional
office and intercountry level. The surprisingly large 4.27% increase in real terms in the
European Region had resulted from an increase at regional office and intercountry level, and
was entirely due to the proposed transfer to the Regional Office of the remaining global and
interregional allocations for two programmes - health of the elderly, and accident
prevention. In addition, US$ 250 000 had been transferred from global and interregional
activities to the European Regional Office for the programme of clinical, laboratory and

radiological technology for health systems based on primary health care. Those transfers
largely explained the 1,09% real decrease at the global and interregional level, the
remainder of the real decrease at that level being accounted for by the shortening of the
period for the Health Assembly and the Executive Board and the total elimination of all funds
for smallpox. The inflationary cost increases differed quite widely in the different
regions. Those increases had been determined by the regional offices themselves, subject
solely to a guideline from the Director-General that such increases should be realistic,
conservative, and in no case exceed 13.5%. All regions had remained below that ceiling,
which had been an absolute upper limit and not an allotted amount as Member States in some
regions had been inclined to assume. As far as currency adjustments were concerned, none had
been required for the Americas, for which the US dollar was the major regional office
currency. Currency adjustments had been favourable in South-East Asia, the Eastern
Mediterranean and the Western Pacific, and to some extent offset those regions1 inflationary
costs• The very large increase in currency adjustment shown at global and interregional
level had been due to the adverse US dollar/Swiss franc relationship. The slide graphically
illustrated the fact that, although the Director-General treated all regions equally in terms
of budget instructions, differing regional situations had resulted in total regional
increases that varied widely among the regions•
The eleventh slide dealt with the financing of the 1986-1987 and 1988-1989 budgets and
was an attempt to explain why the increase in assessments for 1988-1989 was so high. Three
types of financing had been involved in the 1986-1987 budget : (i) an estimated US$ 5 million
reimbursement of UNDP programme support costs (such reimbursement was generally appropriated
by the Health Assembly to help finance the budget, since the cost of the UNDP support
programmes had been integrated into the regular budget), (ii) the casual income available on
31 December 1984 (nearly US$ 57 million) and (iii) contributions from Members
(US$ 481 510 000). In 1988-1989， the declining level of UNDP-funded projects executed by WHO
indicated that no more than US$ 4 million in programme support costs would be reimbursed by
UNDP• Furthermore, no appropriation of casual income had been proposed by the
Director-General to finance the 1988-1989 programme budget at the present stage since,
pending the receipt of outstanding contributions, he would need to borrow from the casual
income account to keep the Organization operating during the present year. Those were the
reasons the increase in the contributions required from Member States was so much higher than
the increase in the budget level. However, the lack of a proposal to use casual income to
help finance the proposed budget for 1988-1989 reflected a purely provisional situation;
should the shortfall in contributions be no more than US$ 35 million for 1986-1987 and
appeared likely, by the end of 1987, to be no more than US$ 50 million for 1988-1989， casual
income of US东 47 million could be appropriated in May 1988, whereupon the increase in
Members1 contributions would be reduced from 31.44% to 21,68%• Although that was still a
high figure, it ought to be considered in relation to the abnormally low increases in
contributions that had taken place in the previous three bienniums (4.02% in 1982—1983， 4•71%
in 1984-1985 and 4.54% in 1986—1987) and which had been much lower than the double digit
rates of inflation in those years• The reason for those abnormally low increases in
contributions had been the high value of the US dollar which had led to extremely favourable
currency adjustments in the Organization1s favour during three bienniums. Fluctuations in
the value of the US dollar and less favourable adjustments for the Organization were to be
expected in the course of time. The important point to focus on in considering the
provisional increase of 31,44%, or the probable final rate of 21,68%, was that over the four
bienniums from 1982 to 1989 the average increase in contributions per biennium was only
8.74%, lower than the annual worldwide rate of inflation for the same period.
The twelfth slide showed the effects of currency adjustments in the programme budgets in
the decade 1980-1989. The increase of US$ 38.8 million in the budget for 1980-1981 had
resulted from a fall in the US dollar after adoption of that budget in 1979. In the
following three bienniums the exchange rates had been in the Organization1s favour, and a
total decrease of US¿ 87.4 million had been achieved as a result, which in turn had offset
inflationary increases in those years and had resulted in each case in a budgetary increase
of less than 5%• At present the US dollar was again declining and a US$ 52.8 million budget
increase due to adjustments in the budgetary rates of exchange had become necessary. Seen in
the perspective of the whole decade, however, the net cumulative cost of such currency
adjustments was only US$ 4.2 million. That was a very small cost for currency adjustment
over a 10-year period.
The thirteenth slide dealt with the necessary adjustments owing to fluctuations in
exchange rates that had an impact on the level of the budget• However, once a budget had

been adopted, currencies continued to fluctuate throughout the budget implementation period.
The Organization thus either had to find more US dollars to carry out the approved programme
budget, for which an exchange rate had already been fixed, or it could make certain savings.
The slide showed how WHO dealt with that aspect by illustrating the charges and transfers to
the casual income account resulting from currency fluctuations over the period 1978-1987. In
1978-1979 for example， the accounting rates of exchange, which followed fairly closely the
market rates, had been consistently lower than the budgetary rates throughout the biennium.
Consequently, in order to carry out the approved programme, the Director-General had had to
propose a supplementary budget of US$ 6.6 million, which had been financed from casual
income• It was during that biennium that the casual income facility had come into
operation - providing in effect an authorization to the Director-General to charge the
additional currency exchange costs that might arise during the implementation period to
casual income. The Director-General had utilized US$ 13 million of the US$ 15 million
authorized. Thus in the biennium the total cost to the casual income account had been
US彭 19.6 million.
In the following three bienniums, owing to the rise in the value of the US dollar, the
Director-General had not spent the whole regular budget in implementing the approved
programmes and had therefore been directed by the Health Assembly to transfer, through the
mechanism of the casual income facility, the saved funds to the casual income account•
Savings had thus been made of USÍ 18.0 million in 1980—1981， US$ 12 Л million in 1982-1983
and US$ 21.5 million in 1984-1985. The funds thus accrued had become available to Member
States for appropriation, being used largely to help reduce assessments.
During 1986， the value of the US dollar had again been consistently lower than
anticipated. For example, for the Swiss franc, the budgetary rate for the biennium 1986-1987
had been fixed at Sw.fr* 2.50 to the US dollar but the market rate had been lower than that
in every month in 1986. For January 1987 an accounting rate of Sw.fr. 1.63 had been set and
the market rate currently stood at around Sw.fr. 1.58. The Director-General had been
authorized, through the casual income facility, to charge up to US$ 31 million to casual
income to cover the shortfall• However, that would not be sufficient and he had requested a
further US$ 10 million for the casual income facility. The cumulative figure for the period
1978-1987 showed a net cost to casual income of US$ 9.0 million, an insignificant sum taking
into account the time span and the total size of the budgets involved.
The fourteenth and last slide illustrated document EB79/4,^ showing the provisional
and contingent programme budget implementation reductions for the programme budgets for
1986-1987 (already approved) and 1988-1989 (proposed) that the Director-General had planned
in order to cover the anticipated shortfall in the receipt of contributions• In addition to
giving the overall picture, the slide broke down the reductions to show their distribution to
the different levels: country, regional and intercountry, and global and interregional• It
was proposed that the total expenditure for 1986-1987 be reduced by US$ 35 million (6.44%)
from the approved budget level of USÍ 543.3 million unless sufficient funds became
available. Similarly, for 1988-1989, a reduction of US$ 50 million (7.85%) in the proposed
total budget of US$ 636.9 million had been planned. The reductions for both bienniums had
been distributed pro rata to the different levels, the regional directors distributing the
reductions among regional and intercountry, and country programmes•
Members should not hesitate to ask any questions they might have concerning the slides
or his explanations. A printed version of the charts contained in the slides would be
distributed to all Board meubers.
The presentation of the proposed programme budget (document PB/88-89) was in conformity
with the form of presentation that had been approved by the Executive Board arid the World
Health Assembly some years before although certain improvements had been made in the light of
the budget discuss ion in the Board two years earlier.
With respect to the Analytical Framework for Budgetary Analysis starting on page 5 of
the volume, a real effort had been made to ensure, for the first time，completion of step 2
on page 6 by inserting all the relevant figures. Although some of those figures reflected
only rough estimates, as explained in footnote (2) ori page 6, it was possible to see for the
first time an estimate of new activities and increases in existing activities at all
organizational levels, as well as the amounts of terminated activities and decreases in
existing activities - that is, the real changes within the budget level.

Step 11 on page 11 had been greatly expanded in order to give the Board full inforination
on the impact of the exchange rate adjustments on the budget level of all major regional
office currencies, and not merely of the Swiss franc.
With respect to step 13， on page 13， which indicated the budgetary increases by main
category of expenditure, cost increases - column (с) 一 had been broken down for the first
time into statutory costs and inflation on the one hand and cost increases due to adjustments
to rates of exchange on the other.
However, the most important improvements were to be found in Annex 1, which dealt with
regional activities. Throughout that Annex much more information was given than previously
as regards the kinds of increases or decreases involved 一 that is, real increases or
decreases， statutory increases and inflation, and cost increases or decreases related to
rates of exchange. For example, on page 290, the summary of country activities for the first
time showed whether increases or decreases in the provisional country planning figures for
1988-1989 were real increases or decreases or merely cost increases or decreases in
comparison with 1986-1987. Furthermore, for each region, as well as for global and
interregional activities there was now a comprehensive table, previously available only for
the total regular budget of the Organization, analysing the increases and decreases by
programme. For the African Region, for example, that table was to be found on page 303• For
each programme in the Region, it showed the real increases or decreases as well as the cost
increases or decreases broken down into statutory and inflationary increases/decreases and
adjustments due to changes in rates of exchange• Similar tables were to be found for each
Region in the appropriate place in the budget document and for the global and interregional
level on page 424. The tables should give members of the Board an accurate impression of the
many real or programmatic changes in activities that were being made, as well as of the
increases arid decreases in financial terms which were only increases or decreases in costs
and not in the volume of activities• It was those lengthy new tables that were primarily
responsible for the increase of about 50 pages in the proposed programme budget document
compared with that for 1986-1987.
As exemplified by the tables beginning on pages 308 and 312 for the African Region, all
the budgetary tables relating to the regions were now in strict conformity with the two
organizational levels identified in the Seventh General Programme of Work for WHO
collaborative activities in the regions: "regional arid intercountry activities" and "country
activities". Thus for the first time it was possible to reconcile the budgetary information
in the tables appearing after each programme statement with that appearing in the regional
tables in Annex 1•
Unfortunately this year the Director-General had had to submit to the Board, together
with the proposed programme budget for 1988-1989, another document (document EB79/4), which
outlined the provisional and contingent programme budget implementation reductions in
1986-1987 and 1988-1989 that the Director-General had had to make in view of the current and
expected short fall in assessed contributions for the current biennium and possibly for
1988-1989. The Director-General had had to take those provisional and contingent economy
measures, which had already been announced at the time of the Thirty-ninth World Health
Assembly in May 1986，in order to avoid a situât ion in which the Organization would be unable
to meet its financial obligations. As indicated in paragraph 50 of the Director-General1s
Introduction to the proposed programme budget, for the financial period 1986-1987,
US$ 35 million had been provisionally withdrawn on a pro rata basis from global and
interregional programmes as well as from regional programmes, and for 1988-1989 a contingency
plan of programme budget implementation reductions had been prepared based on the hypothesis
of a shortfall in assessed contributions of the order of US$ 50 million. Annex 1 to document
EB79/41 indicated the breakdown of the provisional programme budget implementation
reductions of US$ 35 million for 1986-1987 between global and interregional programmes and
the programmes in the regions, and, for each region, between regional and intercountry
activities and country activities• Activities at the global and interregional level and in
all regions had been reduced on a pro rata basis by about 6.44% at the global and
interregional level as well as in each region (because of the rounding off of certain
figures, 6.45% in two regions). In percentage terms, the reductions at regional and
intercountry levels in all regions were larger than the reductions at the country level.

Annex 2l provided the same information with respect to the contingent programme budget
implementation reductions for 1988-1989. I11 percentage terms the reductions in
implementation of activities were not the same for each region and for global and
interregional activities because the apportionment of the planned reduction of USÍ 50 million
among global and interregional activities and the various regions had been made early in 1986
pro rata 011 the basis of the 1986-1987 allocations, before the 1988-1989 budget proposals had
been prepared. The apportionment of the US东 50 million reduction had therefore been made in
real terms, before cost increases and exchange rate adjustments for 1988-1989 had been added
to the allocations• Thus while the reductions had initially been the same in percentage
terms at global and interregional level and in all regions at 9.20%， the actual allocations
in 1988-1989 turned out to be quite different, since cost increases due to inflation and also
exchange rate adjustments had had different impacts on the various regions and at
headquarters• For example, the global and interregional component of the budget had
increased considerably owing to the decline in the value of the US dollar, and thus in
percentage terms the planned US$ 15 730 000 reduction made at that level became 7•13% of the
1988-1989 allocation as compared to 9.2% of the 1986-1987 allocation. Exchange rate
adjustments had also had different impacts at the regional arid intercountry level in each
region but none at all at the country level. That explained to some extent why, in some
regions, the reductions in regional and intercountry activities were somewhat lower in
percentage terms than those planned at the country level. However, the Regional Directors
would be able to justify in more detail the rationale for the breakdown of the planned
reductions between regional and intercountry activities and country activities.
He emphasized that, at the present late stage of the biennium 1986-1987, the so-called
"provisional" programme budget implementation reductions of US$ 35 million for 1986-1987, or
a major part of them, would probably have to become "definitive" even if substantial
contributions and arrears of contributions were to be received before the end of the year,
since there would probably not be sufficient time before the end of the biennium to carry
out the approved programme in full. However, should it become sufficiently clear before the
end of 1987 or early 1988 that the shortfall of contributions in 1988-1989 would in all
likelihood be less than US$ 50 million, the Director-General would restore the difference or even, if possible, the entire US$ 50 million - to programmes at the earliest opportunity.
He would be happy to provide any further clarification that might be required, but he
first wished to reply to the comments already made by a few members of the Board and by the
observer representing the Government of Japan that the proposed assessment increase of 31.44%
and the budget increase of 17.23% were too high.
With regard to the assessment increase of 31.44%， he emphasized that it reflected only a
provisional and temporary situation, made necessary, as indicated in paragraph 51 of the
Introduction, to help the Organization survive in a most critical period. If the actual
shortfall in assessed contribuí:ions for 1986—1987 were to be less than US$ 35 million by the
end of 1987 and at that time were to appear likely to become less than US$ 50 million during
1988-1989, the Director-General would propose to the Forty-first World Health Assembly in
May 1988 that up to US$ 47 million of available casual income be appropriated to help finance
the 1988-1989 programme budget and thus reduce assessments of Member States in 1989. In
other words, when by the end of 1987 - or by May 1988 at the very latest 一 the actual and
anticipated shortfall in the receipt of contributions for the two bienniums had been reduced
to US$ 85 million or less，that is, the level covered by the provisional and contingent
programme budget implementation reductions planned by the Director-General, he would propose
that the entire US$ 47 million of casual income available as of 31 December 1986 be
appropriated to help finance the 1988-1989 budget. If that proposal were to be adopted by
the World Health Assembly in May 1988, the increase in assessments would be reduced from
31.44% to 21.68%. The whole impact of that reduction for the biennium would be felt by
Member States during the second year of the biennium, 1989, when the payable contributions
would therefore be very significantly lower than in 1988.
An increase in assessed contributions of 21•68% was, of course, still very substantial,
but, as he had explained earlier, the high increase was due entirely to currency adjustments
(i.e., increases in the budget resulting from the fall in the exchange value of the
US dollar) of almost US$ 53 million, or 9.72% over the level of the 1986-1987 budget. An
increase in contributions of 21.68% had not been equalled or exceeded since the budget of
1980—1981, when it was 24.78%, at that time also due entirely to exceptionally large currency
adjustments, resulting from the sharp fall in the exchange value of the US dollar. But it

should be remembered that for the last three bienniums the increases in assessed
contributions had been exceptionally small 一 4.54% in 1986—1987， 4.71% in 1984—1985 and 4.02%
in 1982-1983 - thus averaging only a little over 2% per year, far less than the double-digit
rates of inflation prevailing during those six years and in two cases far less than the
increase in the budget level. The reasons for those exceptionally low increases in
assessments had been explained earlier.
In a period of currency instability such as that experienced sineс 1971 - when the
Bretton Woods system of monetary stability had collapsed and currency exchange rates had
begun to swing up and down ever more widely and wildly 一 and considering that the budget and
finances of no organization, whether public or private, operating in more than one country
could escape the impact of such currency exchange fluctuations, it was not realistic to
evaluate the budgetary performance of WHO for only one budgetary period of two years, i.e.
over a relatively short period in the currency exchange cycle. If the
53 million of
currency adjustments had riot had to be taken into account in preparing the proposed budget,
the increase in the assessed contributions for 1988-1989 would have been only 10.71%.
Therefore, rather than concentrating on a single budgetary period, which might show unusually
small or unusually high increases in assessments solely due to exceedingly large changes,
either up or down, in exchange rates over which WHO had not the slightest measure of control,
members should look at the increases in contributions over a longer period of the currency
exchange cycle - at least three or four bienniums - in order to obtain a view of what the
average rate of increase in assessed contributions had been over the years. Taking the
actual increases in assessments in the last three bienniums, from 1982-1987, together with
the assessment increase of 21.68% proposed for 1988-1989 which would become effective when
the Health Assembly would be able to use US$ 47 million of casual income to help finance the
proposed budget, the average increase in contributions per biennium over the four bienniums
would be only 8.74%, or less than 4.5% per year, a rather modest increase and, in any event,
far less than the average annual rate of inflation in those years in the overwhelming
majority of countries in which WHO spent its budget.
In order to judge whether a budgetary increase was too high or too low it was necessary
to split it into its component parts. As shown in the table on page xxxvi of the
Introduction (document PB/88-89), of the 17,23% increase, 9•72% was due solely to currency
adjustments, i.e., to the fall in the exchange value of the US dollar in relation to the
Swiss franc and the major regional office currencies. In view of the massive depreciation of
the US dollar against the Swiss franc, the Danish krone and the CFA franc - shown in step 11
of the budget document - no further justification was needed for the 9.72% increase in the
budget due to currency fluctuations over which WHO had no control. The dollar had continued
to decline against the other relevant currencies since the budget proposals had been prepared
in October 1986 so that were the proposals to be updated, the increases would be even higher.
Deduction of 9•72% for currency adjustments from the total increase of 17,23% left an
increase of 7,51%• That should be compared with the budgetary increases adopted for the
three preceding budgets, which not only had not reflected unfavourable currency adjustments
but in fact had benefited from extremely favourable currency adjustments. The increases in
those budgets had been 4.46% in 1986—1987, 10.92% in 1984—1985, and 9.74% in 1982-1983.
Thus， the proposed 7.51% increase (without currency adjustments) was lower than the increases
for two out of the three preceding budgets, which had benefited enormously from very
favourable currency adjustments, and in fact was lower than the average budgetary increase of
8.37% for the preceding three budgets.
Since the 7.51% increase (without taking account of currency adjustments) reflected a
decrease in real terms of 0.11%, the remaining component of the budgetary increase - that is，
the increase due to inflation and statutory costs - was 7.62%, far lower than the
inflationary and statutory costs increases of 12.04% for the current budget for 1986-1987, of
17.42% for 1984-1985 and 11.93% for 1982-1983. In fact, it was the lowest inflationary and
statutory costs increase since 1971， except for the biennium 1980-1981, when at 7,60% it was
virtually identical to the one in the proposals before the Board,
Of the 7.62% increase for inflation and statutory costs, the part that reflected
statutory cost increases was difficult to estimate with precision, since so much of it was
being absorbed. Calculations indicated that it might represent as little as 0.23%. But for
the sake of argument it could be assumed that the entire 7.62% increase was due to
inflation. Was that a reasonable estimate for inflation for 1988-1989? It was, of course,
legitimate to question some of the cost increase estimates made at the global and

interregional level or in one or another region regarding some of the objects of expenditure,
since budgeting was an art not an exact science，and involved a great many judgements. In a
decentralized organization such as WHO, those judgements had to be made by many different
people at headquarters and in the regional offices with respect to the probable future costs
of countless activities and objects of expenditure in almost all countries of the world. But
whatever reasonable doubts one might have about the wisdom of the estimates for one or the
other item in such a voluminous budget, it was surely unreasonable to question the fact that
an overall inflationary cost increase of 7.62% for two years, or approximately 3.8% per year,
was a very modest estimate. The United States of America, for instance, had been rather
successful in reducing domestic inflation in the last few years and yet the President1 s
budget proposal presented to the United States Congress as recently as 5 January 1987 assumed
an annual inflation rate of 4.6% for the fiscal year running from 1 October 1987 to
30 September 1988. The inflationary increase in Switzerland had been only 0.8% in 1986.
However, most countries in which WHO operated had much higher inflation rates than either
Switzerland or the United States of America. Thus, according to International financial
statistics, published by the International Monetary Fund in November 1986, which included
statistics on consumer price indexes for one-year periods ending in various months in 1986,
the composite inflation rates were; for the whole world 9% (having come down from 13.8% in
1985)； for developing countries as a whole 33.2%； for non-oil developing countries 40.1%；
for Africa as a whole 9.9%; for Asia 5.8% (although much higher for India) ； for the Middle
East 7.3% ( although for Egypt, the site of the Regional Office, it was 21.9%) ； and for the
developing countries of the Americas 81.7%. In the light of those statistics it was evident
that an overall estimate of 3.8% per annum for inflationary cost increases reflected an
extremely conservative approach to budgeting, one that had been taken by deliberately
assuming the risk of under-budgeting and thus having to absorb cost increases which might in
the future exceed those included in the budget proposals.
He reiterated his willingness to answer any questions members might have regarding any
aspect of the budget proposals.
Dr LARIVIERE (alternate to Dr Law) observed that during the current session emphasis was
being placed on net increases or decreases, rather than on the absolute figures for nominal
increases or decreases, as in the past• He had plotted the percentage increases in the total
budget for the past few bienniums in gross, nominal terms and had concluded from the straight
line thus obtained that the average annual growth since 1973 had been about US$ 13.6 million,
so that the proposed total budget did not deviate much from the trend over the past 15 or 16
years. Unfortunately, however, in requisitioning contributions, countries worked on the
bas is of much shorter periods, sometimes not going beyond the term of office of a
government• Accordingly, it was difficult for them to plan even five years ahead which meant
that an argument based on increases in real growth over ten years did not hold much water.
In absolute terms, an increase of some 31% was a shock to any government1 s financial system,
and it would be difficult to convince financial colleagues of the need for such high
appropriations•
He had been impressed by the detail in which the Secretariat had presented the increases
arid decreases, and the problems of exchange rates and inflation，arid fully recognized that
the situation differed from one region to another, since the various regions operated with
different scenarios• When the budget came before the Board en bloc， however, the overall
picture had to be considered, including only the allocation and use of global and
interregional resources, the portion for countries lying essentially outside the Board1 s
immediate grasp. That led to the question of how WHO had complied with the provisions of
resolution WHA29.48, Mr Furth had indicated that the slow but regular increase in country
resources at the expense of global and interregional activities had been more the result of
favourable rates of exchange than of actual reductions in the latter. The real reduction
during the present and previous bienniums had been approximately only 0.1%, The apparent
reductions seemed to be the result of a windfall at the global and interregional level；
there had been no real reductions over the past six years, and the windfall was now operating
against WHO• Thus, the proposed increase in allocations for global arid interregional
activities to 33% — 35% of the total budget was not a real increase, because in real terms
expenditures had decreased. That was what led him to wonder whether WHO had complied with
the terms of resolution WHA29.48 over the past decade.
Mr BOYER (adviser to Dr Young) said that the Board had to consider four different
questions in its examination of the budget - real growth, the inflation factor, exchange rate
fluctuations and the assessments to be paid by Member States. From the point of view of the

last of those questions, the real phantom figure was the 17.23% increase. He had understood
from Mr Furth1s statement that the choice lay between an increase of 31.44% and one of
21.68%, but that the 17.23% increase was not an opt ion before the Board. Mr Furth had argued
that, if the situation with regard to the payment of assessments was sufficiently
satisfactory at the Forty-first World Health Assembly in May 1988， the Director-General would
volunteer to make available US$ 47 million of casual income to help finance the budget, so
that assessments would be markedly reduced in 1989； in effect, he was asking Member States
to carry WHO through 1988 by paying 31.44% more. But if the amount that Member States would
actually have to pay in local currency to buy United States dollars was taken into account,
it would be seen that, in some countries, such as those of Latin America, the dollar had
become stronger against the local currency, so that the the increase would greatly exceed
31%. The valid point had been made that if the budget were to be considered over some ten
years the overall increase had not been so great， and that deserved careful review. However,
the Member States would see only the immediate increase of 31% or more. Thus, he continued
to believe that the Executive Board should recommend to the World Health Assembly that it
should use all the casual income available at the end of 1986 at the time that it adopted the
regular budget•
The issue was further compounded by the table displayed by Mr Furth, in which it was
proposed that USÍ 10 million of casual income should be used to expand the casual income
facility for 1986—1987 from USÍ 31 million to US$ 41 million, since that would leave only
US$ 37 million for the 1988-1989 budget; in that event, the 21.68% increase - which in real
terms would be more in the nature of 23% or 24% - would become the phantom figure. In fact
those figures did not appear in the budget document any more than did the 31.44% increase•
He therefore opposed 仁he use of USÍ 10 million of casual income in 1986—1987 and considered
that the full amount of such income left in 1986 should be used to finance the 1988-1989
budget.
With regard to the real growth factor, he was pleased that the Director-General had
submitted a negative real growth budget； that was realistic in the current period of
financial difficulty. Mr Furth had given elaborate explanations of the various tables, while
acknowledging that there might be some doubts concerning the manner in which the data had
been calculated• He had indeed some doubts of that kind• For example, it was not clear how
the real decrease of 0.11% for step 2 on page 6 of the proposed programme budget had been
arrived at• Whereas Che programme activities which would be added or terminated at
headquarters level were known with some precision, only rough estimates were available at the
country, regional and interregional levels, so that it would be difficult for the governing
bodies to draw any firm conclusions as to the amount of the decrease. He appreciated the new
tables providing information at the country and interregional levels and the fact that some
dollar figures had been filled in for step 2• On page 13, however, and again on pages 520
and 521， it would be seen that data had been broken down by objects of expenditure - except
for country and intercountry activities, which were referred to as undistributed, although
they accounted for some 45% of the total budget; it was difficult to decide, therefore,
whether the amounts requested were appropriate and whether the proportions allocated to
different categories were correct.
Furthermore, it would be seen from the table on staff resources (step 5， page 8) that
the number of WHO positions under the 1986-1987 programme budget had been increased by 86 and
that 100 new positions were to be added in 1988-1989, making an overall increase of 186 new
positions； that was difficult to reconcile with a negative real growth budget and the
serious financial difficulties that WHO was facing. The details of the new staff positions
in the table beginning on page 483 were also puzzling; in particular, new positions were
proposed for country offices (pages 492-496)， but it was difficult to see how new
secretaries, drivers, administrâtive assistants, clerks, cleaners and so forth could be added
to the payroll at a time of budgetary stringency. Possibly even more important was the
proposal to add such a large number of P•5 posts as country representatives; had there
previously been no country representatives at all in those African and Eastern Mediterranean
countries? If so, how had WHO operated in those countries so far? He was also concerned by
footnote 1 on page 498， which seemed to show that there were 1805 posts at the country and
intercountry level that were not counted in the figures given for the regular budget• In
fact, there seemed to be no analysis of the staffing changes in that particular group,
although they accounted for a very large segment of WHO expenditure; if formal WHO staff
positions in that group had existed but had not been listed in the relevant tables presented
to the governing bodies, he would be interested to know the reason for that omission.

It was gratifying to note that the budget reflected a general decline in inflation and a
reduction of cost increases to 7,62%, as compared with 17.4% in 1984—1985• Mr Furth had said
that that was the lowest figure since 1971 and averaged out to 3.8% per annum; he was not
sure that it was mathematically correct simply to divide the biennial figure by two for that
purpose, but in any case the main question was not whether the figure was the lowest but
whether it was correct. The overall nominal growth of 17% must be examined to see whether
cost increases were being adequately absorbed.
The contingency plan of programme budget
implementation reductions, introduced by Mr Furth, showing how the administration would
provisionally withdraw US$ 35 million for the current biennium and US$ 50 million for the
next biennium, demonstrated that expenditure could indeed be pruned, and he would like to
hear what other steps had already been taken to absorb cost increases in 1988-1989.
In that connection also, it would be seen from the table showing cost increases or
decreases by region ( step 8，page 9 of the proposed programme budget) that four of the six
regions were credited with cost increases of approximately the same amount 一 12,51%, 12.52%,
12.56% and 13.03%, whereas the figures for the Americas and Europe were 8.84% and 4.56%,
respectively. It seemed odd that the cost increases for four regions should be almost
identical； although that might be coincidental, it did seem to suggest some guess-work in
the calculation. Moreover, the Board1 s knowledge of cost increases might be improved byfurther breaking down the information in the aforesaid table: for example, column (a) lumped
together cost increases resulting from both statutory costs and inflation, as did the more
detailed table beginning on page 34. Mr Furth had said that the costs were mostly due to
inflation, but it would be useful for the two components to be shown separately, so that
members might be fully aware of what was included in the 7,62% increase.
It should also be borne in mind that the scale of pensionable remuneration for the
professional arid higher grades, including that of the Director-General, had been revised by
the United Nations General Assembly and that the new scale, which would become effective in
April 1987 was approximately 5% lower than the current one, and could provide considerable
savings in the budget calculations. Could it be assumed that that factor had already been
incorporated in the staff cost estimates or would a revision of the budget proposals be
submitted to the World Health Assembly in May?
Finally, with regard to the overall programme budget proposal, he hoped that it could be
discussed from the point of view of making judgements on relative priorities in budget
allocations. The Board often went through the document page by page, examining each
individual programme in detail and coinmetiting on the size of allocations for specific
programmes, but it rarely compared the allocation for one programme with those for others.
For example, it was curious that, although the Director-General was placing so much emphasis
on the need for more attention to the managerial process for national health development
(programme 3.2) and the organization of health systems based on primary health care
(programme 4)，the table on page 30 showed that the percentage allocations for both
programmes had decreased• It might be worth considering whether any programmes which might
be less deserving of WHO priority attention had been given increased allocations. Moreover,
if WHO was to give concerted new attention to acquired immunodeficiency syndrome (AIDS), some
support would presumably have to come from the regular budget xvhicli, although it did indicate
a slight increase in the programme on other communicable disease prevention and control
activities (programme 13.13)， probably did not give AIDS the attention that it certainly
merited• Yet how could WHO appropriately increase attention to AIDS unless the governing
bodies were able to make some judgement on programmes of lower priority for which allocations
might be reduced? In general, he hoped that the Board could arrive at some method of
reviewing the budget proposals in a comparative way, rather than discussing programmes in a
manner such that each segment was isolated from the remainder of the budget •
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Sir John REID, commenting on the financial crisis facing the Organization, noted that
countries which failed to meet their financial obligations to WHO might do so by not paying
at all, by paying late, by paying only in part, or by a combination of the last two. If some
poor country could not meet its obligations, the Executive Board and the Health Assembly had
a long history of showing tolerance and understanding. However, the current financial crisis
had its origin in several factors• Information had been provided on inflation, statutory
cost increases and currency fluctuations； recently, information on the extent to which the
Organization1s problems were due to countries failing to meet their financial obligations had
become available in the Director-General1s report on the status of collection of assessed
contributions and status of advances to the Working Capital Fund (document ЕВ79/22),^ which
showed that in the years 1977-1985 over 90% of contributions had been received by
31 December, whereas in 1986 that figure had fallen to 72%. The Director-General also noted
that the 25 largest contributors accounted for some 90% of the Organization1s assessed income
arid that delay in paying their contributions had a disproportionate effect on the finances
and programme of work for the remaining Member States•
In principle he supported the provisional programme reductions for 1986-1987, as well as
the contingency plan for 1988-1989， as set out in document EB79/4.^ However, most of the
reductions shown related to personnel; there was very little information on how those cuts
would affect programmes. That was an important consideration in deciding the relative merits
or demerits of the proposed cuts, and the Executive Board and the Health Assembly should be
fully aware of the implications• The Secretariat might wish to clarify the situation.
Although the Director-General had clearly attempted to be even-handed in his approach to the
proposed cuts, it would be advisable to wait until the programmes had been reviewed before
deciding on any specific reductions. It was important, for example, to consider whether any
particular programme should be subject to major reductions in order to protect others. As
physicians, members of the Board knew that matters of health often had to be looked at on a
long-term basis• The same was true of budgetary matters, as Mr Furth had emphasized in his
lucid presentation, which had helped to put the question of increased assessments into
perspective• Everyone, of course, was concerned at the potential size of the increase.
Over the years there had been regular discussions in the Executive Board regarding the
use of casual income to offset the effects of currency fluctuations. He himself had always
supported such action. In view of the severe currency fluctuations obtaining at present,
exceptional measures were required - all the more so if the Organization was also faced by a
substantial deficit in the payment of contributions by Member States. He doubted whether any
member of the Board was pleased to be confronted with the need to consider the measures
outlined in paragraphs 50 and 51 of the Director-General1s Introduction to the proposed
programme budget, but he was forced to the conclusion that the Board had little option but to
support them. In doing so, it would, of course, accept the clear assurances given by the
Director-General in paragraph 51 concerning the use of the US东 47 million of casual income•
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It was his understanding that, unless the financial shortfall was made up by May 1988,
Member States1 assessed contributions would be raised by 31% for the whole of the financial
period 1988-1989. It was clear from document EB79/22 that a substantial part of the reason
for that very large increase was the failure of some countries to pay their dues• That meant
that all those countries which had loyally paid their contributions, including the United
Kingdom, were in fact subsidizing the defaulters - a situation which was monstrously unfair.
The solution must surely lie not only in programme cuts, but also in the Board1 s considering
what could be done to persuade the defaulting Member States to pay their contributions and,
if that should fail, what other action might be suggested to the Health Assembly.
Professor ISAKOV, after stressing the importance of the timely circulation of the budget
documents, pointed out that inflation, currency fluctuations and the failure of a number of
Member States to pay their dues all had an unfortunate impact on WHO*s budget and programme
of work. It was therefore essential that the Organization1 s limited resources be put to
optimum use in programme activities and that steps be taken to prevent any increase in the
assessed contributions to be paid by Member States that would be disproportionate to the
benefits which they derived from their membership. Consideration might be given to the
cessation of budgetary support for measures which might not be fully in keeping with WHO1 s
functions and objectives and for the execution of which at the national level other sources
of financing might be available•
The Executive Board should recommend to the Health Assembly that all available casual
income be used to finance the programme budget for 1988-1989 and that it approve the
Director-General1s proposals for reductions in programme budget implementation, having regard
to the specific comments made by members of the Board. If the implementation of the
Director-General•s plan should prove to be insufficient, further reductions in expenditure
and the adoption of more radical measures, as indicated by members of the Board, would have
to be considered. The Director-General1s efforts to restrain the growth of the budget were
already yielding certain positive results. The proposed programme budget for 1988-1989
represented a decrease in real terms• He had no objection to the proposal that the
Director—General be authorized to use casual income accumulated as at January 1987 to meet
the unfavourable effects of currency fluctuations on a provisional basis•
Some administrative savings had rightly been made in the preparation of the programme
budget； however, not all the proposed reductions were sufficiently justified. For example,
the work of expert committees and research groups should not be curtailed. The latter were
particularly important as they furnished the scientific basis of WHO1 s programme activities
and of the decision-making related thereto. The substantial cut in publications was also a
source of concern; more information, rather than less, was surely required. That being
said， he believed that consideration could be given to ways and means of reducing expenditure
on certain programmes for which funds were available from other sources. For example, a
closer look at programme 11 (Promotion of environmental health) might reveal the possibility
of considerable savings. The importance of that programme was, of course, recognized, but a
careful selection should be made of the measures having a direct bearing on health, while WHO
financing of those which could be carried out with the help of other organizations or of
national authorities could be discontinued.
Dr GRECH said that inflationary cost increases and exchange rate fluctuations had
accounted for only 0.5% of the annual increase since 1976. Moreover, over the past 10 years
the cumulative budgetary increase had been a mere 4.2%, As far as regional budgetaryallocations were concerned, there had in fact been a 4.27% real increase in the European
Region, but that was largely due to the transfer of funds for the health of the elderly and
accident prevention programmes from the global and interregional to the regional level.
Inflationary and statutory cost increases were lowest in Europe (4• 56%), while costs due to
currency adjustments other than those at the global and interregional level were greatest in
that Region (13.86%).
Noting the programme budget implementation reductions already effected for the biennium
1986-1987 and those proposed for the biennium 1988-1989, he said that two stark facts emerged
from the general policy review; first, the financial situation, precarious in March 1986，
had remained unchanged or had worsened by November 1986 at the time of the review and，
second, there was no choice but to reduce activities or face insolvency. The question as to
which activities should be curtailed or eliminated altogether and which provisional and
contingent measures should be modified could be the subject of lengthy debate• For instance,

with regard to Annex 3 to document EB79/41 concerning reductions in global and
interregional activities, he personally would not have favoured such a drastic withdrawal of
funds from programme 4, and in particular from "Research and development to support
strategies for health for all"; he would also have opted for a reduction in the number of
issues rather than the outright suspension for two or three years of such publications as the
WHO Chronicle and Public Health Papers. However, such a reallocation of priorities did not
alter the end result. It was necessary to keep the situation under constant review and to
ensure flexibility so that country health development programmes could be sustained as far as
possible. It was his understanding that the cuts for the financial period 1988-1989 had been
planned on a pro rata basis from the global, interregional and regional programmes, along the
same lines as those made for the biennium 1986-1987.
He asked what form of consultation with national authorities was envisaged by the
Regional Directors in order to meet the financial targets of the contingency plan for
1988-1989 and, assuming that both draft resolutions before the Board (the Appropriation
Resolution proposed in the programme budget and the resolution suggested by the
Director-General on cooperation in programme budgeting^) were approved by the Health
Assembly, that the current financial problems of the Organization became less acute by May
1987 or May 1988， and that the shortfalls in assessed contributions envisaged for the
financial periods 1986-1987 and 1988-1989 remained unchanged, whether the Director-General
would be in a position to recommend only an appropriation of up to US东 37 million of
available casual income to help finance the 1988-1989 regular budget, and not US多 47 million,
bearing in mind that a proposal was being made for an additional sum of US$ 10 million to be
provided to cover the 1986-1987 budget.
Dr SONG Yunfu expressed his deep concern regarding the budget reductions for the
financial periods 1986-1987 and 1988-1989. The crisis facing the Organization was extremely
serious, and the problem should be solved in two ways.
First, economical management and financial reforms were needed. Unnecessary meetings
and documentât ion must be reduced. The Director-General had already made commendable efforts
to increase efficiency and solve the Organization1s financial crisis in such a way that the
effect on activities at the country level would be minimal.
With regard to the second consideration, it should be borne iri mind that the measures
taken by the Director-General constituted only a partial solution. There was a Chinese
proverb to the effect that even an excellent housewife could not make a meal without rice.
All Member States should realize that if they were to enjoy the services provided by WHO,
obligations to the Organization must be honoured. Of course, conditions varied from country
to country; poor countries found it difficult to pay their contributions• However, there
were other factors involved in the failure to pay. Individual Member States could not impose
their will on other Member States and should not act unilaterally in an international
organization. It was therefore greatly to be hoped that the Director-General would urge
those Member States which had not honoured their financial obligations to take into
consideration the general interest of the world as a whole and to pay their dues. That was
the basic solution to WHO，s financial crisis, and only thus could the programmes that had
been collectively agreed upon be implemented.
Dr HAPSARA requested some further information regarding the total of income expected to
be available from "Other sources", as shown on page 33 of the budget volume (document
PB/88-89); noting that it was expected to decrease from 95.7% to 75.7% of the regular budget
for the bienniums shown, he asked what possibility there was of increasing the income derived
from those sources, particularly for the benefit of programme 6 (Public information and
education for health). He also inquired why the allocation for the South-East Asia Region
was to be decreased by US$ 106 200 in the 1988-1989 financial period, as indicated in the
table for step 3 on page 7, and whether the proposed provisional and contingency reduction
for global and interregional activities under programme 3.1 (Health situation and trend
assessment), given in Annex 3 to document EB79/4,^ might not hamper basic activities
essential to technical cooperation.
Professor STEINBACH noted that the Board was confronted with a substantial nominal
increase in the budget and an even higher increase in contributions to be paid by Member

States. He had been impressed by the comments made by Mr Furth, Assistant Director-General,
in regard to those figures. He wondered， however, whether contributions could not be reduced
by using casual income, as had been done in the past. He was unhappy with the proposal of
the Director-General, who was not proposing the usual procedure because he wanted to bridge
expected shortfalls in contributions exceeding US$ 50 million.
Noting that the decisions taken by the United Nations General Assembly in December 1986
included some economic measures, such as those concerning pensions, he wondered, as WHO
adhered to the common system, whether they had already been taken into account, or whether
they might not permit a reduction of the budget level.
Professor GIRARD agreed with Mr Boyer that the Secretariat should provide further
details and clarification on a number of issues, such as the anticipated increase in the
number of posts in WHO. The purpose of that request was to strengthen the required
transparency of the Organization's workings, and not to question the proposed programme
budget as a whole, which he considered satisfactory.
The main question at issue was not so much the level of currency exchange fluctuations,
but rather the basic fact that certain Member States were, for reasons of their own, failing
to meet their international commitments and that that course of action, by one Member State
in particular, had the result of bringing about an unprecedented threat to the Organization.
It was essential, therefore, together to find a way to meet that threat.
In spite of the clear presentation by Mr Furth, the proposals did not entirely clarify,
for example, what conditions arid timing would apply in the replenishment of the Working
Capital Fund, which would be drawn upon initially to remedy the shortfall in contributions
received• Secondly， what would be the estimated level of casual income at 31 December 1987
based on anticipated income for the year 1987? Thirdly, what was the legal position on such
recourse to casual income; would it constitute an advance to the Organization by Member
States?
France could not envisage compensating for others1 failure to pay. Indeed, it would
obviously be unacceptable for countries prompt in their payments to be thus penalized. That
principle would govern the stand he would in due course be taking on the Director-General1 s
proposals.
The CHAIRMAN, speaking in his personal capacity, expressed full support for the
reductions proposed by the Director-General in his report concerning the programme budget
implementation reductions in 1986-1987 and 1988-1989.
He shared the view that an increase of 31% in assessed contributions relating to
1988-1989 would be difficult to assimilate. It would also be somewhat unsafe to have to use
casual income to help reduce the burden of assessed contributions since, if some Member
States were still to fail to pay their contributions in full, the Organization would be left
helpless to cope with the resulting shortfall and would not be able to meet its financial
obligations. Casual income should be kept to meet currency fluctuations, any shortfall in
the coming biennium or any emergencies, only when contributions had been paid up to the
expected amounts, as recommended by the Director-General• The assessed contributions of
Member States could be reduced in the light of the possibilities for alternative funding and
for further curtailing programme activities of a lower priority on a selective basis•
The most important step, as already proposed by previous speakers, was to appeal to
those Member States which had delayed payment or had not paid any of their assessed
contribution to make it possible to deal properly and effectively with the situation.
Mr McKAY asked what action had been taken to press those countries that were in arrears
to make up the deficit and how the Secretariat reacted to the suggestion that other sources
of revenue could be tapped by WHO.
The DIRECTOR-GENERAL said that he could not help but feel astonishment on hearing the
earlier support voiced for WHO - when speakers had said that there was no crisis of
confidence in the Organization - give way to the current debate. Had there not been a
confluence of circumstances arising out of extreme currency fluctuations, default by Member
States which could afford to pay, and an extreme nervousness in the political climate
surrounding everything to do with development, the budget would have been hailed by the Board

as one which had been kept to the lowest level in terms of cost increases and other factors.
Instead of that, a voice had been heard the previous day threatening the Board with the
possibility that, unless drastic action was taken to modify the effect of the programme
budget proposals on the assessed contributions of Member States, a monumental confidence
crisis would build up around WHO•
Furthermore, a Board member had implied that the Director-General had had a somewhat
fraudulent approach to the application of resolution WHA29.48, when its implementation had,
in effect, resulted in 370 posts within the Organization being cut, in the period 1978-1981,
most of them at headquarters, with the consequence of a real transfer of hundreds of millions
of dollars to activities in Member States. Moreover, in 1986 and 1987， many WHO programmes
had had to suffer as a result of the US东 35 million reduction in programme budget
implementation, and the repercussions would certainly be felt in many Member States, In 1988
and 1989, there would be further reductions in programme budget implementation amounting to
US¿ 50 million.
It was important to be clear as to what had really happened at a time when attempts were
being made to turn the situation into an attack on WHO and to exonerate the defaulters. He
recalled that the international organizations had been faced by what could be termed a
disaster situation. Unlike other bodies, which had stressed that aspect with a view to being
bailed out, WHO had considered a disaster attitude inappropriate, and so had anticipated the
consequences well in advance• Indeed, it had been criticized by others within the United
Nations system for doing so, on the grounds that that would make it all too easy for Member
States to pursue the course they had embarked on.
Thus, WHO had turned a disaster situation into a financial crisis situation, as a result
of which he was endeavouring to find US$ 35 million in respect of 1986-1987 and
US$ 50 million in respect of 1988-1989, striking many areas which would undoubtedly suffer
very unjustifiably from a programme perspective over the medium and long term. For instance,
nutrition activities had been reduced by half. Amazingly, it was now suggested that WHO
could introduce even further reductions• That seemed to him completely unreasonable• The
process could be carried to an absurd zero situation, which would eliminate WHO altogether.
Then Member States would indeed see the consequences• The suggestion was all the more
surprising as not a single expert visiting headquarters, and notably from the United States
of America, had failed to express astonishment at the lack of staff in a number of
specialized areas, since, as a result of resolution WHA29.48, most programmes had been cut
down to the bare bone. In spite of that, WHO had not only been able to keep its programme
going but had, over the past decade, added some 13 to 14 new programmes, because of the
tremendous support received from extrabudgetary resources, through the Director-General1 s
Development Programme and by mobilizing the confidence of donors•
His earlier references to the severe difficulties encountered by WHO because of those
reductions in programme budget implementation had not elicited any great degree of sympathy•
Sir John Reid had stressed the need for a decision as to how the situation could best be
dealt with. He himself had thought of a private meeting of the Board, but as the question
had been raised he would state his position.
He would be perfectly prepared to make available immediately the total amount of casual
income， provided that Board members would collectively share with him certain basic
assumptions, namely that at least some of the richest countries of the world would indeed
feel bound by their treaty obligations. However, it should be borne in mind that the
Organization had received about US$ 7 million or about 10% of the US东 63 million representing
one particular country1s assessed contribution for 1986. Anyone dealing with management
would know that there was no way of ignoring such a phenomenon. Nevertheless, while he had
not received anything in writing, his own political reading of the situation and his
confidence in that country were such that he personally entertained no doubts but that that
country would honour its obligations, and he believed that would be done by the end of 1987.
If that assumption were shared, the Director-General would be ready to make casual income
available, with the additional condition that WHO would have to study the situation so as to
ensure there was no risk of running into a liquidity crisis and having to lay off staff in
the following months• The details of that borrowing procedure could be studied. The Board
might consider him unduly pessimistic, although events had proved him an optimist in the
past• That course of action was therefore a real possibility on the basis of a collective
decision of the Board and the Director-General.

Should the disaster situation be perpetuated and the position in regard to arrears show
no improvement by the end of 1987, he would be obliged to bring the situation to the notice
of the Board in 1988, with a possible supplementary budget for submission to the World Health
Assembly in 1988. He was sure the Board would admit that the Director-General could not take
a decision of that magnitude entirely on his own, since it involved forecasting future
developments.
He pointed out that, regarding the proposed contingency plans, if an amount of
US$ 35 million were frozen in 1986-1987, there could be an equivalent surplus if Member
States were to pay the entirety of their assessed contributions, as that amount could revert
to casual income and be used for financing the budget for 1988-1989 as well as further
budgets. Furthermore, if the feeling was that the Organization could continue to reduce its
activities the Director-General might even be requested to continue to apply the contingency
plan proposed in respect of 1988-1989, which, similarly, would mean that, assuming all
countries met their treaty obligations, an amount of US$ 50 million would become available to
finance future programme budgets• Thus, a truly extraordinary degree of zero and less than
zero growth would have been achieved. If those reductions in implementation had to be
introduced it would undoubtedly cause much suffering, and he found it regrettable that
suffering should be treated in a cavalier fashion.
If all the factors to which he had referred at the outset of his statement had not
obtained, certain remarks in the debate, which were not fair either to the Board or to the
Organization, might not have been made. Naturally, that was one aspect of democracy; but it
was important to recall that the Board was made up of experts in health matters and not of
politicians, and that aspect should not be lost sight of in the debate in the interest of
having a good Organization. Indeed, the ways in which the Organization could be made even
better constituted the purpose of his Introduction to the proposed programme budget.
He emphasized the extent to which WHO was an open and democratic Organization. VThile it
might be possible to criticize management - and he had been the first to do so in his written
Introduction - it could never be said that information within WHO was kept secret• The
Secretariat was consistently willing to provide all information asked of it by Member States,
and there had never been any deliberate attempt to manipulate or mislead them. It was
essential that countries should see WHO as their own "open house" and that they should also
take responsibility for its administration.
As for the contingency plans themselves, he stressed that they could not be ideal since
they had arisen out of crisis management. Consequently, he felt that the Board should
continue over the year, and by means of its Programme Committee, to look again at those
contingency plans and to improve them as necessary. Naturally, all the Board1 s comments
would be fully taken into account. He emphasized the fact that, over the years9 every
opportunity had been offered to the Board to set up mechanisms to intensify the transparency
of programme budgets. He recalled an instance when some years previously a large country had
suggested a procedure to obtain the approval of the Health Assembly as to the real level
desirable in the programme budget for each biennium. However, although the Secretariat had
indicated its willingness and had prepared the requisite documentation, that country had then
decided that it would be preferable not to proceed with the suggestion, since the Health
Assembly might be likely to recommend increases. That was but one example of the
Secretariat1 s continual willingness to listen to Member States.
He stressed his intention of endeavouring to pursue the work of WHO in a spirit of
cooperation and consensus. However, if that were to be possible, it was very important to
refrain from insinuations• The Secretariat found questions, however numerous and probing,
and criticism perfectly acceptable, but insinuations were another matter, since it was
difficult for Member States to assess what lay behind them, and it was thus difficult to keep
a desirable balance in any given situation.
There was no limit to the extent to which the Director-General was prepared to go along
with the Board1 s deep concerns, and he offered the possibility of a private meeting aimed at
finding the best way of dealing with the situation, if the Board so wished.
Mr FURTH (Assistant Director-General), responding to Dr Larivière1s comments as to how
the Secretariat had complied with resolution WHA29.48, and more particularly whether the
reduction in funds at the global and regional levels and the transfer of those funds to
technical cooperation, especially at the country level, were due only to currency

fluctuations or whether they were real reductions or transfers, reminded members that the
Board had been asked to monitor very thoroughly the implementation of resolution WHA29.48 in
real terms. The last monitoring exercise had been undertaken by the Programme Committee,
whose report (document EB65/7) had been noted by the Executive Board in January 1980. The
conclusions of the report should dispel Dr Larivi^re1 s doubts• Under resolution WHA29.48,
the Director-General had been requested to reorient the working of the Organization with a
view to ensuring that allocations of the regular programme budget reached the level of at
least 60% in real terms towards technical cooperation and provision of services by 1980. The
Director-General had responded by developing a strategy for the 1978-1979 and 1980-1981
bienniums to release regular budget resources at headquarters and in regional offices and
shift them to technical cooperation activities. It had been proposed to measure the shift of
resources in 1978-1981 within the 1977 budget level and on the basis of 1977 costs, in order
to measure compliance in real terms with the 60% technical cooperation target, without
adjustment for cost increases and monetary exchange fluctuations• In May 1977， the Health
Assembly, in resolution WHA30.30, had approved the programme budget strategy and affirmed
that it had provided a basis for full response to the programme budget policy directives of
resolutions WHA28.75, WHA28.76 and WHA29.48. In paragraph 70 of its report, the Programme
Committee had concluded that the programme budget strategy was being fully implemented in the
current 1978-1979 biennium and in the programme budget for 1980-1981. The phased reduction
of established posts funded from the regular budget, particularly at headquarters, affected a
total of 370 posts eliminated during the period 1978-1981. Cutting down establishment
expenditures, streamlining operations and phasing out projects arid activities which had
outlived their usefulness had released a cumulative total of US$ 43 264 880 in resources made
available for new or increased technical cooperation from 1978 to 1981.
Dr Larivi^re had said that a 31,44% increase in assessments was a shock for any
government1 s financial system, to which Mr Boyer had added that the shock was even greater
for countries having to pay in local currencies• It was true that there were countries whose
currencies had declined in value in relation to the US dollar, signifying a sometimes
dramatic increase in their contributions in local currencies. However, for some countries,
especially among the larger contributors, there was no increase in their contributions in
local currencies• A comparison had been made in US dollars and local currencies of
contributors assessed at more than 1%, of whom, excluding the United States of America, there
were 15• Nine of them would experience a substantial reduction in their contribution in
local currencies as compared with the present biennium; three would have an increase lower
than the average figure of 31.44%； and only three would have an increase exceeding that
figure. To take an example, the largest assessed contributor after the United States of
America, viz. Japan, would see its assessed contribution increased by 34.56%, or USÍ 17.7
million, as compared with the previous biennium. However, in May 1985, when the 1986-1987
programme budget had been adopted, the exchange rate had stood at 250 yens to the dollar,
while today it was 160 yens to the dollar. That meant that in terms of the yen, Japan's
1986-1987 contribution was 12.7 thousand million yen, while in 1988-1989, despite the
increased assessment in US dollars, it would amount to only 11 thousand million yen. In
terms of Japan1s own currency, there was thus a decrease of 13•83% on its assessment from one
biennium to the next. Other countries experienced even bigger reductions, which might be
accentuated still further by the time of the Health Assembly in May 1987 if the US dollar
continued to decline in relation to those countries1 own currencies•
Some speakers had recommended that all of the US$ 47 million of casual income available
as of 31 December 1986 should be appropriated to help reduce assessments for 1988-1989. He
wished to explain why it was considered extremely risky to do so at the present time. The
principal reason for the financial crisis was the shortfall in the contribution from one
country, which was the largest contributor. The total assessment for 1986-1987 of that
country amounted to ¿ 125 million for the biennium - all the figures cited being approximate
for reasons of simplification. Out of that figure, that country had so far contributed - at
the very end of 1986 - $ 10 million, three million of which had been paid into casual income
in respect of arrears for 1985 and could not therefore be used to help finance the 1986-1987
budget. That left a total payment of $ 7 million for the budget out of the total assessed
contribution of ¿ 125 million. Verbal indication had been received that after 1 October 1987
another $ 36 million might be expected. If that were the case, then that country would have
aid $ 43 million by the end of 1987, leaving a shortfall in its assessed contribution of
82 million at the end of 1987. Although the Director-General had effected programme
implementation reductions of $ 35 million, and to that extent that shortfall would be
covered, there would still remain a $ 47 million shortfall in that country1s contribution.
Consequently, if that were the scenario, how was the Director-General to carry out the
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programme for the rest of the year if he did not have casual income to borrow from? It was
obvious that under such circumstances there could not be any appropriation of casual income
even in May 1988 to help reduce assessments for 1988-1989.
To take another scenario, starting with the US$ 125 million assessment for the same
country and assuming that since it would have paid $ 46 million in respect of 1987 and
$ 43 million in respect of 1986， i.e. a total of i 89 million, there would be a shortfall of
i 36 million. In that situation, given the 求 35 million in reductions effected by the
Director-General in 1986-1987, the shortfall seemed to be almost covered. Even though that
country would by no means have paid its full assessed contributions, it seemed that the
Director-General would be in a position to recommend the appropriation of the entire
$ 47 million of casual income to help finance the 1988-1989 budget, especially if there was
an indication at that time that the country concerned would continue to pay most of its
assessed contributions, if not entirely, for 1988-1989.
The figure of US$ 47 million to be borrowed from casual income to which he had referred
in the first hypothesis was perhaps not entirely correct, because of the existence of the
Working Capital Fund which would be borrowed from before resorting to borrowing from the
Casual Income Account. However the Working Capital Fund amounted to only $ 11 million,
relatively little in regard to the substantial amounts at issue.
A number of speakers had spoken against the expansion of the casual income facility by
another US东 10 million because they were under the impression that that amount would further
reduce the $ 47 million in casual income available as of 31 December 1986，and that
therefore, when it came to appropriating casual income to help reduce assessments for
1988-1989，only $ 37 million would be available. He wished, however, to dispel those
doubts. The Director-General had stated that he would make 求 47 million of casual income
available for appropriation. It was expected that about $ 20 million of casual income would
be earned in 1987, particularly if other Member States continued to pay fairly early in the
year. Twenty million dollars was a fair estimate on the assumption that there was no further
drastic decline in interest rates. On the other hand, if the casual income facility was not
expanded, how could WHO be expected to continue until the end of the year? The dollar was
continuing to decline and the Í 10 million now requested by the Director-General were
certainly not enough to cover the shortfall due to that decline. A tremendous amount of cost
absorption would be necessary. Without the proposed expansion， it was difficult to see how
WHO could meet its obligations.
Turning to step 2， showing real change within budget level (page 6 of the budget
volume) , and to Mr Boyer1 s objection to the fact that the figures relating to country and
regional and intercountry levels were only rough estimates (footnote (2))， he specified that
they had never before been included in the Analytical Framework for Budgetary Analysis and
had been indicated on the present occasion only on the insistence of Mr Boyer, even though he
himself and the budget specialists had been reluctant to include figures that were
necessarily not as precise as other budget figures• They could be only "rough11 estimates, as
could be understood from the terms of resolution WHA30.23 concerning programme budgeting
procedures at country level, quoted on page 527 of the budget volume. Those procedures which had been in force for a decade - had resulted in the development of WHO1 s programme
budget at the country level expressed in terms of general programmes rather than in the form
of individual projects or detailed activities, which were formulated much later. At the
current programming stage, the details of objects of expenditure - how many posts, courses,
equipment, etc • - at the country level were not precisely known, and it was therefore
impossible to apply the normal procedures (outlined in paragraph 7 of page 532 of the budget
volume) for calculating real increases and decreases. However, a sound methodology did exist
for arriving at a reasonable, if rough, estimate as to that part of the increase in a country
or intercountry planning figure that represented a real increase and the part that
represented a cost increase; it was based on average costs for the current biennium for
various inputs, on the regional offices1 experience with past cost increases in countries and
on the best available information and regional forecasts about inflationary trends and
currency fluctuations • It was for that same reason that in respect of step 13 (Budgetary
increases by main category of expenditure) , on page 13，it was not possible to give those
categories for country and intercountry activities, since most of the required information
was simply not available at the present time. To the objection that it might therefore be
difficult for the Board to draw conclusions as to whether the amount s requested were
appropriate, he would reply that it was to be hoped that the Executive Board and the World
Health Assembly would not form an opinion on the matter on the basis of objects of

expenditure but on whether country and intercountry programmes met national health goals and
priorities set by the Health Assembly. If the Board felt that it was absolutely essential to
be informed of objects of expenditure at the present stage, it would be necessary to revert
to the procedure adopted up to 1977, which would be a retrograde step and not fair to
governments. The result would be not a phantom budget but a fictional one, as had been the
case in the past, when the External Auditor, in reviewing the budget of one region, in which
every detail had been worked out in advance, had found that over 60% of the budget was a
fiction, since priorities and circumstances had changed in the intervening period of three to
four years between budget preparation at the country level and budget implementation.
Footnote (2) to the table concerning step 5 (Staff resources at established offices) on
page 8 of the budget document, to which Mr Boyer had referred, stated that the number of
posts indicated for 1986-1987 represented an increase of 86 posts over those included in the
programme budget volume for 1986-1987. Although accurate figures could easily be given for
the total number of posts in established offices (i.e. headquarters, regional offices, and
offices of WHO representatives), for the reasons he had just given it was more difficult to
make estimates of future posts for country and intercountry projects. The footnote referred
to a number of already existing intercountry posts which, in accordance with past practice
were not listed as such in the budget, although the budgetary provision for them was, of
course, included in that document. However, as those posts were long-term posts physically
located in the regional offices, it had been decided, in order to make the budget more
transparent, that all posts located in the regional offices, whether or not classified as
regional office posts, should be shown as part of the "established offices'1 • Accordingly
those posts were now shown for both 1986-1987 and 1988-1989 as posts in established offices.
Mr Boyer had also referred to the table beginning on page 492 concerning new posts of
WHO representatives and notably to the number of new posts (such as secretaries, drivers and
administrative assistants) in the offices of the WHO representatives; he had questioned the
creation of so many new posts in a time of budgetary stringency. In fact, the DirectorGeneral , i n his programme budget guidance to Regional Directors, had stressed the need to
improve WHO'S country performance, inter alia through establishing additional WHO
representatives1 offices in specific countries or groups of countries or strengthening their
role- The estimated costs of such offices were to be separately identified within the
tentative country planning figures. Since the posts that were to be created were technical
cooperation posts, they would not involve any increase in the budget; they s imply resulted
from a re-allocation of resources within the tentative planning figure for the countries
concerned• WHO representatives were public health advisers to governments, and the majority
of governments in developing countries had accepted that their role was an important one. In
some cases, they would not be additional personnel, but would be replacing the national
coordinators who, in the case of Africa, had now been phased out•
Concern had also been expressed at the footnote (1) on page 498 of the budget document,
which indicated that there were 1805 posts at country and intercountry level that had not
been included in the figures given in the regular budget presentation. There again, such
posts did not appear because they were not in established offices; the table covered only
posts at "established offices", while the footnote referred to country and intercountry
project posts, the number of which could not be determined for the future. Although a figure
for the number of staff employed on such posts could be supplied to the Board at any given
moment, that figure would be constantly changing, because such posts were often of very
limited duration, changing as countries1 requirements changed,
Mr Boyer had maintained that the 7.62% increase for inflationary costs for the biennium
was the same as a 7,62% increase per annum; he himself could not quite follow that
reasoning. He still maintained that the annual increase in inflationary costs was only
3.8%, As to what had been done to absorb such cost increases, virtually everything could be
reckoned as an absorption, in view of the exceedingly low increase for inflation and
statutory costs• Indeed, the overall rate for inflation for the budget was hardly a
realistic one; there were very few countries in the world in which WHO expended large sums
of money and that had an inflation rate as low as 3.8%. Consequently, in making its
estimates, WHO had under-budgeted on almost everything; for example, on some items, such as
research contracts and other contractual services at the global and regional levels, there
had been no cost increase at all. A great deal of the additional costs required for
consultants had been absorbed； thus, under "Computation of the estimates", paragraph 22
(page 547 of the document) showed that as early as 1984-1985 actual expenditure had been
US$ 5920 per consultant at global level, some 6% higher than the average cost estimate

applied in the 1988—1989 budget, which was only US$ 5600. Consequently, some $ 300 000 plus
any farther cost increases between 1985 and 1989 would have to be absorbed at headquarters
for consultants alone. In the regions, actual costs for consultants in 1984-1985 were almost
identical to the average amounts provided for 1988-1989, and therefore any cost increases
between 1985 and 1989 would have to be absorbed by the regions.
A further factor that had not been included in the budget was the estimated US$ 300 000
additional cost that would result from the application of new separation payment schedules
for staff of the United Nations system, recommended by the International Civil Service
Commission.
A further interesting example of absorption was that for common services in the Regional
Office for the Western Pacific. That Office had budgeted for a 21% increase for 1988-1989
for those services，but because it was still "suffering" from the high inflation rate
(virtually 70%) that had prevailed in Manila in 1984-1985, the increase would not be
sufficient, and the Regional Office was consequently expected to have to absorb some of the
costs involved•
He could assure Mr Boyer that the fact that three out of the six regional offices had
had very similar cost increases of around 12.5% was pure coincidence. It would be virtually
impossible for there to be collusion in such matters, since those figures represented
aggregates of thousands of different cost estimates. In his guidance letter to Regional
Directors, the Director-General had stressed that the temptation to "pad11 cost increases
merely to make full use of allocations should be resisted. Any such attempt would be
counterproductive, in view of the thorough consideration which would undoubtedly be given to
the detailed information supplied to the Board and to the Health Assembly on the underlying
factors and assumptions behind the cost increases• He himself was sure that when the Board
reviewed the estimates in more detail, it would find that the estimates of the Regional
Directors had in fact been very moderate.
Mr Boyer had asked for a breakdown of the information given on statutory and
inflationary cost increases• In fact， the statutory cost increase was minimal (only 0.23%)
because no new entitlements had been given to staff, and also (as could be seen on page 534
of the document) budgeting for staff costs had been based for 1988-1989 on virtually the same
average steps in the salary scales as for the preceding biennium. In other words, estimates
of annual increments and upgradings had been kept very conservative, possibly too
conservative. It might therefore be assumed that virtually the entire 7,62% cost increase
was an inflationary cost increase, and that the statutory cost increase was nil.
Some speakers had referred to the new scale of pensionable rémunérât ion. No account had
been taken of that scale in the proposed programme budget for 1988-1989, since it had been
adopted by the General Assembly only in December 1986. As far as could be estimated, it
would mean a reduction in costs of some US$ 2 920 000, or about 0.46% of the total programme
budget• If by next May the budget had to be increased in order to bring the budgetary
exchange rates into line with the market rates of exchange, there would thus be an offset
factor of $ 2.9 million which could be used to offset the probable increase.
Mr Boyer had urged that consideration be given to relative priorities in the budget
allocations to programmes. While it was right that that should be done, it should be borne
in mind that for a very large proportion of the budget, priorities were not fixed by either
the Director-General or the Regional Directors, but by countries themselves. He believed
that Mr Boyer had made his comparison on the basis of the wrong tables； he had stated that
according to the table on page 30 of the document, programme 3• 2 (Managerial process for
national health development) and programme 4 (Organization of health systems based on primary
health care) had gone down. Such a comparison would be better made by referring to the table
on page 35. There, for example, programme 3.2 showed a total increase from one biennium to
the next of 15.67%, and a real increase of 7.22%. Likewise, programme 4 showed a real
increase of 1•13% and a total increase of 13,48%. AIDS was included under programme 13.13
(Other communicable disease prevention and control activities), which in the table on page 38
of the document showed a real increase of nearly US$ 3 million, or 31.81%, and a total
increase of nearly 50%•
Sir John Reid had asked that the programmatic implications of proposed reductions in the
contingency plan should be looked at. He suggested that that would best be done programme by
programme, when the Board came to review the individual programmes•

Dr Grech had asked what form of consultation with national authorities would be
undertaken in order to carry out the programme budget implementation reductions. For
1986-1987, most, if not all, national authorities would have already been informed that they
would have a reduced country planning allocation, and thus the process of re-programming for
1986-1987 would have already started. The exercise for 1988-1989 would probably begin
shortly; one of the Regional Directors could perhaps supply further details.
Dr Hapsara had asked what the prospects were of obtaining extrabudgetary resources over
and above those shown on page 33 of the document. In fact, the figures quoted for such
resources for 1988-1989 were purely provisional, and the prospects appeared to be excellent•
From the experience of the past 15 years he could say with certainty that by 1988-1989 there
would be a substantial increase over the very conservative estimate given in the budget
volume. Fortunately, despite WHO1 s current financial crisis, there had so far been no
falling off in receipt of extrabudgetary resources - rather the contrary. He could not give
any specific indication, however, as to which programme could expect additional
extrabudgetary funding； Dr Hapsara could perhaps raise that question when the programmes in
question came to be considered.
Dr Hapsara had also asked what the reduction in real terras had been in the South-East
Asia Region. That reduction had been a small one, undertaken partly because the cost
increase at country level had been slightly above the maximum set by the Director-General,
and thus the Regional Office had had to offset part of it by a real decrease in regional and
intercountry activities• The question raised as to how far the reduction outlined in
document EB79/41 would impair implementation of programme 3.1 could be taken up when that
particular programme was considered.
Mr McKay had asked what action had been taken to press Member States who had so far
failed to meet their obligations to pay. The normal procedure of dispatching letters and
telegrams had of course been followed, and the Director-General had taken many other steps
regarding the country that was the primary source of WHO 1 s present difficulties. Contacts
had been made at highest level, and friends of TOO in that country had also sent letters to
the authorities. The Director-General intended to continue to be very active in that regard.
In reply to Professor Girard, he said that WHO would undoubtedly have to borrow from the
Working Capital Fund. There was also no doubt that, following the exhaustion of that Fund，
it would have to begin borrowing from casual income before 1 October 1987• However, the
moment that contributions began to come in they would be used to reimburse both the Casual
Income Account and the Working Capital Fund, as provided for under the Financial Regulations•
He did not believe that the "good payers" were in fact being asked to make up for the
shortfall caused by the "bad payers". The Director-General had taken measures to create a
surplus in the budget for 1986-1987, and thus when the contributions concerned were finally
received, Members would benefit from a "windfall profit" because of the resulting increase in
casual income, which would be used to reduce assessments in future budgets.
Sir John REID said it was increasingly clear that financial default was one of the main
issues now before the Board. The Director-General and Mr Furth had put forward a dramatic
option for dealing with that issue, and the Board should consider the matter most carefully
if it was to arrive at a decision that was in the best interests of Member States. The
decision should not be taken hastily； the Board must be quite sure that it would not be
taking a wild risk if it were to agree to use US$ 47 million of casual income to help reduce
assessments for 1988-1989; nor should it risk a liquidity crisis. It would be a great help
to the Board in its deliberations if the Director-General were to receive news of positive
developments in the situation in the course of the current session.
He strongly supported the Director-General1s suggestion concerning a private meeting,
and would suggest that such a meeting be held before the Board arrived at its final
conclusions on the programme budget•
Dr VAN WEST-CHARLES inquired how the percentage of total assessed contributions received
in the 1986-1987 biennium compared with the percentage received for the 1984-1985 biennium.
Professor MENCHACA said that it was not fair that countries most adversely affected by
the economic crisis should bear an even heavier burden because of a proposed increase in

their assessed contributions than those countries not affected, or not to so great an
extent• Although it had not been stated as plainly as it might have been, it appeared that
the present crisis had been largely caused by one State which could have paid its dues but
had not done so. That attitude was in striking contrast with that of another country which
had made an additional contribution to the funds of the United Nations system.
In his view, there was no crisis of confidence in WHO，at least as far as the great
majority of Member States was concerned. The liquidity crisis was not a crisis of
confidence, but a financial crisis and was being brought about deliberately. One might
almost say that the Organization was being destabilized wilfully. Whatever the reason for
the pressure that was being exerted, it was certainly not in the pursuit of lofty aims. ’
Previous speakers1 suggestions should be considered as to which would best serve the
Organization and Member States. Reductions in some non-priority programmes (which would have
to be discussed) would be preferable to an increase in assessed contributions. Rather, he
hoped that some way would be found of acquiring extrabudgetary funds and perhaps special
funds from richer countries for such programmes as that to combat AIDS, which was crucial for
all mankind.
Professor GIRARD said it seemed paradoxical that while there were difficulties in
obtaining funds for the regular budget, Mr Furth had expressed relative optimism as regards
extrabudgetary resources. He would like more detailed information as to how it was envisaged
that the situation would evolve in respect of the two types of resources, for WHO as a whole
and at country level•
Regarding the possibility of recourse to casual income, what would be the legal position
when casual income, subsequently, came to be used to reduce Member States1 contributions? He
felt that a time-limit should be set in each biennium, lest accumulated debts got out of
control•
Dr LARIVIERE (alternate to Dr Law) thanked Mr Furth for his explanation regarding the
implementation of resolution WHA29.48. He agreed with Sir John Reid that he had perhaps
raised an extraneous issue, but the point he sought to make was that the manner in which the
Director-General had been able to introduce structural changes as a result of that resolution
had met the requirements and enabled the difficult situation at that time to be effectively
dealt with. Similarly, therefore, he felt that the Board should place confidence in the
Organization and its Secretariat in overcoming the present difficulties.
As regards the proposals for meeting the present crisis, some speakers had pointed out
that using casual income to offset short falls in the receipt of contributions would be
tantamount to piling up debts, which might not be paid, and that it would be better to meet
shortfalls by other savings such as Professor Isakov had indicated. Others had expressed the
view that it would be wise to use the whole of available casual income to prevent a cash flow
crisis in 1987. Support for one or the other of those views could probably be found in most
countries. He himself would suggest that there would be more prospect of reaching a
consensus if the two scenarios were combined arid the US$ 47 million of casual income were not
used entirely for one or the other purpose. Perhaps it would be best to recommend using
about $ 25 million as a reserve to prevent a liquidity crisis in 1987，while at the same time
requesting that additional savings be made in programme areas, the balance of available
casual income being appropriated to reduce Member States1 contributions in 1988-1989.
Mr BOYER (adviser to Dr Young) said that the United States Government1 s shortfall in
payments was not directed specifically at WHO. It was true that WHO was, as the
Director-General had said, caught up in the United Nations system and in feelings about its
deficiencies and the need to deal with them en masse. The action by the United States
Congress had in fact resulted in a shortfall effect on virtually all the 46 international
organizations involved， but especially the seven largest among them, which included the
United Nations itself and WHO,
Disbursement of a large portion of the money actually appropriated for 1986 had been
delayed. Of the United States assessment of US$ 62 million for 1986， $ 10 million had been
paid by the end of 1986. A further payment of some $ 35 million would be made in October
1987. But Congress had frozen the money until then and there appeared at present to be no
possibility of an earlier settlement. It could thus be expected that there would be a
payment of nearly $ 46 million in all to set against the $ 62 million assessment for 1986.

Various domestic legislative tactics would be required in relation to the 1987
assessment, and many people would be involved in the decision process. He could not
influence the result alone. Different results were possible. In an optimistic scenario
there was a possibility that the entire 1987 assessment could be paid by the end of that
year, leaving the United States $ 20 million in arrears for the biennium. From the
documentation before the Board, it appeared that in each of the past two years the arrears
accumulated by other countries amounted to some 农 20 million on average. Thus, the total
amount of arrears at the end of 1987 might be estimated at some $ 40 million, comprising
$ 20 million owed by the United States of America and $ 20 million owed by others• The
Director-General had frozen $ 35 million and there was a Working Capital Fund of
$ 11 million； it therefore seemed that those arrears could be sustained. He thought that
the Board should take those possibilities into account•
Mr Furth had implied that a 31% increase in assessments should not constitute too great
a burden. That might be so for countries whose currencies had strengthened in relation to
the US dollar 一 some of them would indeed obtain a reduction and should be pleased. They
might well be still more pleased, however, if the assessment was not increased by so much.
As for the developing countries, which formed the great majority of WHO'S membership, he knew
of at least one country in the Region of the Americas whose assessment would increase by 100%
or more because of the effect of currency fluctuations on its own currency.
Professor Menchaca had rightly pointed out that those least able to pay might well be the
most severely penalized by such a steep increase in assessments•
Mr Furth had also implied that the utilization of an additional US$ 10 million from
casual income during the present biennium would not be set against the $ 47 million available
at the end of 1986 but would come from moneys made available in 1987• Recalling that two
years earlier the Secretariat had strongly resisted the idea of using casual income earned at
points later than 31 December of the year preceding that in which the budget was adopted,
Mr Boyer welcomed the change of position, but reiterated his own conviction that any amounts
made available from casual income should not be used to compensate for currency fluctuations
in 1986-1987 but should be used to help finance the 1988-1989 budget, thereby increasing the
$ 47 million to $ 57 million or even $ 67 million, as the case might be. It was argued in
favour of the solution to currency fluctuation difficulties recommended in the report on
casual income (document EB79/13)^ to be discussed later, that the casual income facility
was the optimal solution because it was to some extent predictable. That argument might have
been acceptable in the case of the $ 31 million facility already authorized for the current
biennium, but to propose increasing that facility to $ 41 million in the middle of a
financial problem appeared to undermine the principle of having a solution to currency
fluctuation that left the payments of Member States in a predictable situation. Favourable
circumstances could not always be expected; difficulties should be faced realistically and
commitments should be adhered to and not modified•
Mr Furth1s comments on staffing were somewhat difficult to understand; he appeared to
say that the increase clearly stated in the document was not an increase. The Executive
Board needed a clearer idea of the staffing situation, in terms both of volume and trends•
As regards the difference between "statutory" cost increases and increases due to
inflation, the Secretariat had argued that the former were mandatory and must be passed on in
their entirety to Member States, whereas the latter lent themselves to more flexible
treatment. Since Mr Furth now said that virtually all the increases were related to
inflation and none was statutory, it should be possible to see more cost increases absorbed.
Mr Furth had indicated that application of the new scale of pensionable rémunérât ion
would lead to a saving of some US$ 2.9 million. How would that saving be reflected in the
budget?
In reply to his earlier inquiry about proportional expenditure on the different
categories of the budget, Mr Furth had seemed to state that the proportions resulted from the
sum of programmes established at country level. But surely the Executive Board and the World
Health Assembly must have some way to influence the priorities； he sought reassurance that
such control extended over the relative importance accorded to various activities.
The meeting rose at 12h35.
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989： Item 7 of the Agenda
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REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL
COMMITTEE MATTERS : Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16, EB79/17,
EB79/18 and EB79/19) (continued)
GENERAL POLICY REVIEW： Item 7.1 of the Agenda (continued)
Dr VAN WEST-CHARLES, recalling his question at the previous meeting concerning the
percentage of total assessed contributions collected， observed that the number of countries
that had paid their contributions had declined even more markedly in 1986 than in 1985； a
considerable proportion of those failing to pay were in the Region of the Americas. It was
certainly essential to find the resources to finance the programmes, but a heavy burden would
be imposed on the Latin American and Caribbean countries if they had to find increased
amounts of convertible currency at a time when they were facing their own economic crisis as
well as difficulties caused by falls in the exchange rates of their national currencies
against the United States dollar.
The Board should carefully examine the various programmes in order to determine the
repercussions of any cuts and make objective programniing decisions. It could not
realistically be anticipated that all the countries concerned would be in a position to meet
an increase of 31.4%, but, from the examples given by Mr Furth, the more developed countries
would be better able to do so in view of their more readily convertible national currencies.
WHO had a global responsibility with respect to the health of the world. Disease and disease
vectors knew no boundaries and the world might ultimately find itself spending far more money
in responding to crisis situations than the amounts under consideration. The Board should
first examine the programmes and then return to the financial aspects when more information
was available•
Dr GRECH welcomed Mr Furth1s explanations at the preceding meeting. It was always wise
not to anticipate the outcome of a debate or to adopt a firm standpoint prematurely. If he
had intervened in the discussion at the previous meeting prior to the statement by one
particular member, he would have felt strongly that the assumptions that the Board was being
asked to accept in releasing any of the available casual income to help finance the 1988-1989
budget verged too much on brinkmanship； the Board owed it to the Organization not to venture
into such risky areas and to avoid a liquidity crisis at all costs. He favoured the cautious
approach adopted by the Director-General, and had also originally been attracted by Sir John
Reid1 s suggestion for a private meeting. Since hearing the views of many of his colleagues,
however, arid particularly those of one in particular, he felt that the overall picture was
more promising and optimistic• He therefore suggested that the holding of a private meeting
might be avoided arid that any firm decision should be deferred until later in the session.
Professor RUDOWSKI said that what he had learned from the clear presentation given to
the Board was that, because of exchange rate fluctuations some Member States were on the
winning and others on the losing side. That was one of the main problems of the recent
economic crisis. Before any firm steps were taken to cut WHO programmes, therefore, the
Board should consider appealing to the countries that had gained from the exchange
rate fluctuations to make voluntary contributions in order to help WHO and mankind in
general. Such an appeal should be considered during the current session, possibly at a
private meeting•

The DIRECTOR-GENERAL said that Professor Rudowski1s suggestion followed upon the concern
expressed by Professor Girard on a subject that had preoccupied the Board over the years:
the need to ensure that all extrabudgetary resources fell within the overall policies
strategy and general programme of work adopted by the Health Assembly. The Board had
considered again and again whether WHO was continuing to abide by the Health Assembly1s
overall decision in that regard at a time when a large volume of extrabudgetary resources was
available. He could assure Board members that he had never accepted any such resources
without having a clear mandate from the World Health Assembly to do sc^ and he had never
yielded to any kind of pressure exerted through them. There were many major areas of WHO1 s
work that could not operate without a massive influx of extrabudgetary resources. At no
other time in WHO'S history had the Organization1s popularity and credibility been greater in
terms of convincing certain countries, whether developing or developed, to make special
extrabudgetary resources available to it• A whole series of new programmes indispensable to
the developing countries and indirectly to the industrialized countries - the Expanded
Programme on Immunization, the diarrhoeal diseases control programme, tropical disease
research, human reproduction research and development of new vaccines, to mention some - had
all come into being after approval by the Board and the Health Assembly of extrabudgetary
contributions under the prescribed managerial framework. He could not accept the word
"donors" to describe major contributors, since everyone was a beneficiary of the programmes
and a participant in the pursuit of WHO1s overall collective programme policies. It was a
paradox, however, that WHO enjoyed such popularity and credibility in the provision of
extrabudgetary resources and was yet experiencing so much difficulty with regard to its
regular programme budget• Some reassuring information had, however, been received that
morning and there was every reason to believe that the paradox would disappear,
Mr FURTH (Assistant Director-General) agreed with previous speakers that in borrowing
from casual income to meet shortfalls in contributions there was always a risk that not all
contributions would ultimately be paid. In view of the optimistic scenario presented by
Mr Boyer, however, the Board might feel that the risk was not as great as had been assumed.
He agreed with that scenario, with one small correction: the shortfall in contributions in
respect of 1986 for the 1986-1987 budget from contributors other than the United States of
America was only
12 million. Only that amount, when received, could be used for the
1986-1987 budget because payments of arrears would go into casual income and could not be
used to finance the budget• Similarly, when the United States of America had paid
US$ 10 million in September 1986 it could not all be used towards the 1986-1987 budget and
approximately US$ 3 million, the amount due for arrears, had gone into casual income， which
was ultimately distributed to Member States. However, it was possible that by the end of
1987 the shortfall in contributions of other Member States would be of the order of
US$ 20 million.
He further agreed with Mr Boyer that, although some Member States benefited in terms of
their assessment in local currency, others would have to pay much more. The cases of Mexico,
Brazil and other Latin American countries might be mentioned in that connection. It must
also be recognized that, in earlier years, when the exchange value of the US dollar had
strengthened and the assessment increases had been only 4.5% or so in dollar terms, they had
been greater in local currencies for those countries which were now benefiting from the
weaker dollar. That applied to Japan, the Federal Republic of Germany and certain other
countries. It was therefore essential to look at more than one budgetary period, as only
then would it be seen that there was an equalizing effect over the years.
Mr Boyer appeared to have misunderstood the situation with respect to the US^ 10 million
of casual income requested for the expansion of the casual income facility coming out of the
1987 casual income earnings. The Organization had never set aside any available casual
income for the casual income facility. The appropriation of casual income to help finance a
budget was an appropriation by the World Health Assembly, while the casual income facility
represented merely an authorization to the Director-General to draw upon available current
casual income as necessary. For instance, when in 1985 the World Health Assembly had
appropriated nearly US$ 57 million of casual income (i.e., the total amount available) to
help finance the 1986-1987 budget and at the same time had approved a casual income facility
of US$ 20 million, expanded the following year to US$ 31 million, no reserves had been set
aside at that time. He could not recall a single instance when funds had been reserved for
the casual income facility； if needed, that had to come out of current casual income
earnings• He agreed that the casual income facility had been established as an insurance
plan against currency fluctuations and it would be most desirable if it were a predictable
insurance plan, but unfortunately unusual circumstances had prevailed during the past

eighteen months, the dollar having fallen more suddenly and steeply than had ever been
foreseen. Unless the casual income facility was increased there could be no predictability
as to the implementation of the programme budget. He would have thought that the Board and
the Health Assembly would be interested more in the predictability of programme budget
implementation than in the predictability of the size of the casual income facility.
On the question of staff posts, he drew attention to footnote 1 on page 498 of the
proposed programme budget, which referred to 1805 posts for country and intercountry
activities as at 1 October 1986, and pointed out that, as indicated in the 1986-1987 budget
document, on 1 October 1984 there had been 1799 posts. There had thus been an increase of
six posts in the two years concerned. However, the overall record for the past ten years or
so showed that there had been a continuous decline in posts in country projects，as the Board
would be able to observe when it came to consider the Director-General1 s report on the
recruitment of international staff (document EB79/27).^ The Organization budgeted for
staff man-years and not for staff posts, which were authorized by the Director-General or
Regional Directors for a given period and were authorizations to recruit rather than
budgetary authorizations. Statutory cost increases had to be paid but could be absorbed and
might be very small (only 0.23% for the current biennium). The reduction in pensionable
remuneration of US$ 2,9 million would be taken into account in any revision of the budget•
He agreed with Mr Boyer that the Executive Board should examine the priorities for
spending funds for different programmes, bearing in mind that, under the WHO programme budget
planning procedures at country level, it was the country concerned that had the primary
responsibility for determining the kind of assistance it should receive from WHO, taking
account of the priorities laid down by the Health Assembly. That principle applied to all
the country programmes and most of the intercountry programmes, and thus a substantial part
of the budget• Concerning the global arid interregional programmes and the regional office
programmes, the Secretariat had a far greater voice in determining which programmes should
receive additional financing, and the Executive Board could be much more specific as to
changes in allocations. The programming procedure at country level spelled out in resolution
WHA30.23 had been thoroughly reviewed by the Board and the Health Assembly to ensure that WHO
funds were spent most appropriately. Country programmes might not be very useful if they
were to be formulated by the Executive Board arid the Health Assembly,
When it came to reviewing the priorities in the allocation of resources it was important
not to look only at the overall tables, as Mr Boyer had done, but at the new tables in the
budget document which gave the real increases or decreases and the cost increases broken down
by statutory and inflationary cost increases and exchange rate adjustments, for each
programme in each region and at the global and interregional level. That would give a good
picture of how the WHO priorities had been applied.
The course suggested by Dr Van West-Charles was precisely the one that would be
followed. The Board would look at the programmes aad the contingency programme
implement at ion reductions together and would determine what might be dispensed with and what
should be kept•
The appeal suggested by Professor Rudowski had been taken up by the Director-General in
the 1970s when the first impact of the declining US dollar had made itself felt. The
Director-General had written at that time to all Member States asking for non-designated
voluntary contributions to make up the budgetary shortfall. Only two such contributions had
been offered - by Afghanistan and Japan. Belgium, too, had made additional voluntary
contributions, but for designated activities.
The CHAIRMAN said that he had received a note from the Government of Venezuela
requesting an opportunity to make an official statement to the Board during the discussion of
the agenda item before it• He was sure that the information provided by the representative
of Venezuela would be useful to the Board in its discussion; in the absence of any
objection, he would therefore give the floor to her.
Dr RUESTA DE FURTER (representative of Venezuela) said that the proposed programme
budget for 1988—1989 showed a net increase of almost US$ 53 million (equivalent to 9.72%) as
compared with the 1986-1987 budget as a result of adjustments in exchange rates. As far as
Venezuela was concerned, that would mean an increase, as compared with 1987, of 30% in its
annual instalments of contribution. Furthermore, for Venezuela (and many other countries),

that was over and above the increase resulting from the new scale of assessments adopted at
the Thirty-ninth World Health Assembly. Thus Venezuela's contribution would increase by some
40% or more between 1986-1987 and 1988-1989. It should be recalled that the scale of
assessments had been changed in the middle of a budget period and had been adopted despite
the firm opposition of Venezuela, whose stand had been supported by many countries,
particularly those from the Third World. The increase was, moreover, occurring at a time
when the currencies of the industrialized countries were rising against the United States
dollar， so that they benefited from a fall in real contributions. That was an unjust and
intolerable situation, and a matter of social injustice on an international scale for
countries like Venezuela， whose contributions were being increased at a time when their
currencies were falling markedly against the United States dollar. The Director-General had
said that WHO should not be unfairly penalized because it belonged to the United Nations
system, but neither should countries• The Government of Venezuela was confident that the
Organization and its Director-General would find a fair method of meeting the 1988-1989
budget requirements that did not penalize any specific group of countries. Venezuela called
on all Board members, and particularly those designated by Latin American States, to ensure
that the proposed 1988-1989 programme budget was not adopted in the form submitted to the
Board. Venezuela reaffirmed its faith in, arid support for the Organization and the
Director-General, but wished to make clear its disagreement with the proposed increases and
warned that adoption of the proposed programme budget would lead Venezuela into serious
difficulties in meeting its obligations towards international organizations because of the
budgetary policies currently being developed by the Government in order to cope with the
country1s external debt problems.
(For continuation, see summary record of the seventh meeting.)
PROGRAMME REVIEW： Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l
and 2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12 and EB79/INF.DOC./1)
The CHAIRMAN said that the Regional Directors would make short oral presentations
highlighting significant regional developments. After each statement, the Board would have
an opportunity to make comments and to request additional information. He recalled that,
during the Board1 s discussion at its seventy-eighth session on the subject of regional
programme budget policies, it had been agreed that members would have an opportunity at the
current session to monitor and evaluate the implementation of those policies in conjunction
with their review of the 1988-1989 programme budget proposals. It had been assumed that the
Regional Directors, when introducing the programme budget proposals for their respective
regions, would wish to include their reflections on how regional programme budget policies
had been prepared and implemented in those proposals• Board members would thus have the
opportunity to raise points with Regional Directors if they so wished. The regional
programme budget policy documents were available to members of the Board in the languages of
the various regions.
South-East Asia (Document EB79/14)
Dr KO KO (Regional Director for South-East Asia), introducing his report (document
EB79/14), said that the 1988-1989 programme budget proposals for the South-East Asia Region
(pages 335-354 of document PB/88-89) had been prepared within a regular budget allocation
representing zero growth, but with an increase of 11.9% as compared with the approved budget
for 1986-1987 to cover net increases due to cost inflation. Those proposals were in line not
only with the regional progratiime budget policy framework but also with the regional strategy
for health for all by the year 2000， which was based on national health development policies
and plans. They reflected the collective decisions taken at the meetings of the governing
bodies, the Seventh General Programme of Work, medium-term plans and the new managerial
framework for optimal use of WHO1s resources. The total allocation endorsed by the
thirty-ninth session of the Regional Committee had been US$ 77 million, of which
US$ 57.8 million were earmarked for country programmes. The major thrust of the programme
proposals for the biennium was on the eight priority areas identified in the regional
programme budget policy: (1) support to national strategies for health for all;
(2) promotion of national health-for-all strategies; (3) development of health systems
through support to national health programmes； (4) strengthening of national capabilities to
develop and implement national health-for-all strategies and related programmes; (5) support
for the collection and transfer of valid information and facilitation of its absorption;
(6) research and development in support of health-for-all strategies; (7) support for
ensuring the optimal use of resources for health-for-all strategies and related programmes;
and (8) support to specially felt needs.

The 1986—1987 regional programme budget had had to be reduced by US东 4 million (6.4%) as
a result of the political and financial problems within the United Nations system. The
regional/intercountry programme, representing 26% of the approved budget, had absorbed 40% of
that reduction, the balance being shared by countries on a pro rata basis• Specific
allocation of those reductions by activity had been agreed in consultation with Member
States. For 1988-1989, the Region had been advised to be prepared for a reduction of
US东 6.4 million (8.3%) iri planned activities out of the total amount at present included in
its budget proposals. It had been agreed that 33% (US$ 2.1 million) of the total anticipated
reduction should be met by cuts in the regional/intercountry programme (which represented 25%
of budgeted total programme) and the remaining 67% (US$ 4.3 million) by countries (75% of
total budget programmes) on a pro rata basis.
Implementation of the proposed activities for 1986-1987 and the planning of such action
for 1988-1989 had been a major concern of the Region, The thirty-ninth session of the
Regional Committee had taken full cognizance of the economy measures applied during the
current biennium and those proposed in general terms for 1988-1989. In order to achieve the
agreed reduction in planned activities for the regional/intercountry programme, some posts
had had to be frozen and group educational activities reduced. In addition, the Regional
Office had tightened its programme activities, particularly with regard to travel, temporary
assistance and overtime allowances• Each Programme Director, in consultation with the
regional programme committee, had proposed activities for reduction within an amount that had
been apportioned to his programme• Reductions in specific activities at country level were
being carried out through consultations with the Member States within an amount which had
been apportioned to each country on the same basis as had been used to determine the original
allocation. While those agreed reductions for 1986-1987 were being implemented, the Regional
Office had prepared measures for 1988-1989 but would defer action until the total amount
involved had been confirmed.
The Consultative Committee for Programme Development and Management (CCPDM), consisting
of a representative from each country of the Region, continued to play a crucial and
effective role in WHO programme development and management in the Region, including the
preparation of contingency plans for both 1986-1987 and 1988-1989. Further, in order to
provide objective-oriented specific support to the countries at the right time and place, an
innovative instrument in the form of country support teams (CST) was being introduced in a
phased manner. The CST mechanism, which had initially been established for Bhutan, Sri Lanka
and Thailand, had now been extended to all countries of the Region. It was deeply involved
not only in the development and scrutiny of the programme budget and its monitoring from time
to time but also in developing priorities in the overall framework of national development.
The thirty-ninth session of the Regional Committee, held in Chiang Mai, Thailand, from
9 to 15 September 1986， had discussed in detail the thirty-eighth Annual Report of the
Regional Director and also endorsed the proposed programme budget for 1988-1989. In
addition, it had approved the regional programme budget policy and expressed the hope that
the policy would enhance the spirit of partnership between WHO and its Member States in
strengthening their capability to develop and manage their respective collaborative
programmes. The regional programme budget policy document had been prepared by CCPDM with
WHO secretarial support and was available for Board members•
With regard to programme directions, the health situation and trend assessment programme
aimed at strengthening infrastructure, training manpower and developing appropriate tools and
innovative approaches that could be used at all levels for health situation arid trend
assessment in support of planning and management. Member governments were making serious
efforts to incorporate and integrate the vital components of health-for-all strategies into
national development plans to ensure allocation of appropriate resources for their
implementation. The basic thrust of health-for-all strategy in all the Member States was
further to develop, strengthen and expand the infrastructure for providing primary health
care to all the people. The most important programme with the highest priority in the
countries of the Region was therefore the organization of health systems based on primary
health care. WHO collaboration during 1988-1989 would be geared towards development of
innovative approaches, involvement of the community, strengthening of management, especially
at the district level, promotion of intersectoral action and coordination at the community
level, development of a network of primary health care facilities, promotion arid support to
urban primary health care development, coordination between primary health care elements and
health services arid health behavioural research activities related to primary health care•
Since primary health care was the central core of national strategy in all the Member

countries, WHO'S collaborative programme for health infrastructure development, coupled with
appropriate health manpower training, would be in conformity with the needs of national
primary health care services• Health manpower development as a complete package, including
manpower planning and production, orientation towards health for all and continued education,
was tackled by all the countries in their own context and within available resources.
A number of steps had been taken in the Region to build a critical mass of
health-for-all leaders - including organization of seminars, in-service training and other
types of activities for various levels of personnel in almost all countries of the Region.
The sixth meeting of health ministers, held in Chiang Mai in September 1986, had reviewed the
progress in efforts undertaken by Member States in that regard and had agreed that the moral
value system implicit in the health-for-all/primary-health-care concept could be used to
inspire leaders at all levels. That would help other social and economic aspects of
development. The Regional Office had already taken some action in that connection,
particularly through the organization of the Fourth International Colloquium on
Healtli-for-À11 Leadership Development and Technical Cooperation among Developing Countries,
in Thailand, and the First Interregional Dialogue oil Leadership Resources and Support Network
Development, in India•
Research promotion and development continued to receive high priority in the Region, 5%
of the total budget being earmarked for that programme at intercountry level, in addition to
allocations at country level• Health systems research was also receiving the highest
priority among all research activities, based on the recoramendation of the Regional Advisory
Committee on Health Research, whose health services research guidelines would be followed by
programme activities• The programme would also support activities aimed at strengthening
national capabilities in research.
In the field of nutrition, WHO1s programme would be geared to the strengthening of
national capabilities in developing and managing intervention programmes against
malnutrition, streamlining nutrition surveillance and assessing the relevance and
effectiveness of nutrition programmes. The aim of those activities would be to prevent and
control nutritional disorders and various deficiency diseases•
Maternal and child health including family planning had been accorded a high priority in
the countries of the Region. WHO support would be directed towards strengthening of
infrastructure, training of appropriate manpower and expansion of coverage through integrated
maternal and child health and family planning services, particularly for the rural and urban
poor.
Development of drinking-water supply systems and sanitation within the framework of the
activities under the International Drinking Water Supply and Sanitation Decade would be a
major component of WHO1s environmental health programme activities during 1988-1989. The
main areas of WHO support would continue to be programme planning, implementation,
monitoring, manpower training and institutional development, particularly in rural areas.
Under the programme on diagnostic, therapeutic and rehabilitative technology, WHO1 s
collaborative support would be provided mainly for introducing the technology for rapid
diagnosis, particularly for bacterial diseases at primary health care centres and for viral
diseases at referral institutions in order to raise the quality of clinical diagnosis and
also to improve the process of epidemiological surveillance. WHO1 s collaborative activities
would aim at strengthening comprehensive drug policy and management based on the concept of
essential drugs and quality control of pharmaceuticals.
Communicable diseases continued to take a heavy toll of life, in addition to their
contribution to high morbidity rates among all sections of people, especially children,
necessitating the allocation of a major share of the country and intercountry programme
budget. Almost one-fifth of the total regional budget had been earmarked for that programme
during 1988-1989, when WHO support would be provided to strengthen a number of programmes.
The activities of the Expanded Programme on Immunization would be accelerated, in keeping
with joint WHO/UNICEF efforts to achieve the goal of immunization for all children by 1990.
In the malaria control programme, WHO would collaborate with governments in implementing a
two-pronged strategy comprising: (1) application of the existing technology for rapidly
identifying cases, providing treatment arid controlling vectors； and (2) introduction of
alternative strategies into programme activities. With regard to diarrhoeal diseases,
support would be provided for developing production capacity to enable Member States to

become self-reliant in respect of oral rehydration salts. In the field of leprosy control,
the major thrust would be on the training of personnel at all levels of the programme to be
prepared for epidemiology and multi-drug therapy. Tuberculosis was a priority communicable
disease, and WHO would support Member countries in strengthening the managerial capability of
national programmes and promote BCG vaccination as part of the Expanded Programme on
Immunization. The Organization would also pursue its efforts to achieve more in its
programme on prevention of blindness.
In the case of cancer, cardiovascular diseases and other none ommuii i с ab1e diseases, and
especially diabetes, WHO would collaborate with Member States in formulating comprehensive
programmes for prevention and control, in undertaking epidemiological studies to define the
nature and extent of the problem, in the training of manpower, and in the planning,
monitoring and evaluation of control programmes.
Regarding other matters of global and general interest, the Regional Committee had taken
note of the fact that the Eighth General Programme of Work would emphasize strengthening of
countries1 health system infrastructure for the integrated delivery of health programmes.
Oil the subject of blood and blood products, which had been a separate agenda item, the
Regional Committee had felt that blood transfusion services in several countries of the
Region had yet to attain international standards and had adopted resolution SEA/RC39/R6
urging Member States to take appropriate measures to provide for the proper and safe use of
blood and blood products, and requesting WHO to provide technical support for manpower
development and strengthening of the infrastructure.
A detailed discussion had taken place on the role of nongovernmental organizations in
health programmes• Recognizing their usefulness by virtue of their independence， mobility
and greater outreach to the people, the Regional Committee had called on Member States to
establish or strengthen the mechanisms for greater collaboration and consultation with
nongovernmental organizations. Oil the specific point raised at the seventy-seventh session
of the Executive Board regarding the principles governing such relations, the Regional
Committee had agreed to section 5.1 of the official draft but had suggested the addition of a
qualifying clause to the effect that the operations be channelled through and coordinated by
the government concerned•
In discussing environmental health hazards, the Regional Committee had noted that
chemical and nuclear accidents had both immediate and long-term effects on health, and had
emphasized the need for countries to take preventive measures. It had also called on WHO to
disseminate information on the ill-effects of toxic chemicals and radioactive materials and
to assist in establishing early warning surveillance and monitoring systems.
With regard to the development of health-for-all leadership, the Committee had recalled
the Director-General1 s initiative to build up a critical mass of such leadership and endorsed
the regional plan for the purpose. In resolution SEA/RC39/R8, it had urged countries to
initiate and pursue efforts to develop health-for-all leadership at all levels through
technical cooperation among developing countries.
The Committee had held technical discussions on the subject of an integrated approach to
maternal and child health care in the context of primary health care. Endorsing the
recommendations arising out of the discussion, the Committee had urged Member States, among
other things, to accord high priority to women and children in national development policies
and strategies. The topic "Information and education on health in support of health for all
by the year 2000" had been chosen for the 1987 technical discussions.
WHO had had the exciting experience of working closely with the governments of the
Region to strengthen their firm commitment for achieving the goal of health for all against
overwhelming odds. Though resources were meagre, Member countries were determined to march
onwards to the attainment of an acceptable level of health as a birthright for all. To that
end, they had identified and also started implementation of a number of mutually agreed TCDC
programmes• It was worth re-emphasizing that the health ministers of the Region at their
sixth meeting had agreed that, in the spirit of national self-reliance and regional
self-sufficiencyj there was a need, with the Member States of the Region, to explore new
avenues to optimize the available resources.

The Region had seen a number of innovative activities undertaken to meet the challenges
of the day and the needs of countries. While exploratory work on various collaborative
mechanisms was being carried out with many countries, the Thai programme budgeting exercise,
later called the Thai decentralized management system, had attracted the greatest attention.
In July 1986， the Director-General had visited Thailand with an Executive Board member,
Sir John Reid, to observe progress. The experiment covered systematic self-management of a
joint government/WHO collaborative programme at country level with an expected high degree of
responsibility and accountability.
The Region1s interest in health systems research, including health services research,
health behavioural research and health economics, had already been mentioned. The Regional
Advisory Committee on Health Research and the Region1s research administrators believed that
some concerted effort was necessary to take health services research further, as a back-up to
primary health care leading towards health for all. The countries of the Region were, of
course, undertaking other aspects of research as well in close collaboration with various WHO
programmes, and particularly those on tropical diseases, human reproduction, and diarrhoeal
diseases, and also with the support of many bilateral, professional and governmental agencies
from all over the world.
In conclusion, he stressed the need for concerted efforts by all concerned - countries,
WHO and other partners involved in supporting health development - to forge ahead and thus
reduce the resource gap so as to reach the goal of health for all by the year 2000. Although
there might be many ways of formulating resource allocations and different sets of criteria
might be applied in such exercises, WHO, as a health organization with lofty aims in humanity
and equity, should not lose sight of its own Constitution and objectives and should place
greater emphasis on meeting the felt needs of deprived and underserved people rather than
dwelling on self-glorifying activities focusing on the already successful and efficient rich.
Dr HAPSARA commended the Regional Director on his report and on his efforts in the
South-East Asia Region. It was not always an easy task to reconcile regional guidelines and
policies with national aspirations, priorities and potentials. However, greater efforts were
needed in order to achieve more efficient programme implementation in the Region. He noted
with satisfaction the high priority given to strengthening public information and education
for health in support of health for all by the year 2000 and to health systems research,
focusing on social aspects of health development. Efforts had already been made in countries
throughout the Region, for example, to promote active community involvement in health
development, health financing systems and various activities in the field of health manpower
development• He was sure that, with full support from all levels of WHO, programme
development could be accelerated.
Dr FERNANDO said that, during the discussions at the recent session of the Regional
Committee for South-East Asia, Member States had recognized the need for better coordination
of all external assistance to health development programmes and had concluded that such
coordination was best effected by means of strong national mechanisms. WHO could help by
bringing together the national coordinators and external agencies and by providing relevant
information and technical support.
In Sri Lanka, coordination had progressed a stage further. The WHO representative was
sought out by donor agencies to advise them when developing collaborative programmes with
national authorities. The joint Government/WHO programme reviews had helped to provide the
WHO representative with relevant information on all activities in the health sector. The
experience had demonstrated the important role that the WHO representative could play in
mobilizing external assistance to the health development programmes of the country,
especially in view of the dwindling resources available. WHO should explore the possibility
of strengthening the role of its representatives in resource mobilization. It might be
possible to develop guidelines based on the positive experience of Member States, and
low-income countries might be able to use that method to enhance external assistance,
particularly in view of the imposed pro rata cuts in the WHO regular budget. The health
resources group mechanism was not suitable for all countries and had not worked in his own
country. However, the country resource utilization mechanism was very useful, since it
called for meetings of donors, potential donors and national officers. High-level
representation at such meetings would be very useful*
The guidelines for the preparation of the regional programme budget were perhaps rather
harshly worded, since they suggested that, if a country did not do well, resources should be

withdrawn and made available elsewhere. Such a process would result in the countries that
were doing well doing even better while those not doing well would fare even worse, thus
increasing the disparity. However, he recognized that it was important to get the best out
of WHO resources. It was also difficult to see how monitoring of programmes was to be
carried out, since WHO resources were to be merged with country resources. Regular
monitoring of all programmes would be difficult for developing countries. He hoped that the
Board would accept the regional programme budget proposed, despite the slight modifications
that had been made•
Professor ISAKOV said that in December 1986 he had had the opportunity to become
acquainted with the work of the Regional Office for South-East Asia. At meetings with the
programme managers he had discussed the most important aspects of the activities in the
Region. He had also visited a number of health establishments and national institutions•
Although there were still many difficulties to be overcome, the Regional Director and his
programme managers were doing everything possible to implement the health-for-all strategy.
He commended the work of the Regional Office and thanked the Regional Director and his staff
for giving him the opportunity to make such a useful visit•
The CHAIRMAN comme tided the Regional Director1s report and welcomed the progress achieved
under his excellent leadership.
Speaking in his personal capacity, he said that, as indicated in paragraph 31 of the
Regional Director's report, a programme budgeting exercise had been in operation in Thailand
since 1982. Since the first evaluation in 1984 it had become known as the decentralized
management system. Thailand had had the honour of welcoming the Director-General, the
Regional Director, Sir John Reid, and members of headquarters staff and the Regional Office
as participants in the second evaluation in July 1986, which had shown that the system was
working well» The decentralized management system was in conformity with WHO policy in
achieving, at country level, a more effective use of all WHO resources - financial,
technical, staffing and administrative. The system was a practical example of the content of
the managerial framework for optimal use of WHO resources in direct support of Member
States^* and the Director-General* s guidelines for preparing a regional budget policy,^
which had been adapted to suit individual regional circumstances.
The system had produced at least three encouraging results: (1) strengthening of the
planning and management process for joint Government/WHO health development activities,
resulting in optimum use of WHO resources to suit both WHO and national health policies and
strategies; (2) creation of managerial capability at country level, resulting in a more
effective use of the limited and decreasing national budget for health development； and
(3) the opportunity to gain more experience in promoting self-reliance and thus enable people
to improve their own health through a number of innovative primary health care activities an aspect that might well be taken up by other Member States in working towards health for
all for their people. All those results had become possible because of the flexible and
decentralized decision-making entrusted to the joint WHO/national mechanism, with necessary
support from the Regional Office, while maintaining conformity with WHO financial and
administrative regulations•
While there might well be other ways of achieving optimum use of WHO resources, a
decentralized management system such as that operating in Thailand was worth exploring with a
view to adapting it to suit the socioeconomic situation and stage of development of
individual countries• The Executive Board might wish to recommend to the Health Assembly
that WHO and Member States be further encouraged to implement and support more widely such
managerial arrangements so that the limited financial resources of WHO, as well as its rich
technical support, could be utilized in the best possible way.
Thailand would be happy to arrange visits or cooperate in other ways with interested
Board members, WHO staff or Member States.
Sir John REID said that, as the Chairman had indicated, he had been a member of the team
that had visited Thailand to look, in particular, at financial audit in policy and programme
terms. He had first visited Thailand some eight years earlier when he was Chairman of the
1
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Board, shortly after the International Conference on Primary Health Care, Alma-Ata, and he
had been interested to see what had happened since that time.
In Thailand, the roots of primary health care as part of development pre-dated Alma-Ata,
and he had been fascinated to see how that primary health care development had come to fit so
closely the basic minimum needs programme of the Prime Minister1s Office. The team had
visited all levels from the centre to the periphery, with particular emphasis on the latter.
He had been most impressed with the way in which the representatives o2 the Ministries of the
Interior， Education, Agriculture and Health had joined together to promote rural development
and had accepted primary health care as an essential and integral element of development.
At the village level, he had been able to participate in both collective and individual
discussions with the local people and had been impressed with the way in which primary health
care was managed by the villagers themselves• They had shown a clear idea of the priorities,
which corresponded closely with those understood in WHO. He had seen the collection of
rainwater in large home-made earthenware vessels and the system of simple testing and
chlorination of well water which had been established. The villagers had also set up
sanitary facilities, village cooperation for essential drugs and a system of prepaid medical
care. Maternal and child health, family planning and immunization schemes were also well
established. Of particular interest was the system of cooperative teaching whereby villages
that had been helped to set up and manage their own primary health care schemes taught other
villages to initiate the same process - a valuable venture, facilitated by WHO.
While WHO had long been accustomed to cooperating centrally with governments, there had
been little such cooperation with local health authorities. The arrangement made with the
Government of Thailand to permit such a flexible use of resources had proved a good
investment and there were certainly lessons to be learned from it. He had been impressed by
the ability of village people to account for the resources spent on health, not only in terms
of the money (which was comparatively little) but also in terms of activities. They had
given a good account of the position regarding maternal health, family planning arid
immunization, and there was particular pride in the demonstrable fall in the infant mortality
rate•
Although less scientifically quantifiable, it was clear from talking to the local
people that the quality of life had improved as a result of local initiatives in health and
other sectors• As one old lady had expressed it， things had improved so much that, for
youngsters, life was now worth living.
He emphasized that the results had not been achieved through central management,
although the provincial authorities were enthusiastically helping village communities and a
joint Government/WHO coordinating committee was monitoring and evaluating the initiative,
with the Ministry of Public Health playing a central role. In other words, the centre was
facilitating but the crucial decisions were being taken and activities implemented at the
periphery. The entire venture was being carried out within a proper framework of WHO
programme and financial management• The system was an outstanding example of an innovative
arrangement for the optimum use of WHO management and resources in direct support of a
country, with particular emphasis at the local level• He was sure that anyone taking up the
welcome invitation to visit Thailand would be as impressed as he had been.
Professor MENCHACA said that certain aspects of the Regional Director's interesting
report were applicable to other regions• From that report it was clear that, despite the
Organization1 s efforts, serious problems persisted, basically of a social nature, in many
countries of the Region - for example, nutritional anaemia, malnutrition, vitamin A
deficiency, high rates of infant mortality and tuberculosis. Those problems highlighted the
indubitable fact that in the South-East Asia Region as in others health was an integral part
of development; it was therefore necessary to ensure the development of the region if the
health-for-all goal was to be attained.
Immunization coverage was still insufficient in several countries iri the Region, again
as in others, so that it would be difficult to attain the immunization goals set for 1990.
In some countries blood transfusion services did not meet international standards - ail
important issue, given the new disease processes that were emerging. The full magnitude of
the problem was as yet unknown, as the relevant information was not available for all Member
States•

There had been encouraging use in the Region of technical cooperation among developing
countries (TCDC) - a mechanism of considerable worth. WHO should now farther the use of TCDC
not only among countries within a Region but also among regions. For example, an important
share of national resources was used to purchase drugs, an area where TCDC might produce an
appreciable impact in a very short time.
Thailand's decentralized management system was an interesting experiment and he hoped
that further information would be made available so that comparisons might be made with
experiences in other regions.
Mr SONG Yunfu commended the South-East Asia Region on its achievements.
The decentralized management system operating in Thailand was most interesting, and he
would welcome additional documentât ion on the process.
Dr KO KO (Regional Director for South-East Asia) thanked members for their comments and
encouragement•
He noted the points made by Professor Menchaca. Particular attention was being given to
areas such as vitamin A deficiency, anaemia, goitre, and tuberculosis. Implementation of the
health programme as part of general development was also a major thrust. He was happy to
report that TCDC was encouraged not only among countries of the Region but between them and
countries of other regions, such as the Eastern Mediterranean and Western Pacific Regions, as
well as countries of the non-aligned movement• At first sight, the latest statistics might
indicate a decline in immunization coverage. However, three factors should be taken into
account: (1) there had been a considerable improvement in data collection and the
information system; (2) there had been a change in the denominator, so that countries were
now reporting coverage in terms of the whole country rather than just for areas where
immunization was being undertaken; and (3) the target age for immunization and reporting was
being reduced from the original 5 or 2 years to 1 year, for all antigens. He felt that by
the end of the decade the figures would be improved and more realistic, and that the targets
would be attained as planned by 1990,
The regional programme budget policy drafted by representatives of Member States on the
basis of the Director-General1 s guidelines, but ensuring that the approaches and wording were
relevant and applicable to the Region, had been approved by the Regional Committee.
The Consultative Committee on Programme Development and Management, composed of
representatives of Member States, had developed into a most useful government/WHO
collaborative mechanism for programme management and development in the Region and for
reviewing programme delivery every six months• The Committee was also responsible for the
preparation of the regional programme budget policy and for identifying possible reductions
at financially difficult times.
With regard to the decentralized management system in Thailand, the process was
continuing and the Director-General had agreed that auditing in terms of programme and policy
would be undertaken. Improvement s would be incorporated. He hoped that documentât ion on the
experience would be available shortly. In addition to visiting Thailand to see the system,
members would also be welcome to visit the Region to observe many other activities, such as
the integrated maternal and child health programme in Indonesia or the Prime Minister1 s rural
development programme in Sri Lanka which had a health component.
Europe (Document EB79/15)
Dr ASVALL (Regional Director for Europe), introducing his report (document EB79/15),
said he wished to give the Board a more general overview of the most important developments
in the Region over the past year. As members would recall, in 1985 he had reported that the
Regional Committee in 1984 had put the final capping stone on the European health-for-all
policy by adopting 38 regional targets and 65 indicators. That policy had outlined the
necessary improvement s in health, the consequences for life-styles and health, environmental
health and health services， and the implications for planning manpower development in the
Region. He had also said that the Regional Office was greatly encouraged by reactions from
several Member States, indicating that a number of countries were taking the 1984 decision
very seriously arid were starting to examine their own national policies in the framework of
the new European health-for-all policy. He was pleased to be able to report that, during

1986, there had been an acceleration of that development, both in terms of more countries
being involved and in terms of broadening the work in those countries that had already
started the process•
Thus, there were now five countries 一 Finland, Netherlands, Poland, Sweden, and
Yugoslavia - that had finished lairge-scale planning exercises, using the European
health-for-all policy as a framework and producing new national health-for-all policies
accordingly. In addition, eight others were currently in the process of doing the same, and
there were agreements with seven or eight further countries to organize national meetings or
conferences in 1987 to raise the issue of starting such a national planning process.
Moreover, in four other countries very interesting work was proceeding at the sub-national
and local levels. In that way, about two-thirds of the countries of the European Region were
now taking very seriously the question of re-analysing their own health development and
trying to bring it in line with the policy they had adopted together two years previously•
In addition to that general national health-for-all policy formulation, there were a
number of interesting complementary developments. For instance, 1986 had seen a continued
thrust in a number of countries, particularly those on the Mediterranean, towards the
improvement of their primary health care infrastructure. Moreover, in 1986， one country in
the Region had made what was probably the greatest effort ever undertaken to deal with one of
the most vexing problems of life-style and health - namely, alcoholism.
Some nine countries were working together with the Organization on a joint project to
establish broad-scale life-style-oriented programmes for permanent change in their countries
- t h e so-called countrywide integrated noneommunicable diseases intervention (CINDI)
programme. In 1986 the Organization had taken the initiative of trying to reach another
target group at a level of government it had never worked with before, that of city
administrations, and had launched the "Healthy cities programme" for the countries of the
Region. That initiative had turned out to be almost too successful, for far more
applications were being received from interested cities and countries than had been
expected; although some administrative problems were thus being encountered, what was
astonishing was the large potential for direct involvement in a sphere in which WHO could
certainly be helpful to countries,
An important point in helping the entire health-for-all policy really to permeate
development plans and activities in every country was leadership training, to which
particular emphasis was given. In 1986, the usual workshop for about one-third of the chief
medical officers of the Member States had been given ail innovative approach that had proved
particularly interesting; the new health-for-all policy just completed by Ireland had been
used as a task for group work by 15 chief medical officers from as many countries, in which
they were to deliberate on which parts of the draft were truly in line with the regional
strategy and which were not； their comments had then been taken into account in formulating
the second draft of the national policy.
A particularly interesting meeting had been held in September 1986, when WHO had for the
first time seriously started discussing with other intergovernmental organizations in Europe
how they might be persuaded to adopt the regional health-for-all policy as their framework
for development• A long-term effort in that direction was particularly important.
1986 had also been a year of considerable breakthroughs in working with a large number
of nongovernmental organizations. Clearly, a staff of 250 in Copenhagen could not do much in
32 countries, while the large nongovernmental organizations with their millions of
participants could do a great deal. For instance, the Association of Schools of Public
Health in the European Region had decided at a meeting in August 1986 to make the regional
health-for-all policy their major concern and to try to introduce it into the curricula of
all schools of public health. Furthermore, at a meeting in August-September 1986 in Lisbon
it had been agreed with the Association for Medical Deans in Europe and the Association for
Medical Education in Europe to start joint projects with a view to introducing the regional
strategy into the basic medical curriculum. A particularly important development in that
regard had been the creation of the first network of five or six European universities that
were particularly interested in health for all and would begin working in that direction in
their own institutions. Another interesting possibility which might be extended to other
regions was that of, so to speak, "networking networks", by using a number of schools of
public health as technical advisers for the development of health-for-all policies or
"healthy cities" programmes. The network of all schools of public health thus created could

then be linked to the official organization of schools of public health, to advise
administrations grappling with the problem and in the process also to change the thinking in
the schools of public health.
In his view, however, the most important new development in 1986 had been the
strengthening of the links between the Organization and European national medical
associations. For the first time the Regional Office had invited all the national medical
associations in Europe to send representatives to a two-day meeting to discuss the regional
strategy, health promotion, continued education, their own national health policy-making, and
cooperation with ministries of health and other bodies. The meeting had been extremely
interesting， since the medical associations of Europe had met together for the first time.
It had clearly emerged from the discussions what a fantastic difference there was in the
influence and activities of the various associations; it had been observed, for instance,
that those associations which adopted a confrontational attitude to their governments had
very little influence on what was happening, and the meeting might well change those
attitudes considerably• The meeting had ended with all the medical associations asking the
Regional Office to become a clearing-house for them and stating their willingness to start
cooperating in the Organization1 s programmes ； it had been agreed to start with the new
European campaign against the use of tobacco.
In that connection, a new element in the health-for-all movement in Europe had been the
decision by the Regional Committee in September to launch a European-wide campaign against
the use of tobacco. That would be highly important not only because tobacco was the biggest
single killer in Europe, because the problem was such a difficult one, and because the
potential to combat the use of tobacco was there, but also because the campaign would
constitute a real challenge by seeing how the new agreement and new networks of WHO could be
used to bring to bear the resources of 32 countries for the attainment of a common goal• The
campaign would naturally be a long-term one and would incorporate the new elements of the
health promotion that was being developed in Europe; it was one of the major topics of the
first world conference on health promotion held in Ottawa in November in cooperation with the
Canadian Public Health Association and the Canadian Ministry of Health and Welfare, with
funds provided by the Director-General.
Turning to three important events in the European Region in 1986， he observed that in
global terms it was customary to regard Europe as an area where countries were independent,
completely capable of taking care of their own problems, and having all the technical
expertise for keeping new health problems from their doorsteps. Yet three events had
occurred in the past year which to a considerable extent had thrown that notion out of the
window.
Two of those events had been man-made disasters• On 26 April a long-feared disaster had
struck when a nuclear reactor had exploded, spewing large amounts of radioactive material
into the air， exposing human beings in the immediate vicinity to deadly doses of radiation,
and exposing hundreds of millions of people in other countries to the effects of low levels
of radioactive fallout. That time it had happened in the Soviet Union, but the accident at
Chernobyl had immediately raised fundamental questions in all European countries and in all
other regions as well. What was the likelihood of a similar accident happening in any of the
395 other nuclear reactors in the 26 other countries which currently had such an industry?
The accident had quickly revealed that there was no satisfactory international system for
monitoring radioactivity in air, water, food, soil and the biosystems. The international
agreements on safety levels had proved to be insufficient and the mechanisms in almost every
country in the Region to deal with the emergency had shown serious deficiencies. The
Regional Office had immediately put together an emergency action to provide Member States
with regular feedback on the situation and advice on how to deal with the public health
problems that had arisen. The Regional Committee had discussed those weaknesses in September
and had instructed the Regional Office to undertake a number of activities which would be
carried out together with WHO headquarters and other international organizations, such as the
IAEA in Vienna. An important event would be the meeting of senior experts to be organized by
the Regional Office for Europe arid held in Geneva, which would review the urgently required
harmonization of public health measures following nuclear accidents, including those relating
to foodstuffs.
On 1 November a second environmental disaster had struck; fire had destroyed a
warehouse of a pharmaceutical company in Basle and a substantial amount of highly toxic

material had been flushed into the River Rhine, spreading ecological disaster as it flowed
downstream, passing through several countries on its way to the North Sea.
Those two environmental disasters had served as serious warnings of the potential danger
to the environment inherent in the industrial development of Europe1 s affluent societies.
They had shown how countries could be suddenly affected by incidents occurring far away from
their national borders and far beyond their own control, and they had underlined the
necessity for better international agreements on surveillance systems for monitoring air and
water pollution and for preplanned mechanisms that could be put immediately into effect for
assessing the extent of the disaster and initiating appropriate counter-measures.
The third serious event that had occurred in the health field in Europe in the past year
had been the spread of acquired immunodeficiency syndrome (AIDS)• In December 1985 a total
of 18 Member States had been affected by AIDS and some 2000 clinical cases had been
reported. Only nine months later, 27 Member States were affected, and the number of cases
had almost doubled• 1986 had seen a dramatic increase in the attention given by Member
States to that issue, which had enormously increased the workload of the Regional Office.
Plans were being made for the extension that would be needed to deal with the situation in
the coming years.
With regard to matters relating to the Regional Committee and the Regional Office,
cooperation with individual Member States had continued to expand and to be better structured
in 1986. A year previously he had reported that medium-terra programmes had been established
with seven Member States, while at the present time such programmes - all based on the
regional programme budget policy adopted by the Regional Committee in 1985 - had been or were
being finalized with a total of 23 countries. Accordingly, where the European Region was
concerned, he could not agree with the Director-General1s statement in paragraph 17 of his
Introduction to WHO1s 1988-1989 programme budget that "the clause in resolution WHA33•17
whereby the Director-General and Regional Directors should respond favourably to government
requests only if they are in conformity with the Organization1s policies is rarely if ever
applied"• In the European Region that clause was applied as a matter of routine in the
discussions of the country medium-term programmes. Moreover, since 1982-1983 he and his
predecessor had on many occasions replied in writing to ministers of health refusing
equipment or fellowships which they considered not to be in line with WHO policies.
In September the Regional Committee had taken decisive steps to continue its efforts to
bring the activities of the Region completely into line with the regional health-for-all
policy by endorsing a programme budget proposal for 1988-1989 which followed the new outline
of the 38 regional health-for-all targets. It had also decided that the Regional Director1 s
report should be structured accordingly, and henceforth all documents would relate directly
to the regional health-for-all policy. Logical planning links had been established between
that policy, Member States1 own activities and WHO1s intercountry and country programmes;
those links were now crystal clear and facilitated all planning and evaluation activities.
The programme budget adopted in September had been the first to be drawn up on the basis of
the new regional programme budget policy adopted by the Regional Committee in 1985. Together
with the information obtained through the special consultation process that was standard
practice in the European Region, it had been possible for the first time to conduct a very
interesting mathematical analysis of priorities by regional health-for-all targets as a basis
for the programme budget proposal directly based on the criteria in the regional programme
budget policy.
The Regional Committee had also discussed the general principles underlying the
formulation of a contingency plan for 1988-1989 in the event that the Organization1s income
should fall short of the expected level. Clearly, if that occurred there would be serious
effects on the programme that the Regional Office could deliver, and the Regional Committee
would discuss the question further in 1987. The shortfall of some US$ 2 million in 1986 had
already been severe and had necessitated the freezing of a considerable number of
professional posts and other reductions which had decreased the work capacity of the Regional
Office in a number of programme areas. Recent discussions had been concentrated on the
sudden loss of income and consequent programme reduction, but in his opinion the effect that
the situation had had on staff morale, in the European Office at least, had been no less
serious. For reasons totally beyond their influence, staff members had had to spend a lot of
their time and energy on replanning already approved programmes, and had had to take over at
short notice responsibility for activities which should have been carried out by persons who

were to have filled vacant posts. The expectation of even greater shortfalls in 1988-1989
had cast a gloom over staff members, who now felt threatened and worried about their future•
To make matters worse, 1986 had also been a year when serious attacks had been made on
United Nations and, hence, WHO staff to reduce their pension entitlements. Needless to say,
that situation had created not only anxiety but also anger among the staff of the Regional
Office, who found it very difficult to understand why they were being victimized in that way,
particularly during a period when they had made such great and consistent efforts to increase
both the quality and the efficiency of the services rendered to Member States. As the
official responsible for the work and working conditions of the staff of the Regional Office,
he considered that he should not fail to transmit the feelings of the staff. The Board was
dealing with human beings, and human beings were the most valuable resource of the
Organization; careful thought should therefore be given to the implications of the Board1 s
decisions•
In conclusion, 1986 had been a very good year for the development of health-for-all in
the European Region. That movement in health was surely there to stay, and as it spread ever
more rapidly through the countries it was gratifying to see that its potential for new and
innovative ways of catalysing national and local action for health augured well for the
forthcoming years in the European Region.
Professor ISAKOV said that, as a participant at the thirty-sixth session of the Regional
Commit tee for Europe, he wished to draw attention to some of the most important points in the
report • In the first place, since the adoption in 1984 of the 38 regional health-for-all
targets the entire work of the Regional Office was being restructured with a view to
attaining those specific but at the same time comprehensive targets. In that connection, the
very extensive organizational and research work conducted by the Regional Director and his
staff was worthy of support, and the experience acquired in working out approaches to the
solution of regional health problems merited careful study by the other regional offices.
Secondly, it should be noted that, in the face of the financial constraints experienced
by the Organization, the Regional Committee had approved a plan of action in the event of a
shortfall of resources in 1988-1989， based on a method of selective priorities for reducing
programme activities. An agreed mechanism had thus been determined in the Region for use in
overcoming financial difficulties, but it should be realized that in the final analysis the
efficiency and quality of the Organization1s work would be adversely affected. In his
opinion, if such a situation should arise the greatest possible attention should be paid to
intercountry programmes, in the execution of which several countries were involved
simultaneously. Such activities needed the support of Member States.
Thirdly, he drew the Board1 s attention to the Regional Committee1 s decision regarding
the extension of activities with respect to the health aspects of protection of the
population in the event of accidents accompanied by radioactive fallout. Scientific and
technical advances in the practical use of nuclear energy made it essential to draw up an
international policy for its safe use. It was common knowledge that a special session of the
IAEA General Conference had adopted two international conventions providing for the
elaboration of practical measures in that area, and he was sure that WHO, within the limits
of its competence, would make an appropriate contribution to that new and extremely important
activity.
Fourthly, the Regional Coiamittee had adopted a particularly important resolution on the
launching of a campaign to combat the use of tobacco, particularly smoking (resolution
EUR/RC36/R3). It was hardly necessary to stress the significance of that problem for
health； because of its immense importance， the campaign should be as broadly based and
long-term as possible, so that it could lead to concrete results.
Finally, the Regional Committee had supported the measures taken in Europe in connection
with the International Year of Peace and had adopted resolution EUR/RC36/R5 proposing that
the work should be continued in future with a view to strengthening positive relations
between States and peoples and promoting mutual understanding. The adoption of such a
resolution by the Committee bore witness to the fact that, despite different opinions and
points of view concerning various problems, the countries of the European Region were
prepared to continue to cooperate actively for the solution of all problems, including those
of health.

Professor GIRARD expressed his support for the activity of the Region in regard to both
the definition of objectives and the means of achieving them. Regarding the former, the
Regional Director had accorded priority to combating risk factors and unhealthy life-styles
and was attempting to mobilize all those partners which had a part to play in the health
field - an important factor in those countries which might have a history of medicine but had
none with regard to health. At the same time, he had been able to mobilize the various
capacities of different countries, including university and research groups, and to react
swiftly to unforeseen adverse events, while continuing to streamline the work of the Regional
Office and thus achieve greater cost-effectiveness. He conveyed his gratitude to all those
working in the Regional Office for their efforts, which he hoped would be continued,
particularly in the field of evaluation, where the Organization as a whole had a major
responsibility. In that connection he confirmed that France could help, especially in work
that was decisive for the capacity to define methods and achieve objectives by the year 2000•
Dr GRECH congratulated the Regional Director on his clear and comprehensive review of
activities in the Region. Highlighting what he considered to be the most significant
development, he referred to the increasing commitment of all Member States to the
health-for-all movement, even though the conversion entailed had not been an easy one.
Symptomatic evidence of that commitment were the various decisions taken by the Regional
Committee concerning: the reorientation of the Regional Director1s report in line with the
38 regional health-for-all targets; the restructuring of the proposed programme budget
document for 1988-1989 so as to bring into sharper focus major health-for-all issues in
Europe; the formulation of a contingency plan in such a way as to minimize adverse effects on
the main thrusts of the regional health-for-all strategy； the close link between the strategy
and the European contribution to the Organization1s Eighth General Programme of Work; and the
direction of research to support the regional health-for-all policy.
Another development in Europe was the increasing priority being given to programmes and
activities relating to equity. Indeed, social equity had been recognized as one of the
prerequisites for attaining the health-for-all goal. Consequently, in the implementation of
programme budget reductions precautionary measures would no doubt be taken so that the
disparity which already existed in living standards and provision of health care services
would not become greater.
Another development was in Member States1 awareness of the need to ensure that optimal
use was made of the Organization1s resources, both within countries and at regional level,
and their acceptance of the role of the Regional Committee in monitoring and evaluating
progress towards health-for-all objectives. To facilitate such coordinated activity the
Regional Office was in the process of developing standard evaluation criteria. Cooperative
medium-term programmes had been prepared or were planned with some 22 Member States, thereby
affording an excellent opportunity to set up a joint government/WHO mechanism to monitor and
evaluate health-for-all issues annually. To a large extent the shift in approach and
attitude was due to the untiring and catalytic efforts of Regional Office staff.
Concerning the European programme budget proposals and their effect on regional policy,
he had already referred at the Board1 s previous session to the long-standing, well-structured
selection process followed at the time of the preparation of the programme budget, prior to
its submission to the Regional Committee, as described in the programme statement (document
PB/88-89, page 355, paragraphs 1-6)• Part of the process involved the Consultative Group on
Programme Development, which the previous year had discussed at length programme budget
proposals for 1988-1989. The Group comprised leading national administrators, outside
experts and Regional Office staff. In its deliberations the Group had constantly borne in
mind three questions: whether the general programme trends in the proposed programme budget
were in line with the thrust of the regional strategy and targets, as well as with the
comments received from Member States in response to the "consultation letter"; whether the
outputs envisaged in the European regional programme for the biennium were appropriate to
support the Member States in attaining the regional targets which they had set themselves;
and whether the distribution of resources conformed with the criteria adopted in the regional
programme budget policy. The answers to all three questions had been affirmative.
Dr JАКАВ (alternate to Professor Forgács) congratulated the Regional Director on his
most informative report and oral presentation. However, only a thorough perusal of the
report together with other relevant documents, including those on programme budget policy,
could give a comprehensive picture of what had happened in the European Region in the past
year, during which the Regional Office staff had accomplished a huge amount of work of very

high quality. It was encouraging to see that European countries were not only identifying
with a common European health policy but were also making serious attempts to bring their
national policies into line with health-for-all strategies. That was true also in her
country, where the first steps had been taken in that direction with a health promotion
programme being elaborated in line with the European target document• The international
conference held in Ottawa in November 1986 had been valuable in identifying practical ways
and means of health promotion, and the documents of the conference provided excellent
guidance for countries start ing national health promotion programmes.
Similarly, the health-for-all promotional campaign and the campaign against the use of
tobacco had been very favourably received by the Regional Committee, and all Member States
taking the floor had agreed to take part in the campaigns. Practical work was already under
way in the form of identification of those areas of greatest interest to Member States and of
successful programmes arid projects, initially in relation to smoking. The idea of the
European anti-smoking campaign had been accepted in principle, and in order that it might
convince as many people as possible arid be successful she would repeat the suggestion that
appropriate audiovisual material be prepared.
She was concerned that the European programme budget for 1988-1989 might be reduced,
thereby necessitating the adoption of the contingency plan, which would inevitably lead to a
reduction in important programme activities, freezing of posts, postponement of meetings, and
reduction of duty travel - all at a time when regional and global developments were at a peak
and the prestige of Ш 0 was higher than ever. She urged that everything possible be done to
prevent a financial crisis and to fulfil international obligations.
In conclusion, she agreed with Dr Asvall1 s comments concerning medium-term programmes
concluded between the Regional Office and Member States. They were excellent tools for
planning, monitoring and evaluation activities, especially where the Regional Office and the
countries involved could together develop indicators for evaluating the success of the
programmes•
Professor STEINBACH congratulated the Regional Director on his impressive and concise
presentation which gave a clear picture of the situation in the European Region.
Referring to paragraph 18 of his report (document EB79/15)， he said that many countries,
including the Federal Republic of Germany, were preparing measures on the basis of global and
regional strategies to combat tobacco-related diseases. However, the success of such
courageous initiatives called for increasingly open borders and determined economic measures,
and depended on close coordination among Member States; WHO1s assistance was essential in
that respect• There was certainly hope that diseases could thus be prevented, but the
message which countries had to convey would be difficult to put across.
The disasters arising from the unfortunate events at Chernobyl and on the Rhine，as well
as the enduring disaster of AIDS, had revealed the importance of reciprocal relations among
Member States and WHO, at both headquarters and regional office levels•
Dr VAN WEST-CHARLES congratulated the Regional Director on the progress achieved
regarding the primary health care approach. The health-for-all approach would only be
successful if health manpower was well oriented, which meant that training was a crucial
matter and manpower trainers must therefore embrace the health-for-all strategy. Within the
developing world many medical practitioners had been or were being trained in Europe, and
many medical schools in the developing world maintained contact with Europe. The fact that
the Regional Office for Europe had taken such bold measures to adopt the strategy not only
belied the argument that the primary health care approach was the poor man's approach to
health but was also important for health-for-all strategies in other regions. For example,
in Guyana, the acceptance of oral rehydration salts for the treatment of diarrhoeal diseases
had so far been resisted by many medical practitioners trained in the developed world. The
approach adopted by the European Region was therefore welcome.
Professor MENCHACA congratulated the Regional Committee on the organizational measures
which it had adopted. Referring to Professor Isakov1s comments, he stressed that nuclear
protection measures were a matter of concern to all countries. The favourable health
situation in the Region was encouraging. Although some attention was accorded to the control
of malaria and parasitic diseases, that was largely because of the effects of those diseases
in countries in the south of the Region. The implication was that the countries of the

Region, most of which were highly developed technically and scientifically, had a
responsibility to continue their efforts of cooperation with countries in other regions in
view of the basic principles of the Organization, which stated that the health of all peoples
was a fundamental condition for peace and security and depended on the broadest possible
cooperation among persons and States. The achievements of any State with regard to health
promotion and protection were of significance to all States and the existing inequality among
countries - particularly concerning communicable disease prevention - constituted a common
danger. The benefits of medical, psychological and related knowledge must be extended to all
peoples in order to attain the highest possible level of health. In that respect, many
countries in the European Region were carrying out important activities in collaboration with
developing countries, and he urged that such cooperation be intensified•
Dr ASVALL (Regional Director for Europe), referring to Professor Isakov,s comments
concerning the tobacco campaign, agreed that it must be a large-scale, long-term
undertaking. The Regional Office was envisaging at least a five- to ten-year effort,
although it was currently only at the planning phase. The plan would be submitted to the
Regional Committee in 1987.
Concerning Professor Girard1 s comments on evaluation, he pointed out that some
interesting experience had already been gained in 1985 when all countries had participated in
an evaluation exercise, with several of them carrying out most interesting and extensive
reviews• France had made a particularly interesting evaluation and, like other countries,
had subsequently published many elements of it. The success of the exercise had in part been
due to the fact that regional indicators on such aspects as life-style and appropriate
technology had been used for the first time. A considerable amount of in-house work was
being carried out on the evaluation of regional and country programmes. The following four
main questions were being asked for each programme• What was being done with regard to
providing arid spreading new knowledge? What was being done with regard to identifying
already existing solutions in Europe and spreading knowledge about that? What was being done
with regard to promoting better international cooperation between the many organizations in
the European area? And what was being done with regard to stimulating action in individual
countries?
Concerning Dr Grech1s comments, he said that the reason for the increased commitment of
Member States to national health-for-all policies was, in his opinion, to a large extent
connected with the initiative taken by those in top managerial positions in the health
sector, who also attended Regional Committee sessions and were members of the Consultative
Group. He agreed that the latter was an important screening mechanism precisely because
members attended and could express themselves as individuals.
Concerning the comments made by Dr Jakab, he said that the Hungarian initiative for
countrywide integrated noneommunicable diseases intervention (CINDI)， which took into account
aspects of life-style, was a very important one. As he had mentioned, nine countries were
involved in that exercise. He also agreed with her comments and those of Professor Steinbach
concerning tobacco. In that connection one of the major problems in Europe, and probably in
other regions, was that of the adverse trans-boundary effects of mass media, technology and
culture. In Europe no country could any longer successfully organize a life-style programme
on its own.
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Western Pacific (Document EB79/17)
Dr NAKAJIMA (Regional Director for the Western Pacific), introducing his report
(document EB79/17), said that the past year had seen most countries in the Western Pacific
Region striving to improve their health situation against a backdrop of political and
economic difficulties• Some countries were still suffering from the consequences of war
while others were beset with problems they now had to tackle on their own, in payment for
their newly-acquired independence• In the country where the Regional Office was located, a
"people1 s power11 revolution in February of the previous year had resulted in an
internationally acclaimed political change, but its effects on the socioeconomic situation,
including health, were yet to be seen. In the Region as a whole, natural disasters were
frequent, negating whatever gains had been achieved in the economic and health fields,
especially in small developing countries• Many national economies were stagnant or
registering negative growth. Despite the bleak political and economic situation prevailing
in many countries, however, the Western Pacific Region of WHO had continued to move forward
and Member States had been able to register significant progress in many health areas.
He referred to a number of important changes taking place in the health systems of most
countries in the Region to support further improvement in the delivery of essential care.
Those changes included the reorganization of the health infrastructure to permit more
effective utilization of health services, strengthening of the health managerial processes
and enhancement of the quality of health personnel with emphasis on bringing about closer
contacts with the community.
In the area of disease prevention and control, he called the Board1 s attention to two
significant developments. The first was WHO'S active participation in the establishment of a
hepatitis В vaccine production programme in China. Begun in 1983， the programme had now
attained a production level of 9-10 million doses of hepatitis В plasma-dried vaccine per
year at significantly affordable prices - which even the Chinese people could afford - and
the Western Pacific Region, where the prevalence rate was quite high, would soon be able to
include that under the Expanded Programme on Immunization. The other was the introduction of
multi-drug therapy in the treatment of leprosy and the use of the rapid diagnostic method for
Mycobacterium leprae infection. As a result of those developments, prospects for the control
of leprosy in many countries of the Region appeared brighter.
In the field of training, several initiatives aimed at reorienting health workers to the
changes going on in the context of primary health care had been launched, iri particular, the
conferences held in China and Japan on changing community needs and future medical
education. Those forums had renewed the challenge laid down by the regional conference held
in Tokyo in 1985, under the title "Towards future health and medical manpower for the

twenty-first century", and had given further impetus to the movement aimed at rethinking the
Regional Office1 s approaches to the training of health personnel at country level.
Given the present concern to make the best use of WHO1s limited resources in supporting
countries in their health efforts, the adoption by the recent Regional Committee session of
the regional programme budget policy was indeed very timely. The Regional Committee had
welcomed the formulation of that policy, which was reflected in the proposed 1988-1989
programme budget for the Western Pacific Region.
The new information resulting from the recent health-for-all evaluation exercise had
formed an important basis for formulating comprehensive programmes both at country and at
regional and intercountry levels, in areas of particular relevance to the countries1 efforts
to achieve their health-for-all goal.
One of those areas was the farther development and reorientation of health systems based
on primary health care. Continued support would be given to the strengthening of peripheral
health facilities to ensure access of the entire population to the essential components of
primary health care. In order to sustain the gains achieved at the peripheral level,
attention would be given to strengthening the district health systems, particularly in
planning, management and evaluation. That would also include collaboration in more
functional architectural design of health facilities, mainly at district level, and the use
of appropriate biomedical equipment, including its maintenance and repair.
In order to support structural changes, the necessary improvements would have to be made
in the managerial processes, by utilizing information that had been systematically
collected. Intersectoral coordination would be promoted to ensure that health plans formed
an integral part of national development plans•
The health manpower programme would continue to play a very prominent role in activities
in the Region in 1988-1989， with emphasis on increasing the productivity and effectiveness of
existing health personnel and on their reorientation to the changes going on in the community.
Attention would also be given to the application of cost-effective and appropriate
technologies for disease prevention and control. In many developing countries, greater
efforts were needed to control diseases preventable by immunization, particularly expanded
inrniunization. A number of viral infections, such as dengue fever, dengue haemorrhagic fever,
haemorrhagic fever with renal syndrome and hepatitis B， were still highly endemic. Moreover,
there was of course now the danger that new viral infections, including AIDS, might soon be
invading the Region. Efforts to expand the hepatitis В vaccination of the newborn,
preferably using locally produced and cheaper vaccine, would be intensified in several
countries or areas• WHO would continue to support the development of antimalaria activities,
emphasizing the primary health care approach. Noneommunicable diseases, especially cancer
and cardiovascular diseases, were becoming increasingly serious health problems even in many
developing countries of the Region, In response to that, WHO would vigorously promote the
development of integrated community-based control programmes, emphasizing prevention through
health education and behavioural change. In the area of "tobacco or health", the Regional
Committee had passed a resolution urging Member States to implement tobacco control
programmes vigorously, in relation not only to tobacco-smoking but to the use of non-smoked
tobacco products as well. He informed the Board that the Secretariat in the Regional Office
for the Western Pacific had, jointly with the Staff Association, decided to set an example by
banning smoking on the Regional Office premises as at September 1986.
In the light of the major programme thrusts the largest allocation of resources in the
proposed programme budget for the Western Pacific Region in 1988-1989 was for the health
manpower programme, followed by disease prevention and control, health system development,
and organization of health systems based on primary health care.
The proposed programme budget for the Western Pacific Region for 1988-1989 amounted to
US$ 55 742 000, comprising US$ 32 252 000 for country activities and US$ 23 490 000 for
regional and intercountry activities. That represented a net increase of US$ 4 984 000, or
9.82%, over the approved 1986-1987 regional programme budget•
As in the past, the greater portion of WHO1s collaboration for the biennium 1988-1989
would be provided through country programmes. In addition, the important intercountry
programme had been continued in view of the heterogeneous nature of the Region, which made

that kind of programme an essential as well as effective means of providing technical
cooperation, especially for the smaller island countries or areas.
The impact of the financial crisis besetting WHO had already been acutely felt in the
Region. In 1986-1987, a total of US$ 3 269 000 had been deducted from the regional working
allocation, of which US$ 1 682 000 had been taken from the country allocations and
US$ 1 587 000 from the regional and intercountry programme. Iri addition, a total of
US$ 733 300 had been surrendered to headquarters thus far as a result of currency exchange
adjustmentsThe effects of those budgetary reductions oil national health development activities
requiring WHO1 s support, either from the country or regional and intercountry programme, were
expected to be wide-ranging. They included the dilution or wastage of inputs built up in
previous yearsj interruption or complete breakdown of programme linkages, or delays in
reaching planned objectives. He had found it necessary, in order to minimize the negative
impact of those reductions on programme implementation, to take even more precise measures to
reduce costs, in addition to the normal "housekeeping" economy measures usually taken, so as
to carry out programme activities to the maximum extent possible within the reduced budgetary
resources• For example, a number of meetings planned for 1986-1987 had had to be cancelled
or deferred to a more appropriate time. Duty travel had been reduced arid future trips would
be synchronized in such a way that a single trip would combine several previously scheduled
visits to countries• Recruitment for some posts had been suspended and some consultant
provisions had been deleted, the assignments being carried out by WHO staff wherever
possible. While the general reaction of countries in the Western Pacific Region had been one
of sincere disappointment，the cooperation and understanding shown by them in facing that
financial crisis had been heartwarming, and he was very grateful to Member States for that.
In 1988-1989, the regional programme budget implementat ion contingency plan
provisionally called for a reduction of US$ 4 685 000 from the regional allocation. After an
analysis of the situation and future needs in the Region, he had tentatively decided to
apportion that reduction as follows: US$ 2 717 300 to be deducted from country allocations
and US$ 1 967 700 from the regional and intercountry programme. While he had tried, as far
as possible, to avoid having to reduce the country planning figures, the continuing
deterioration of the financial situation had left him with no option other than to do so, as
the regional and intercountry programme, which ia the past had been used to supplement
country level support, had already been cut to the limit•
In spite of that situation, the Regional Office would do its best, as it had always done
in the past, to continue to support Member States in their efforts to meet their commitment
to health for all by the year 2000. However, he was afraid that the Regional Office could
not indefinitely cut back oil programmes without affecting some of the goals and objectives
that Member States, especially for the developing and even the least developed countries, had
set for the Region,
Mr SONG Yunfu thanked the Regional Director for his presentation, and congratulated him
and the staff of the Regional Office for the successes achieved on all fronts.
He expressed support for the activities being undertaken iri the Region towards the
achievement of the goal of health for all by the year 2000, and wished particularly to stress
activities in three areas.
Health personnel was a factor of paramount importance within WHO and in the health
infrastructure• He was pleased to note that the Regional Office was treating their
development as a priority, as was reflected in the budget and in the implementation of
programmes. It was evident from the report of the Regional Director that health manpower
development would rightly continue to be accorded a high priority in 1988-1989， since efforts
in that regard would account for some 20% of the regular budget •
Secondly, he stressed the key role played by leadership in the achievement of WHO1 s goal
of health for all. There had been close cooperation with headquarters and with Member
States, which had yielded good results in respect of organization of training activities in
leadership for health. In China a seminar on the subject had been held in November of the
previous year. There had been high-level participation, and the seminar had made an
important contribution both to the mobilization of leadership for health and to the

mobilization of the masses, so that there could be active participation in health activities
leading to the formation of a nucleus of leaders.
Thirdly, he commended the manner in which the Regional Office had tried to prepare a
programme budget which would ensure a rational and more effective use of resources. That
would not only be consonant with WHO policies regarding the programme budget, but would also
reflect the broad scope and heterogeneous nature of the membership of the Region, which had
such a wide range of levels of economic and health development, made even more complex by
language differences. The programme budget had provided a high level of flexibility, which
was in line with the strategies, policies and working systems of the Organization. In order
to seek to minimize the language problem, a regional training centre had been set up and had
already yielded some results. China had sent a number of persons to be trained at the
centrej they had now returned and were playing an active role in the promotion of
cooperation.
Dr Sung Woo LEE congratulated the Regional Director on his presentation and on his
report. He commended him and his staff on the excellent work done in 1986， even in a
situation of economic difficulty. He also thanked both the Regional Director and the staff
for the support extended to Member States in the Region in speeding up their progress towards
the goal of health for all by the year 2000.
He stressed the wide range of the Western Pacific Region, which was composed of
countries varying immensely in their size and their degree of economic and social
development• It was therefore all the more difficult for the Regional Director to prepare a
programme satisfying all Member States. However, it was noteworthy that the thirty-seventh
session of the Regional Committee, with the assistance of its Sub-Committee on Programmes and
Technical Cooperation, had fully endorsed the proposed programme budget•
He wished to highlight a number of subjects of specific importance to the Region:
emphasis on oral health, and particularly the promotion of coramunity oral health education;
control of environmental health hazards and promotion of food safety; organization and
operation of a comprehensive health education and social welfare system for disabled
persons； and noneommunicable diseases and prevention of blindness.
He expressed satisfaction with the programme statement in general, and fully endorsed
the programme budget for the Region in respect of 1988-1989, as set out in the budget
document. He would sincerely urge the Board to give it its full support.
Mr McKAY associated himself with the support expressed for the Regional Director1s
report •
He especially congratulated the Regional Director on banning smoking in the Regional
Office. He hoped to see a similar ban at headquarters and indicated that he would be
proposing action to that end. Australia would be banning smokeless tobacco within the next
12 months.
He hoped that the Western Pacific Region, which at present had the least number of cases
of AIDS in the world, would introduce a preventive programme.
Dr HYZLER (alternate to Sir John Reid) said that mention had been made in the Regional
Director1s written report of ratification of the amendment to the WHO Constitution to
increase the representation of the Western Pacific Region on the Executive Board. The United
Kingdom was anxious to take early action to make that possible, but understood that it must
first receive a formal letter from the United Nations. He sought the Director-General1s
clarification on the long delay in receiving the United Nations communication.
Dr HAPSARA, noting with appreciation the continued emphasis placed on health manpower
development as one of the main thrusts of the programme budget proposals for 1988-1989
(paragraph 16 of the report), asked what the prospects were, particularly regarding the
career development of clinical specialists and of public health development staff.
Dr NAKAJIMA. (Regional Director for the Western Pacific), responding to Board members1
comments, said that credit for the work of the Region was due primarily to country staff
responsible for implementing WHO and national programmes. Referring to the question of
regional health manpower policy raised by Mr Song Yunfu and Dr Hapsara, he said that many

countries in the Region had long-standing medical education programmes, but that particularly
in small island countries, both before and since independence, health and even medical care
activities were entirely dependent on public health services, which commanded great respect
among the population. One priority, therefore, was to reorient the medical profession, now
and in the future, to community-based care and to solving basic health problems in
cooperation with members of the community. A particularly difficult problem was to change
medical school curricula. Two national meetings, one in China and one in Japan, had proved
highly successful. The meet ing in Japan had involved 90% of the deans of medical schools and
professors, arid the result had been that even conventional medical schools were now
attempting to introduce changes in curricula, recruitment of students, teaching structures,
staff, etc. That was particularly significant in a country like Japan which had no tradition
of formal separate education i.n public health.
In connection with the Chinese approach mentioned by Mr Song Yunfu, the Regional Office
was implementing a three-pole health manpower development policy, one focus of which was
leadership training at the primary and secondary referral levels* Two meetings on the
subject had had a considerable impact on immediate and future health manpower development,
policies and programmes, notably in China.
A major problem, however, in the case of China and many countries such as Republic of
Korea, Viet Nam arid others, was that of communication. While books were published and
national meetings held, most people, even among medical professionals, did not understand
English. Previous attempts to provide training abroad had proved costly and not very
effective; a language/management training centre had been built up in the Regional Office,
intended mainly for noil-English-speaking countries. Although the first batch of students had
not yet graduated, the results so far were highly encouraging with regard to instruction both
in the English language and in information-based management. The educational materials used
were mainly health-related documents or textbooks, produced primarily by WHO. To sum up, the
main thrust of the health manpower policy in the Western Pacific Region was geared to mediumand senior-level, non-medically-oriented training for health for all, together with
communication and management leadership training and the reorientation of the medical
profession.
Some speakers had stressed the heterogeneous nâtuîTe of ühe Region which was one of the
main factors in expenditure and an obstacle to savings. Not only were distances very great,
but some routes were monopolized by certain airline and shipping companies, resulting in
astronomically high freight costs for supplies. The Regional Office was giving its careful
attention to the matter of high costs, which was to some extent reflected in its proposed
programme budget•
He would refer Dr Hyzler1 s question to Legal Counsel,
One aspect of the regional situation which was not heterogeneous was the monetary
system, which in all cases was tied to the United States dollar; that applied even to the
Japanese yen. One positive effect was the lower unit cost of personnel and other
expenditure, for instance, tuition fees for fellowships. On the negative side, however, the
countries in the Region suffered from local currency depreciation.
An excellent area of regional cooperation was the campaign against smoking, as mentioned
by Mr McKay• Consultations with the staff had showed to what extent staff participation was
needed. He was very grateful to the Australian delegation for the resolution it had proposed
during the recent Regional Committee session. Thanks to that initiative, many countries in
the Region were prohibiting the introduction of smokeless forms of tobacco. Many developing
countries might follow that example, for the greater benefit of their populations,
particularly young people•
Mr VIGNES (Legal Counsel), in reply to Dr Hyzler1s request for clarification on the
United Nations1 delay in sending out to Members the official certified copy of the amendments
to the Constitution adopted by the World Health Assembly, said that there seemed to be someslight misunderstanding. While he could confirm that there had been some difficulties in the
dispatching of the certified copies, he wished to draw members1 attention to the fact that
communication by the United Nations of the text of the resolution adopted by the Health
Assembly was by no means a precondition for constitutional acceptance by all Member States of
the amendments contained in it. Indeed eight governments had already duly deposited their
instruments of acceptance with the United Nations Secretariat. Moreover, the

Director-General had sent out a circular letter to all WHO Member States, and was taking
every opportunity of drawing their attention to the importance of accepting the amendments so
as to increase the membership of the Executive Board to 32， as requested by the Health
Assembly.
Eastern Mediterranean (Document EB79/16)
Dr GEZAIRY (Regional Director for the Eastern Mediterranean), presenting some key
elements of the regional programme budget approved by the thirty-third session of the
Regional Committee, -said that it was the first programme budget to be developed on the basis
of and concurrently with the regional programme budget policy, approved at the same session.
Highest priority in the use of WHO1 s resources in the Region would be given to promoting
the development of national community-based activities consistent with the goal of health for
all, with a view to providing health care coverage to all populations in all geographical
areas of each country in the Region. Thus the initial emphasis of WHO technical cooperation
with countries was to be placed on those national activities which were most directly aimed
at attaining nationally-defined targets relating to the four global indicators measuring the
availability of primary health care to the whole population.
He had accordingly asked WHO staff and national officials engaged in joint
government/WHO programme review missions to redirect technical cooperation towards those
fundamentals of primary health care• The third series of review missions had begun early in
1987, and would be completed by about the end of April. Their primary task was to
reprogramme collaborative activities for the remainder of 1987， a particularly difficult task
iri view of the budget reductions to be implemented in the current biennium. Their second
task was to insert detail into the framework presented in the programme budget for 1988-1989
and to consider the effects at country level of the reductions envisaged for that biennium.
In those programming efforts, WHO1s resources would be used for direct support to
countries subject to the two conditions that activities were in keeping with
nationally-defined health strategies and priorities and with the international health
policies, strategies and programmes that WHO Member States had decided upon collectively.
The regular budget which he had proposed for 1988-1989 represented an increase of 12.55%
over the current biennium, a figure adjusted to allow for the fact that Morocco was now a
welcome member of the Region. The increase was entirely attributable to statutory increases
and inflation, and the regional budget overall had no real growth; indeed there was a net
decrease of 0.15% in real terms. Provision had been made, however, for a small real increase
at country level by cutting back intercountry activities•
The share of budget implementat ion reductions for the Region for 1988-1989 represented
8.7% of the proposed regular budget figure. Whereas in the past any available additional
resources had been added to country allocations, while regional and intercountry allocations
had been maintained at zero real growth, and any cuts were applied first to the intercountry
programme, it was clear that that course of action could not be continued in the face of
programme implementation reductions of the magnitude envisaged for the biennium. Thus the
proposed reductions were as follows: Regional Office, 1.3%; intercountry level, 2%； and
country level, 12.1%. The 12.1% country reduction would, in effect, cancel out the 12.55%
increase which he had allowed for statutory increases and inflation and represented a marked
loss to Member States in real terms, particularly since some 78% of the regional programme
budget was allocated to direct collaborative support to Member States.
The Regional Consultative Committee at its sixth meeting in October 1986 had considered
in depth the possibility of generating additional resources at country and regional levels,
looking at both traditional and innovative approaches. The Regional Office was studying its
suggestions with a view to implementing them selectively in accordance with specific
situations in individual countries.
On the subject of the Regional Office itself, he would call attention once again to the
fact that it was understaffed in certain areas and operating with considerable difficulty,
and that that situation was affecting its ability to respond appropriately to Member States1
needs. In view of the emphasis placed on the delivery of primary support for national
programmes through the regional offices, consideration must be given to whether there was a
proper balance among the posts established at global, regional and country levels$ and

whether headquarters staff could be made more fully available to regional offices, at least
on a temporary basis.
Turning to what the Regional Office aimed to do with the resources available, he said
that it might be interesting to consider the distribution of funds between the various main
areas of activity according to the programme classification of the Seventh General Programme
of Work.
Health system infrastructure was being made the central pillar of the regional
programme. Particular emphasis would be laid, first， on health personnel training that was
in line with national health system needs, determined on the basis of sound management
principles； secondly on improving the capacity of Member States to undertake health systems
research relevant to health system needs; and thirdly on studying national health
legislation in such areas as maternal and child health, essential drugs, protection of the
environment, and (at the request of the Regional Committee in pursuance of resolution
EM/RC33/R.11) safeguarding the health of adolescents, in particular protecting them from the
hazards of smoking and addiction. In that connection, he recalled that Regional Office staff
had voluntarily given up their entitlements to duty-free tobacco and alcohol in order to set
an example, hoping that it would be followed at headquarters and in other regions. That hope
had still to be realized•
The endeavours to which he had alluded were related, in part, to information and
education for health. Regional efforts to involve spiritual leaders in developing and
communicating messages that would promote healthy life-styles in the context of religious
teaching were beginning to achieve success, and had inspired spontaneous support. Stress was
also being laid on developing school curricula concerned with health, in close cooperation
with teachers. Some of those curricula were being aimed at very young primary school pupils,
in the belief that the earlier in life an awareness of hygiene and healthful practices was
imparted, the greater would be the impact on society• In that connection, the Region had
benefited greatly from cooperation with UNICEF and UNESCO.
Where activities related to health science and technology-health promotion and care were
concerned, particular efforts would be made to improve the country1 s capacity to undertake
research of practical value• In particular, attempts would be made to focus on ways of
introducing appropriate technology into the various areas of WHO cooperation with Member
States, since the savings that could be obtained by applying such technology could be verygreat . Indeed, missions were currently visiting a number of Member States to assist them in
setting up research projects. A number of other programme activities, such as nutrition,
maternal arid child health, family planning, and prevent ion and control of drug abuse would be
carried out using an integrated primary health care approach at implementation level, usually
linked with spearheading activities concerned with immunization and control of diarrhoeal
diseases• At the same time, emphasis would be laid on the principle that health could not be
attained or safeguarded without an adequate supply of safe water and adequate sanitation.
Such activities clearly called for the active participât ion of the community，and ways
would have to be found to increase its interest in improving and preserving its own health
status• That required a very personalized contact with individuals. One approach lay in
securing the good offices of respected community members by personally involving them in the
educational and "coramunity information" activities of primary health care. In the longer
term, the aim was to promote a spirit of partnership between communities and governments•
In speaking of cotranunities，there was a tendency to think in terms of rural communities,
far away from cities. He emphasized that some of the most underprivileged of the populations
in WHO1 s regions lived in peri-urban and urban slums, where infrastructures such as piped
water and proper sewage disposal services, if they existed, were hopelessly overloaded. In
that connection he emphasized the importance of servicing and maintenance, because in many
cases large capital investments in major water and sanitation projects were wasted and
rendered ineffective by the fact that the systems were not properly maintained. That applied
not only to the machinery and equipment operated by the municipality; individuals too had a
part to play, by ensuring for example, that washers on taps were sound, so that water did not
run to waste. That too was part of "education of the community11. In a region with the most
expensive drinking-water in the world, an accumulation of such losses could have an impact on
national economies•
In the context of the promotion of environmental health, he wished to express his
Region* s interest in the initiative of the Regional Office for Europe known as the "Healthy

cities programme"• Where prevention of and protection against disease were concerned, in
addition to activities in connect ion with diarrhoeal diseases, particular weight was being
given to control of locally endemic parasitic diseases, including malaria, and to control of
tuberculosis, acute respiratory infections, and blindness. Collaborative activities in
connection with AIDS were growing rapidly, and he was sure that that growth would continue as
countries endeavoured to monitor and control its spread. The disease was one for which the
urgent need for health education of the public and of the community, particularly among
high-risk groups, could not be over-emphasized, since the prime action to safeguard health
had to be taken by individuals.
Among noncommunicable diseases, cancer was of growing concern in various countries of
the Region, while cardiovascular diseases were also taking an increasing toll, as more and
more people in urban communities in Member States were adopting life-styles that resembled
those of more affluent countries. There followed a 11 knock-on11 effect, as such life-styles
became patterns for emulation in other coramunities.
In support of such activities, direction, coordination and management would focus on
strengthening general programme development• He had already mentioned the joint
government/WHO programme review missions conducted in all countries of the Region; in
addition, efforts would be intensified to mobilize and coordinate external resources for
health and social development and to facilitate, in health and health-related fields,
bilateral agreements and agreements with other international and nongovernmental
organizations, as well as technical cooperation among developing countries. Furthermore, the
Regional Office would continue its support to Member States in respect of informatics and
computer-based data processing and information systems, aimed at upgrading the managerial
processes for national health development in the Member States.
As part of the task of ensuring that the development of health manpower was promoted in
an appropriate way, efforts would be made to extend the teaching of medical subjects in the
national languages of Member States, by means of the Regional Office's joint health manpower
development/health and biomedical information programme on the use of national languages in
the education of health personnel, which assisted with funding and with technical advice on
all aspects of adapting, translating and publishing WHO information at country level.
Through that programme, access could be obtained to the headquarters allocation for
supporting translation into non-official languages. He had emphasized that issue repeatedly
because in most countries of the Region, medical and paramedical teaching had been conducted
for years in English or French, and personnel had had great difficulty in "communicating"in the sense of carrying on a dialogue - with individuals and communities. That fact had
proved to be a great hindrance to the development of primary health care concepts arid
practices in the Region.
Another factor that often hampered the introduction of primary health care was the lack
of understanding by senior dec is ion-makers in government of approaches being advocated by
WHO. The previous April, the chairman of the specialized committee on health of the People1 s
Assembly of the Egyptian parliament had accepted his invitation to visit the Regional Office
to acquaint himself with WHO, and with the concepts of health for all and primary health
care. In November, four senior health officials from Egypt had attended the WHO "leadership"
course in Brioni, Yugoslavia. Those activities had resulted in an invitation to address a
meeting of specialized committees of the Egyptian parliament on 13 December 1986. He and a
number of senior members of his staff had been privileged to address the members of those
committees arid to answer their many detailed questions, an event which he believed had been
unique. The meeting had been successful in advocating the aims and policies of WHO, in
promoting a proper understanding of its goals and approaches, and in eliminating frequent
misconceptions about primary health care. He trusted that he had been able to win many
valuable allies for WHO'S cause in Egypt, and hoped that his office would receive invitations
to undertake a similar type of advocacy in other Member States of the Region, since informed
enthusiasm at governmental level was more than half the battle.
Where programme support was concerned, one quarter of the provision for that
appropriation section (an increase of some 2.8%), fell to health information support, which
covered documents and publications services, language services such as translation, and the
health literature service, which included the Regional Office library, a major resource for
Member States of the Region and the focal point of the Eastern Mediterranean Health Science
Library and Information Network. Of particular importance in the Region was the largely
externally-funded Regional Arabic Programme, which provided a vehicle for publishing

activities falling outside the purview of WHO'S regular services, but which were of value for
a great number of Member States. He noted with satisfaction the pledge of US东 500 000 made
by the Council of Arab Ministers of Health, and the Council1 s regular subvention of
US$ 10 000 per year to support that programme; however, it should be noted that many
countries of the Region were also suffering straitened circumstances in view of the general
decline in the world economic situation, and the drop in oil revenues in particular，and some
time might elapse before the full amount pledged was received.
Only 1.5% of the programme budget fell to the basic administrative services needed to
support the technical programmes of the Office； he felt that that figure compared well with
figures derived from national systems.
Wherever possible, the efforts and initiatives that he had described used the "seeding
principle", in other words: they sought ways of generating real involvement of appropriate
persons at country level, inspiring enthusiasm for the ideas being promoted, and allowing
that enthusiasm to carry the activity further, with technical rather than financial support
from WHO. That ensured that WHO obtained the greatest return for effort invested.
Before concluding, he would stress the imp oirt atice of С lie Regional Consultative
Committee, which advised him arid the Regional Committee on all matters of importance in the
Region. Its detailed work on, for example, Che regional programme budget policy, the
proposed programme budget for the 1988-1989 biennium, the Rules of Procedure of the Regional
Committee, and many other items, ensuring that they were thoroughly worked over arid
considered from many different aspects before being presented to the Regional Committee for
final decision, had played a crucial role in ensuring that the time of the Regional Coramittee
was used to the optimum. The time thus saved had been used to increase the number of
technical presentations on topics of particular interest to Member States of the Region.
In that context, he referred to two matters that had been included in the regional
programme budget policy on the basis of advice given by the Regional Consultative Committee,
and which had been fully supported by the Regional Committee. First, countries had been
exhorted, as a form of leadership training that would be of particular relevance to national
health services management in the future, to send carefully selected persons to serve with
WHO, using some 10% of country fellowship allocations for that purpose. His office would be
initiating such action in due course, with careful monitoring and evaluation of results to
see how best to make such an activity useful both to countries and to WHO. Secondly, in
connection with long-term professional staff recruitment, concern had been expressed about
the adverse implications of the need to comply with the Health Assembly1 s targets on
geographical distribution (established in 1981 by resolution \\fHA34.15, and reaffirmed
biennially since then). He had referred to that matter in his written presentation, and had
suggested that it could be discussed when the Board took up agenda item 16. He felt that the
formula adopted by the Regional Committee, namely that the paramount consideration in the
appointment, transfer or promotion of staff was to secure the highest standards of
efficiency, competence and integrity, while maintaining the internationally representative
character of the Secretariat, put into words what all Board members believed and should
uphold, if the Secretariat was to remain a powerful force in the service of its Member States.
Dr MARKIDES congratulated Dr Gezairy on his address, and paid tribute to the Regional
Office and to WHO staff in the Region for their excellent work.
Cyprus worked in a spirit of fruitful partnership with the Regional Office, and that
cooperation had proved most rewarding. The eradication of the hereditary disease
thalassaemia was an outstanding example of how the fight against disease could be successful,
if well-organized and backed by the assistance of national and international experts through
WHO. A further example was the eradication of a number of infectious diseases, such as
poliomyelitis, diphtheria and tetanus, thanks to a well-planned immunization prograrame
assisted by WHO.
He also commended the work of the Regional Office in helping countries to implement
policies for attaining WHO1s major target, health for all by the year 2000 through primaryhealth care.
Health manpower development had been the focal point in the work of the Region during
the past year. One hurdle to be overcome in reaching health goals had been the proper
staffing of health services, by which he meant finding staff in sufficient numbers, with

adequate education, and with the right balance between the professions. There was a need to
create public health leaders, to reorient staff, and to persuade people to work for and
through the community• ^The emphasis given to health manpower development had thus been an
excellent one, since without properly-oriented people to staff them, programmes would have no
value.
Recalling the subject chosen for the Technical Discussions - adolescent health and
social development - he stressed that the Region should take action as soon as possible to
save young people from the ill-effects of today's technical civilization, which were slowly
but surely infiltrating their culture. Among those ill-effects were poor nutrition, lack of
exercise, drug abuse, and smoking.
It was customary in the Region to spare country allocations as far as possible when
cutbacks in resources were necessary• Although he realized the difficulties faced by the
Regional Director, he hoped that that practice would be continued in the years to come•
In conclusion, he expressed his thanks to the Director-General and to the Regional
Director for their visits to Cyprus, which had proved useful and stimulating.
Dr AASHI welcomed the Regional Director1s success in conducting health programmes in the
Region, and in devising new methods of cooperation. The methods adopted for reducing costs
without any appreciable effect on priority programmes were an indication of his skill in
making the best use of limited resources, and in avoiding any undue strain on the budget•
The Regional Director had succeeded in stabilizing the situation within the Region.
The Government of Egypt was to be thanked for providing a site in Cairo for the new
Regional Office for the Eastern Mediterranean, a development which would considerably
facilitate communications and services in the Region. Although he had used the term "Eastern
Mediterranean", he believed that in view of the recent accession of Morocco to membership,
the name should be changed to reflect the geographical realities of the situation.
The control of smoking and alcohol consumption through the religious instruction and
health education of young people would help to prevent a number of health problems facing the
Region from becoming more serious• As to the problem of acquired immunodeficiency
syndrome (AIDS), countries had been prompt in reporting cases and details concerning them,
and that had undoubtedly contributed to control.
An important issue had been raised the previous day in connection with the statement by
the Regional Director for Europe: the tragedy of Chernobyl had had adverse effects not only
on the country directly concerned, but also on others as the result of contamination of
products• That emphasized the need for further coordination and exchange of information.
Even developed countries could not cope with the effects of such catastrophes single-handed,
and had to call on international assistance. He fully appreciated WHO1s prompt reaction
following the tragedy, but would urge that help should be given even more speedily if it was
to be effective.
Dr AYOUB thanked the Regional Director for his comprehensive account of developments in
the Region during 1986. A considerable number of the initiatives and follow-up actions
referred to could be credited personally to the Regional Director and his staff. It was
therefore not surprising that members of the Regional Committee, at its recent session in
Kuwait, had unanimously recommended that Dr Gezairy be re-elected for a further five-year
period. She urged the Board to endorse that recommendation in view of Dr Gezairy1s proven
ability to respond to the particular needs of the Region, his familiarity with the resources
available and determination to increase those resources, and his efforts to improve
coordination.
She would join with other members from the Eastern Mediterranean Region in resisting any
threat of reduction in programmes, since the Region stood in urgent need of all the health
assistance that could be provided. It now faced a situation in which there were many
obstacles hindering its development, but only limited ways of overcoming them. WHO
undoubtedly possessed the expertise to contribute effectively towards a solution, notably by
helping to maintain the balance between health factors on the one hand arid economic,
political, managerial and technological factors on the other. Over the past few years, the
Organization's achievements had been considerable, whether in implementing major strategies
such as health for all, or in providing practical aid in such areas as primary health care,

health infrastructure development, expanded immunization, and health education. Certain
areas, however, deserved more attention; the provision of health care under conditions of
war and forced emigration and of health services for new communities, and the problem of
environmental pollution, for example. Relations with other regions and coordination within
the United Nations system should also be strengthened, and the difficulties faced by
countries of the Region regarding potable water and sanitation called for further action. As
regards the latter, consideration might be given to adopting a method based on the Egyptian
experience.
In sum， she hoped that all health activities in the Eastern Mediterranean Region would
be crowned with success, and that the combined contributions of the different cultures and
civilizations of its various Member States would help the Organization in achieving its goals•
Professor MENCHACA said that, among the resolutions of the thirty-third session of the
Regional Committee for the Eastern Mediterranean referred to by the Regional Director in his
report, he would corament on resolution EM/RC33/R.8, which recommended the establishment of a
medical speciality in primary health care. At a time when countries were evaluating their
strategies for health for all, they had to realize that health systems must continually
evolve so as not to lose their impetus. Cuba had gained a certain amount of experience in
that area and during the past year the first group of specialists in integrated general
medicine had completed three years of postgraduate study, the characteristics and general
aims of which appeared to be similar to those set out in the resolution, as some visiting
members of the Executive Board and senior WHO officials had seen. He reiterated the
frequently expressed willingness of Cuba to share its experience with others.
Another resolution, EM/RC33/R.10, referred to the availability of essential drugs in the
Region. In that connection, he stressed the enormous possibilities offered by technical
cooperation among developing countries• The same considerations applied with regard to drug
procurement•
Finally, he associated himself with the importance accorded to the health of adolescents
in health-for-all strategies, as that subject had been referred to at the seventy-seventh
session of the Board and suggested as a subject for the Technical Discussions at the World
Health Assembly.
Mr ABI-SALE H thanked Dr Gezairy for his very complete and accurate report.
WHO had played a pioneering role in the Region in the areas of health philosophy, health
policy and strategy and public health; he was pleased to note that it had been further
strengthened.
The Regional Office was to be congratulated on its promotion of projects such as
immunization, and Dr Gezairy deserved commendation for having compensated for the absence of
foreign consultants by calling on experts from Member States.
As regards the proposed progratmne budget for 1988-1989 and the percentage reductions to
be incorporated therein, he noted that its predecessor showed greater reductions at the
regional and intercountry levels than at the country level. For 1988-1989, on the other
hand, the planned cuts amounted to 1.8% at the regional and intercountry levels and 12 • 1% for
country activities. Although the necessity of such reductions seemed to have been
demonstrated，it might be worthwhile to look once again at the relative importance of the
cuts proposed, and at the interdependence of regional, intercountry and country activities.
In the first two instances, coverage and concentration were both required; country
activities had to be more specific； perhaps some rearrangement might be possible.
Dr KOINANGE commended Dr Gezairy on his report• He called for further clarification of
the reference to reconsideration of the mode of naming the regions, in paragraph 9 of the
Regional Director1s report•
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) thanked those who had
expressed approval of the report.
An important subject mentioned had been that of the adolescent population. Everyone was
worried about that category of persons whose interests overlapped several areas. Discussion

in the Regional Committee had stressed the importance of trying to maintain the Region1 s
tradition of strong family ties and to resist some of the new "traditions-to-come"， including
unhealthy life-styles, drug taking and smoking.
Several speakers had referred to the issue of programme budget implementation
reductions. In the 1986-1987 budget, the Region had been able to reduce the effect of those
cuts on the country programmes by reducing costs at the Regional Office and allocations for
regional and intercountry programmes• That was as far as it was possible to go without those
programmes ceasing to function. For the 1988-1989 budget, therefore, a reduction of 1.8% had
been suggested for regional and intercountry programmes, but of 12.1% for country
activities• If there were any further reductions in the regional and intercountry
programmes, those programmes would suffer and every Member State would be affected.
As regards AIDS, there had been a small number of cases in the Region, most of them due
to blood transfusions. All the countries were now taking stringent action against the
disease and some had already prohibited the importation of blood•
The Region had also been affected by the nuclear incident• It might almost be termed a
blessing in disguise, since most of the countries had previously not thought about admissible
levels of radiation, how to prevent the importation of contaminated materials from other
countries or how to find out about it themselves. The incident had also prompted WHO and
IAEA to give more thought to the question.
Dr Ayoub had referred to the question of providing health care under conditions of civil
strife, war and other disasters. If such conditions were not spelt out in the report9 that
was because they had unhappily come to be a kind of "normality" in the Region, since they had
persisted for so long.
He thanked Professor Menchaca for the offer that he had transmitted, which would be
communicated to all Member States in the Region, He was sure they would welcome the
opportunity of learning from Cuba1s experience. He agreed that a career structure for
primary health care was needed to maintain the integrated approach.
As regards the question of the names of the regions, the Eastern Mediterranean Region
had been established many years previously. A great number of changes had taken place；
properly speaking, it could no longer be called "Mediterranean", as it stretched from the
Atlantic Ocean in the west (Morocco), included all of North Africa except Algeria, reached
the Red Sea and the Indian Ocean (Somalia) and eastwards as far as Pakistan and Afghanistan,
He would be grateful if a member of the Board could suggest a more appropriate name.
He would convey all the comments made by the Executive Board to his colleagues in the
Regional Office.
Africa (Document EB79/18)
Dr MONEKOSSO (Regional Director for Africa) said the Region was undergoing a
socioeconomic crisis aggravated by natural disasters, conflicts and a certain amount of
political instability. The crisis had, however, provoked a stock-taking of the realities of
the situation, particularly in the light of the special session of the United Nations General
Assembly on the critical economic situation in Africa held in May 1986, which had led manyAfrican countries to embark on the structural changes and economic adjustments necessary for
further development, to consider the advantages and limitations of the role of bilateral and
multilateral organizations and to realize the need for an integrated approach to solving the
problems of poverty, sickness and underdevelopment•
Those developments had had an impact on the Regional Office where the structural changes
initiated in 1985 had been continued in 1986, with particular stress on decentralization.
Priority had been accorded to the regional network of country offices. In 1980， as an
experiment, nationals had been appointed as heads of country offices； by the end of 1984 the
majority had been so headed. Although the idea had been good in itself, it had led to manydifficulties, so that the Regional Committee had changed its mind and, in 1985, by resolution
AFR/RC35/R.7, had ended the experiment and asked WHO for internationally recruited WHO
representatives. That was why new posts figured in the programme budget. They were not in
reality new, but a reinstatement of former posts which had been frozen and for which credits
already existed. They would not give rise to any additional expenditure. Increased

authority and responsibility for programme management had been delegated to those
representatives•
Three sub regional offices had been established in 1986 in each of the African
subregions• He stressed that the posts concerned were not new but represented a grouping of
intercountry professional staff who had previously been scattered about the continent and had
had to travel a great deal: they were now located in three focal points under a team
leader. Greater emphasis was being placed on primary health care and each office now had a
team working to support the health infrastructure in the fields of continuing education,
management improvement and operational research, as well as health science and technology
programmes. In addition, each had an administrative support team. Severe financial problems
had been encountered, leading to reduced activity; additional resources, both budgetary and
extrabudgetary, were being sought•
At the Executive Board's severity-seventh session he had already described the
restructuring of the Regional Office； he v/ould merely add that despite the freezing of some
posts, a team to coordinate activities, especially at the district level, was now in place
and functioning.
Turning to the programme budget for the Region, which covered the last biennium of the
Seventh General Programme of Work, he drew attention to two new elements, namely, the
preparation of a specifically African regional programme budget policy and a scenario spread
over three years to speed up progress towards health for all by the year 2000. The main axis
of the African policy reflected the specific nature of the Region and aimed at strengthening
national capacities reinforcing technical cooperation between the countries themselves as
well as the optimum use of WHO resources.
The policy provided for programming at country level based on joint planning by
governments and WHO. During the last quarter of 1985，joint meetings had been held between
government officials and WHO representatives to prepare detailed programme budgets for 1987
with a view to ensuring that funds were used in a planned way in conformity with the policies
jointly agreed upon with Member States. That would prevent all sorts of requests from
arriving at the Regional Office at any time, as had happened in the past. The policy also
provided for better support from WHO through the new Regional Office structure. The role of
the Regional Committee in ensuring optimal use of WHO resources and in monitoring the
implementation of regional policies at different levels was also to be enhanced. The
programme budget for 1988-1989 was the first to be prepared on the basis of the new
structure• Particular emphasis was placed on country statements• A start had been made; it
was not perfect, but the procedures would continue to be improved with the passage of time •
The programme budget was based on a zero real growth figure. Despite the budgetary
restrictions, the components of the strategy for health for all were in no way sacrificed.
WHO was ensuring coordination in cases where other external partners were helping countries
in specific programmes•
The total appropriation for Africa was US$ 114 228 100，representing an increase of
16.1% over the previous budget, reflecting a cost increase of 12.5% and an exchange rate
adjustment of 3.6%. In the preparation of the budget, care had been taken to identify those
activities to which countries wished to give priority. Health manpower was favoured by
25.5%, managerial process for national health development by 22.4%, organization of health
systems based on primary health care by 14.4%, community water supply and sanitation by 7,2%,
and health situation and trend assessment by 5.7%. The task now was to ensure that resources
in those and other areas were used accordingly at the district level•
The African Region was in a state of crisis for which solutions had to be found.
Nevertheless, despite socioeconomic problems and the reduction of WHO1 s resources, the
Organization was always ready to take specific action in Member States after the recent
thorough restructuring, the results of which were already perceptible in terms of increased
productivity and efficiency at all levels. The Regional Office was intent on improving
management with a view to making economies, while efficient joint WHO/country management
mechanisms were being established. The experiment of having country offices managed by
nationals of the country concerned had been discontinued because the latter had often been
unable to resist local political pressures, with harmful consequences for the management of
WHO resources. He himself had a good idea of the problem because he had received quite a
number of letters from important political personalities• Nevertheless, WHO'S structures had
proved strong enough to withstand external pressures.

An African programme operations coordination system (AFROPOC) had been established,
based on experience acquired in the Region of the Americas. The system, which provided for
strict computerized budget programming on a continuous basis, was already functioning, and
was being used to manage requests and to improve and speed up programme implementat ion.
Thanks were due to the staff of the Regional Office for the Americas for their help in
installing the system.
The Regional Coramittee had taken a very important decision regarding resource allocation
at the district level. A resolution had been adopted providing for the allocation of at
least 5% of the budget to strengthening managerial capacity at that level in order to ensure
that action taken by WHO and other agencies had a lasting effect. It was hoped that the same
rate would be applied to all vertical programmes at the district level. The decision had
been taken because the Regional Committee had realized that the WHO budget, as apportioned
thus far, was not entirely consistent with the objectives laid down. It would be helpful if
the Executive Board, at its current session, could consider a more rational distribution of
the budget with a view to filling in certain gaps• The Regional Committee had also
recommended that all resources injected into countries, especially at the district level,
should be coordinated with a view to avoiding duplication and competition.
The most striking development in the African Region during 1986 had been the
establishment of the district system for the provision of primary health care. Technical
discussions on the subject, at which the intermediate arid central levels would also be
reviewed, were to be held in September 1987 and in the following two years. Such a
collective examination of health infrastructures would enable the countries of the Region to
make faster progress as from around 1990. In many countries, the Regional Office was working
in close cooperation with UNICEF. In some countries WHO teams were using UNICEF funds to
help the authorities with strategy implementation. Steps were also being taken to strengthen
postgraduate training.
Slides were shown illustrating patterns of health development activities, organizational
structures and the geographical distribution of districts in a number of African countries.
In 1986 famine had been reduced in many African countries, and harvests had improved.
The same year, however, had seen a plague of migratory grasshoppers, an epidemic of
poliomyelitis among apparently vaccinated children in the Gambia, epidemics of cholera in
West Africa and of yellow fever in Nigeria, a natural gas disaster in Cameroon and, of
course, the spread of AIDS. WHO had played an active role in bringing them under control.
Although priority attention was being paid to the district level, other levels were not
being disregarded• An African council for advanced health care education had been
established; its main task would be to ensure that physicians, on graduating, would be
competent to manage health teams at the district level. To that end, the Regional Office was
working in close cooperation with the African Association of Faculties of Medicine, the
African Federation of Medical Associations, and the organizers of the forthcoming World
Conference on Medical Education.
Finally, the Regional Coramittee, on a proposal by the Government of Cameroon, had
decided to establish a "Dr Comían A. A. Quenum Prize for Public Health in Africa"， in
commemoration of his late distinguished predecessor.

The meeting rose at 12h35.
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Africa (Document EB79/18) (continued)
The CHAIRMAN invited comments on the report on significant developments in the African
Region (document EB79/18), presented at the previous meeting.
Dr KOINANGE, reiterating his hope that the budget could be made a realistic one so that
the Organization could carry out its programmes, said that the Regional Director had
admirably summarized the health problems facing Africa 一 a Region in dire need of
assistance. There was no need to repeat the bleak statistics, but he would observe that
Africa presented many problems of an unusual nature that called for unusual solutions, as
well as unparalleled innovativeness and calculated patience to meet the challenges arising
from the size of the Region, the diversity of its problems, its lack of resources and its
frequent natural disasters. Harder work from Africa and the current reorganization of the
regional secretariat were needed to overcome those constraints. The creation of subregional
centres would, by decentralizing activities, bring Member States closer to decision-making
and deserved support. It was also necessary to strengthen the WHO country offices as well as
to appoint country representatives to replace the discontinued function of national
coordinator.
Health financing was a major problem in the Region, which could not afford budget cuts.
A realistic budget was thus essential. The consequences of failure in that respect would be
felt fastest and longest in Africa, for reasons outside the control of most Member States in
the Region - including high rates of inflation, lack of foreign exchange and lack of
capital. The population of the Region had accepted the concept of modern health care, and
the demand for immunization, sanitation and other basic services was satisfactorily high;
the problem lay elsewhere - in inability to meet demands. The difficulties in health
budgeting were further compounded by the urgent need to launch aggressive and extensive new
programmes as well as to sustain and improve existing ones.
Although the proposed programme budget had tried to accommodate some of the above
issues, it did not go far enough; more funds were required. In that context it should be
noted that provision of extrabudgetary funds was down by 21%； only seven of the 15 regional
programmes had been allocated extrabudgetary support. He wondered why that was so, as it was
not the case in other regions 一 especially in view of the optimism that had been expressed in
the Board with regard to the availability of extrabudgetary funds. It was difficult to see
how the Regional Director was going to manage in the coming biennium.
Of the communicable diseases prevalent in the Region, AIDS posed a major problem. It
was to be hoped that the friends of Africa would stand by the Region and assist it in its
efforts to cope with what would be a most difficult period.

He congratulated the Regional Director on his success, in a very short time and under
difficult conditions, in steering a way through the involved health issues of the Region and,
in particular, providing new hopes of practical solutions for rural problems. The Region was
ready and anxious to participate in efforts to achieve better health and would willingly
share its experiences in the interests of contributing to the improvement of global health.
He appealed to the Board to ensure provision of the extra support needed by the Region by
supporting the proposed programme budget.
Dr NSUE-MILANG congratulated the Regional Director on the presentation of his report and
on the good work achieved in the African Region. The Regional Director1 s report was of great
practical importance. Since the Regional Director had submitted his plan to the thirty-fifth
session of the Regional Committee in 1985, Equatorial Guinea had made considerable progress
in establishing primary health care with a view to attaining health for all by the year
2000. Village and district health care teams and committees had been set up at peripheral
level. Two of the 17 health care districts established were already in operation and the
rest would come into operation in 1987. Voluntary community involvement in and support of
those measures had been optimal. Thanks to the enthusiasm the Regional Director had
generated for the implementation and follow-up of the plan, the primary health programme in
Equatorial Guinea, for example, had been fully accepted and was supported by all doctors.
In response to the resolution adopted by the Regional Committee at its 1985 session
declaring 1986 African Immunization Year, Equatorial Guinea had in that year carried out
massive immunization campaigns in three phases• The campaigns had already given good
results, in that there had since been no epidemic outbreaks of the diseases covered, which
had been prevalent in the previous seven years.
In addition to endorsing the Regional Director's remarks, he thanked the
Director-General for the support he had given and asked Board members to support the
Director-General1 s efforts, which were giving practical results despite the economic
difficulties encountered by the Regional Office and the countries of the Region.
Dr HAPSARA congratulated the Regional Director on the presentation of his report and the
excellent work he had accomplished in the African Region. Much had been achieved in the way
of programme implementation and conceptual development in the past two or three years•
With reference to paragraph 13 of the report, he agreed with the sequence of emphasis on
the three aspects of primary health care support outlined in the timetable, but asked whether
in 1986, which had concentrated on operational support, problems had not been encountered in
relation to technical and strategic support. In his country1 s experience the three aspects
of primary health care support had been found to be interdependent.
Dr DE SOUZA (alternate to Mr McKay), endorsing the comments made by Dr Koinange, said he
had been concerned that the Regional Director had made no mention in his report of the impact
of AIDS in the African Region, and had only referred to the problem in passing in his
introduction of that report. AIDS was likely to produce severe adverse socioeconomic effects
as well as major public health problems, which would be superimposed on existing problems.
An urgent reassessment of health priorities was therefore needed, and he strongly urged that
extrabudgetary resources be sought to help cope with the problem.
Dr BELLA commended the Regional Director on his report, which clearly reflected the
realities of the African situation. However, he asked for clarification of the statement in
paragraph 7 that internationally recruited WHO representatives were already either in place
or had been appointed in all but one country. He was pleased to note that, increasingly, WHO
representatives were from the field, which brought them closer to government health officials
for the mutual benefit of WHO and Member States alike. As stated in the report, several
countries had initiated district-focused implementation of primary health care. That made it
likely that the timetable for the introduction of operational, technical and strategic
support for primary health care would be respected. He welcomed the establishment of the new
regional health sciences library. The Regional Director was to be congratulated on the many
successful activities he had launched in the short time he had been in office. The
Director-General also was to be thanked for his never-failing support to the Regional
Director.
DR LARIVIERE (alternate to Dr Law), welcoming the Regional Director's report, said it
gave reasons to be optimistic, but certainly not complacent• The Regional Director had been

successful in supporting Member States in addressing some of their major challenges, and in
implementing major changes in regional operation and management. Africa nevertheless
remained the greatest challenge to the Organization as a whole in the pursuit of health for
all by the year 2000. In his view the acid test of global social development would be social
development in Africa. Perhaps because the long history of man had begun in Africa, the
continent seemed to suffer almost all the health problems that existed elsewhere in the
world. It was also now importing some of the problems plaguing the industrialized world.
The Organization was doing its best to help Member States in the Region, but additional
multilateral assistance in health and in other sectors with an impact on health was also
needed. More specifically, renewed and increased support through bilateral coordination
mechanisms was urgently needed for Africa. However, international cooperation had to avoid
having its priorities dictated by the media, which rapidly lost interest in "old" news;
efforts had to be made to keep alive interest in African problems. Like Dr Koinange, he felt
that new and innovative ways must be sought for supporting development in Africa. One way
might be to tap the immense potential offered by African women for instituting social
development at community level. Canada had proved its friendship to Africa in the past, and
would continue to do so in the future.
Professor RAK0T0MANGA congratulated the Regional Director on his report, which clearly
described the critical situation of the Region, beset by many social, health and economic
problems. The situation was made even more difficult by the fact that the available
resources were declining at a time when increased action was called for. Budget cuts had
been made in all WHO regions in almost equal proportions, but it must be recognized that the
scale of the problems involved and the efforts required to solve them were not the same for
the different regions. It was, however, encouraging to note that the Regional Office had in
no way slackened its efforts to develop and decentralize the mechanisms required to
accelerate the pursuit of health for all. Those efforts would give better results if
extrabudgetary funds were provided to buttress the regular budget in a more substantial and
sustained manner, to support activities carried out in the field at country level, and
coordinated by the Regional Office. He fully endorsed the resolutions that had been adopted
by the Regional Committee and stressed the importance of the many visits made to the field by
the Regional Director to observe the situation on the spot and encourage national officials
to continue their efforts to reach collective goals.
Professor MENCHACA said that the health situation in the African Region, which the
report accurately described, was of considerable concern to the Organization, and the
international community would undoubtedly continue to support efforts to improve the
situation. The causes of the problem had in fact been analysed in depth, and many
governments had already shown the political will required to introduce the necessary
reforms�
The reorganization of the Regional Of fice would undoubtedly be of benefit to Member
States, emphasizing the role of WHO representatives in programme management. African
Immunization Year had been a useful initiative, and it was hoped that others would follow.
The Organization1 s financial crisis had had a major negative impact on the Region and it
remained to be seen how that could be remedied. The Board should reaffirm its sympathy for
the Region's difficulties and commitment to supporting its efforts.
Dr MARUPING, in commending all the Regional Directors on their reports and the intense
efforts being made in the regional offices to support the activities of Member States in
striving for common goals, said she was most interested in the pattern of regional
activities, with people seen in their different environments.
In resolution WHA35�23 the World Health Assembly had approved the plan of action for
implementing the Global Strategy for Health for All by the Year 2000, and had noted with
satisfaction the adoption by the United Nations General Assembly of resolution 36/43, which
had recognized that peace and security were important conditions for the preservation and
improvement of the health of all people, that cooperation among nations on vital health
issues could contribute substantially to peace, and that the implementation of the Strategy
constituted a valuable contribution to the improvement of overall socioeconomic conditions
and thus to the fulfilment of the International Development Strategy for the Third United
Nations Development Decade. It was apparent that WHO, in striving to preserve that
much-needed cooperation among nations, was only as strong as its weakest Member. The fact
that disease knew no boundaries was very real. The eradication of smallpox through concerted
national, regional and global efforts should remain a source of encouragement• The emergence

of AIDS, which threatened all countries irrespective of their degree of technological or
socioeconomic development, should not disrupt that capacity for purposeful joint action by
all nations.
She commended the Regional Director for Africa for the leadership he had shown and for
his aim of accelerating the implementation of health-for-all activities. The Region needed
all the help it could get from its own peoples and from the entire family of Member States
that made up the Organization.
She supported the views expressed by Dr Koinange, and underlined the following aspects
of activities in the Region: (1) The Regional Director1 s efforts to strengthen the offices
of WHO representatives in Member States had prompted governments to cooperate more closely
with WHO through improved planning, implementation, monitoring, and the use of joint
resources within the regional programme budget policy. The African programme operations
coordination system (AFROPOC) was a good managerial tool. In her own country, Lesotho, each
of the 14 WHO-supported programmes now had a local manager responsible for monitoring
progress. Those programme managers met every quarter to review progress with the WHO
representative and senior staff from the Ministry of Health. Fellowships and health manpower
development were similarly managed. (2) The work of the subregional health development
offices, designed to bring technical support closer to Member States, was being hampered by
lack of funds. (3) Immunization activities had gained prominence, and coverage was
improving. (4) There was good intersectoral collaboration arid cooperation in some areas,
such as water supply, sanitation, housing, education, information, and promotion of healthy
life-styles, while cooperation on nutrition still needed improvement. (5) Control of
diarrhoeal diseases was gaining strength, and she would comment further on that at the
appropriate time. (6) The regional programme budget policy had been accepted arid there were
healthy trends towards its application. There again, AFROPOC should prove a useful Cool.
(7) Health services research should be more actively promoted in the Region. It should
continue to be viewed as an important health development tool, particularly where needs far
outweighed resources.
The planned budget cuts of 6% for the biennium 1986—1987 and 8% for 1988-1989 would have
far-reaching effects in the African Region. One might wonder what had happened to the
driving force that had led to the collective adoption of the Plan of Action for Implementing
the Global Strategy for Health for All - was it only five years earlier? What could be
expected in the remaining 13 years? The three-year scenario for accelerating the
implementation of the health-for-all strategy in the Region was a vital issue, and the budget
cuts, although unavoidable, were a major cause for concern.
Professor ISAKOV said that the Regional Director's report had made a great impression on
him and3 although his own country was far from Africa, he wished to make a few remarks.
Despite many difficulties, a reorganization had been successfully carried out during the
year, particularly as regards WHO representatives. The use of the new mechanism for
programme management called for increased efforts on the part of the Regional Director and
his staff, but it should improve the quality of work and promote the optimum use of resources.
African Immunization Year (1986) should boost the Expanded Programme on Immunization,
one of the key programmes for the countries of the Region.
He fully supported the Regional Committee1 s wish, as expressed in resolution
AFR/RC36/R.8, to pay tribute to the memory of Dr Quenum by establishing a public health prize
in his name.
Mr SONG Yunfu commended the African Region1s achievements in implementing health-for-all
activities. The Region had suffered a continuous series of natural disasters and yet,
despite the critical situation, the Regional Office had supported health services
development, especially primary health care, and had encouraged important reforms• It had
also emphasized intersectoral coordination and various activities supported by bilateral and
multilateral channels• Paragraph 4 of the Regional Director's report highlighted the
heightened awareness of the strengths and limitations of the role of bilateral and
multilateral agencies. It was important to make full use not only of WHO1s resources but
also of those of other organizations. Coordination was therefore essential to ensure that
such resources were used in the best way to improve health conditions and to facilitate the
implementation of health-for-all strategies.

His own country, China, would continue to support the Region1s activities, as it had
done in the past. He wished the Regional Office every success in its future work.
Professor RUDOWSKI commended the Regional Director for outlining not only the positive
aspects of work in the African Region but also the limitations and deficiencies. Africa was
a difficult Region, affected by many misfortunes which had enormous economic ramifications.
Courage， wisdom and flexible decision-making were needed to continue to provide health care
under such conditions• The audiovisual presentation had demonstrated the key role being
played by public health officers across the continent. The Regional Director had also
achieved the impossible, freezing the budget in the tropical heat of Africa. Most people
were now aware of the problems of the Region, and he endorsed the activities initiated.
Africa remained a continent of hope, and he was convinced that the Region would attain the
objectives of health for all by the year 2000.
Dr GRECH joined other speakers in supporting the Regional Director1 s plea for
appropriate resources for the African Region, which represented WHO's greatest challenge.
number of countries in the Region were among the least developed; while they had the
political wil1 and commitment, most were in a critical economic situation. They deserved
continued collective support.

A

Dr DIALLO commended the Regional Director on his action to strengthen the activities of
WHO in the service of countries by reinforcing the offices of WHO representatives and
establishing subregional health development offices, as well as the African programme
operations coordination system (AFROPOC), which would enable ministries of health to follow
better the three-stage scenario proposed for the implementation of health-for-all
strategies. The harsh realities of his own country, Guinea, had been experienced by the
Regional Director at first hand during a visit in 1986； his solicitude and attention had
been greatly appreciated and would encourage Guinea in the implementation of national health
programmes for health for all through primary health care, particularly the Expanded
Programme on Immunization.
He hoped that the biennium 1988-1989 would see an increase in resources, and greater
support from WHO, otherwise aspirations in the health field would be in vain.
He supported resolution AFR/RC36/R.8 on the establishment of a public health prize to
honour the memory of the late Dr Quenum.
Dr VAN WEST-CHARLES joined previous speakers in recognizing the enormous difficulties of
the African Region and the challenge of the task ahead.
In moving forward, there was a need to share experiences. Paragraph 7 of the Regional
Director1 s report stated that the experiment of using national programme coordinators was to
be terminated. It would be useful if an analysis of the system1s faults could be undertaken
and the results shared.
He extended his best wishes and support for the future work of the Region.
Dr CAMANOR said that the Regional Director1 s informative report had drawn attention to
significant regional developments as well as to the serious problems facing Africa, owing to
many causes both natural and man-made. Those problems had resulted in severe social and
economic instability in the Region, which, in turn, had severely limited the capability of
most countries to carry out their health and other development programmes. Nevertheless, the
countries of the Region had shown a strong political will and had made great efforts to
respond to the health-for-all mandate. It was therefore necessary to give the Region more
support through the socioeconomic crisis.
He welcomed the new direction given by the Regional Director to the regional programme.
The reorganization of the Regional Office and the decentralization of functions to the
subregional health development offices had made WHO1 s programmes more responsive to the needs
of countries, and had given impetus to the more efficient and effective use of both WHO and
national resources. Programmes for immunization, diarrhoeal diseases and malaria control,
maternal and child health, family planning, and essential drugs had been among those
strengthened. He urged the Regional Director to continue in the new direction and to provide
the guidance necessary for the attainment of the health development needs of the Region.

Mr KHALLAF (alternate to Dr Ayoub) noted that of all WHO's regional reports, the African
regional report had attracted the greatest attention among members of the Executive Board.
It seemed to him that working for Africa and its social and economic development had become
one of the main prevailing criteria for measuring the degree of humanitarianism among people
as well as the level of correct and future-oriented judgement by decision-makers all over the
world.
The report on the African Region contained many important points and achievements that
deserved high consideration. The unique restructuring process in that Region would possibly
have its implications for some other modalities of WHO1s work.
Because of the crucial importance of both food and health for Africa, coordination
between WHO and other relevant international organizations must be secured, as the
Director-General had rightly indicated in his Introduction to Che proposed programme budget
for 1988-1989. Experience and achievements gained in other international forums could be of
help to WHO in executing its own health-related programmes. He recalled the United Nations
Substantial New Programme of Action for the 1980s for the least-developed countries, which
was of interest to some 40 countries, three-quarters of which were in Africa. Certain
international commitments had been given to those countries and they, in turn, had made the
commitment to undertake certain internal and regional measures in order to overcome their
serious problems• The Programme of Action included specific activities in the health field
and in establishing the necessary infrastructure for health, education, and food and
nutrition services. During its thirteenth special session in May 1986, the United Nations
General Assembly had also recognized the need to promote development in Africa. A plan of
action had been set in operation and all Member States as well as international organizations
or specialized agencies were urgently invited to contribute to its execution. He noted that
that would be discussed further when the item on "Collaboration within the United Nations
system" was tackled at a later stage of the Board1 s session.
Finally, he commended the efforts carried out in the African Region by its Regional
Director and his staff. He hoped that countries of the Region would be among the first to
realize the goal of health for all by the year 2000.
Dr BART (adviser to Dr Young) said that he had listened with concern to the Regional
Director1 s description of the continent-wide socioeconomic crisis (a subject of lengthy
discussions at the United Nations), natural crises resulting from famine and plagues of
locusts etc., and military crises. Against a background of unsurpassed population growth,
unacceptable infant mortality rates, tragically low life expectancy, and only a marginal
response to the threat presented by AIDS, and while the goals of the International Drinking
Water Supply and Sanitation Decade were still only ideas in most countries and deaths from
vaccination-preventable diseases and diarrhoea were going unprevented, a zero-growth budget
had been proposed, with most of the programme indicating little change. There appeared to be
too large a gap between the problem and the response. It was no time for a zero-growth
budget； there must be a change； otherwise, while everyone sympathized with the wishes and
hopes of the Regional Director, health for all by the year 2000 would be no more than a
dream. Surely it was time for a change in approach and a shift in resources to the African
Region, despite the current budgetary crisis• No one could hear the pleas of the Regional
Director and Dr Koinange without responding appropriately 一 the programme in Africa was
clearly a major priority.
Dr Sung Woo LEE said that, being aware of the importance of strengthening the managerial
process for national health development and of the urgency of developing health
infrastructures to achieve the goal of health for all by the year 2000 through primary health
care， he had no objection to the proposed increases in those two areas, even though the
resources available were limited. Nevertheless, the proposed 7.96% decrease in the disease
prevention and control programme seemed to be anomalous in the light of the problems of
poliomyelitis and cholera in Africa referred to by the Regional Director, the problem of AIDS
mentioned by Dr Koinange and the opening sentence of paragraph 19 of the programme statement
for Africa, to the effect that malaria was the principal endemic disease in the Region - a
decrease of 11.52% was proposed for malaria alone. With the substantial effects of inflation
and exchange rate fluctuations, the reductions would be quite considerable, and he hoped that
special consideration would be given to making additional funds available for disease
prevention and control.

Professor THAIRU (Commonwealth Secretariat) said that the Commonwealth, which had
members in all the regions of WHO, comprised 49 Member States, four of them industrialized
and 45 developing countries, and that some of the 45 developing countries, one third of which
were in Africa, could not be regarded as developing in real terms, since they had been
retrogressing from the economic point of view. The Commonwealth Secretariat was
complementary to the United Nations system, so that in the sphere of health it worked closely
with WHO, assisting Member States in their efforts to achieve the universal goal of health
for all by the year 2000.
That assistance was provided in several areas, such as health
infrastructure development through the training of health personnel, and the exchange of
experience through technical cooperation, both within the concept of technical cooperation
among developing countries (TCDC) and through Commonwealth programmes.
To achieve health for all by the year 2000，the developing countries would have to
mobilize more human and material resources for health. A recent pan-Commonwealth study had
shownj however, that many developing countries were unable to mobilize resources for health
either internally or from external, extrabudgetary sources, largely because they lacked the
infrastructure to compete for such resources. The Commonwealth Secretariat was therefore
organizing a meeting between donors and recipients to see how more resources could be
mobilized. It was also planning a programme for strengthening infrastructure through
long-term training linkages, which would lead to the development of personnel to solve the
major health problems in Commonwealth countries, especially in the field of tropical public
health. Furthermore, the Secretariat was collaborating with WHO in helping its Member States
to improve their management of material resources, particularly pharmaceuticals and health
care equipment and plant.
Finally, as a number of previous speakers had pointed out, and for the reason he had
mentioned, the extrabudgetary provisions for Africa were meagre considering the severity of
the health problems prevailing in the Region; the problems due to AIDS and other
communicable diseases were not becoming less serious, and he therefore supported the call for
special international action to deal with those problems in the developing countries, with
particular reference to Africa,
Dr MONEKOSSO (Regional Director for Africa) said that many of the remarks made during
the debate would be a source of considerable reassurance, not only to the members of the
Board from the African Region but also, he was sure, to all the members of the Board• He
wished to make it quite clear from the outset that there was no question of WHO proceeding
along the same lines without change: the Organization was indeed facing financial
difficulties and, in discussing ways and means of overcoming them, the Board was quite
clearly taking the problems of the African Region very seriously； but WHO could not act
without the financial support of its Member States, and some of the problems in question
could certainly be solved through increased contributions.
Turning to some of the specific questions raised, he observed that he had made only a
brief reference to the problem of AIDS in his introduction because that question was to be
debated at length by the Board and because Africa did not wish to be deflected from its
progress towards health for all, even by AIDS. He would now add, however, that according to
the estimates of the Regional Office, AIDS could be regarded as a public health problem in
five African countries and existed in four others； isolated cases had been reported here and
there, and anxiety concerning the disease of course prevailed throughout the Region. That
information was particularly important because certain reports by the world media gave the
impression that the whole of Africa was one great hotbed of AIDS: that was simply not true.
It was true, however, that the extent of the problem was as yet not known with any precision，
although it was hoped soon to carry out the necessary epidemiological surveys. A regional
programme had been developed for combating AIDS which was integrated in the activities of the
technical units at the Regional Office, with a small unit for AIDS which so far had a staff
of only two. The activities were to be conducted at country level, in the framework of
districts, so that the extent of the disease could be ascertained, the places of its
occurrence identified and its progress followed. Africa intended to join the rest of the
world in combating AIDS and to play its part in the common effort, as it had done in the case
of smallpox, since without its effective participation the worldwide effort must fail.
The role of women in the health development process was valuable and indispensable；
women constituted the keystone of primary health care. Not only did small groups of village
women serve as nuclei for primary health care, but women played an important part in the
development process at all levels, including that of the Regional Office itself, where women

workers backed up WHO officials in their tasks and were organized to support health
activities at the country level - for instance, small projects in the Congo - and to work in
collaboration with UNICEF.
To reassure members who might question the need to set up a regional library at a time
of financial stringency, he pointed out that at the time he had assumed his duties the
governing bodies had already approved a programme for the expansion of the Regional Office by
the addition of 30 new offices. It had then been decided to decentralize to subregional
level so that the additional office space was no longer needed, and the plans had been
changed to use that space for the construction of a modern library and regional office
computer facilities. The reorganization had also been motivated partly by the fact that, if
Africa was to be regarded as the sick patient, the "doctor", or the Regional Office, had not
been in such a good state of health either. Efforts had been made for improvement. Smoking,
prohibited in so many offices - a fortiori in those of WHO - had been practically eliminated
and alcoholism was being combated. Finally, the Regional Office staff had previously worked
from early morning to early afternoon, but in order that the Office should not be cut off
from WHO headquarters and other regional offices at certain other times the working hours had
been adjusted and discipline tightened.
Where resources were concerned, it was not money alone that would solve the health
problems of Africa. Funds were of course necessary, but it was essential first to consider
very carefully what had to be done, and in that connection it was most gratifying that the
senior health officials of the Region were participating actively, not only in drawing up
programmes, but in applying them in the field. Bilateral aid was also available: Africa did
not lack friends, but what was needed was concertation among the sources of bilateral aid and
WHO must be strengthened to pursue that activity at the country level. It was gratifying
that a number of donor countries were already proposing to send associate experts to support
WHO field teams; for example, Italy had just offered some 50 young physicians to work all
over Africa at the district level and, as Professor Thairu had suggested, other developed
countries might participate in the effort. Ties must also be strengthened with bilateral
donors and other United Nations agencies, since coordination of all the available field aid
would help to accelerate the attainment of health for all in Africa. Yet he was aware of
districts where dozens of people were working in isolation at their own tasks, without any
coordination. Of course, coordination had to take place at country level, but with the
support of the country1 s best friends 一 the representatives of WHO. As an example of what
could be done in a young country, it had been decided at the end of 1985 to set up a health
centre in each village in Burkina Faso; within ten months, all villages had established such
centres with some aid from WHO and UNICEF. That might perhaps be regarded as fairly easy,
but the inhabitants had gone further and had also trained community health workers for all
the villages, as well as traditional birth attendants. WHO must make an effort to match that
kind of enthusiasm, which was by no means unique in Africa.
In view of the complexity of all the health problems in the Region, it had been decided
to distribute responsibilities and to reorganize the African Advisory Committee for Health
Development, whose 24 members had been chosen rather haphazardly, so that they should
represent certain particular skills, such as water and drainage, population, nutrition,
feeding, education and health training, etc. The Committee should thus become a real brains
trust for the examination of all the important aspects of health in Africa.
In conclusion, he was not really discouraged by decreases in any given programme. In
the case of malaria, for example, it was sure of support from bilateral and other sources;
most important of all, Africa was sure that the world was with it and would therefore
continue to forge ahead in order to be first at the finishing line in the year 2000.
The CHAIRMAN drew the Board's attention to the annex to the Regional Director's report
(EB79/18) containing resolution AFR/RC36/R.8 of the Regional Committee recommending the
establishment of a Dr Comían A. A. Quenum Prize for Public Health in Africa.
Decision: The Executive Board, having considered a recommendation by the Regional
Committee for Africa on the establishment of a Dr Comían A. A. Quenum Prize for Public
Health in Africa, decided to entrust the Regional Committee with the establishment of
the Prize, including the drawing up of appropriate rules and the making of arrangements
for the selection of award winners； the Prize would be presented to the winner during a
subsequent session of the Health Assembly by its President.^

The Americas (Document EB79/19)
Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the main
characteristic in the Americas of 1986 had been the continuing economic crisis and its impact
on the development process and the welfare of peoples of the developing countries in the
Region. At the same time, some countries had undergone an institutional evolution in the
form of a restructuring of their democratic systems, which had opened up new opportunities
and dialogue which tended to place health problems better in the context of overall
development • Some points of conflict remained, however, which were a threat to peace and
stability in more than one subregion, thereby creating problems in cooperation and
development of activities aimed at meeting the needs of the populations concerned.
The overall situation had affected the Organization in a number of ways. First,
although not of prime importance, was the reduction in the Organization's budget. In the
case of the Americas, reductions had also been effected by the Pan American Health
Organization; and it was expected that the regular budget would be cut by some 9%, so that
the Region was preparing itself for a reduction in its total regular budget of some
USt 14 500 000 (almost US$ 4 million in the WHO budget and some US$ 10 500 000 in the РАНО
budget). At country level, the economic crisis meant that fewer resources were available and
countries were less well equipped to support the investment in, and operation of existing and
new services.
Of yet greater importance was the substantive, political dimension of health, the way in
which health was being considered in the overall context of social life in the Region. It
would be recalled that, since the 1960s, instruments of planning and organization had been
established, including manuals, action plans and strategies, which were unanimously supported
but which had not on the whole led to substantive changes in the overall provision of
services. There was a growing feeling that something had been lacking in that process in
terms of understanding and handling of the social aspects involved and especially of the
problems of a political nature. It was not sufficient for governments to have approved and
taken formal decisions; it was necessary to build certain characteristics into the social
framework, especially to deal with the distribution of power in the society in order to
create sufficient support to enable formal decisions to be applied in practice.
Another important point was that the crisis had demonstrated that the underlying problem
was not purely one of economics but of the way in which development had been promoted in the
countries of the Region. In the period 1970-1980, almost all countries in the Americas had
known accelerated economic growth, while at the same time the number of people living in
absolute poverty had increased from 87 million to more than 130 million. That meant that the
problems were not merely the result of the crisis； the matter went much deeper and had to do
with the very models of development. The wellbeing of peoples, and their health, had come to
be considered in a much broader sense. There was an evident crisis involving the adequate
definition of development both in theory and practice, and in elaborating instruments for use
in planning, coordinating and promoting development.
Other problems were of an internal nature. In the current situation the Organization
was called on to play an innovative role, although in the Americas there had been inertia
which had led to slowness, hesitation and often resistance to necessary change. Prospects
for 1987 and 1988 and even beyond showed that the general picture was unlikely to change
significantly. The Organization's response must be to promote new strengths and increased
effectiveness. The Regional Office had elaborated proposals for change in four main areas.
The first area involved a reassertion of the basic values and essential objectives of the
Organization in the form of an operational doctrine. That doctrine had been expressed in a
managerial strategy for optimum use of resources, and in the regional budget policy, among
other instruments. The Regional Committee had approved a document setting out guidelines and
priorities for 1986-1990. The doctrine must be understood by both heart and mind if it was
to be implemented appropriately. The second area involved strengthened dialogue with
countries and other organizations active in the field of health. Such dialogue should lead
to a mobilization of resources of all types, not only financial but organizational,
institutional, human, political and moral. Conditions must be created for improved
understanding and dialogue between countries in order to define joint action and increasing
cooperation. Health activities must be directed not only towards satisfying health needs in
the stricter sense of the term, but towards becoming a powerful tool for understanding,
promotion of wellbeing, justice and peace in the Region. Conditions must also be created for
increased and improved participation by countries and governments in the Organization and to

ensure that health was not exclusively the responsibility of the health sector but an
intersectoral objective. The third area involved the almost obsessive quest for efficiency,
increased productivity, reduced costs and innovation in the search for more effective
alternatives within both the Secretariat and governments themselves. He had estimated that
poor use of available resources probably amounted to some 20% within the Secretariat and more
than 30% within countries. For the Region, wastage at a level of 30% would involve an amount
of some US$ 10 000 million each year. Increased efficiency called for decentralization,
improved coordination of activities, improved joint planning and evaluation instruments and
the development of new methods, procedures and structures. The fourth area involved turning
attention to new challenges. If the first three components were successful, even in a
context of crisis and reduced resources, it would be possible to meet such new challenges, at
least partly. Indeed, the Organization had been able to take new initiatives at subregional
level by grouping countries according to their interests. It had also been possible to
extend activities related to priority programmes, such as the Expanded Programme on
Immunization, within which a special goal for the elimination of wild poliovirus in the
Americas by 1990 had been set, and new programmes, such as food safety, eradication of urban
rabies and foot-and-mouth disease, while at the same time considering more concentrated
efforts to increase development of operational capacity and strengthen infrastructure for
health systems based on primary care strategy.
It was in that context that the 1988-1989 budget had been prepared. The budget was
viewed as a tool for action in the context of policies, strategies and activities which had
to be unified. In that context he drew the attention of the Board to the fact that the
timing of preparation of the budget was somewhat different for the Americas in view of the
РАНО calendar. The final part of the planning operation would take place at the time of the
forthcoming Regional Committee session at the end of September. In view of the regional
budgetary policy and the guidelines laid down by the Director-General, the proposed increase
in the budget was only 8.8%, with zero real growth; nevertheless, a real increase of 6.5% in
country programmes had been possible, 77% of the real increase accorded by the Organization
being applied at country level, and preference being accorded to activities aimed at
strengthening health infrastructure.
Dr QUIJANO commended the Regional Director for his self-critical attitude and analysis
of problems in the Region. His comments concerning the increase in the number of people
living in absolute poverty and the apparent decrease in solidarity among countries in the
Region must be given serious consideration, even though it was obvious that that decrease
was, in fact, the consequence of the diminished resources available to countries. Mexico,
rather than trying to strengthen bilateral relations, was therefore relying on technical
cooperation among developing countries and on the services provided by the Organization.
Referring to paragraphs 10-15 of document EB79/19, in which the document entitled
"Orientation and program priorities for РАНО during the quadrennium 1987-1990" was mentioned,
he said that that document organized existing concepts in such a logical way that they
clearly defined problems and gave them an epidemiological basis. It was a very important
document and emphasized the need for all countries to direct their efforts towards those
areas where the impact would be greatest. Commendable efforts had been made in the Region to
reduce the rate of population growth - in Mexico that rate had decreased in the past six
years from 3.5% to 2.4% 一 although the predominance of those under 15 years of age would
nonetheless mean an additional 170 million by the year 2000, which represented an enormous
challenge for the health sector. It was therefore essential, as pointed out in the document,
to give overall priority to the development of infrastructures, care for vulnerable groups
and - not least - the administration of knowledge, because it was that that would make it
possible to use modern technology and human effort in the most appropriate manner. The
document also attached due importance to research and the identification of areas where,
because of a lack of knowledge, inappropriate techniques or administrative procedures were
being applied. It further stressed the need for on-going evaluation, and proposed to that
end joint action between the Organization and national systems.
He considered the Plan for Priority Health Needs in Central America and Panama to be an
example of a subregional activity which had been able to overcome local difficulties among
the governments concerned. He also referred to the cooperation and assistance activities
carried out over the past year in certain countries in the Region which had been affected by
natural disasters. Finally, the Organization had acted as a very effective catalyst in
involving other cooperation agencies, such as the Inter-American Development Bank and the
World Bank, for which certain countries of the Region were most grateful.

Dr VAN WEST-CHARLES congratulated the Regional Director on the objective and critical
analysis contained in his report, which had placed WHO objectives in the context of the
severe economic crisis prevailing in the Region. The new direction and the solutions
outlined in it were indicative of the type of coordination being introduced. Under the
Regional Director1 s leadership, at a time of financial difficulty, countries were seeking to
use their own national resources in order to address priorities and use the Organization1s
resources to support those priorities• Changes were taking place, not only in countries, but
also in the Regional Office, in order to make it more efficient.
Achievements in the health-for-all process could be seen in the form of the Central
American initiative, Caribbean cooperation in health, and the joint plan of action for the
Andean subregion. In the subregion to which Guyana belonged steps were being taken to
identify common problems in an endeavour to share resources, as an indication, not that money
was not needed but that introspection was a necessary step towards matching policy and
programming•
A common point of interest for all regions in achieving health-for-all was manpower. If
health was part of development, each dollar made available for development must be divided up
between health and other sectors. The traditional manpower system had to be changed, but
that could not be effected by regional efforts alone； it was a global challenge. In Guyana,
for example, a surgeon, trained in a developed country had been sent to a rural area, where
he had requested the services of an anaesthetist. Only a nurse anaesthetist was available,
with whom the surgeon had been persuaded to perform his duties efficiently. The traditional
health manpower system must be examined with a view to providing health care at a reduced
cost，and such an approach must be accepted by both developing and developed countries.
In conclusion, he thanked the Regional Director for his efforts in increasingly
involving РАНО and WHO as partners in national programmes. His re-election as Director of
the Pan American Sanitary Bureau in 1986 was evidence that his efforts as well as his
technical3 diplomatic and managerial skills were appreciated in the Region.
Dr BRACHO OÑA said that the Regional Director� comments should stimulate the Board to
think carefully as to how the many problems affecting the various regions of the world could
be solved； changes were necessary in order to make the entire infrastructure of the regional
programme more flexible and dynamic. The Region of the Americas must be given high
priority； it was unfortunate that many countries with major health problems were being
unfairly penalized in budgetary terms.
He had compared the reports of the Regional Directors so as to find the common
denominator, and what had emerged was the great dedication with which the various programmes
had been developed； the Regional Directors had endeavoured to give a clear description of
the situation in their respective regions. Each had s tressed the importance of education 3
and he agreed. In Ecuador, ethnic groups which were still somewhat on the fringes of
civilization and far removed from the benefits of modern life resisted the idea even of
primary education, and the areas in which they lived were precisely those in which serious
health problems arose. The establishment of a proper educational infrastructure for the
training of leaders and promoters of education and health would make it possible to achieve
primary health care in all areas of the American continent and of the world.
Until recently it had been said that AIDS was not a problem in Ecuador, but it was, and
the number of cases would increase in geometrical progression. He hoped that countries able
to do so would provide the necessary extrabudgetary funds to cope with it. In that
connectionj he failed to understand how a national who was suffering from AIDS could be
expelled from the developed country in which he had contracted the disease and returned to
Ecuador. That was unjust and, if it was tolerated by WHO, he would find it very difficult to
accept.
It was hoped that the budgetary surplus arising from his country1 s oil production would
be sufficient to enable a sum of US$ 50 million to be set aside for community water supplies
in rural areas and US$ 40 million for urban water supplies ； in two years1 time, 80% of the
rural population would have clean drinking-water, so that onchocerciasis and the many
parasitic intestinal diseases which affected the whole of Latin America from the Rio Grande
to the south，would be eliminated. Such diseases as taeniasis，cysticercosis and
ancylostomiasis could not be eradicated in the absence of proper sanitation.

Finally, steps were also being taken to ensure community participation in all health
activities; without education, however, nothing could be done•
Dr KOINANGE, welcoming the Regional Director's presentation, said that, in the light of
the economic and social difficulties facing the Region, it was encouraging to see the way in
which it was seeking new solutions to existing problems. There were some programmes, such as
those for tuberculosis, leprosy and sexually transmitted diseases, that had received
extrabudgetary support throughout the current biennium; he asked why there was no such
provision for the future.
Dr BART (adviser to Dr Young) said that special recognition should be given to the
Regional Director for his candid regional evaluation and his creative leadership and
management. Six points deserved special comment: (1) the recognition of what the report
referred to as an administrative crisis and of the basic obstacles to improving health in the
Americas, such as that 30%-40% of the population in the Americas still had no access to basic
health services； that the services offered were often unrelated to the needs； that the use
of human and financial resources was sometimes inappropriate； and, most important, that a
realignment of efforts was required to meet the needs； (2) the recognition of the importance
of concentrating resources on the most critical areas of need and on epidemiologically
defined priority health programmes； (3) the development of the health sector's capabilities
for financial analysis, based on the recognition that sustainable health programmes depended
on adequate and substantive fiscal planning from the outset and the absorption of recurrent
costs in country budgets; (4) the aggressive acceleration of immunization programmes to
eradicate indigenous poliomyelitis from the hemisphere by 1990 - there was every reason to
believe that the Americas would achieve it earlier than other, industrialized regions；
(5) the insistence on the role of women in health and the call for the development of
specific plans of action; and (6) the emphasis on the implementation of the International
Drinking Water Supply and Sanitation Decade in the promotion of water supply and sanitation
as an integral part of primary health care.
His country was pleased to be associated with the Regional Director and with the efforts
of the Organization in the Region.
Dr LARIVIERE (alternate to Dr Law) congratulated the Regional Director on his excellent
report and drew attention to the renewed confidence expressed in him at the Pan American
Sanitary Conference in September 1986, when he had been re-elected Director of the Pan
American Sanitary Bureau, He invited the Board to give Dr Guerra de Macedo its unanimous
support when it came to consider his reappointment as Regional Director later in the session.
Dr HAPSARA commended the Regional Director on his report, with its frank and clear
policy analysis and its proposals for a strengthening of efforts. He had noted the careful
analysis of the current situation, but would welcome a further explanation of the dynamic
approach that was to be followed in tackling the problems.
The report mentioned the economic and social crisis, the administrative crisis and the
crisis in international cooperation, but there appeared to be no reference to the crisis in
the active involvement of the people in health development. It was possible that that point
was to be considered as part of the economic and social crisis, but it was a most important
aspect that should not be overlooked•
Mr SONG Yunfu welcomed the good results achieved by the Regional Office for the Americas
in the effort to achieve health for all by the year 2000. It had not focused its efforts
solely on health work in that Region but had also made a great effort to promote
interregional cooperation. China sent many postgraduate students to the Americas for further
studies, thanks to the Regional Offices for the Western Pacific and the Americas. He thanked
the Regional Director for the Americas and his staff for their efforts to promote health
manpower development.
Professor MENCHACA said that the report of the Regional Director set forth the main
factors of the management strategy, which was being applied at a critical time for the vast
majority of Member States, faced as they were by specific problems that hampered governments
in their efforts to improve the health of their peoples at the cost of enormous sacrifices.
It was encouraging to note that the Organization had responded to the situation and that firm
steps were being taken to mobilize resources and make the best use of them, and to develop
suitable policies to ensure the integration of health in the socioeconomic development of

countries. The Region was also continuing to emphasize the use of the mechanism of economic
and technical cooperation among developing countries, and it was hoped that its experience
would be of even greater benefit to all the developing countries.
The Regional Director had referred to the economic crisis and had drawn attention to a
number of other important problems. Health was an important and inseparable part of
development. Aside from the causes of the world economic crisis, countries in the Region
were faced with increasingly gloomy prospects. In a number of countries democratic
institutions had been restored 一 something that had been welcomed throughout the world 一 but
it was necessary to be aware of the dangers posed to that process by the serious economic and
social problems inherited from regimes supported by certain great powers. Health was one of
the most vulnerable fields and could not be developed in isolation from the national and
international realities: countries in the Region urgently needed a fundamental change in the
existing inequitable and unjust terms of trade in order to achieve global development,
particularly in the field of health; they needed peace, harmony and the broadest possible
international cooperation without discrimination or obstacles, which only humiliated those
who imposed them.
Dr GUERRA DE MACEDO (Regional Director for the Americas) thanked members of the Board
for their comments and observations, which were not only stimulating but also helped to give
a better understanding of the problems being faced.
He wished to refer firstly to the dimensions of the challenge to be faced in the Region
in order to achieve the universally accepted target of health for all by the year 2000.
Dr Quijano had referred to some quantitative aspects of the challenge deriving from
accelerated population growth. In order to provide services, not only for those already
lacking them but for the increased population, it would be essential to do more than had been
done in the entire history of the Region so far. It was estimated that there were at present
some 130 million people in Latin America and the Caribbean with no regular access to basic
health services. With an estimated 170 million additional people by the year 2000, it would
be necessary to provide services for some 300 million people, whereas the Region had thus far
been equipped to provide for only 250 million.
There was another and more complex challenge to be faced in that the population was
mainly urban, and by the year 2000 three-quarters of the population would be living in
cities. In addition, the rural population would make demands on the health services similar
to those of the urban population. Communicable endemic diseases would still be prevalent and
at the same time it would be necessary to tackle diseases characteristic of an aging
population living in cities with the attendant environmental health hazards both from the
natural environment and the social environment. AIDS was an extremely disturbing problem in
the Americas, where cases had been identified in almost all countries； in three it was
developing alarmingly.
In the face of those challenges, solutions and procedures used in the past had
frequently proved inadequate. Change was thus essential, not for its own sake but as a means
of responding to the problems. When changing the health systems, technology was of paramount
importance. Dr Van West-Charles had referred to personnel problems. The matter was one of
administration of knowledge, and above all of health technology, not only specific
technologies but also the technological process whereby technology was incorporated in the
health sector. The social process for such incorporation was probably the most important
single factor determining the organization, operation and practice of the health system and
services； it also played a very important role in the conditioning of the behaviour of those
providing the services and of those requesting them. That extraordinarily important factor
had many global and, above all, political connotations.
On the question of cooperation it had often been said that health problems had no
frontiers and there should likewise be no frontiers to their solutions• Solidarity did in
fact exist, as had been shown in the support given to many of the steps taken both at the
subregional level, as in the case of Central America, and in terms of the development of
specific programmes such as the Expanded Programme on Immunization and the ambitious
programme for the eradication of poliomyelitis. Agreement had recently been reached on the
financial terms and conditions for attaining that goal by 1990. The joint efforts of the
Inter-American Development Bank, the bilateral cooperation agency of the United States of
America, WHO, UNICEF and Rotary Club International had made it possible to commit nearly
US$ 50 million to support both regional efforts and those in each country with a view to

attaining that target. The goal was an innovative one, not only iri itself but in terms of
the coordination of efforts, and even more so because it was directly related to the
strengthening of the basic infrastructure. The efforts being made to achieve the eradication
of poliomyelitis took account of the need for permanent bases to maintain the results
achieved. Such efforts were to be used as an instrument for strengthening health services
themselves. The same would apply to all health programmes.
Dr Koinange had referred to the fact that there was 110 budgetary provision for the
future control of certain diseases. There were two explanations. To provide for greater
flexibility in the use of resources, programmes had been merged, since the strategies for
controlling the different diseases were similar, as in the case of vector-borne diseases. A
further explanation was that the budgetary process was in its early stages and was to be
revised in February 1987, when the extrabudgetary resources would probably be increased
substantially in some cases.
He acknowledged the remarks of Dr Bart on the points receiving attention in the regional
programme. In particular, concerning the role of women in the development of regional
activities, the Region of the Americas had already prepared a plan of action for the
implementation of the decisions taken at the 1985 Nairobi conference and had embarked on its
execution.
Welcoming the comments made by Mr Song Yunfu, he said that his visit to China in
October 1986 had been a stimulating experience. He hoped that the decision taken in the
Region of the Americas to increase contacts with other regions, as it was doing with Africa
and Europe, would be but the beginning of a more productive relationship based on
cooperation, not only within each region but also between regions, seeking to attain the
common goal of the health and wellbeing of peoples, and of peace for mankind•
(For continuation of the discussion on "Programme review", see summary record of the
seventh meeting, page 101).

The meeting rose at 17h35.
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The CHAIRMAN recalled that the Director-General, in his response to the Board's debate
on the Introduction to the proposed programme budget, had proposed that the issues raised in
the Introduction and the Board1 s comments on them as well as other related issues might be
brought to the attention of the Health Assembly so that it would have the opportunity of
debating openly those issues considered to be crucial for the future of the Organization.
The Director-General had also felt that it would be useful for the Board to suggest to the
forthcoming World Health Assembly - and that was fully in keeping with the Board's
constitutional function of submitting proposals to the Health Assembly on its own
initiative - that it request the regional committees to hold full debates on those matters at
their 1987 sessions with a view to taking remedial action. They would report back to the
Board in January 1988, and the Board in turn could consider the action taken by the regional
committees and report to the following Health Assembly in the same year. He invited comments
and suggestions.
Sir John REID expressed support for the suggestions. The lengthy discussions on the
Director—General * s Introduction had been time well spent because of the challenges involved
and the opportunity afforded for self-criticism. During the programme review, the Board
would have difficult decisions to take, particularly on financial matters. The outcome would
be reported to the forthcoming Health Assembly, where there would again be a vigorous debate
no matter what the Board had decided. Even though there might be no confidence crisis, there
was a crisis in terms of the vast health problems in the world and the resources available to
deal with them. The establishment of clear priorities must be the primary task, but would be
a waste of time unless Member States adhered to those priorities. Accordingly, all
resolutions of the Executive Board and the World Health Assembly must be applied in letter
and in spirit, and there was prima facie evidence that that was not always the case.
Expressing appreciation for the relevant passages of the Director-General* s frank
Introduction to the proposed programme budget - particularly paragraph 5 一 for the evaluation
of WHO'S programme budget during the period of the Seventh General Programme of Work, and for
the reflections for 1988-1989 and beyond, he strongly believed that those views must be
followed not just by discussion, but by action. Consequently, after the Health Assembly
debate in May, there should be full discussions at the 1987 sessions of all the regional
committees, by which time they could take into account the Director-General1 s Introduction
and views and the comments of both the Board and the Health Assembly, so as to ensure that
the best possible use was made of the resolutions passed. In the current critical financial
situation nothing less could be done. Once the regional committees had concluded their
discussions and proposed action to be taken, the Board could review the matter again in
January 1988 and report to the Forty-first World Health Assembly. That was not a budget year
and so there would be adequate time for full discussions of the vital issues involved. He
bad prepared a draft resolution to that effect.

Expressing alarm about the length of time taken in discussions at the current session
and the need to arrive at decisions, he said that the method of work of the Board should be
submitted to a similar examination to that of the Health Assembly.
The CHAIRMAN said that the draft resolution proposed by Sir John Reid would be
considered at a later stage, after Board members had had ample time to consider it (see
summary record of the fifteenth meeting, section 1).
PROGRAMME REVIEW; Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l
and 2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12, and EB79/INF.D0C./1) (continued from the
sixth meeting, page 99)
The CHAIRMAN, turning to the review of individual programme statements contained in
pages 43-284 of the proposed programme budget document, pointed out that the basic
information and tables found in pages 1-39 and in the annexes did not call for a formal
review by the Board, since they were essentially background information, but that members
were free to comment thereon at any time. He invited the Board to begin consideration of the
programme statements and tables, appealing once again to members to be brief and to the point
so that the Board could complete its work on schedule.
DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1； Document PB/88-89,
pages 43-66)
Governing bodies (programme 1)
There were no comments.
WHO*s general programme development and management (programme 2)
Executive management (programme 2.1)
There were no comments.
Director-General's and Regional DirectorsT Development Programme (programme 2.2)
Sir John REID requested information on the very large proposed increase in allocations
for the European Regional Director's Development Programme.
Mr WESTENBERGER (Director, Support Programme, Regional Office for Europe) said that
experience had shown over the years that, with the emergence of new unforeseen problems - an
example in the previous year being the Chernobyl disaster - the European Regional Director ' s
Development Programme was insufficient. The Regional Committee for Europe had considered it
important to find additional resources, and the proposed increase was seen as the right step
towards enabling the Regional Office to respond to new developments.
Dr BRACHO ONA said that he was not satisfied with the reply to Sir John Reid. He found
it difficult to understand the extremely high budgetary increase for the European Region,
especially in comparison with the Region of the Americas, and wondered which parameters had
been used to justify an increase of such magnitude.
Sir John REID specified that he had not been speaking on behalf of the European Region,
and was not challenging the Regional Director1 s judgement. He had merely felt in honour
bound to ask the question in view of the very substantial increase. At the time of the
Regional Committee1s discussions, comparative figures relating to the other regions had not
been available. He hoped that the matter could be dealt with under the mechanism provided
for in his draft resolution (see summary record of the fifteenth meeting, section 1,
pages 248-249), and that the Regional Director could discuss it with the Regional Committee
at its 1987 session.
Dr BRACHO ONA agreed with Sir John Reid1 s suggestion on the understanding that all the
programmes would be reviewed at a later stage.
Mr FURTH (Assistant Director-General) drew attention to the fact that, while the global
and interregional part of programme 2.2 remained at the same level as in 1986-1987,
US¿ 2 500 000 had been deducted from that provision in the contingency plan, which meant that

the Director-General would in fact have that amount less available than was indicated in the
budget document, representing a major reduction.
The DIRECTOR-GENERAL reminded the Board that the Director-General1 s Development
Programme had originally been set up on the initiative of the Board itself. It had
facilitated the introduction of 14 new programmes in such areas as tropical disease research
and training, essential drugs, new vaccine development, the Expanded Programme on
Immunization, AIDS, support to the three WHO collaborating centres in the occupied
territories in the Middle East, the role of physicians and other health workers in the
preservation and promotion of peace (resolution WHA36.28), emergency preparedness, health
systems research throughout the different regions, leadership development, world action on
medical education, and psychoactive substances, to name but some. Nobody should be under the
illusion that a 40% cut would change nothing and that WHO could continue to respond to all
requests. It was precisely because of the Director-General1s Development Programme that it
had been possible to develop such programmes in the previous ten years, despite zero or
negative budget growth.
Dr BRACHO ОЯА agreed with the Director-General.
subsequently•

Budgetary details would be discussed

The DIRECTOR-GENERAL explained that he had not been replying to Dr Bracho Oña1 s
question, but on the contingency plan, which showed a 40% reduction in the Director-General1 s
Development Programme. With such a reduction, it was not possible to provide the same
responses as in the past•
Dr ASVALL (Regional Director for Europe) underlined the operational value of the
Director-General1s and Regional Directors' Development Programme. The Regional Director1s
Development Fund provided the flexibility needed for responding to new developments in the
European Region, where there had been considerable satisfaction among Member States with the
way in which the Regional Office had been able to respond quickly to new developments in
recent years• The Region possessed a detailed, long-term, forward-looking planning system,
but discussions held with the Consultative Group on Programme Development and the Regional
Committee had repeatedly underlined the need, in addition, to ensure adequate flexibility
through a properly funded Regional Director1s Development Programme. That did not entail
changing priorities, but securing greater benefit for the Organization's investments.
Moreover the increase in the Regional Director1s Development Fund signified not an increase
but merely a shift in funds, from activities planned in detail. The Regional Committee was
fully informed about the way in which the funds for the Development Programme were being used.
General programme development (programme 2.3)
Dr BART (adviser to Dr Young) pointed out the disparity between regional and country
allocations for the African Region, as shown in the table on page 61 of the programme budget
document, namely an increase of US$ 3.7 million for regional and intercountry activities as
against an increase of only US$ 30 000 for country activities. He asked why the difference
was so striking and how those resources were to be used at the regional level.
Dr MONEKOSSO (Regional Director for Africa) said that the figures reflected the fact
that adjustments had already been made in order to transfer the greatest possible amount to
the country level, despite the freezing of posts and limitation of activities in the Regional
Office. It was hoped that additional support would be available at the country level to make
up for any deficiencies•
Dr VAN WE ST-CHARLE S referred to paragraph 33 on page 60 of the proposed programme budget
document, where it was stated that reductions had been made in the programmes to support the
new subregional health development offices in the African Region, He wondered whether that
was a wise move and whether, as Dr Bart had intimated, programme execution might not be
jeopardized at the country level. It would perhaps be preferable to consider a more
efficient use of the offices and invest more money in programme execution.
Dr BART (adviser to Dr Young) said he had understood from Dr Monekosso1 s statement the
previous day that all the posts transferred from national level to international level had
been accounted for. That made it all the more difficult to understand why there should be
such a large allocation for the Regional Office.

Dr MONEKOSSO (Regional Director for Africa) said that the use of the term "offices" for
what were in fact subregional teams might be misleading. Those teams, which were placed in
the field to help countries carry out their primary health care programmes, should be
distinguished from offices in the strict sense, which merely exercised a bureaucratic role in
programme management. The new teams could be said to constitute the Region1s "rapid
deployment force", and as such they deserved the Board's support.
The DIRECTOR-GENERAL said that in reply to Dr Bart's question it should be added that in
the conversion of the posts of national WHO programme coordinators to those of international
WHO representatives a very substantial cost was involved.
Dr BART (adviser to Dr Young) asked for details of that cost.
The CHAIRMAN said those details would be supplied by the Secretariat.
External coordination and health and social development (programme 2.4)
Sir John REID, referring to paragraph 19, asked how much of the increase was devoted to
matters arising from resolution WHA36.28 on the role of physicians and other health workers
in the preservation and promotion of peace.
The DIRECTOR-GENERAL replied that the provision made to follow up the implementation of
resolution WHA36.28 amounted to USÍ 95 800 for 1986-1987 in the Director-General's
Development Programme. An amount of USÍ 40 300 was included under programme 2.4 in 1988-1989
for the same purpose.
Dr LARIVIÈRE (alternate to Dr Law) noted that the Region of the Americas had built up an
inventory of information, expertise and operational talent to be used in emergency
preparedness activities. He would like more information on what links were planned between
headquarters and resources in the Americas.
Dr ASVALL (Regional Director for Europe) said that the global programme on accidents was
run by the Regional Office on behalf of the Director-General. During the past year a special
task force of trained experts had been developed which could be sent immediately to countries
to help ministries of health organize disaster relief and, where necessary, to help with
assessment of the damage done and the need for external assistance. That initiative followed
on an earlier resolution of the Regional Committee for Europe; agreements had been concluded
both with the headquarters unit and with colleagues in the Americas for the reciprocal use of
experts, the exchange of computer files, and so on. That was a typical example of how a
resource in one region could also be made available in other regions and at global level.
Dr BRACHO 0ЙА said that in the Americas and notably in Ecuador, it was not only
catastrophes that led to a large number of burn cases, but rather the more simple,
preventable type of accident, such as accidents in the home. As Secretary-General of the
Federation of Plastic Surgeons and Reconstructive Surgery of Latin America, Spain and
Portugal, he felt bound to point out that the large majority of such catastrophes involved
children and young people. Curative and rehabilitative measures for burn cases could put a
heavy strain on national budgets, and in-depth studies were currently being carried out into
prevention of such accidents. He asked the Regional Director for Europe what action was
being taken in that regard.
Dr ASVALL (Regional Director for Europe) said that there had recently been a number of
activities relating to burns, including a special meeting on the subject. He would be glad
to supply Dr Bracho Ofïa with more material on the matter.
Dr NAKAJIMA (Regional Director for the Western Pacific) said that a recent seminar in
Hawaii, held jointly with the American Region, had focused intensively on the burns
programme, and one of the major lecturers at the seminar had been the Secretary-General of
the International Society for Burn Injuries. Many burn cases occurred in the Western Pacific
Region resulting not only from natural disasters but also from general accidents, and the
majority of those involved were children. A special programme to be developed in close
coordination with other regions, especially the European Region, was therefore under
consideration. The programme, which would also cover volcanic eruptions, would be developed
further in China and certain Pacific countries.

Dr BART (adviser to Dr Young) suggested that the section on emergency preparedness might
better be discussed in relation to item 20.2 of the agenda, "Collaboration within the United
Nations system： report on the special session of the United Nations General Assembly on the
critical economic situât ion in Africa"; that report (document EB79/32) covered in some
detail specific emergency preparedness programmes•
It was so agreed.

(See summary record of the twentieth meeting, section 4.)

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2;

Document PB/88-89, pages 67-104)

Health system development (programme 3)
Health situation and trend assessment (programme 3.1)
Professor FORGACS noted that improvement of information support and management at
national level was the basis of the programme under consideration. In many countries, health
information systems were based on traditional public health measures, with an overwhelming
orientation towards the prevention and control of infectious diseases. There was a lack of a
standardized data base for monitoring life-styles, the incidence and prevalence of
noneommunicable diseases, and other social parameters. He therefore wished to emphasize the
importance of the programme activities outlined in paragraphs 9-11 (pages 69-70 of the
programme budget document), and in particular the importance of the indicators of positive
health set out in paragraph 13•
During the forthcoming financial period, attention should be given to ensuring a smooth
transition from the Ninth to the Tenth Revision of the International Classification of
Diseases•
Dr HAPSARA pointed out that the table in Appendix 3 of the report on "implementation
reductions"! showed a budgetary reduction of US$ 745 800 for health situation and trend
assessment for 1988-1989. The total budget for global and interregional activities for that
programme, as shown on page 72 of the programme budget document, was US$ 7 026 000, a
reduction of 10.6%, in comparison with the total reduction of 7,13% in the global and
interregional components of the proposed programme budget as shown in the table in Appendix 2
of the same report• Section 14 of Appendix 3, on health information support, showed that
both the World Health Statistics Annual and the World Health Statistics Quarterly would have
fewer pages in the 1988-1989 biennium. That measure would lead to a reduction in activities
in global trend assessment. He hoped that work in that important area would be one of the
first items to be reinstated when the financial situation improved•
Dr MARUPING, referring to paragraph 10 (Training in information support), noted with
satisfaction the intention to offer training courses in applied epidemiology. Such training
courses would be of great value for the African Region, where much attention was being
focused on support at the operational level. For some time the fact that field staff were
not sufficiently equipped with epidemiological skills to enable them to assess the situation
in their area, and to take the necessary action, had been a weakness in the managerial
process. There had been a tendency to depend on the information sent to central level, an
approach which was time-consuming. She hoped that everything possible would be done to
support that particular activity.
Sir John REID said the section on health system infrastructure was one of the
important of all, and one in which the Board would be least likely to want to make
would like to know whether it was intended to change the system of distribution of
Epidemiological Record， which was universally regarded as a very useful tool, both
epidemiological information and for the management of health services.

most
cuts. He
the Weekly
for

Professor ISAKOV agreed that the section was a highly important one. Weak
infrastructure failing to link the various levels of medical and health services of all types
was often the most significant obstacle to achieving the goal of health for all. Financing
of activities to strengthen the health system was therefore very important• He attached
particular importance in programme 3.1 to the work on the International Classification of
Diseases.

Dr UEMURA (Director, Division of Epidemiological Surveillance and Health Situation and
Trend Assessment) thanked members for their comments and for their support for the programme.
Professor Forgács had urged that information on socioeconomic factors, such as healthy
life-style, should also be taken into account; the programme did in fact consider those
aspects, and some regions had included the relevant indicators in their monitoring and
evaluation of the health-for-all strategy. The Regional Office for Europe would shortly be
publishing measurements relating to positive aspects of health.
Work was being actively pursued on the Tenth Revision of the International
Classification of Diseases. That work would be discussed in the second half of 1987 by an
expert committee, and it was intended to ensure that the transition was made as smoothly as
possible. He assured Professor Isakov that in developing the Tenth Revision WHO intended to
continue its close dialogue with all Member States.
On the point raised by Dr Hapsara, it was true that the number of posts frozen under the
health situation and trends assessment programme was somewhat higher than the average
proportion for the whole global and interregional component. As was stated on page 68
(paragraph 2) of the programme budget document, that programme had two broad targets, one to
promote national capabilities for health information support, and the other to provide global
epidemiological surveillance and monitoring. It was in the second area particularly that the
planned cut-backs would have adverse effects, since three of the five posts to be "frozen"
related to it. As manager of the programme, he would certainly hope that those activities
would be among the first to be reinstated as soon as the financial situation improved.
In reply to Sir John Reid he was glad to state that there would be no contingency
reductions concerning the Weekly Epidemiological Record, which was of great value to a large
number of readers.
Dr COOPER (Director, Health and Biomedical Information Programme) said that the Weekly
Epidemiological Record had in the past been widely distributed free of charge. However, WHO
was now reviewing the free distribution of all its periodicals and was inviting many
institutions, particularly institutions in developed countries that had in the past received
the Record free of charge, to consider becoming subscribers. The Record would of course
continue to be provided free of charge to governments and institutions in cases where payment
of the subscription would cause hardship.
The DIRECTOR-GENERAL stressed that over the years resources for external coordination
had been reduced by more than half in order to enable WHO to shift resources to other
indispensable areas. Under the present freeze, external coordination was suffering even
further "punishment".
Health situation and trend assessment had likewise suffered a reduction of five
professional and two general service posts, in order to permit the direct transfer of the
savings to country activities. It too had been substantially cut under the present freeze,
and possessed only half the resources it had had some ten years earlier. However, the Board
should realize that WHO, while imposing those reductions, was still trying by all possible
means to keep intact the essential core activities.
He wished the Board to be aware, therefore, of the very substantial shift of resources
that had been going on continuously at global level from one area to another. Without that
shifting of resources it would not have been possible to launch a string of new programmes,
and at the same time to transfer hundreds of millions of dollars to country activities.
Managerial process for national health development (programme 3.2)
Dr Sung Woo LEE pointed out that the table on page 76 of the programme budget document
showed that the combined country and regional and intercountry total for the African Region
was about US¿ 15 million for 1988—1989, compared to about US¿ 1 million for the European
Region.
Paragraph 16 explained that that was mainly the result of establishing 26 new
offices of WHO representatives in the African Region, resulting in an increase of
US¿ 3.3 million. In addition, section 2.3 (General programme development) showed an increase
of another US$ 3.77 million for new subregional health development offices. There thus
appeared to be an increase of some US¿ 7 million purely for offices in the African Region;
he requested more details regarding that increase.

Dr MONEKOSSO (Regional Director for Africa) replied that in the African Region a
shifting of resources from the centre to the periphery was taking place, which explained the
budgetary increase at the country level. But the changes were being contained within the
limits for the African regional budget and represented a policy shift rather than a financial
increase. The 26 new offices resulted from a decision to establish a strong WHO presence in
the countries with a view to better management of resources and more effective cooperation
with governments•
As for the three new subregional offices, they were operational offices and not just
places for paper work, whose staff would go in the field to work at all levels. The staff
represented a regrouping of about 50 intercountry officials who had been scattered about the
Region and whose work had involved a great deal of travel. The posts had been grouped to
form teams in each of the subregional offices. Each team comprised about 15 people. Three
were responsible respectively for aspects of health manpower development, especially the
continuing education of district-level staff; the reinforcement of the health management
process at the country and especially at the district levels; and the promotion of
operational field research. In addition, six staff members in each team would cover various
technical areas such as nutrition, epidemiology, maternal and child health, etc. To those
staff were added two or three officers to provide administrative back-up for the team and for
countries• Those subregional staff represented the WHO support programmes in the Seventh
General Programme of Work, and the reorganization was aimed at bringing a WHO presence nearer
to the countries. He stressed again that it had been accomplished within the budget
framework although there would be some slight extra expenditure in equipping the offices.
Responding to the earlier question about the increase in intercountry activities, that
again was merely a process of transferring resources from the Regional Office to the country
offices. There would be some increase in expenditure, but most of the necessary funds would
be transferred from the Regional Office•
Health systems research (programme 3.3)
Professor FORGACS expressed agreement with the situation analysis for the programme.
Health systems research had low prestige compared with biomedical research, a situation which
was reflected in national budgets. It was well known among scientists that the success of a
piece of research mainly depended on the methods applied. He therefore hoped that the
strengthening of methodology and skills referred to in paragraph 10 would be implemented•
He suggested that the human ecological approach was an appropriate method for
action-oriented health systems research and, in that connection, drew attention to the useful
recent WHO meeting on the subject•
Professor MENCHACA said that, in view of the importance of health systems research, he
wondered why there was a reduction in the budgetary allocation for country level and no
allocation for regional and intercountry levels in the Americas. Further, he inquired
whether the "Other sources" in the table on page 79 were intended for specific activities or
could be used for other purposes• If they were earmarked for specific activities, could
changes be made?
Dr HAPSARA said that two years earlier the Executive Board had had a fruitful debate on
health systems research which had been strongly advocated by the Director-General. The
proposed programme, therefore, seemed to be a welcome outcome of that earlier discussion. As
regards implementation, however, there was a need to provide more support or guidance and to
encourage motivation to expand health systems research.
Dr DE SOUZA (alternate to Mr McKay) supported Dr Hapsara1s comments. The health systems
research programme was very important and basic to the work required, especially at country
level. He strongly supported the recommendations of the Health Systems Advisory Group made
at its meeting in Geneva in 1986，and therefore supported the relevant part of the programme
budget.
Dr GUERRA DE MACEDO (Regional Director for the Americas) , replying to Professor
Menchacaj said that there were two reasons for the reduction - or almost elimination 一 of
allocations for that programme in the Americas. Firstly, methodological problems were being
encountered in planning the use of resources three years in advance as it was proving

difficult to identify at the country level, and even at the Regional Office, specific
activities for research. As a result, it had been decided to combine the Region1s efforts in
health systems research with programme 7 (Research promotion and development), which
represented research in general•
Moreover, it was difficult to separate health systems research from work on the
promotion of health systems and services themselves.
Dr NUYENS (Health Systems Research) said that he was grateful for the comments and
support of members of the Board.
He assured Professor Forgács that the Division of Strengthening of Health Services had
been collaborating in recent years with two regional offices which had built up extensive
experience in the methodological skills required for health systems research, especially in
the fields of behavioural science and operational methods. It had provided support to other
regions in developing methodological skills, but considered that the global level had some
role to play, and that was why for 1988-1989 it planned to consolidate the regional
experiences in an interregional training activity with strong emphasis on the methodological
requirements for health systems research.
In the programme budget, resources had been allocated to starting collaboration in that
field with important nongovernmental organizations such as the International Sociological
Association and the International Society for Psychology to try to develop a critical mass of
research workers capable of dealing with the concepts and methods required.
The human ecological approach, which had been advocated by the former Regional Director
for Europe, had been reflected at the meeting on human ecology and health held in Delphi,
Greece from 30 September to 3 October 1986. The same sciences as used in health systems
research had been integrated. The whole human ecological approach, using sources from
disciplines which were unusual for WHO, for example social geography, could help to make
health systems research more comprehensive than it was at present.
Answering Dr Hapsara and Dr de Souza, who had referred to the earlier discussion in the
Executive Board, he replied that it was important that the Board should be informed that one
of the objectives of the extra incentive provided by the Director-General had been to
mobilize additional resources from donor agencies so that health systems research could be
extended. The aim had to a certain extent been achieved. That was gratifying as WHO must
avoid merely supporting projects in countries and leaving it at that. After the projects
were concluded it must help to develop a network of institutions and individuals, bringing
together decision-makers and research workers so that there would be some guarantee by the
year 2000 of an established process of health systems research and not just protocols arid
projects•
In reply to Professor Menchaca and in relation to Dr Monekosso1s comments on the African
subregional offices, he said that the Division had over the last months been able to convince
at least one donor agency to invest in a health systems research process which would be
established in one of the subregional offices in the African Region over four years. He
hoped to be able to report back on its success at a later date.
The DIRECTOR-GENERAL said that the subject of health systems research had been debated
for nearly 30 years in the Advisory Committee on Medical Research, now called the Advisory
Coramittee on Health Research. His own early experience in India had clearly shown that any
ministry which was serious about using health systems research methodology could effect
dramatic reductions in costs and increase productivity. It could call the bluff of dormant
infrastructures on which billions of dollars had been wasted because they were not operative
in many developing countries• Cost recovery, for example, was only achieved through health
systems research and, with a reasonable methodology, people could be trained within a
relatively short time. He had referred to the subject in his Introduction to the proposed
programme budget•
It was sad that much of the programme budget was not being used for creating that
capability at national level whereby both national and external resources could be mobilized
and rationalized. It was sad that many countries were unable to absorb external resources
that had been promised. It was of primary importance that countries should develop their

capability for absorbing external resources through health systems research. If countries
could demonstrate greater absorption capacity, he was sure donor support could greatly
increase.
Health systems research was the ideal approach to attaining practical solutions to large
numbers of health problems - one to which he was particularly attached because of his own
experience, but which was still often not accepted or used. One of the reasons was that it
touched on raw political nerves. Few politicians wanted to know the truth, and health
systems research revealed the truth. Of course, politicians had the right not to know, but
too many of them wished to have their cake and eat it, not knowing, but pretending that they
did know the truth.
In his view, WHO had a moral obligation to foster health systems research and he was
happy to see the Board supporting it and advocating it at home.
He, personally, would keep on trying to mobilize additional resources for any country
which was serious about developing that capability.
Professor MENCHACA fully supported the Director-General•
Organization as a source not only of resources, but of ideas.
research allowed countries to analyse their budgets.

Members could rely on the
The use of health systems

The DIRECTOR-GENERAL, in answer to Professor Menchaca1s earlier question on "Other
sources"，said that they were available for any programme. As a matter of fact, there was
hardly any programme in WHO which did not have a health systems research component. The
tragedy was that all too often those who worked oil specific communicable diseases then found
that the delivery infrastructure was not sufficiently effective to apply the technology they
had developed.
Health legislation (programme 3.4)
Sir John REID, referring to paragraph 5 of the situation analysis, which mentioned
legislative approaches to AIDS, said that, judging from newspaper reports, he feared that
premature legislation was being enacted in some countries on an emotional rather than on a
scientific basis. He hoped to learn more of present trends when AIDS was discussed later in
the session.
Professor MENCHACA said that he knew it was difficult to ask for more funds, but health
legislation had not been given its due importance in the programme budget• Knowledge of
countries1 health legislation facilitated relations between them. Greater attention should
be paid to the subject•
Mr SONG Yunfu said that health legislation was an important way of providing justice and
was a guarantee of the implementation of health policies. He was pleased to note that the
budget had not been reduced. However, he rioted that in the table on page 83 the amounts
shown under "Other sources" were small• Perhaps the various regions could be mobilized to
seek further resources•
Mention was also made of the role played by headquarters. He inquired whether more
brochures or documentât ion in other languages than French and English could be made
available. Legislation was different in every country, but the promotion of manpower in that
area deserved consideration.
Mr FLUSS (Health Legislation) thanked members of the Board for their comments. He was
encouraged to hear Professor Menchaca1s and Mr Song1s call for more resources. Headquarters,
in collaboration with the regional offices, would look into those matters. The translation
into additional languages of legislative publications and other material produced by WHO
would be an expensive endeavour, but perhaps a donor country or organization might be found
to help in that respect.
As regards Sir John Reid1s comment on trends in health legislation with reference to
AIDS, he felt it might be better to defer consideration of the subject until Dr Mann, the
Programme Manager, was present and the whole question of WHO1 s Control Programme on AIDS was
discussed•

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that, although it might
seem that little importance was attached to health legislation in the Region of the Americas,
that was not in fact the case. For example, in the period 1986-1987 the Organization was
completing an analysis of the treatment given to health in the constitutions of all countries
in the Region, as well as drawing up a number of information documents on such matters as
essential drugs and food safety.
Organization of health systems based on primary health care (programme 4)
Sir John REID said that programme 4 was one of the most important programmes in the
whole budget. The situation analysis showed how much progress still had to be made. There
was a need to secure an effective link between intersectoral cooperation and primary health
care. At the national level that link was often honoured in theory but not so frequently in
practice. The increasing attention being paid by WHO to intersectoral cooperation at the
district level was therefore to be welcomed. He noted, however, that the programme statement
did not include any reference to primary health care coverage in inner cities.
Dr MARUPING said that it was becoming increasingly clear that intersectoral cooperation,
particularly at the operational level, was of vital importance. WHO should therefore make an
effort to promote it. Many primary health care activities took place in sectors other than
health - drinking-water supply and sanitation being just one example. When workers from
different sectors assumed functions at the district level, much of their intersectoral
cooperation was based on personal contacts rather than on a specific policy and a purposeful
effort to build up capacities. In Lesotho, action was therefore being taken to strengthen
intersectoral cooperation. For instance, a training workshop in applied research for
development services was due to be held in June 1987.
Dr VAN WEST-CHARLES said that programme 4 was of the utmost importance, especially as
far as district health systems were concerned. When such systems were set up, caution should
be exercised to avoid placing hospitals at the pinnacle of the system. Otherwise it would be
at variance with the established objectives, which could lead to confusion among health
workers•
Dr HAPSARA welcomed the increased emphasis on district-level infrastructures. In
considering the role of hospitals it should be borne in mind that the quality of the health
professionals working in them was of great importance• A proper balance must be struck
between hospital manpower and manpower in other public health sectors. In at least some
countries he knew, there was a shortage of professional staff.
Professor MENCHACA noted that in most countries there tended to be a greater
concentration of economic and human resources in hospitals, although almost everybody agreed
that the major thrust should be based on primary health care. The Organization should
therefore make a great effort to reverse that state of affairs, beginning with the attitudes
of physicians themselves, who should not undervalue work in health care systems away from
hospitals. In many countries it was much more attractive for physicians - in some cases
financially and in others in terms of professional advancement - to work in hospitals. As a
result, medical and paramedical personnel were concentrated in large cities, to the detriment
of primary health care systems. The hospital should be considered in terms of its connection
with primary health care and of its capacity to solve primary health care problems ； such was
unfortunately not yet the case in the great majority of countries.
Dr KOINANGE said that programme 4 was undoubtedly the most important programme in the
budget: it was essential that politicians and political parties be persuaded of the need for
primary health care.
Dr QUIJANO stressed the importance of research. In particular, WHO should promote
research at the level of the primary health care worker, who needed to be convinced of his
capacity to undertake research and of the importance that such research would have for the
strengthening of health services.
Dr BART (adviser to Dr Young) observed that by the year 2000 over 50% of the world's
population would be living in urban areas. However, it appeared from the use of the word
"also" in the first sentence of paragraph 23 of the programme statement, that urban health
would be an "additional" programme rather than a central focus for development efforts in the

primary health care infrastructure• In fact, the problem of providing health care in urban
and peri-urban areas was not adequately addressed; it required a much higher status within
the programme on organization of health systems based on primary health care. Everything
that he had heard at recent Board meetings suggested that primary health care was thought of
primarily in terms of providing health services to persons who did not have access to them
because they lived in rural areas, rather than because they were living in urban and
peri-urban areas without services though not far away from potential suppliers of them. Such
people had been disenfranchised by lack of attention. The inputs which should be provided
seemed still to be lacking.
Dr FERNANDO said that in most developing countries health teams, including doctors, were
very poorly paid； as a result, their members became more and more interested in the practice
of clinical medicine in hospitals• It was therefore very important to persuade politicians
that health personnel should receive adequate rémunérât ion. Otherwise the primary health
care concept would never be fully developed in its accepted sense.
Professor MENCHACA again emphasized the need to convince medical personnel of the
importance of primary health care. Action should be taken to strengthen the link between the
physician and primary health care by making primary health care attractive both financially
and as far as professional progress was concerned. On the financial side physicians working
in primary health care could be offered salaries similar to those that they would receive in
hospitals, while their legitimate concern to advance their knowledge could be satisfied by
the establishment of a rotational system offering periodically involvement in research in
leading medical institutions.
Dr BRACHO ОНА, expressing agreement with previous speakers as to the importance of the
programme under consideration, drew attention to the situation with regard to physicians1
remuneration in Ecuador, where a physician engaged in primary health care was offered a
higher grade in the salary structure than a specialist practising in a hospital. That was
only just, because the latter worked fixed hours and could engage in private practice as
well• Not much would be gained by increasing the number of highly qualified specialists in
public health, but if the number of middle-level team leaders could be increased, primary
health care would be made much more effective.
Professor ISAKOV noted that the proposed programme included a completely new dimension 一
the strengthening of the role of regional and local institutions in the development of
primary health care services. The latter were of vital importance for primary health care as
a whole, and the emphasis placed on them was therefore most appropriate. Decentralization of
primary health care administrations and increased coordination with national ministries of
health certainly constituted the correct approach. An important positive factor was the
expectation that programme 4 would attract substantial funds from "Other sources" and that
activities under the programme would be financed at country level•
Dr GUERRA DE MACEDO (Regional Director for the Americas) said that programme 4 was of
capital importance in his Region. Around it the Regional Office hoped to organize almost all
its activities in support of Member States, as was reflected in the allocation of more than
US$ 34 million of regional funds to the programme.
Urban health was also of great importance in the Region, since more than 50%
(nearer 75%) of its population would be living in cities by the year 2000. A large
proportion of the population had no regular access to health services. The decentralization
of health systems was also a major concern, as were arrangements for mutual understanding and
the sharing of responsibilities and control between the health services and the population at
the local level• Such arrangement s might also serve as a basis for the organization of
integrated global systems, including hospitals and all the other services which Ш 0 was
anxious to promote.
Dr DIALLO welcomed the emphasis placed on primary health care, which was indeed required
not only in villages but also in the poor quarters of cities. Primary health care could be
successful only if the workers engaged in it were truly committed. Appropriate training at
primary schools, health institutions and faculties of medicine was therefore essential. A
credible hospital referral system was also needed. In any case, hospitals should provide
secondary and specialized services and not serve as the first point of contact. Ministries
other than the ministry of health were involved in primary health care, and health systems

research was therefore important in order to secure realistic political commitment to primary
health care.
Dr AASHI noted that it had been suggested that governments should encourage primary
health care workers by providing material and other incentives. However, to raise
physicians1 salaries in order to encourage them to work in primary health care would be a
very difficult and complex operation. There were other ways of encouraging them to undertake
such work. It might be possible, through legislation, to oblige newly qualified physicians
to work in primary health care, but to adopt a decision that would commit States to providing
additional funds for the provision of incentives would be unrealistic and impractical, and
therefore unwise.
It should be pointed out that while everybody was aware that the primary health care
approach had been applied for a number of years, many countries might not have understood the
role of hospitals in that context; efforts should therefore be made to define that role more
explicitly.
Dr MARKIDES said that thinking about primary health care was generally associated with
considerations of distance from towns or even villages. That tended to obscure the important
issue of providing primary health care in cities and towns, where over 50% of the population
lived. A careful study of primary health care in urban areas was called for. Most hospitals
were situated in towns. Thus far they had played the role of referral institutions. Which
were needed most, large hospitals in cities or smaller hospitals in small towns or even
villages? The current trend was to build huge "ivory towers" and to concentrate all
specialized departments in large cities. In view of the changes that had taken place in
recent years, it might be necessary to review the whole structure and work of hospitals. The
matter required the most careful consideration,
Dr HAPSARA said that the quality of primary health care services was very important. In
many developing countries a great effort had been made to promote the extensive development
of rural areas. Through an improved level of education, the population had come to expect
services of higher quality. In Indonesia quality did not match public expectations. The
approach outlined in paragraph 20 of the programme statement therefore needed to be clearly
analysed and to be translated into a strategic design covering all aspects of the problem.
Dr NSUE-MILANG considered, with regard to the availability of doctors for primary health
care, that it would be worth considering the possibility of requiring all new medical
graduates, following inclusion of one or two months1 training in primary health care in their
curriculum, to spend a period working at the periphery, or in the field in large countries,
at the outset of their careers. (In small countries, such as Equatorial Guinea where health
districts covered a population of 20 000 to 30 000, all medical coverage extended from the
base of the district hospital,) After a period of one or two years at a district hospital or
in the field, according to the country, doctors would then have the opportunity to resume
further studies with a view to specialization, if they so wished.
Professor MENCHACA, reiterating his concern, saw merit in emphasizing the primary health
care approach and the close links between medical care and the community at the very outset
of medical training. Such was indeed the case in Cuba.
Mr ABI-SALEH said that although the principle of primary health care had been adopted in
1978, there were many who felt it still needed defending. Those who were convinced of its
rightness and wished to promote it seemed keen first to chase away the underlying
reservations that persisted. Thus things had not progressed beyond the promotion stage. But
they must move on. The difficulties encountered in the years since 1978 had been identified
and many of them ironed out. Among users and decision-makers (particularly governments)
there was no longer serious distrust or opposition. Primary health care had gained
recognition, it was trustworthy.
It was with the managers of health systems based on hospital services that the
difficulties persisted, as they could not yet easily approve of a system which did not give a
preponderant role to the hospital.
However, that last resistance could also be removed if those responsible were made to
understand that many forms of care could be provided away from hospitals 一 in health

centres. At the same time medical schools should be persuaded to change their orientation so
that their students, once they became doctors, could also work away from the hospital.
Primary health practice could be made a recognized medical specialty on a par with others.
Nursing schools should include subjects related to primary health care, peripheral and
community services and domiciliary care, etc., in their curricula, as they already did in
some countries.
Finally, the work done by health workers at the periphery, away from hospitals, made
more and more sense. Research could usefully be directed to the promotion of appropriate
technology for a better integration of primary health care in the community•
Professor RAKOTOMANGA said that public opinion must be fully enlightened as to the
meaning of primary health care, which must be delivered not only at the periphery but
throughout the health systems network. He agreed with Professor Menchaca that the concept of
primary health care should be enshrined in medical training as a whole, as well as in public
health and community medicine. For his own part, however, he could not agree with the
previous speaker that primary health care might be considered as a distinct specialization.
Looking at the proposed programme budget, it was gratifying to see that the African
Region would benefit from extrabudgetary resources• However, it seemed to him that
reductions in funds seemed to be affecting certain regions more than others, and he wondered
why. Some clarification as to whether the obtainment of extrabudgetary resources was posing
the same problems as the collection of assessed contributions from Member States would be
welcome.
Dr AYOUB stressed the vital importance of the primary health care programme. Any real
improvement in that sector must be based on adequate paramedical training, designed to meet
real needs. Further intersectoral forms of cooperation, as well as cooperation among various
social groups, were also important• Attention should be concentrated on assessment and
evaluation of existing problems in evolving a valid and relevant health policy and strategy
that would result in genuine promotion of health.
In Egypt, experiments had been taking place whereby all newly graduated doctors were
required by law to work in primary health care centres for at least one year, either in rural
areas, maternal and child health centres or at school health centres. For certain recent
graduates, the period of service might be longer, with incentives such as free
accommodation; some such graduates were often encouraged to carry out domiciliary visits in
return for a slight salary increment. The experiments seemed to be proving successful•
Dr VAN WE ST-CHARLE S said that the discussion had revealed the need for clarification of
the issue at many levels. In his own view，the primary health care focus should be switched
from the periphery towards the centre, so as to optimize its role in terms of the development
of the entire population. By endeavouring to modify the traditional system as a whole,
health professionals could, from the outset, be seen as important actors in the overall
development process.
He stressed that primary health care should be seen not as a programme for the
periphery, but rather as a total system. The issue was therefore the delicate one of
defining adequately primary health care posts and determining the degree of specialization
necessary•
Professor Menchaca had referred to primary health care in medical education. In Guyana,
a medical school was now ensuring that students were involved in the community from the very
outset; the relationship was thus already established when the student undertook hospital
training. Training in primary health care was - he stressed - dispensed not merely to
undergraduates, but at all levels of medical studies• The more important role to be played
by health professionals in the overall development programme of a country was of course also
relevant to intersectoral cooperation - alluded to by the previous speaker. Primary health
care should not be viewed as a matter merely for paramedical workers or as a "poor man1 s
system", but rather as a modern enterprise relating to all levels, rural and urban, and as
important at the centre as on the periphery.
Dr MARUPING associated herself with the comments of Professor Rakotoraanga and Dr Van
West-Charles. However, she feared that a disquieting tendency to fragmentât ion still existed

with regard to primary health care. She herself saw it as a totality, the aim of which was
to provide care at all levels, involving promotion and prevention, as well as curative and
rehabilitative action. Unless that concept of total care at all levels was fully understood,
the feeling would persist that better quality care was provided in hospitals only, which
would be extremely unfortunate.
With progress in the strategy for health for all a particular type of situation was
emerging. To take the example of Lesotho, most doctors were being trained in the developed
countries, and moreover the country was still very much dependent on expatriate doctors who
stayed for only a limited period. Consideration was currently being given to the further
strengthening of decentralized health care teams, with the hospital, possibly at district
level, set at the top of the pyramid. The health teams would be responsible for all four
levels of health care in a given area, whether urban or peripheral.
Mr ABI-SALEH said he feared there had been a misunderstanding； he had not used the word
"peripheral" in its geographical sense. It applied equally to health services for people or
communities beside hospitals. He had, furthermore, associated "peripheral" and "community";
it was not synonymous with "rural" or "provincial" but rather designated the nature and
content of the services provided.
Dr GRECH concluded from what had been a highly interesting discussion that the same
questions tended to arise whenever the issue of primary health care and the role of the
medical profession therein was considered. He suggested that while, in a sense,
specialization was not essential, it might be required for prestige and career purposes,
because of the same mechanisms as those pertaining in the clinical disciplines.
He agreed with Professor Menchaca that the concept of primary health care should be
instilled from the outset in the medical student, whose training was all too often almost
exclusively based on curative care, without reference to the real social problems existing
beyond the hospital bed. The self-reliance of primary health workers should be fostered,
with appropriate support, so as to ensure job satisfaction.
Professor MENCHACA observed that although primary health care had been a centre of
attention since the Alma-Ata Conference, it was not yet possible to say that the substantial
changes implied in the concept had been achieved in all countries. Much remained to be done.
On the subject of specialization, he agreed with Dr Grech that it could usefully boost
the authority of doctors working in primary health care. Furthermore, and despite the
considerable economic difficulties confronting the majority of countries, was not the
ultimate objective that of making specialized care as widely available as possible to the
entire population?
Dr AASHI, pointing out that the question of specialization would also be considered in
connection with health manpower development, observed that it would be impractical for the
time being to envisage specialization courses for practising doctors, as that could hold up
implementation of primary health care for many years. He would prefer to use the term
"training", with the implication that brief courses in primary health care might be organized
for practising physicians, the possibility of specialization being reserved for consideration
at an early stage by the new generation of medical students.
The CHAIRMAN, speaking in his individual capacity, fully endorsed the programme
statement, which satisfactorily reflected the principles and practice of primary health
care. The budgetary implications were therefore entirely justified.
Primary health care constituted an entry point to health for all. Since it improved the
quality of life of the individual, besides serving as a firm foundation for national health
systems development as a whole, primary health care implied a number of other commitments,
such as genuine community involvement aimed at self-reliance, and intersectoral cooperation.
The most important consideration in achieving the latter was not only to involve other
sectors in carrying out activities connected with the health sector, but also to urge other
sectors to work together in order to achieve better health for the population. In Thailand,
efforts had been made to that end by setting a goal of development and improvement of the
quality of life, in which health played an integral part. The roles of the different sectors
in achieving that aim had been carefully defined, and a set of basic minimum needs for better

quality of life had been determined, taking into account input from different sectors, such
as education and agricultural and social development, thus making it possible for the
different sectors to assess what action they should take in addition to their immediate
obligations.
As Sir John Reid had pointed out, a well-defined organizational arrangement constituted
an excellent entry point for the health system. The actions taken could be monitored and
evaluated, and the results pinpointed. Full use should be made of WHO1 s support, both at the
district and national levels, so as to maximize action. The issues raised by the
Director-General, in paragraph 28 of his Introduction to the programme budget document,
regarding the ways in which WHO could work with all other relevant sectors of governments
without weakening the role of ministries of health in Member States, called for serious
consideration.

The meeting rose at 12h35.
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Organization of health systems based on primary health care (programme 4) (continued)
Dr LARIVIERE (alternate to Dr Law) recalled that nearly 30 interventions concerning
programme 4 had been made at the previous meeting, most of them expressing support for the
programme as one of the most important under discussion. It had been suggested that the
programme1 s activities could be maintained by means of new initiatives or new approaches；
many of the suggestions were directed to those in the Secretariat responsible for global and
interregional activities. The Director-General1s report on planned budget implementation
reductions^- had recommended a cut in global and interregional spending in 1988-1989 of
US$ 1.4 million out of the planned allocation of US$ 6.7 million. He wondered what impact
such a large reduction would have on the programme were the contingency plan to be put in
operation.
Dr TARIMO (Director, Division of Strengthening of Health Services) thanked members for
their comments and suggestions, which would be most useful in the implementation of the
activities planned.
A number of members had called for concerted efforts for intersectoral action for
health. As a result of the Technical Discussions held at the Thirty-ninth World Health
Assembly, follow-up action had been initiated in two directions: (1) promoting and
supporting countries in the development of appropriate policies and mechanisms addressing
equity in health, life-styles and environmental health, where action in sectors other than
health would be crucial； and (2) support to strengthening of district health systems. On
the latter, following the adoption in May 1986 of resolution WHA39•22, action had started on
two fronts. Within the Secretariat there had been discussions between the Director-General
and the Regional Directors and a coordination mechanism in the form of a steering group had
been established• Secondly, within countries a number of activities had been initiated 一
members had heard at an earlier meeting about those in the African Region; there had been
similar initiatives in other regions.
Several Board members had referred to the role of hospitals in primary health care. The
issue had been addressed by a study group which had met at the beginning of 1986. It was
hoped to have the report available for discussion at the next session of the Board. The
study group had focused on the relationship of hospitals to their catchment areas and to
outreach programmes. The role of the hospitals in relation to the technology they utilized
was felt to require further study, and another study group was planned for 1988 to look at
that aspect.

A number of members had commented on primary health care in urban areas, and Dr Bart had
rightly suggested that the first sentence of paragraph 23 of the programme statement might be
somewhat misleading. To improve equity in health, the focus in many developing countries had
been on primary health care for underserved population groups who lived mainly in rural areas
but, as indicated by Dr Bart, the primary health care approach was equally applicable to
urban areas. There were many examples from both developed and developing countries where,
with the better use of existing resources, improvements in equity in health care in urban
areas had been achieved. Documents were available describing a number of experiences in
developing countries which had been discussed at meetings in Guayaquil (Ecuador), Manila and
Addis Ababa, should any Board member be interested. With regard to experiences in developed
countries, the Regional Director for Europe had already referred to several examples and to
the "healthy cities" programme. It was planned to continue collaboration with municipalities
and to share those experiences with others.
Speakers had emphasized the need to undertake research at the local level• Many of the
decisions made by countries on primary health care had probably been based on intuition, as
there were few data and little supportive research. The emphasis oil operational research in
activities for supporting district health systems was therefore justified. For each country
it would be important to select a geographical area where all the different issues distribution of district teams； supervision; training; and the relationship of hospitals
to other levels - could be documented and monitored, and the results used for future
policy-making. Such a measure was not in the nature of a pilot study 一 in which other areas
waited for the results before undertaking activities - nor a phased approach, but rather a
focusing of resources to ensure that at least one area was properly documented and
monitored 一 a task too costly to be undertaken on a country-wide bas is • WHO was already
providing collaboration with some of those selected districts. The approach of "learning by
doing" at the district level was an important and increasing area of emphasis for the
programme as a whole.
There had been a number of references to manpower, particularly to adequate incentives
for physicians. Dr Fulop (Director, Division of Health Manpower Development) might wish to
comment on them during discussions of programme 5， Health manpower development (see
page 126) . The provision of incentives was one of the most important challenges for many
developing countries, and had been extensively discussed at the Commonwealth Health
Ministers1 Conference. Country-specific solutions would probably have to be found, as it was
difficult to separate the issue from the politics and policies of a country at any particular
time• The problem was not one that would disappear of its own accord•
Members had discussed the concept of primary health care and had reached the right
conclusion by consensus that it did not mean second-rate care but rather an approach, a way
of providing health care that ensured equity, as well as the involvement of communities and
of other sectors• Those present at the Alma-Ata Conference would recall the extensive
discussions on that issue• Confusion had perhaps arisen because of the traditional use of
the term "primary medical care", which usually implied care from a general practitioner or
other first-level contact. Naturally, the primary health care approach emphasized that
action should be at that level, but the term meant an approach rather than a level of care.
Of course such an approach had to achieve practical results, which was why at Alma-Ata it had
been considered that at least eight elements should be provided.
It was obvious that considerable resources i^ere needed to carry out all the programme1 s
activities• Unfortunately, programmes concerned with the organization of health systems were
usually more recent and had to compete with well-established programmes for dealing with
individual diseases, for example, which also had a high profile and more tangible results.
It was hoped that any funds lost through contingency cuts would be made up by extrabudgetary
resources in order that planned activities could be implemented, although again it was more
difficult to obtain extrabudgetary funding for activities of that nature, despite their
importance•
The DIRECTOR-GENERAL，with reference to Dr Larivière's question concerning the impact of
cuts on the programme, said it was important for the Board to understand the processes
involved and to realize that programming was not a static situation. Some members might
recall that some fifteen years earlier the Organization had started a division of
epidemiology and communication science which, had it continued to exist would now be
consuming tens of millions of dollars annually. When it had been felt that the division was
duplicating activities being undertaken elsewhere in WHO, it had been merged with what at the

time was called the public health administrât ion programme. No one should imagine that such
changes were easy to make. Following the merger and a lay-off of staff in a spirit of
increased productivity, in the period 1978-1981 the Division of Strengthening of Health
Services had lost 28 posts in order to create new programmes and to effect economies. The
current contingency plan included the reduction in implementation of activities amounting to
a sum of around US$ 500 000, the equivalent of six man-years, in the area of health-for-all
strategy promotion, coordination and evaluation, including leadership training. Resources
had been transferred to make the first two regular budget posts for the AIDS programme. WHO
could not simply conjure up funds for new programmes; they could only be made available by a
constant process of review and restructuring 一 not a single new post had been added in recent
years from the regular budget•
In his view, the programme under discussion had not been taken seriously enough by
governments, and had therefore not been properly reflected in regional programme budget
allocations to the country level, thereby missing the opportunity of greater penetration of a
very important issue down to the country level. He hoped that much greater emphasis would be
given to that area in the future, and certainly before the year 2000•
The Executive Board might consider that in future it should have greater control of the
restructuring process he had outlined. Each Director-General would have his or her own way
of trying to manage with the limited resources available. In his own time for example, he
had made a cut of 45% in real purchasing terms at the global level and yet 13 or 14 new
programmes had been set up. That had obviously entailed considerable rearrangement s• For
example, iri order to establish a credible AIDS programme it had been necessary for other
units to make sacrifices. Such a constant pattern of changes made it difficult to keep up
morale, and it was therefore a great credit to headquarters staff that they had achieved such
a level of success.
Obviously changes meant that certain planned activities would suffer, as his report on
planned implementation reductions indicated. For example, there would be a reduction in
health-for-all coordination and promotion activities since the posts of a Director and
Secretary had been frozen, and there would be insufficient funds to implement fully
leadership training and research and development activities that had been planned. To give
another example, the study group oil primary health care in urban areas would be cancelled,
partly because he considered that insufficient information would be available at the present
stage，

Mr FURTH (Assistant Director-General) said that Dr Rakotomanga had asked why some
regions appeared to be favoured with larger extrabudgetary funding, as was the case with
programme 4. For most programmes, larger allocations of extrabudgetary funding were shown
for the American Region. The reason was that the regular budget of РАНО had been included
with "Other sources", although they were not voluntary funds in the sense that other funds so
included were. Further, providers of extrabudgetary funding, which included other members of
the United Nations family and bilateral agencies, had their own, often strong priorities and
preferences with respect to programme and geographical areas• Although WHO used its
influence to indicate where it felt the real needs lay, funding was sometimes only provided
if it was to be spent in a certain region or country. Thus, as Sir John Reid had said, there
was a tendency for extrabudgetary funds to distort, to some extent, the priorities laid down
by the Health Assembly.
Dr BART (adviser to Dr Young) said that the Director-General, during his description of
the difficult choices faced by a chief executive officer in making allocations and
re-allocations and in responding to newly appreciated needs, had alluded to the desirability
of the Executive Board1s taking additional responsibility. Perhaps that was what was meant
by paragraph 29 of the Director-General1s Introduction to the programme budget, which
suggested that careful study might be made of the work of the regional offices. He wondered
whether the point at issue was the fact that difficult decisions had to be made by the
Director-General - in his view, those decisions should be respected - or whether the regions
did not always implement those decisions as expected. In other words, was there a
discordance between central policy and regional action?
The DIRECTOR-GENERAL said he quite understood that the United States of America, with an
organizational structure not unlike that of WHO, should be faced with special problems in
moving between the global, regional and country levels. In its many open debates on the
subject, WHO had never stopped concentrating on what mattered most, and that was the country

level. Iri his opinion, WHO must make the best of its constitutional structure, which 110
Member State would think of changing, by trying to make the Member States understand what
they could get from the Organization through the optimal utilization of its and their
resources; to that end, for the past ten to fifteen years, the Secretariat had been
emphasizing the use of sound managerial processes at all levels of WHO.
Being rather impatient by nature, he was sorry that WHO was not doing better and
accepted his due share of blame for that situation. On the other hand, he was all too aware
that the developing countries would unfortunately never have the privilege enjoyed by those
Member States which had had 300 to 400 years to deal with the development process. That was
why he was so concerned that WHO should display leadership and had used in his opening
statement the simile of geese flying in a V formation in order to derive the benefit of
reciprocally boosting momentum.
On the basis of the regional programme budget policies that had been developed, everyone
was aware of what had to be done, but in the final count a great deal depended on the Member
States themselves in working with WHO. The Organization must play an activist role and the
Secretariat must make it as easy as possible for Member States to make good use of WHO. The
instruments were there, but their day-to-day use must be very innovative if they were to
bring about the changes at the country level that would enable Member States to get full
value out of every dollar, with WHO'S moral, policy, strategic, programming and technological
support• Unfortunately, however, those changes took a very long time.
As the executive head of an auto-critical organization, he would like the Board to be
increasingly concerned with managerial matters and to decide on a mechanism whereby it could
establish its own responsibility and accountability at all levels of WHO and could ensure
that it was informed of what was going on at the country, regional arid global level s • At the
current session, for example, the Board could thus state that it disagreed with the
Director-General in the cutting of over 30 posts out of a high-priority area and could
discuss the consequences of that reduction in greater detail; he was not making that
suggestion in order to evade the responsibilities incumbent upon him under the Constitution,
but because he believed that more transparency than ever was necessary in order to avoid any
suspicion that something was being concealed. Perhaps the Board could decide on such a
mechanism by the end of the day, in order to be able to challenge the Director-General
concerning decisions and allocations at all levels.
Members might wonder how the concept he had outlined would operate in policy and
programming terms at the country, regional, global and interregional levels or whether the
activities decided upon by the Secretariat at all those levels would be presented to the
Executive Board as a fait accompli. In the latter event, it would indeed be difficult for
the Board to voice its disagreement with the Director-General on such matters as the greatly
increased attention paid to AIDS, and yet it was most important for members to be able to
express their views- He therefore suggested that the mechanism to be adopted should include
the possibility of a preliminary study of the programme budget proposals by Board members in
all the regions, so that they might become acquainted with them in greater detail and in any
case would be aware of the general principles on which they were based.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that one of the ways
in which members of the Board could be made better aware of developments in the regions and
at country level might be for certain members to attend sessions of regional committees,
where all programmes and combinations thereof were examined, so that they could discuss with
Member States and regional secretariats the reasons why various activities had been
undertaken or neglected. In that way, at least some of the members attending Executive Board
sessions would be familiar with the background at the country level.
Dr ASVALL (Regional Director for Europe) said that it had recently been made a practice
that the seven European members of the Executive Board should also be members of the Regional
Consultative Group on Programme Development - a body which carried out duties similar to that
of the Executive Board in the Region - so that there was now extensive feedback between the
two bodies•
Dr BART (adviser to Dr Young) asked whether there was anything that the Board could do
to strengthen the Director-General1s ability to ensure accountability.

The DIRECTOR-GENERAL said that twenty years earlier, when he had been head of the
Tuberculosis unit, it had been virtually impossible even to suggest that full value might not
be being obtained from WHO's regular programme budgetf s resources； the matter had been
considered to lie exclusively within the purview of Member States, and the atmosphere had
been one of mutual congratulation. Since then, however, the whole concept of monitoring,
evaluation and programme audit had moved towards a free, democratic kind of dialogue. In
addition to the various methods that had already been tried, every effort should be made to
help Board members become more aware of country situations and of how the programme budget
was built up on the basis of those situations. Tremendous progress had been made, and it
might seem unfair of him to be so impatient, but he believed that the political clout that
the Board could lend to improving the managerial practices of WHO at all levels was extremely
important. At the present stage, it was for the Board itself to try and see how it could
best go about obtaining more of the necessary information. He agreed with Dr Gezairy and
Dr Asvall that it was important for the Board to know how the regional committees felt or did
not feel 一 for it might be questioned whether all the regional committees took their roles
seriously, or whether they might not be regarded as intimate clubs where criticism was not
customary, even though collective resources were involved, and where somewhat arbitrary
decisions were taken to allocate so much to country X and so much to country Y without
discussing whether such allocations would be really productive. If Board members were to
attend regional committee sessions, they could perhaps discuss programmes in the light of
policies and principles decided upon by the World Health Assembly, to see whether the regions
were in fact complying with all those decisions or were ignoring them or merely giving them
lip service• A dialogue between the Board and Member States at the regional committee level
might indeed be useful. Many other possibilities had been mooted over the years and the
Board might decide at the current session that its Programme Committee should pay particular
attention to the question of how to enhance the role of the Board in terms of WHO 1 s
accountability at all levels. In any case, the initiative should come from the Board itself,
not from the Director-General.
Health manpower (programme 5)
z

Professor FORGACS said that a health service was a typical labour-intensive undertaking
in which the introduction of new technology was increasing rather than decreasing the amount
of manpower required. Nevertheless, those technological developments, as well as the
health-for-all strategy, called for role—changes in health manpower, so that the formation of
health personnel, referred to in subparagraph 19(2) on page 94 of the programme budget
document, should be given very high priority. With regard to the optimal utilization of
available human resources, he drew attention to the maldistribution or even overproduction of
certain health manpower categories in some geographical areas. A conference held in 1986 in
Acapulco, Mexico on "Health manpower out of balance" had dealt with that problem and had
reached some very interesting conclusions which might perhaps be introduced into the
programme for the next financial period. The problem was indeed serious, since manpower was
the most expensive item in health service costs at the national level.
By analogy with what the Director-General had said at the previous meeting concerning
health systems research, the cost of health manpower would be much lower if decision—makers
would apply the results of health manpower research. He was convinced that the technical
cooperation and the coordinating and information function of WHO would be very helpful and
important in that respect. For example, a travelling seminar on the methodology of health
manpower research had been held in the European Region in 1986； unfortunately, it had been
attended by very few participants, but that kind of information transfer was most useful for
facilitating health manpower research at the national level.
Dr HYZLER (alternate to Sir John Reid) said that the Board had always regarded the
fellowship programme as an important element of health manpower development. An extensive
debate had been held on the subject in 1983, when the Board had adopted resolution EB71.R6 which might perhaps have been more appropriately submitted to the World Health Assembly for
adoption. The fellowship programme absorbed a substantial amount of WHO funds, and it should
also be borne in mind that countries like the United Kingdom of Great Britain and Northern
Ireland made considerable contributions in human and other resources for the management and
servicing of fellowship programmes far beyond what was provided for countries under their own
fellowship funds.
It was therefore a matter of serious concern and disappointment once again to read, in
paragraph 16 on page 94 of the programme budget document, that limited progress had been made

in implementing the WHO policy on fellowships as set out in resolution EB71.R6, and the Board
might consider at a later stage submitting that resolution to the Health Assembly. In any
case，the resolution had existed since 1983，and the Board should have an explanation of why
its recommendations and appeals were apparently being ignored. Year after year, the
programme budget document contained the same absolutely predictable entries with respect to
the fellowship programme. It would appear that the sifting mechanism at both country and
regional office levels was not functioning properly and that there was an inability to remedy
the situation.
The whole issue had been debated before, with excellent reports from the Secretariat,
and the failure to achieve any significant improvement could not continue unchecked, but must
be investigated. He did not wish to open a debate at that time in order to elicit defensive
statements, but asked for some assurance that, when the report to be submitted to the Board
in 1989 or earlier, as required by resolution EB79.R6, was made available, the full facts
would be laid before it. He further suggested that a small evaluative study should be made
by the Board of a random sample of fellowships; that could be undertaken and incorporated as
part of the report, and the Board would at least have some concrete facts and figures on
which to base its deliberations•
Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at
the invitation of the CHAIRMAN, reminded the Board that at its January 1986 session he had
informed it of the CIOMS initiative to hold a conference on imbalances in health manpower,
which concerned most countries, irrespective of their social or economic development. He was
now able to provide information on the outcome of that conference oil "Health manpower out of
balance: conflicts and prospects", which had been prepared in close collaboration with WHO,
the Pan American Health Organization, the World Federation for Medical Education and the
Secretariat of Health of Mexico, and had brought together some 120 health policy makers,
physicians, dentists, nurses, medical students and educators of health personnel from 40
countries at Acapulco, Mexico, in September 1986.
The Conference had been convened in response to the deep concern expressed by health
leaders from both industrialized and developing countries about the glut of medical and
dental graduates and the consequent unprecedented level of unemployment; among them. To
illustrate that frightening phenomenon, 45 000 were unemployed in Italy, 40 000 in India,
23 000 in Spain and 2500 in the Netherlands. The United States of America was forecasting an
excess of 70 000 physicians in 1990 and 150 000 in the year 2000. In Mexico in 1984 there
had been about 40 000 unemployed physicians and more than 5000 in Bangladesh; Pakistan
reported 6000, Egypt 4000 and the Republic of Korea estimated that about 26 500 physicians
would be unemployed in the year 2000. With those trends, the world faced the prospect of a
surplus of 250 000 physicians or more by the year 2000 - a wasteful mockery in the year
targeted for the celebration of health for all. Associations of unemployed physicians had
been set up in Argentina, Bolivia, Chile, Mexico and the Netherlands, but it should be
stressed that shortages of certain categories of health workers remained, and would probably
remain for a long period, a major problem in many developing countries•
The overall goal of the Conference had been to analyse the qualitative and quantitative
balances in the production and use of health care providers in terms of relevance to national
policies and strategies for the achievement of health for all by the year 2000, and to
estimate the current and foreseeable imbalances in health manpower in terras of numbers and
relevance, especially those resulting from the overproduction of physicians. The working
documents had been based oil country studies which represented diverse economic, cultural, and
sociopolitical conditions illustrating their respective health manpower imbalances• In
addition, several papers had been prepared concerning the nature, scale, natural history,
demography, and economics of health manpower development, covering not only physicians, but
also dentists, nurses and pharmacists.
After five days of deliberations in small working groups and plenary sessions, the
Conference had concluded that over-supply of health manpower was only one manifestation of
health manpower imbalances, which also occurred in the types, functions, distribution and
quality of health workers. Very few countries, if any, were exempt from all such imbalances,
so that the need for both preventive and remedial action was worldwide• The Conference had
also formulated a set of recommendations for preventive action and interventions for solving
acute qualitative as well as quantitative manpower imbalances• It had recommended, inter
alia, urgent research on that fast-growing problem and regular exchange of information
between countries• Among the radical measures that might be taken to reduce the surplus of

doctors, the Conference had suggested limiting the intake of medical schools or restricting
the number of graduates, postponing the opening of new medical schools or even considering
closure of existing ones and imposing a compulsory retirement age for physicians. The
Chairman of the Conference had summarized the gist of the recommendations, stating that
concerted action was imperative, that both quantitative and qualitative health manpower
imbalances had serious implications for the attainment of health for all and that, since all
were agreed that imbalances could be predicted and prevented, the necessary interventions
must be initiated forthwith. Moreover, one of the main recommendations of the Conference had
been to alert not only health professionals and health policy-makers but also politicians and
the public at large to the alarming trends in imbalances and their negative consequences for
society.
The essential documents of the Acapulco Conference were available to Board members; he
was convinced that the Board would take appropriate decisions to prevent the further
development of existing imbalances and to provide remedies. CIOMS would continue to
collaborate in seeking a solution to that pathological social problem, which would not only
have social, economic and political consequences but also completely new and extremely
important ethical aspects. In conclusion, he expressed the thanks of CIOMS to the
Director-General and the WHO staff members who had substantially helped it with the
preparation and proceedings of the Conference.
Dr KOINANGE said that it was necessary to consider the question of efficiency in the
management of manpower. While it was true that many Member States were short of manpower,
the results of a study carried out in Kenya into the use of manpower had been quite
surprising. It should be asked how health workers and the tasks given to them were related.
The categories of personnel to which specific duties were assigned should be examined to
determine the extent to which those duties might be delegated to others.
Dr HAPSARA, referring to manpower planning in Indonesia, said that considerable support
and assistance had been provided by WHO and efforts had been made to avoid an imbalance of
manpower supply and demand. Considerable attention had been given to the matter of training
and use of paramedical staff. Those efforts, initiated more than seven years previously,
were starting to show positive results. He pointed to the close link 一 recognized in theory
but not always in practice - between the policy of health manpower development and the
development of health systems, infrastructures and services. Career development and
incentive schemes were mentioned in paragraph 26 on page 96 of the programme budget document,
but approval of such measures would be insufficient； a strategic approach to career
development for all those employed in the public health field in general was required.
Professor GIRARD said that the analytical approach adopted by the Secretariat, which
made savings possible while avoiding any explicit ordering of priorities, was a courageous
one. It was true that the qualitative difficulties in matching health personnel to the tasks
that they had to perform were considerable, but the quantitative aspect was becoming
increasingly important, particularly against the background of the main conclusions of the
Acapulco Conference, which had just been outlined. Attention should, however, be drawn to
the adverse effects which attempts to introduce quantitative control measures would
inevitably entail• At a time when consideration would have to be given to reductions in the
staff of educational establishments in some countries, it was perhaps appropriate in those
countries to relate the training of different health personnel more closely
(interprofessional training) and to strengthen the slow but inevitable development towards
primary health care and the training of health manpower in the light of that objective. The
involvement of universities in primary health care should also be strengthened.
Professor ISAKOV said that the health manpower programme was one of the highest
priorities in view of the importance of the training of medical personnel in the attainment
of the goal of health for all. The question of the rational training and use of manpower was
one of the greatest urgency. The figures quoted relating to the large numbers of unemployed
physicians demonstrated once again the need for appropriate planning together with a review
of the methods of training being used. In the Soviet Union, as in other countries, it was
necessary to replace extensive by intensive methods of training. What was of current
paramount importance was not the quantity but the quality of health manpower. He welcomed
the world conference on medical education to be held in 1988 - in which Member States would
doubtlessly participate actively - as it could be expected to provide guidance for Member
States in matters of health manpower training.

While he appreciated the current financial problems, he felt that global and
interregional activities were not being adequately supported and should be allocated more
than the 6.3% provided for in the proposed budget. Such activities should be given a higher
priority, as many current problems could be successfully solved at that level. Referring to
paragraph 16 on page 94 of the programme budget document, he regretted that only limited
progress had been made in implementing WHO policy with regard to fellowships, as they could
provide a useful means of training manpower at an international level, which was essential if
the overall strategy was to be implemented.
Dr QUIJANO said that it was paradoxical that the imbalance previously described between
the training and use of physicians should have developed. In the 1960s and 1970s studies had
been carried out by the Delphi method in several countries, including the United States of
America, to determine how many specialists would be required in different fields in the
coming ten or fifteen years. However, it had transpired that the results of those studies
were were not always reliable.
The Acapulco Conference had shown that the imbalance existed to some degree, either in
real or potential form, in almost all countries. In those countries where there was
apparently no such imbalance, that was the consequence of measures which were not always
entirely reasonable or reliable. In some cases student intake had been sharply reduced while
in others a high percentage - up to 50% in some cases - of students were excluded after the
first one or two years.
He suggested that the Board should draw the attention of the Health Assembly to the
problem, and that a resolution to that effect should be adopted.
Professor STEINBACH said that the programme under discussion was one of high priority,
but the programme budget document, which was over 500 pages in length, contained nothing but
priority programmes. The Director-General had referred to the proposed programme budget as a
phantom, but his impression was that the Board1 s discussion might also be called a phantom
discussion, since it seemed to be based on the quite unrealistic hope that a miracle might
occur. The ever more difficult situation confronting WHO had to be faced, and taken into
account in the discussion. Perhaps every programme should be marked in some way or other to
show whether it could be curtailed or not. Then, if things turned out in the way that was
feared, the appropriate decisions could be taken. He apologized for what was a somewhat
gloomy contribution to the discussion,
Dr GRECH said that he had listened with interest to the comments made by the
representative of CIOMS, and with concern to the disturbing figures on unemployed
physicians. He agreed that the need for a balance in health manpower development should be
emphasized. The Acapulco Conference had been very timely in dealing with a problem with
which many countries were confronted, and which was assuming global proportions• Imbalance
in health manpower occurred in many forms, some countries having an excess supply of health
workers compared with their capacity to absorb them, others still facing shortages of many
categories of health manpower, while within countries professional health workers tended to
be concentrated in urban areas, leaving rural areas underserved. If the problem was to be
effectively tackled by countries and WHO, the whole health manpower system - including all
these forms of imbalance - should be examined. The causes of imbalances were closely related
to countries' socioeconomic development and could not be tackled in isolation from the
attitudes of health professionals or from prevailing economic conditions. The problem called
for a concentrated effort on the part of WHO and Member States to look into the root causes
and see what steps could be taken. He supported Dr Quijano1 s proposal that the matter should
be further debated by the Executive Board or the Health Assembly.
Dr BRACHO ONA said that, clearly, action in the field of health could only be effective
if there was appropriately trained manpower. Three factors besides the human factor were
essential. The first concerned fellowships. In the Americas, all the Organization's
fellowships were closely scrutinized in detail before an award was made. But there were
other types of fellowships from other bodies which could also be used in the field of
health. In Ecuador, all such fellowships were centrally administrated and were awarded after
detailed consideration of applications so that they might be put to the best possible use.
Secondly, where vocational training was concerned, he urged that greater emphasis should
be placed on the participation of universities in public health training with a bearing on
primary health care.

Thirdly, in relation to the further training of existing manpower, he drew attention to
the need for continuous updating of trained personnel.
He was of the opinion that it was better to have a few very highly qualified experts
than a large number of experts in a ministry of health.
Dr VAN WEST-CHARLES said that it was certainly a matter of concern that so many
physicians were unemployed, and the question was whether the planning process was effective.
From the brief outline of the situation given by the representative of CIOMS it was evident
that the problem existed in the developed and newly industrialized countries which retained
the conventional medical system. In many such countries there were private universities that
were not considered in the national planning process, which might explain in part why an
excess of professionals had been trained. The lesson for developing countries embarking on
developing their health systems was that a strong health manpower planning division within
the national system was needed.
Manpower training could not be tackled in isolation, particularly in developing
countries, where too often professionals were trained in high-technology systems but were
unable to function appropriately or maintain their clinical skills owing to lack of that
technology where they eventually worked.
The conventional medical system tended to produce highly specialized persons to do work
that could have been done by less highly trained personnel, thus increasing costs for the
delivery of health care to the population. In Guyana, levels of care had been identified to
give the best possible service, whether to the rural or urban population. Hospitals had been
equipped with laboratories, X-ray equipment and other appropriate facilities. A conventional
manpower structure for that type of institution would have entailed the training of a
radiographer, a laboratory technician and a pharmacist. However, the peripheral structure
allowed a multi-purpose technician to be trained who could deliver both radiological and
laboratory services. As the relevance of health to the development process came to be more
widely appreciated, the conventional structure would be regarded more critically.
He asked whether governments had established mechanisms to reduce the "brain drain" by
guaranteeing the return of fellows trained at overseas institutions to their own countries
after training in order to provide the services for which the fellowships had been offered.
Professor RUDOWSKI said that the health manpower programme was a priority programme and
a key issue in all WHO activities. There had long been a trend in health personnel planning
to increase the number of doctors according to the maxim： more doctors, better health care.
The comments of Dr Bankowski and Dr Quijano indicated that there had been an unforeseen
phenomenon of imbalance between training and use.
He congratulated CIOMS, which had long been regarded as the international and
intersectoral forum for the discussion of a number of health policy problems, 011 the results
of the Acapulco Conference, with all the social, medical and professional implications
described by Dr Bankowski, who had also referred to the assessment of recent unemployment and
projections for the year 2000 of a quarter of a million jobless doctors. It was distressing
to think of the frustration of young men who found themselves unemployed after hard years of
medical undergraduate training. That was a terrible waste of human energy and human
resources. The matter was serious and should be thoroughly investigated. He intended later
to refer to the possibility of CIOMS participating in the discussion of a number of topics on
the Board's agenda. The imbalance in medical personnel was a strong warning for health
planners and would be an appropriate subject for further consideration at the forthcoming
World Health Assembly. The World Federation for Medical Education would no doubt be keenly
interested in the information discussed.
Mr SONG Yunfu observed that the subject under discussion was one to which Member States
attached considerable importance as manpower development was an integral part of the health
system. It was clear that the development of health manpower was a worldwide problem of
balance. The CIOMS report showed that in some countries there were many unemployed doctors,
while in others there was a lack of medical staff. Those were phenomena of equal concern.
A further problem lay in the balance between the various kinds of doctor - specialists
and general practitioners - which varied from country to country. He shared the view of
previous speakers that the problem had to be solved by planning and management.

In developing countries where medical manpower was lacking the provision of fellowships
was an interesting measure. He agreed with what was said in the situation analysis and
considered that the fellowships problem could be solved by improving programming and
management. He also agreed with the three targets outlined in paragraph 2 on page 92 for
national and international policies.
As shown on page 99 of the programme budget document, provisions had been reduced for a
total of three regions at either country or regional and intercountry level, the overall
reduction, after including the provision for global and interregional activities, being
8.28%. Clarification of the figures for the health manpower programme given in the report on
planned implementation reductions^" would be appreciated, together with information to
complete that given in paragraphs 35-38 in the programme budget document.
Professor RAKOTOMANGA expressed the hope that increased support would be given to the
training and retraining of peripheral health personnel. Secondly, he hoped that in certain
spec if ic cases training might be carried out in the countries themselves with the help of
some external resources, human resources in particular. Fellowships would be more effective
if they could be used for training activities in the country so as to benefit a greater
number of persons•
Professor WALTON (World Federation for Medical Education), speaking at the invitation of
the CHAIRMAN, referred to paragraph 31 on page 97 of the programme budget document; he said
that he wished to report to the Board, as his Federation did annually, on the progress of the
main Programme and Strategy for World Action in Medical Education, of which WHO was a sponsor.
He wished first to convey his Federation1s concern and indignation at the financial
impairment suffered by WHO. He could do so by remind ing the Board of two word s : "grief"
which was a profound human emotion, and "grievance" which had political implications. Many
members of the Federation had told him that the reaction of medical teachers to such
newspaper reports as the very recent Reuter statement that a certain country had withheld its
1986 contribution to WHO on the ground that it was itself short of funds for international
bodies and had given priority to those in serious financial trouble, should be one of
grievance rather than grief, because political follow-up would be needed in order that the
resource that WHO had represented for medical education since its inception should be
safeguarded. The World Federation for Medical Education would be doing everything possible
to demonstrate that the entire medical education community was weakened by such default of
obligations to WHO.
The Programme and Strategy for World Action in Medical Education described in a document
just circulated to the Board was progressing and was on course. All countries throughout the
world had been the object of multiple approaches; he had contacted all ministers of health
personally. The goal of the programme was to secure the adoption of an internationally
accepted policy towards the tasks and professional responsibilities for which doctors must
now be trained, the "changing of roles" to which Professor Forgács had referred. The
manpower issues of the Acapulco Conference were one important aspect of the Federation1s
programme•
The reorientation of medical education was based on the "Six major themes" document,
which required every country to consider 32 questions on the training of doctors, the
relationship of doctors to the other health professions and the relation between medical
practice and ministries of health. The document was available in Chinese, English, French,
Korean, Portuguese and Spanish. The national reports now being received from individual
countries in all regions were being analysed. There would be six regional conferences in
1987• Some had already begun. There had been a preliminary African conference in the United
Republic of Tanzania and a preliminary regional conference for the Americas in Mexico City.
Regional conferences were to be held in Africa, the Americas, Europe, the Middle East,
South-East Asia and the Western Pacific• WHO and UNDP were со-sponsors of the extensive
inquiry• The Director-General and Deputy Director-General of WHO as well as the Regional
Directors of all six regions were advisers for the implementation of the programme.
Following the six regional conferences, a world conference on medical education - a kind of
Alma-Ata for doctors - was to take place in Edinburgh from 8-12 August 1988. Its
recommendations would be brought to the Executive Board1s attention in January 1989. The
World Federation for Medical Education anticipated that the Board would wish a resolution to

be drafted and submitted for its attention, recommending changes in the training of future
doctors to ensure that they were properly equipped to meet the health needs of their
societies.
As from 1989 the programme would move into what was intended to be a permanent
implementation phase to ensure that doctors continued to be trained to meet the health needs
of communities. That was in the spirit of the recommendation of WHO1 s Advisory Committee on
Health Research that lasting programmes and not just transient projects must be created. The
Board's help would be sought in January 1989 in achieving that aim.
The CHAIRMAN congratulated Professor Walton and conveyed the Board's appreciation of the
solidarity with WHO that he had expressed.
Dr BRACHO ONA said that there were 5000 unemployed doctors in Ecuador, where he was a
university professor. The dangerous situation had developed in which medical faculties had
been transformed into medical factories. When a car factory over-produced it had to close
down for a while to avoid bankruptcy. The over-product ion of doctors was more serious in
that it was a waste of highly-qualified human resources. It was extremely depressing to see
so much unemployment among such high-level professionals.
The Board should suggest that the World Federation for Medical Education should
recommend that universities in all countries should look to the future and study the
conditions and requirements for health manpower in each country, since it was wasteful to
train professionals who would remain unemployed.
Ecuador had concentrated on training staff at the intermediate level, such as medical
technicians and paramedical staff, but there was now unemployment among such staff also. A
more serious aspect was that they were now assuming the functions of doctors.
Dr MARKIDES said that the problem under discussion was at the heart of the primary
health care policy. It was important to create a team spirit among health workers. In
Cyprus, that spirit had deteriorated for three reasons: first, each profession looked upon
itself as a separate entity and a separate profession; secondly, it seemed that there were
no longer any paramedical professions, there was a series of professions; and thirdly, the
tasks to be performed by each profession had not been clearly defined; for example, a
dispute had arisen as to which profession should be responsible for taking blood, and each
profession contended for leadership. He therefore strongly supported the team approach
referred to in paragraph 30 on page 97 of the programme budget document.
Dr Sung Woo LEE recalled that Dr Bankowski had stated
anticipated a surplus of 26 500 doctors by the year 2000.
demand; the corresponding figure for maximum demand would
planning exercise was a very difficult one, but as someone
could state that the Republic of Korea was taking steps to

that the Republic of Korea
That figure was based on minimum
be 42 000. The health manpower
who had been involved in it he
improve the situation.

Mr ABI-SALEH said that, in order to launch primary health care systems, it was essential
to have trained manpower including specialists of various types, nurses and other health
workers. The Board must concern itself with such manpower, its training, performance,
numbers and complementarity. It thus also had a duty to consider the problem both of the
over-supply of doctors and of shortages in other health professions. If doctors were too
plentiful in some areas, malthusianism should not be seen as the only way of tackling the
excess. It should rather be done by conversion, establishing new relationships between the
practice of the profession - in this case medical - its ethics, its demands, and the manner
in which the professional was paid. Those relationships depended on society itself, within
its own economic and political context•
Well-managed training in primary health care, as described in the document under
discussion, was essential to overcome shortages occurring in the health professions•
In any case, whatever the peculiarities of a given profession or area, there were
encouraging signs at all levels and good reasons to think that if primary health care
services had at the outset been on the look-out for, or even soliciting staff among the
health professions, it was now they, and notably the doctors, who were asking. Reticence
towards the primary health care system had given way to a large extent to lively competition
for admission to dispense its services.

Dr FERNANDO observed that it was somewhat paradoxical that, while a great deal had been
said about the excessive numbers of doctors, certain countries were still suffering from
shortages. What was still more paradoxical was that doctors from those countries tended to
migrate to others• That was a problem in Sri Lanka, particularly in the case of such staff
as anaesthetists. As Dr Van West-Charles had suggested, the solution would be to produce
other kinds of manpower, such as nurse-anaesthetists. Unfortunately, however, Sri Lanka
could not accept that suggestion because it had been associated with countries in which no
such category existed•
With regard to fellowships, it was very important to distinguish postgraduate training
leading to postgraduate degrees from training not leading to such degrees. Most countries
would be interested in postgraduate training of the latter type, because the degree was a
passport to the brain drain.
Dr FULOP (Director， Division of Health Manpower Development) said that, as well as
answering the many questions put on the health manpower development programme, he would
answer points related to health manpower development that had been raised in earlier
discussions, in particular during the discussion of health systems based on primary health
care. It was appropriate that questions on health manpower development should be raised in
discussions on other topics since it was a support programme• The only justification for
developing health manpower was to develop health systems based on primary health care to
serve countries and to meet the needs of the population. WHO1 s manpower development
programme was conceived in that spirit and worked closely with other programmes and
especially with the Division of Strengthening of Health Services.
Dr Van West-Charles had asked earlier whether there was not a need to review health
systems to see what kind of personnel was required and whether existing health teams could
riot be restructured to meet present health needs• That was a major concern of the health
manpower development programme and, as would be seen from paragraphs 20 and 22 on pages 94-95
of the programme budget document, it was proposed that joint government/WHO reviews of
national health manpower systems should be carried out. In the past two to three years about
a dozen such reviews had been conducted and as a result of that experience a set of
guidelines on how to carry out such reviews had been prepared and would shortly be published.
Educational programmes for all levels of personnel should most certainly include
education on primary health care, as Dr Van West-Charles had asked. The action that WHO
proposed to take in that field was explained in paragraphs 28 and 30 on pages 96 and 97 of
the document• In addition, attention was drawn to the work of the World Federation for
Medical Education, which, as its President, Professor Walton, had just mentioned, aimed to
reorient education at all levels to primary health care. Furthermore, the Network of
Community-Oriented Educational Institutions for Health Sciences, which was applying for
admission to official relations with WHO, was actively working on the matter and the
influence of that group was considerably greater than its small but growing membership might
suggest.
Dr Aashi had earlier raised the matter of short specialization periods, WHO1s view was
that the duration of different training programmes should be considered in terms of the time
taken by trainees to reach the level of competence required of them, rather than as a set
period of months or years. It was conceivable that programmes could eventually be made
elastic to accommodate the time that different people needed to achieve the same level of
competence•
Returning to the points that had been raised with reference to the health manpower
development programme itself, he rioted that Professor Forgács and other Board members had
expressed the view that priority should be given to health manpower research. That concern
had to some extent been met by the creation three years previously of a new programme area in
research in health manpower development, which had given substantial results in promoting
decision-linked health manpower research in countries. WHO was also closely collaborating
with 35 countries on health manpower research. The Organization considered health manpower
research as an integral and important aspect of health systems research. That new programme
area had, moreover, been opened up despite the loss of one-third of the posts in the Division
as the result of the implementation of resolution WHA29.48.
The concern that had been expressed by Dr Hyzler and other Board members with regard to
the implementation of resolution EB71.R6 might inadvertently have been provoked by the

reference in the text to "limited" progress. The important point was that progress was being
made, albeit slowly, and it was expected to accelerate. The fact was that the resolution,
which had been adopted in 1983, would take time to make an impact, since fellowships took up
to one to two years to complete and those awarded in 1983 and some of those awarded in 1984
had been planned before the adoption of the resolution• A progress report had been provided
in 1986 but, as Sir John Reid had commented at the time, it had been too early to draw
conclusions. However, a progress report prepared in compliance with the Board's wishes would
be submitted in January 1989 (paragraph 33 of the programme). He assured the Board that all
relevant facts and figures were collected by the Division on a continuing basis and could be
produced at any time.
Dr Hyzler had also requested an evaluation of the fellowship programme. A retrospective
study of the РАНО fellowship programme in the Caribbean from 1970 to 1979 had shown that
91.4% of former fellows responding to a questionnaire were employed by a government ministry
and that less than 1% had found their fellowship training inappropriate. Concern had also
been voiced in the Board about fellowships resulting in emigration; the same study had found
that fellowships awarded in the Caribbean area had not encouraged or supported emigration. A
study on fellowships had been carried out in the Eastern Mediterranean Region as recently as
1986, and the other WHO regions also constantly monitored the implementation of resolutions
on fellowships•
The relationship between health systems and health manpower development, to which
Dr Hapsara had referred, had been a basic principle and philosophy of the health manpower
development programme since the adoption of resolution WHA29.72 in 1976 requesting the
Director-General to promote integrated health systems and manpower development. A study
group on the subject was planned for the biennium 1988-1989. Many countries now had
functioning mechanisms in the field. That constituted progress, if limited, since, of
course, more could always be done.
Another concern that Dr Hapsara had.raised on a number of occasions was career
development, especially for public health specialists and health manpower management in
general. As recently as December 1986 a meeting had been held, in Jakarta, on health
manpower management, including career scheme development in which five countries had
discussed learning materials which WHO had developed in the past few years arid hoped to
publish soon, funds permitting. A number of other activities were planned, in particular an
expert committee on health manpower management systems to meet in December 1987; it would be
the first such high-level meeting on the subject ever to be held. The programme now under
consideration for the training of public health generalists would look into the need to
develop career schemes for those and other public health staff.
To answer the concern expressed by Professor Girard about multiprofessional training,
and on the question of developing health teams, he said that a study group on
multiprofessional education would be held in late 1987, which would be another "first", since
the principles in the field had not yet been adequately clarified. It was hoped that the
study group and the past two years of preparatory work for it would contribute to such
clarification.
In relation to Professor Isakov1s mention of the world conference on medical education
and Professor Walton1s description of the work of the World Federation, he reminded Board
members that WHO was working very closely with the Federation throughout its whole programme,
to which it provided technical collaboration. Both in the Organization's work with the
Federation and with the Network of Community-Oriented Educational Institutions for Health
Sciences, as well as in the work described in paragraphs 28 and 31 on pages 96 and 97 of the
programme budget document, priority would be given to reorientation of training programmes to
primary health care, a concern shared by Dr Bracho Oña. Various aspects of reorientation
were being systematically dealt with by the Division in a number of meetings. For example, a
meeting had been held on community-based education in 1985 and its report was at present in
press, A study group would hold a meeting in 1987 on multiprofessional education which would
discuss the different technical aspects of reorienting the training of health personnel•
Continuing education, which had been mentioned by Dr Bracho Oña and others, would be the
subject of an expert committee meeting during the biennium (paragraph 27 on page 96 of the
document) which, fulfilling a need expressed by Professor Rakotomanga, would be chiefly
oriented to problems at district level； such meetings could not in themselves solve
problems, but they were milestones in the programme, summing up past experience and mapping
out future strategy.

In conclusion, he assured the Board that all the comments made would be fully taken into
account in the work and planning of the programme.
The CHAIRMAN, speaking in his personal capacity, shared the views expressed by Professor
Rakotomanga on the importance of retraining medical staff. He believed that the problem
could be solved at country level given the will to do so； Dr Bracho Oña had rightly referred
to the human factor. Dr Fernando and other speakers had drawn attention to the paradoxical
situation of many countries which were oversupplied with doctors but where large sectors of
the population were underserved. The world wide phenomenon was particularly common when high
unemployment among doctors resulted from their concentration in the larger urban areas to the
detriment of the smaller urban areas and country districts. Even within the larger urban
areas, the medical care available to wealthy districts was much greater than that available
to poor ones. Countries already short of medical staff were losing them to the "brain drain"
through economic pressure, as Dr Fernando had pointed out. Many countries producing food
surpluses were destroying them in a world in which malnutrition was a serious problem; the
world was full of such paradoxes - a fact that called for reflection.
It was also necessary to determine what numbers and types of medical staff should be
trained. He reiterated the view that meetings and discussions could solve nothing without
the mobilization of political will in countries.
Sir John REID thanked Dr Flilop for his reply to Dr Hyzler ' s question and expressed his
appreciation of the reports on the fellowship programme prepared over the years by the
Secretariat. Although it was true that resolution EB71.R6 adopted in 1983 would take time to
work its way through the system, the United Kingdom, which was a major recipient of fellows,
had not yet seen any very obvious changes. He noted, too, that the Director-General, in
paragraph 18 of his Introduction to the proposed programme budget, had said that there were
too many unplanned fellowships.
(For continuation of discussion, see summary record of the twelfth meeting, section 2.)
Public information and education for health (programme 6)
Dr BRACHO ONA said the programme was an important one since it was related to all health
activities； without information and education, the general public would not respond in the
appropriate manner. Referring to paragraph 8 on page 100 of the programme budget document,
which spoke of a "need to focus on educating children and young people in health issues", he
said that it should be made clear that ministries of health should conclude agreements with
other ministries and with educational establishments at all levels (primary, secondary and
university) in order to achieve the aims of public information and education for health.
Some countries had already embarked on such action, but not all, and WHO must give it
emphatic support as the supreme international health body. Health and personal hygiene as
well as aspects of environmental health should be taught to children from their earliest
years. Many States were committed by their constitutions to provide free education for their
people； that obligation should include the provision of health education from childhood
onwards.
Dr DIALLO considered the programme to be of fundamental importance because it was
crucial to the implementation of national primary health care programmes. In Guinea, health
education had made it possible to control the 1986 cholera epidemic and to give renewed
impetus to the Expanded Programme on Immunization. WHO together with nongovernmental
organizations should make greater efforts to strengthen the training of both health workers
and media personnel；' the latter, if well informed on health matters, would be most useful to
Member States, especially developing countries, in preparing and executing appropriate health
information and education programmes.
Dr KOINANGE wondered why no extrabudgetary provision had been made in the African Region
for such an important programme in either 1986-1987 or 1988-1989.
Dr HAPSARA, noting that "New policies for health education in primary health care" had
been the subject of the Technical Discussions in 1983, asked whether any changes had been
made since that date in the policies formulated at that time.
Professor FORGACS drew attention to the last sentence of paragraph 29 on page 103 of the
programme budget document, which stated that WHO would promote the integration of health

education into the curricula of university and third-level academic institutions.
be very helpful if an appropriate means of doing that could be found.

It would

Dr HELLBERG (Director, Division of Public Information and Education for Health) replied
to Dr Hapsara that the monitoring and evaluation of the health-for-all strategies had made it
clear that public information and education for health was an essential operational arm of
the primary health care approach, both in countries and in Ш 0 , but that it was a weak area
all through the system. A major change over the past few years had Ьезп that the originally
separate programmes of public information and health education had been integrated, a process
that was continuing and in which the Technical Discussions had played a part. The
Director-General had decided to transfer responsibility for the integrated programme to his
Office so that it would be under his direct supervision, and thus to strengthen both advocacy
for health in the world and advocacy for WHO, both needs having become obvious.
The programme budget proposals, which showed a real increase of 9.67%, and the proposed
Eighth General Programme of Work, which would be discussed later, both reflected the
Director-General1 s concern to strengthen and emphasize the programme, particularly the
advocacy role of WHO. However, the Director-General had also made it clear that if with the
increased resources success could not be achieved, they would be withdrawn and allocated to
other priority programmes.
In the coming biennium, countries were to be encouraged with support from WHO to use
different events in the Organization1s history - its fortieth anniversary, the tenth
anniversary of the Alma-Ata Conference and of the eradication of smallpox, and World Health
Day - to expound advocacy and education for health and to start activities that would
endure• There was a limit to what could be achieved on an overall global basis; the real
action had to take place in the countries themselves. That was why the fortieth anniversary
of WHO and the tenth anniversary of the Alma-Ata Conference, both in 1988, were to be used to
support the initiative. A steering committee had been established, and the Regional
Directors had commenced activities; now the opinions and suggestions of members of the
Executive Board were needed on how to celebrate the two anniversaries and to use the
celebrations as boosters for education for health, and advocacy for health and for the
Organization. It was extremely important to combine public information on health and the
health-for-all process, and the selection of priority health messages with efforts to improve
the public1 s perception and support of WHO.
Replying to the questions on training in health education - at universities, for young
people, and for the media - and their interrelationship, he said that joint seminars for
public health workers and media personnel were being organized as part of a movement to
change the manner in which health and the work of WHO were being advocated, as well as the
manner of communication.
Dr QUIJANO said that public information and education for health was as important as the
programmes on organization of health systems based on primary health care, research promotion
and development, and health manpower; yet achievements were not fully satisfactory. He
thought that perhaps the time had come to make a radical, complete change in strategy.
Education for health was very closely related to a major objective of all health systems,
namely, coramunity involvement• It seemed it worked better when it was related to a specific
problem, for example a cholera outbreak. Such an approach had proved successful in Mexico
when the community and the health education system had been involved in a two-day
poliomyelitis immunization campaign. Instead of using diverse means such as publications,
photographs, lectures, etc., it would surely be better to concentrate on a single practical
measure.
Dr MARUPING said that many Member States relied very much on the technical guidance of
WHO, and therefore its good image was of vital importance. She asked whether activities
aimed at increasing public awareness and promoting education for health had been sufficiently
successful for behavioural changes to have been observed. It seemed there was still a gap
between knowledge and practice, and she cited an example: a television anti-smoking
advertisement followed iraraediately by a tobacco advertisement•
Dr MONEKOSSO (Regional Director for Africa) assured Dr Koinange that public information
and education for health was taken very seriously by Member States in the African Region.
The proposed regular budget provision for 1988-1989 was increased by one-third, though that
might be swallowed up by inflation, currency fluctuations, etc. But Dr Koinange1s question

had related to extrabudgetary resources and，as was evident in a number of programmes, there
was a paucity of such resources in the African Region. As had already been stated during the
review of the programme on the organization of health systems based on primary health care,
the availability of extrabudgetary funds depended on donors, and they were received oil an ad
hoc basis. There were tremendous opportunities for extrabudgetary support in Africa and he
wished the members of the Executive Board, as well as the international community, to be
aware of that.
All Member States of the African Region regarded public information and education for
health, one of the eight essential elements of primary health care, as a priority• All
country offices had attached to them (011 a contractual basis) an experienced health
journalist, to work with the WHO representative and other staff in ensuring that
documentation on health reached the right people and was also used by the local press.
Similarly, country activities were reported via WHO to the international community, so that
there was a two-way exchange of information, as well as advocacy and promotion of health for
all. In 1986 that innovation had been supported from the Regional Director1s Development
Programme, but countries themselves, realizing the significance of such an initiative for
primary health care, had agreed that country allocations in the regular budget would be used
from 1987 onwards.
At a number of regional meetings a serious effort had been made to "think through"
behavioural change, since for many people their preconceptions about health had to be changed
before they could absorb information even though it was available. There was therefore a
good deal of work to be done, and he made a plea for possible donors of extrabudgetary
resources in that and other areas to come forward.
Dr KO KO (Regional Director for South-East Asia) said that policy-makers in all Member
States of the South-East Asia Region were very much aware of the need for public information
and education for health. Not only was there a proposed 72% increase in the regular budget
for 1988-1989, with several Member States requesting substantial increases and investing
their own resources, but other agencies such as UNDP, USAID， UNICEF and the International
Union for Health Education were making large contributions in that field. However，while use
of the media for public awareness was well accepted and widely practised, the problem lay in
acceptance by the people of ideas and changes in behaviour, an area in which, he had to
admit, the present programme was having little influence. As an example of what was being
done to make some progress and have an impact, advocacy for health as a whole would form the
conceptual basis of the programme in the Region, the theme for the Technical Discussions
during the 1987 session of the Regional Committee, an item for the regional Advisory
Committee on Health Research when it considered questions suitable for research, and the
basis of all activities contributing to World Health Year in 1988.
Dr HAPSARA commended the programme proposals； Dr Hellberg1 s explanations were in line
with his own comments, at the first meet ing y on the Director—General1 s Xntiroduct ion» Wi tli
regard to operational approaches, he thought it would prove fruitful to elaborate more
clearly the differing aspirations and potentials of three target groups: the individual, the
organized group, and the population at large.
Dr NAKAJIMA (Regional Director for the Western Pacific), replying to Dr Maruping,
informed members of the Board that at a collaborating centre in Shanghai, an area where there
were many heavy smokers, and in collaboration with a centre in the United States of America,
a study was being carried out with the assistance of the media on anti-smoking campaigns and
people1 s reactions to them, using hourly televised "spots"• The results of the evaluation,
which were not yet available, would be presented on a future occasion, but the preliminary
indication was that they were quite promising.
Dr HELLBERG (Director, Division of Public Information and Education for Health), using
the adage "When all is said and done, more is said than done11，and referring to the problems
aired dur ing the discussion, said that haphazard, separate activities delegated to special
health educators were not the answer; the solution consisted rather in health promotion and
advocacy aimed at the complex task of reaching the people, the health workers and other
professionals, the politicians, and the producers (industry, commerce, etc,) - the four Ps.
Practical operational research was the key; for example, to determine why certain changes
took place under certain circumstances.
The DIRECTOR-GENERAL, replying further to Dr Maruping, said that, as had been made clear
at the International Conference on Health Promotion, held in Ottawa in November 1986,

tremendous potential forces were lying dormant in the population. If bureaucracy and
technocracy could be avoided there was no limit to what could be achieved; it was all "go
go". Everyone spoke of community participation but 110 one dared to solicit it in the right
way. People were co-opted for technocratic and bureaucratic purposes but they were not
allowed to work in their own way. The Ottawa Conference would be followed by a second one in
Australia with participants from both industrialized and developing countries; the whole
area of health promotion discussed was very promising and very much to do with primary health
care, calling for innovation and creativity.

The meeting rose at 18hlQ.

Friday, 16 January 1987， at 9hQ0
Chairman: Dr Uthai SUDSUKH
later: Dr Arabang P. MARÜPING
1.

PROGRAMME OF WORK (continued from the first meeting, section 4)

The CHAIRMAN thanked Professor Menchaca for so efficiently chairing the meeting of the
previous day. He recalled that it had been suggested that the Board1 s hours of work might be
extended.
Professor MENCHACA said that it had also been suggested that the Board should hold a
night meeting on Monday instead of meeting the following day, Saturday, in the afternoon.
Dr HYZLER (alternate to Sir John Reid) suggested that rather than deciding in advance to
extend the working hours, the Board should first establish some general guidelines on the
time to be allotted to the various items on the agenda, and then adjust the meeting hours
accordingly.
The DEPUTY DIRECTOR-GENE RAL said that past efforts to establish such guidelines had
never been successful.
Dr GRECH, Professor ISAKOV, Dr QUIJANO and Dr BRACHO OÑA supported the suggestion that a
night meeting should be held on Monday, 19 January if it was warranted by the progress of the
work.
It was so agreed.
2.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989;
(Documents PB/88-89 and EB79/41) (continued)

Item 7 of the Agenda

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING
REGIONAL COMMITTEE MATTERS: Item 8 of the Agenda (continued)
PROGRAMME REVIEW: Item 7.2 of the Agenda (Documents EB79/5, EB79/6， EB79/7, EB79/7 Add.l
and 2， EB79/8, EB79/9, EB79/10, EB79/11, EB79/12 and EB79/INF.DOC./1) (continued)
HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3)
Research promotion and development (programme 7； Document PB/88-89, pages 105-108)
Mr SONG Yunfu said that, as was stated in paragraph 3, the majority of developing
countries faced serious difficulties in carrying out the research necessary to enable them to
develop and implement their national health-for-all strategies. He therefore hoped that the
programme would be f.urther strengthened and particular emphasis laid on helping such
countries to develop their research capabilities, which would in turn contribute to the
solution of health problems on a global scale, WHO should also consider recruiting more
experts from developing countries to take part in research work.
Professor ISAKOV noted that, although the programme was well-supported financially, only
7% of the resources for it came from the regular budget, the remainder from extrabudgetary
sources• Strict control was therefore needed to ensure that the funds concerned were
directed towards priority areas of research.

Dr BRACHO ОЙА said that, despite the emphasis laid by the Director-General on many of
the programmes, provision for research fell somewhat short. On a global basis,
investigations could well be carried out into some of the recent phenomena which were
affecting the health of the world as a whole; he was not referring exclusively to AIDS,
which was now so much in the news. In Ecuador, for example, endeavours were being made to
carry out research work into diseases of the first and second branchial arch and other
diseases that were congenital in origin, such as trisomy, which were increasing to dangerous
levels. That concern had arisen when in 1967, a brilliant Swedish research worker had found
that in the city of Stockholm alone there had been an increase in the space of five years in
the incidence of cases of facial deformation among children from one per 300 births to one
per 175 births. Those cases included children with harelips and children with facial defects
owing to embryonic changes or to mesodermic failure. It was clear that the Caucasian race
was most inclined to suffer from such problems, which had a grave effect on health and
required immense sums of money for patient care. South America showed a slightly lower
incidence of such defects, although there were very serious problems among the indigenous
groups of that region, with incidences as high as one per 384 or 400 births. It should be
possible to carry out an investigation in that field, the Organization should undertake to do
some research into a pathology for which there seemed to be no remedy. For example, there
might be an iatrogenic factor involved, and it could be established which of the large number
of iatrogenic drugs could have an effect in that regard， and to what extent teratogenesis
resulted•
Dr HAPSARA, referring to paragraph 15， expressed appreciation of the efforts being made
to strengthen WHO collaborating centres in the various regions. What would be the role of
those centres in the transfer of scientific knowledge and technology from the developed to
the developing countries?
It could be seen from paragraph 17 that much had already been done to assess health
determinants, and that special emphasis was being laid on research into the subject for
1988-1989. What were the findings of research in that area?
The CHAIRMAN, speaking in his personal capacity, said that the programme was of crucial
importance for the long-term establishing of a firm basis for a research infrastructure and
research manpower in Member States, The programme1s emphasis on the promotion of national
health research policies， strategies and plans, as well as on the strengthening of the
research capabilities of national institutions, was greatly to be welcomed. Those activities
needed to be carried out in parallel with health systems research; in fact, experience in
Thailand had shown that the two types of programme needed to be promoted together.
Innovative health programmes and projects needed support from research in the field of
science and technology, research which should be carried out on a sound basis by capable
personnel who understood the situation of the country concerned.
It was essential that national research capabilities should be developed alongside
relevant research policies and strategies, and should take full account of national health
priorities. Referring to the plan of programme budget implementation reductions,1 he hoped
that promotional activities for research would not be affected by contingency cuts in staff
expenditure and in duty travel.
The DEPUTY DIRECTOR-GENERAL said that never before in the Organization's history had
research become such a powerful instrument for promoting health. All Member States were
being encouraged to give greater priority to such research; WHO 1 s Advisory Committee on
Medical Research (ACMR) had been renamed the Advisory Committee oil Health Research (ACHR) to
reflect that priority.
Mention had been made of the fact that only 7% of the regular budget was devoted to
health research. However, there were also "hidden" resources; many of the headquarters
units and divisions, such as for example the Expanded Programme on Immunization, were
carrying out their own research work. In addition, national research centres were being
established in the developing countries, and in recent years the number of experts from such
countries who had joined WHO1s research committees had greatly increased. There was thus no
insensitivity to the need to strengthen the capabilities of developing countries to carry out
their own research work. It was also important that extrabudgetary funds should continue to
flow in support of health research, and that donor countries and donor agencies should

continue their aid. In sum, he wished to assure the Board that research, and health systems
research in particular was still being given a great deal of prominence.
Nor was biomedical research being overlooked. In recent years, a number of developing
countries had been able to set up such institutions as national research councils，which
enabled them to define their own priorities as distinct from regional priorities. The trend
was for research to become more decentralized; regional offices now had their own ACHRs, and
the chairmen of those bodies were also members of the global Committee, so that there was
feedback in both directions. In addition, a move had been made about three years ago to
encourage discussion of health for all in the universities, thus involving them more directly
than in the past. He assured the Board that both the Director-General and the Regional
Directors took that area of the programme very seriously.
Dr ABDELMOU№NE (Office of Research Promotion and Development) thanked Board members for
their comments and for the expressions of support and encouragement.
The point raised by Mr Song Yunfu, urging greater participation in research work by
experts from developing countries, had already been covered by the Deputy Director-General,
who had pointed out that such experts were now able to contribute to the work of the regional
advisory committees and of the global Advisory Committee on Health Research. On the point
raised by Professor Isakov, the Director-General himself had on several occasions in the
course of the Board1 s session expressed his concern about the use of budgetary as compared
with extrabudgetary funds，and he would not revert to that important quest ion.
In reply to the question raised by Dr Bracho Oña, he said that the problem of research
on genetic defects was causing great concern, since WHO encountered it in the course of its
day-to-day activities, notably in its dealings with authorities in developing countries that
desired to promote and develop research institutions. Activities were now under way for the
establishment of a research centre on genetic defects. With regard to collaborating centres,
which were usually selected among centres of excellence, he said that the difficulty often
was that in developing countries research potential had not reached the level of excellence
required, so that on the basis of strictly traditional criteria the centre could never be
raised to the so-called "prestige11 standard required of a collaborating centre. Normally the
methods used by the Organization to promote and stimulate research were to strengthen
institutions by various means, notably by the training of research workers, twinning schemes,
and the involvement of networks of universities; one example was the work on thalassaemia
carried out in the Eastern Mediterranean Region. Efforts were being made to launch a twinned
study on the diseases that had been mentioned by Dr Bracho Oña between a university in France
and a network of universities in Egypt. Research focused particularly on the problem of
teratogenic drugs.
WHO 1 s collaborating centres had evolved alongside the Organization; many had been set
up at the time WHO was founded, and were thus now about 40 years old. Their development had
followed the same pattern, notably in regard to the major trend towards decentralization
which was now at its height• The centres had a number of roles; one was the exchange of
scientific and technical information in their own particular field, and another was to
provide services, such as for example the supply of vaccines, or the exchange of strains.
They also had a crucial role in training and, of course, in research as such. In reply to
Dr Hapsara he said that the problem of transfer of technology was a complex one, which in
fact involved all the functions of the collaborating centres. The centres ought therefore to
be ideal mechanisms for facilitating transfer of technology, provided that such transfers
were based on national health policy, and on a health strategy at national level which
included as an essential component a technology and research strategy» If that was done, the
centres could help to mobilize all the various means available to effect transfer of
technology not only from north to south, but also between countries of the south as a form of
technical cooperation between developing countries.
Dr Hapsara1s second point had concerned health determinants. The subcommittees of the
global Advisory Committee on Health Research had been working for three years on the
definition of a general concept which could serve as a framework within which regions and
countries could define research strategy in support of health-for-all strategies at country
level. The problem of health determinants had held an important place in the definition of
those strategies. Although the role of certain health determinants was already known, either
on a scientific or intuitive basis, much still remained to be done to further clarify the
links between the different factors involved, the interaction between them, and above all

their relative significance. Quantitative studies could thus perhaps offer more guidance and
throw more light on some of those factors. A number of small-scale studies were now in
progress, to which the topics of the Technical Discussions at the Thirty-ninth World Health
Assembly and those planned for the Fortieth were relevant•
In conclusion, he thanked the Chairman for his expressions of support, and wished to
assure him that he did not consider that the programme was suffering from budgetary
constraints, particularly in view of the current situation.
General health protection and promotion (programme 8;

Document РВ/88-89, pages 109-121)

Dr LARIVIERE (alternate to Dr Law) informed Board members that an International
Conference on Health Promotion had been held in Ottawa in November 1986• The Conference had
been co-sponsored by WHO, the Department of Health and Welfare of the Government of Canada,
and the Canadian Public Health Association, and had been concerned with national strategies
for health promotion. There had been over 200 participants from some 40 countries,
representing not only governments and community organizations, but also academics, medical
practitioners, écologiste arid engineers.
The Conference had adopted a Charter, which had called on WHO and other international
organizations to support countries in setting up strategies and programmes for health
promotion. It had expressed the Conference's conviction that if all bodies concerned worked
together to introduce such strategies, health for all by the year 2000 would become a
reality. Copies of the Charter would be made available to Board members.
Nutrition (programme 8.1)
Professor MENCHACA said that there were many factors militating against the improvement
of nutrition in the developing countries. In addition to those mentioned in the situation
analysis, the critical economic situation in many countries had led them to adopt measures
which had adversely affected the most disadvantaged sections of the population, diminishing
their purchasing power and living standards in general. If natural disasters were added to
such a situation, an acute crisis developed for a large proportion of the population.
Development then became unattainable; feeding the population became a priority. Perhaps
countries which had to contend with overeating and its risks to health could help hungry
countries on a permanent basis and not only in times of disaster.
He commended WHO1 s cooperation with UNICEF and FAO and expressed the hope that it would
be continued and even expanded, especially the Joint WHO/UNICEF Nutrition Support Programme
which had produced such magnificent results•
Mr McKAY said that Australia would host the 1988 follow-up conference to the Ottawa
Conference. His country was looking forward to it as 1988 would be the tenth anniversary of
the setting of the health-for-all goal, WHO1s fortieth anniversary and Australia1s
two-hundredth.
Dr VAN WEST-CHARLES stressed the importance of more actively encouraging the use of
locally available foodstuffs to provide an acceptable nutritional balance, and the production
and storage of indigenous products. The use of indigenous foodstuffs was particularly
important since, if countries spent large sums of money on importing food, little was left to
pursue other health-related issues.
Health education was also important in nutrition, through assistance with the social
marketing of indigenous foods and more determined education of the population iri using them.
He stressed that the approach to health education in that area should be both creative and
aggressive•
Manpower training was also important in that connection. In medical and nursing
schools, education in nutrition was unfortunately relegated to the periphery. Teachers in
the schools could play a pivotal role at a time when more mothers and even younger
grandmothers were working outside the home and more of the child's formative time was spent
with the formal educators, and in being exposed to media influences.
Finally, he supported the view that intersectoral action was indispensable.

Dr BRACHO OÑA said that in Ecuador a year-long nutrition study had been undertaken, on
the basis of 10 000 families, which had enabled the authorities to analyse the population1 s
nutritional status and see what supplements were needed. The Regional Director had been
informed as to what action would be taken.
In the Andean subregion, to which his country belonged, there was a high incidence of
iodine deficiency diseases, which was a cause for concern, and a programme was being
initiated for their eradication. For that programme cooperation would be needed. In the
same regions where iodine was deficient there was a lack of fluoride to protect oral health,
and it was therefore intended to add both iodide and fluoride to salt•
Another problem was that in the high plateaus the population was unaccustomed to eating
protein obtained from animal sources, with the result that their protein intake was
insufficient• Substantial assistance would be needed to remedy that situation,
Dr CAMA.N0R said that malnutrition remained a major cause of morbidity and mortality in
many countries. Although there had been some improvement in the nutritional status of
mothers and children in many countries, conditions due to disasters and political and
socioeconomic difficulties far outweighed any achievements in the nutritional sector.
Factors militating against good nutrition besides those outlined in the situation
analysis included decreases in local food production due to migration towards the cities in
search of better educational and employment opportunities; delays in the introduction of
agricultural technology for increasing production to meet the demands of rapidly increasing
populations characterized by high dependency ratios; poor distribution of food in many
countries due to inadequate marketing and road infrastructure； and traditional beliefs and
feeding practices.
Because undernutrition undermined and compromised achievement in other health
strategies, the nutrition programme remained a key programme in primary health care. In that
connection, he endorsed the views expressed by Dr Van West-Charles on health education.
Mr SONG Yunfu said that malnutrition was most acute in the developing countries, and its
solution called for joint efforts in the field of health, trade, the economy and so on. He
was therefore pleased to see the development of cooperation between WHO and F AO, described in
paragraph 8 of the programme statement, which he was sure would help to improve nutrition in
his own country, for example. Although China had no real nutrition crisis, it had a certain
number of problems due, for example，to the habits of children who might be recalcitrant
about eating certain foods. In China there were also places where there was insufficient
iodine, with the consequent nutritional problems which could, however, be solved.
Dr AASHI said that the question of proper nutrition was of capital importance.
Malnutrition was not only due to catastrophes; in many countries there were water resources
and arable land that were not put to proper use. One reason was that much of the population
was turning to industry and away from agriculture in the erroneous belief that industry would
provide a better financial income.
Another factor in malnutrition was that many countries located near the sea nevertheless
had cases of iodine deficiency, since, despite the fact that the sea provided abundant animal
protein in the form of fish, people depended on meat for their protein intake. That
situation called for a reorientation in education and a change in nutritional habits.
The solution lay with the countries themselves, but planning was needed.
particular stress should be placed on that question in WHO programmes.

He felt that

The DEPUTY DIRECTOR-GENE RAL said that the subject of nutrition was of particular
importance to the developing countries. In outlining solutions it was necessary, however, to
indicate some of the constraints. One was that too much arable land was given over to cash
crops, leading to poverty which aggravated malnutrition. There was plenty of food in the
world, bat the developing countries could not afford to buy it.
Another quest ion was whether mothers were able to feed their children properly. Much
work had been done by WHO and by governments themselves to promote good feeding habits, but
their efforts were often defeated by the aggressive commercial promotion of cola drinks and
other sweet drinks which led to dental caries in schoolchildren. Thus, it was impossible to
discuss the question of nutrition without taking into account economic and social factors•

Dr Van West-Charles had mentioned the promotion of indigenous resources. There was a
great deal of knowledge on that subject available in the Third World and an abundance of
edible plants available at low cost. He urged members of the Board to be aware of the
constraints which he had indicated in their work towards achieving good nutrition in the
developing countries.
Dr MONEKOSSO (Regional Director for Africa) indicated three main efforts being
undertaken in the African Region to improve nutrition. The Regional Office was collaborating
with the International Council for the Control of Iodine Deficiency Diseases with the aim of
eradicating those diseases during the coming decade, since the knowledge and technology
existed to deal with at least that particular problem. Secondly, the joint FAO/WHO/OAU
Regional Food and Nutrition Commission for Africa which had existed for nearly 20 years and
which seemed only to have produced papers but had achieved nothing concrete, had been
reviewed by the three organizations and it had been decided that it should be disbanded.
Thirdly, and consequently, the Regional Office was now collaborating actively with UNICEF to
develop strategies which could be applied at the local level to combat malnutrition.
Dr PRADILLA (Nutrition), responding to the discussion, thanked those members of the
Board who had commented on the programme.
Despite the small size of the nutrition programme and its financial limitations, efforts
had been made to mobilize funds that would go directly to countries. For example, the
Belgian Survival Fund for the Third World, in which WHO was participating together with IFAD
and UNICEF, had placed some US$ 100 million at the disposal of the least developed countries
of Africa. The Government of Italy had pledged more than US东 80 million for intersectoral
nutrition programmes with promising results through the Joint WHO/UNICEF Nutrition Support
Programme. That kind of collaborative effort had been difficult but worthwhile. The task of
joining forces with other organizations had been a complicated one and it had been necessary
to solve many problems. But, as the spokesman of the group of national managers of the Joint
Programme had said, it was worth paying the price to have organizations working in the way
countries wished them to. So far, good results had been obtained in strengthening countries1
capacities to initiate a multisectoral process in their own nutrition programmes. The Joint
Programme approach had been followed in other places by other donors and was being used as a
model by some multilateral and bilateral agencies. The WHO nutrition programme would
continue trying to mobilize further extrabudgetary support. The decrease in manpower by a
third would make those efforts more difficult, however, as in the case of the WHO initiative
for a ten-year programme of support to countries for the prevention and control of vitamin A
deficiency. Although the Organization was by common accord well placed to harmonize the work
of the different agencies involved, a lack of manpower would handicap that programme if WHO
was to try to take full responsibility. The prevention and control of iodine deficiency
disorders would be similarly affected. WHO was in the process of helping other groups to
take over responsibility in that area in view of the eventuality that extrabudgetary funding
could not be obtained.
As regards training, W H O ' S efforts had been directed towards developing appropriate
curricula related to problem-solving• At present, most nutrition training programmes had
been devised without consideration of the needs of the workers at the field level who were
usually not nutrition specialists. Moreover, training was more often devoted to nutrition
itself than to the approach needed. An effort was being made - and it was possible that a
country in Europe would support it - to develop ail international network of nutrition centres
for national training in the whole process of problem-solving rather than just the provision
of food and the distribution of information.
It was generally agreed that nutritional status was the result of three factors acting
together or in isolation: food ingestion in quantity and quality, the health status of the
individual, and the psychosocial environment. To improve the nutritional status it was
necessary to understand which factor was the main cause of, or a contributing factor in,
malnutrition. There was a role to play for every sector. The health sector1s responsibility
included non-nutritional and nutritional activities. Among the non-nutritional activities
were those directed at preventing acute and chronic diseases, spacing of pregnancies and
overall protection of maternal and child health, among other measures.
It was noteworthy that wasting (the deficit of weight for height) had decreased
significantly in the world despite the apparent widespread difficult economic situation.
Food production had increased and there were even gluts. Obesity was even appearing in some
poorer countries side by side with undernourishment•

A nutritional education research programme was under way in the context of the Joint
Nutrition Support Programme to determine why mothers decided to feed a given weaning food to
their infants and children. Any failure was mostly due not to lack of knowledge but to
incapacity to apply that knowledge because of time or monetary constraints» In the face of
such constraints it was very difficult for a family to modify its nutritional behaviour. To
alter such behaviour there needed to be changes in the whole social environment in addition
to facilities existing in the home.
The nutrition programme was closely related to other programmes in the health sector.
For example, efforts were being made to explore how the programme activities for the
prevention and control of iodine deficiency disorders and vitamin A deficiency could be
combined with the implementation of the Expanded Programme on Inmiunization. The diarrhoeal
diseases control programme had related aims for improving nutritional status by preventing
diarrhoea, reducing the consequences of diarrhoea on nutritional status and ensuring
appropriate feeding of diarrhoea patients. The relationship with noncommunicable diseases
was obvious and, recently, the problems of exposure to atomic radiation were being looked at
in the light of dietary habits so as to assess the risks of contamination of certain
populations•
Dr BART (adviser to Dr Young) said that he was concerned and "underwhelmed11 by the
programme under discussion. There was an unacceptable gap between the problem and the
programmes described to solve it. The problem would not be solved by more meetings,
workshops or guidelines.
Significant numbers of the world1 s children went to bed hungry every night, yet the
budget did not reflect the importance of that problem or the priority called for it within
WHO• Nutrition should be in the forefront of WHO1 s activities, along with the Expanded
Programme on Immunization, the diarrhoeal diseases control programme, and the programme for
control of AIDS• WHO should be the leading agency in coordination and direction, especially
in cooperation with FAO.
The provision of adequate supplies of food and their appropriate content were
inseparably part of the problem. The poor nutritional status of much of the world
complicated the response to illness as exemplified by the deaths due to measles in
malnourished communities. In his view, a re-evaluation of the budget allocations was
necessary•
Dr PRADILLA (Nutrition) agreed that budgetary resources were insufficient to cope with a
problem of such magnitude. Most of the information attesting hunger among children was based
on food balance sheets, which covered such matters as food production, food waste, food used
as animal feedstuffs, and exports and imports. They yielded an average value for each
country• In some cases they seemed to indicate that a portion of a population was
undernourished. However, if reference was made to the nutritional status of a population, it
would be found that the situation was often not as serious as it appeared. WHO had
anthropometric a 1 data on 140 countries. It was quite clear that wasting, which was one of
the manifestations of hunger or acute malnutrition, was almost nonexistent in the Western
Pacific Region, in the Region of the Americas, in the European Region, in many countries of
Africa and in most of the Eastern Mediterranean Region, It was, however, highly prevalent in
South-East Asia. Stunting, which reflected a chronic deficit caused by an inadequate intake
of certain foods in conjunction with chronic episodes of certain diseases, was still quite
prevalent in the world. Excess weight for height appeared to a significant extent throughout
the world.
Journalists had publicized the striking situation in Ethiopia and other drought-stricken
countries, where an emergency situation existed. Nevertheless, most of the world1 s acute and
chronic malnutrition in both absolute and relative terms was to be found in South-East Asia.
WHO1 s main role was to strengthen national capacities in the health sector to define
their own problems. That was very difficult to do from the outside. Many national
programmes failed because the problem had been wrongly defined or because Che resulting
measures were poorly implemented. Careful consideration had to be given to that question. к
programme without a minimum infrastructure could not be adequately implemented. Money was
not always the solution. In certain drought-stricken countries plenty of food and funds had
been available, but it had not been possible to shift the food from the ports to the places
where it was needed, A certain level of infrastructure development was required if countries
were to assume sole responsibility for certain activities.

Dr BRACHO ОЙА said that it was quite true that many children went to bed hungry#
However, it was also true that there was an increasing number of children who suffered from
obesity as a result of overnourishment. Of course the resources which WHO allocated to the
nutrition programme were inadequate to feed all the children in the world. The problem was
to make optimum use of those resources so that they could serve their purpose. It was the
responsibility of governments to improve the food supply through agricultural policies, and
ministries of health should have close links with the farming and agro-industrial sectors in
a search for common solutions. Fortunately, the serious problem in Ethiopia was being slowly
solved•
Professor Î1ENCHACA agreed with the previous speaker that the budgetary allocation for
nutrition would not go far. However, it was the only means which WHO had to take specific
action. Neither the budget of WHO nor those of many countries would be sufficient to solve
the problem. It was necessary to look, not at the problem itself, but at the socioeconomic
factors that caused the situation to arise. For instance, in some large food-producing
countries food stocks were deliberately destroyed in ail endeavour to keep up market prices.
That was an extremely painful fact in the light of the dramatic situation obtaining in many
food-deficit countries, but all that could be done was to try to make changes within the
limits of what was possible.
Dr VAN WEST-CHARLES said that some of the information given ran counter to the
information supplied in the last sentence in paragraph 3 of the programme statement, which
read "Despite these positive developments, current worldwide socioeconomic trends are
harbingers of decelerating improvement, if not outright deterioration, in overall nutritional
status". Even if the problem of Ethiopia was taken as an example, the failure to move the
food out of the ports indicated a definite deficiency in nutritional self-sufficiency and
planning. All developed countries had arrangements for the storage of food for use in case
of a disaster. That was not the case in most developing countries. If the specialists were
right and the nutritional status of children had improved, that might be due to the
sacrifices made by mothers, reflected in undernourishment and the prospect of a high
percentage of low-birth-weight babies in a few years' time. In his view, the information
presented did not provide a true picture of the current global situation.
Oral health (programme 8.2)
Professor MENCHACA drew attention to the importance of primary care in the prevention of
dental caries, periodontal disease, malocclusion and other disorders caused by bad habits or
treatment by unqualified personnel. The development of full oral health coverage of the
population by qualified personnel should be a priority objective at country level, advisory
services being supplied by other countries of proven scientific standing that were willing to
share their experience• In the programme statement mention was made of a shortage of
dentists in many developing countries. The situation could be improved if specialists were
brought in from other countries and if minimum dental equipment was supplied by highly
developed countries. WHO and the International Dental Federation might wish to examine the
feasibility of such an arrangement.
Dr Sung Woo LEE noted with satisfaction the proposed increase in funding for the oral
health programme - from 0.65% of the total budget in 1986-1987 to 0.70% in 1988-1989, Until
recently oral health had been neglected by many developing countries. Thus it was
encouraging to see that more countries wished to develop oral health services as a part of
primary health care* Special thanks were due to the International Dental Federation for its
commitment of substantial funds to the expanded programme during the period 1988-1989. He
welcomed the ambitious target set for that period - over 50% of Member States to have
achieved oral health status equivalent to or better than that defined by the global indicator
of no more than three decayed, missing or filled (DMF) teeth at the age of 12 years.
Dr DIALLO said that in Guinea high priority was given to oral health. In the summer of
1986 the country had been visited by teams of dentists from the French Dental Association
who, in conjunction with national experts, had conducted surveys and provided dental care in
a number of regions. The surveys, which had confirmed that oral health was a major public
health issue, would serve as the basis for appropriate planning, although prospects were
limited by the lack of resources. He thanked the French Dental Association for its help and
appealed to WHO to support training and the establishment of a national oral health programme
within the framework of primary health care.

Sir John REID said that the programme on oral health was well presented, the information
in paragraph 6 of the programme statement being particularly valuable and of the kind which
it would be useful to have with regard to other programmes as well.
The cooperative venture with the International Dental Federation, described in
paragraph 17，was most interesting. He asked how far the matters had developed on the lines
indicated.
Dr JАКАВ (alternate to Professor Forgács) noted from paragraph 13 of the programme
statement that WHO was cooperating intensively with the International Dental Federation in
updating, refining and adapting standard methods for a wide range of situations and
activities and that a communications network would also be developed. The International
Dental Federation might commit substantial funds for an expanded programme in oral health,
and WHO might also regroup resources and reorient regional strategies. Mention was also made
of the possibility of constituting a joint resource group.
All that was very much in keeping with opinions expressed in the Technical Discussions
at the Thirty-eighth World Health Assembly in 1985 on the contribution of international
nongovernmental organizations to the implementation of the Global Strategy for Health for All
by the Year 2000，when it had been generally recognized that nongovernmental organizations
had an important potential role, although a great deal remained to be done in practice. The
collaboration between WHO and the International Dental Federation was therefore most
gratifying, and further details on the subject would be appreciated. A progress report on
oral health, with particular reference to that collaboration, might be included in the agenda
of the next World Health Assembly. The table on page 117 of the programme budget document
showed a considerable decrease in funding from "Other sources11 ； further information on that
point would also be appreciated•
Dr FERNANDO said that the oral health programme was important for many developing
countries, where dental caries and periodontal disease posed an acute problem. Pride of
place must obviously be given to preventive measures, but in order to do so, the dental
profession would have to be reoriented. Dental schools were often clinically oriented, and
to change their approach would be very difficult. Nevertheless, WHO should pursue its
endeavours to that end•
It was apparently intended that primary health care workers would be used to identify,
and, within limits, to solve oral health problems. That would add to their responsibilities
and take up more of their time, WHO should perhaps look into the matter; the overburdening
of primary health care workers might become so serious as to result in neglect of key
activities such as maternal and child health.
Dr BELLA said that although dental caries and periodontal disease were not an important
cause of mortality or disability, in Côte d 1 Ivoire they were receiving considerable
attention. There was a programme for installing dental facilities at the district level, and
a public information campaign in oral health was being conducted by the media. Thanks were
due to WHO for its support for the training of oral health personnel.
Dr AYOUB observed that the supply of dental personnel was improving in a number of
developing countries• Egypt had a great number of dentists, perhaps even more than were
needed. However, many oral health problems persisted. Paragraphs 8 to 10 of the programme
statement were extremely important, since the activities described therein could lead to
savings. The training of dentists was also very important. As a matter of principle,
dentists should stress the preventive approach， especially where children were concerned.
Dr DE SOUZA (alternate to Mr McKay) pointed out that in many countries the oral health
programme 一 which he supported enthusiastically - was a real success story. Developing
countries which still had very serious oral health problems could learn from those successes,
and apply the lessons at very low cost. He was especially pleased that continued priority
would be given to intercountry centres for oral health and asked whether any locations had
been decided upon for the establishment of additional centres.
Both Sir John Reid and Dr Jakab had referred to a proposal for an expanded programme in
oral health in partnership with the International Dental Federation. He understood that a
position paper on the matter was being prepared by the Secretariat, but requested some
further information during the current discussion, as well as an explanation of the funding
arrangement s mentioned in paragraph 20 of the programme statement •

Mr SONG Yunfu noted that WHO had a number of achievements to its credit in the area of
oral health. For instance, a methodology had been developed for analysis and investigation,
a data bank had been set up， and a study had been made of the utilization of resources,
especially in developing countries. Like previous speakers, he approved of the cooperation
between WHO and the International Dental Federation, and hoped that it would be intensified•
Additional details would be appreciated.
Dr BARMES (Oral Health) expressed appreciation of the strong support for the oral health
programme indicated by many members of the Board. Referring to a point raised during the
discussion on nutrition, he explained that the developments in salt fluoridization in many
parts of the world could be of great value in ensuring that people had sufficient fluoride
even when water fluoridization was not available.
The problem of dento-facial anomalies and the need for fully qualified dentists was only
too well known. The idea of having teams of dentists from developed countries to help in
developing countries was basic to the International Collaborative Oral Health Development
Programme• Some of the problems being experienced in the area of dento-facial anomalies were
due to the fact that it was still difficult to obtain clear definitions of what did, and what
did not, constitute a need for treatment• However， an effort was being made to try to
resolve the differences.
Some further information had been requested concerning funding from "Other sources".
Every biennium such funds seemed to be less than they were in actual fact because the amounts
were not definitely known when the programme budget was prepared. WHO now had a long list of
extrabudgetary sources contributing to the oral health programme, including AGFUND, the
Swedish Agency for Research Cooperation with Developing Countries (SAREC), SIDA, DANIDA,
various agencies of the United States Government, arid the International Dental Federation.
It was not known exactly how much support would be received, and most of the support would be
operated from the national level, but it was expected to be very important in increasing the
potential of the oral health programme. Industry was helping with the development of basic
equipment and of material for advocacy, while the Danish Dental Association had now become
the first such association to finance a post in the oral health programme, FINIDA was
providing assistance in the form of an associate expert, and the German Democratic Republic
had also provided a staff member. Thus the oral health unit was now truly an international
resource group capable of supplying related nongovernmental organizations with the services
which they needed if they were to help WHO,
Another point that had been made concerned the need to reorient the dental profession
towards prevention and away from the "treatment first11 approach. Although the highly
industrialized countries had reached a stage at which they had large numbers of dentists and
a declining level of disease, the developing countries were still giving priority to
traditional dental schools and to the treatment-oriented approach. A serious effort had to
be made to change that.
The question of further intercountry centres had been raised. It was hoped to establish
another such centre in Africa; the location of Jos in Nigeria had been discussed.
Negotiations were also in progress to develop a centre in the Americas, in Ecuador, arid a
further centre somewhere in China was under discussion.
Informing the Board of progress achieved in collaboration between the International
Dental Federation and WHO since paragraph 17 of the programme statement had been prepared, he
said that in November 1986， the Assembly of the International Dental Federation had
considered a position paper on cooperation with WHO and a resolution had been passed
recommending continuation of the discussion so as to bring about a clear understanding
between the two organizations in that regard. That would be further considered at the World
Dental Congress in Buenos Aires in October 1987,
That action had followed immediately on resolution WHA38.31, which encouraged closer
relationships with the nongovernmental organizations, even to the level of partnership.
WHO1 s oral health unit had been engaged in a dialogue with the International Federation with
a view to building upon the foundation of a most effective and active collaboration in the
past towards that real partnership, striving for the agreed measurable goals for better oral
health. The basic strategy of the partnership was to mobilize the whole dental profession in
response to the changed and changing oral health situation, both in terms of services and
type and quantities of manpower, and to reorient national manpower programmes according to
accepted strategies. At the same time, mobilization extended to the development of national

expertise and funding capacities to carry out projects in other countries, based also on
those strategies. The latter activity was intended to complement the strategy referred to in
resolution WHA36.14, the central functions of which were; provision of standard
methodologies, performance of situât ion analyses, identification of obstacles to achieving
national objectives, and formulation of projects to overcome those obstacles.
In that way, it was hoped to multiply the potential
tasks with the dental profession. The position paper he
partnership negotiated between WHO and the International
members, and could be prepared in the form of a document
World Health Assembly if the Board so wished.

of WHO by sharing those various
had mentioned, relating to the
Dental Federation, was available to
for consideration at the Fortieth

Dr DE SOUZA (alternate to Mr McKay) said that he would welcome the circulation of that
document at the forthcoming World Health Assembly.
Dr BRACHO ОЙА expressed deep appreciation to the Regional Director for the Americas for
the support extended in connection with the establishment of the intercountry centre for oral
health in Ecuador, which had stimulated progress in what had been a neglected field both in
that country and in the Andean subregion as a whole. He added that the Ministry of Health of
Ecuador had expanded the management of oral health from a division into a national board for
stomatology covering all aspects of the question, so as to encourage active cooperation
between all branches of oral health specialization.
The DIRECTOR-GENERAL confirmed that the document relating to cooperation between WHO and
the International Dental Federation would be made available as an information document to the
Fortieth World Health Assembly during its consideration of that topic.
Dr Arabang P* Mar up ing took, the Chair.
Accident prevention (programme 8.3)
Dr Sung Woo LEE noted that, while the table on page 121 of the programme budget document
showed a decrease in real terms of 0.21% in the estimated obligations for the programme in
respect of 1988-1989， regional and intercountry programmes in the European Region were to
enjoy an increase in funds of over 100%, He would welcome some explanation of that, to
complement what was stated in paragraph 26.
Professor MENCHACA stressed the steadily increasing importance of preventing accidents,
which not only constituted one of the main causes of death in a considerable number of
countries but also had grave repercussions in terms of disability and direct and indirect
effects on the economic situation.
Particular attention should be paid to the prevention of accidents among children, who
were one of the groups most at risk; he urged the identification of funds to be set aside
for action in that regard.
The World Health Assembly had adopted a number of resolutions expressing concern over
the problem of accidents and setting out measures designed to stimulate and support
preventive programmes, including road safety programmes and studies on the influence of
alcohol and drugs• That concern remained as acute as ever; the studies must be pursued and
the dissemination and implementation of their findings ensured.
Professor ISAKOV said that the programme on accident prevention deserved full support.
Particular attention should be paid to the psychological factors involved in accidents
affecting adults and children, since they were very important in determining possible
measures for prevention.
Professor RUDOWSKI noted the important colouring which accidents gave to the current
picture of medicine. What might be termed one of the "positive" aspects of the situation was
the promotion of traumatology as a new branch of clinical medicine, with developments in the
care of critically ill and critically injured patients. That aspect might be underlined in
any report ing on the matter•
Dr BRACHO OÑA emphasized the extremely grave repercussions of traffic accidents in both
human and economic terms• It was essential to evolve incisive campaigns aimed at prohibiting

or restricting the consumption of alcohol by drivers of motor vehicles;
including his own, it was one of the main causes of fatal accidents.

in many countries,

In his official capacity as Secretary-General of the Federation of Plastic and
Reconstructive Surgery of Latin America, Spain and Portugal, he wished to solicit WHO 1 s
support for campaigns for the prevention of burns, which constituted the most serious of
accidents in the home and - in particular - were responsible for filling the children1s wards
of hospitals in the developing countries. In Quito, for example, there was a hospital where
30 beds were permanently reserved for child burn victims and those beds were nearly always
full. Of course, it was in the first place incumbent on the countries concerned to tackle
the problem, but the moral support of WHO would be valuable in the formulation of appropriate
policies.
Dr MARKIDES expressed keen interest in the programme, which was of special importance to
all developing countries, and asked why the budget provisions for country programmes in the
Eastern Mediterranean Region showed a decrease. In Cyprus, accidents - in particular road
traffic accidents - were among the three main causes of death and injury. It was
consequently to be regretted that the volume of resources allocated for preventive measures
did not adequately reflect the high social cost of such accidents•
Dr AASHI asked whether, in view of the statement contained in paragraph 26 of the
programme statement, countries in other regions would benefit from the considerably increased
allocation proposed for the European Region,
Dr ASVALL (Regional Director for Europe) explained that the increase for the European
Region in respect of 1988-1989 in fact merely reflected the transfer of the amount of
UsI 492 300 shown under the heading, "Global and interregional11 for 1986-1987. The situation
was that the Regional Office for Europe had already over the past five years been responsible
for running, on behalf of the Director-General, the global accident prevention programme to
which those funds related. Accordingly, there had in reality been no increase in the budget
of the European Region, but rather a different presentation of the same amounts. It was the
other regions that would benefit fully from that global accident prevention programme, which
was ran in close cooperation with the European Region1s own programme paid for out of
regional funds.
The DIRECTOR-GENERAL stressed that his purpose had been to ensure that the limited
resources available for accident prevention should yield the most effective results. It
would have been a costly measure to set up a new accident prevention unit at the global level
at headquarters; moreover, the European Region had a particularly long tradition of very
positive accomplishments, both in research and development and in the promotion of national
policies. He had felt that if the resources of the European Region in that regard were
merged with the very limited global resources available, Member States throughout the world
would derive greater benefit• He believed that that had indeed been the case*
A similar situation would become apparent in respect of the programme relating to the
elderly; it had proved of great benefit to the Organization. WHO was also endeavouring to
carry out the same policy in the whole area of appropriate technology and in the field of
health promotion. He felt that wherever there was an opportunity to make use of small
amount s of resources in different places and if a critical mass could be created, valuable
results would ensue and would be far preferable to a fragmentation of activities. If the
Board did not agree with that policy, it should make its views clear.
Dr ROMER (Accident Prevention) expressed appreciation for the support expressed for the
programme.
Replying to the various points raised, he first stressed the multisectoral character of
action for accident prevention. From the outset, the programme had endeavoured to cooperate
to the maximum extent with the various ministries concerned, particularly in respect of road
accidents, and fairly close collaboration had been established with transport departments in
both industrialized and developing countries. He rioted that a new trend in safety policies
had recently become apparent in the industrialized countries, and more particularly in the
EEC countries. That had been reported in a European forum organized within the framework of
International Road Safety Year in 1986 (in which WHO had actively participated), which had
taken account of decentralized policies for road safety• It was an interesting development,
since it was consonant with WHO1 s approach in the health field and could lead to an important

contribution by WHO to a community approach to accident prevention and further to the
promotion, when appropriate, of those principles on a global scale by WHO through
interventions at either national or international level.
Replying to the point raised by Professor Isakov on the psychological or behavioural
aspects of accidents, he agreed on the need to give all due importance to the human element.
In fact, a series of activities relating to psychosocial factors in accidents in children had
been organized since 1978 with the support of the Belgian Government•
The question of burns had been raised by Dr Bracho Ofla, and Professor Menchaca had
referred to accidents in respect of children. The question of accidents among the elderly
had not been mentioned, but was also of some considerable importance. The action undertaken
in those different sectors had received the logistic support and close cooperation of the
nongovernmental organizations, which had provided technical and even indirect financial
assistance for the expansion of such activities. He referred especially to the International
Paediatric Association and the Latin American Paediatric Association, in cooperation with
which the programme had undertaken epidemiological research into accidents in children. That
work had already made rapid progress in the Americas and would be developed also in
South-East Asia and in Europe. A highly important contribution had been made by Cuban
experts in support of that activity. Furthermore, cooperation had been or was in the process
of being established with the International Society for Burn Injuries, and a project had been
initiated in South-East Asia in close cooperation with the Indian Society for Burns, as a
result of which an epidemiological review of the subject of burns in that country had been
undertaken the previous year, with the close cooperation of a Danish centre. That
preliminary stage would be developed also in the Eastern Mediterranean and the Americas. He
accordingly assured Dr Bracho Oña that that aspect of accidents was being given a particular
focus within the programme.
Activities relating to accidents among the elderly were being developed in collaboration
with the International Centre of Social Gerontology and covered at present some ten countries
worldwide, most of them industrialized countries.
Reference had also been made to the question of alcohol and drugs, which undoubtedly
were among the salient factors contributing to accidents. That topic might be commented upon
by a representative of the Division of Mental Health, which was more directly concerned with
that aspect of the programme.
The problem of traumatology had also been raised. A recent trend had also become
apparent in that regard among all organizations concerned with the clinical aspect of
accidents. WHO was receiving an ever-increasing quantity of requests for contacts with
traumatology or orthopaedic associations, e t c . ， which were dealing more and more with the
preventive aspect of the problem. That was of particular importance, since the thinking in
that field was gradually evolving.
He wished particularly to emphasize the technical cooperation which the accident
prevention programme was endeavouring to establish and expand among countries. The fact that
the programme was located in the European Region made it considerably easier to establish a
network of European institutions with wide experience in the injury field and to bring those
institutions closer to others in developing countries in need of expertise and experience.
Official working relationships and even collaborating centres were now operational or on the
point of becoming so in Europe and in the other regions ( for instance, in Australia, India
and Japan). One major aim of the programme was - through that inter-institutional
cooperation, especially between developed and developing countries - to facilitate
information exchange； another, and perhaps more important aim was to plan the use of
developed countries1 experience in preparing the developing countries for action in the light
of their very considerable socioeconomic and cultural differences. That was taking place
against the background of a true community approach in health and safety promotion
programmes； a number of community demonstration projects for accident prevention were being
set up in some six or seven developing countries, notably Thailand, based in particular on
successful programmes in other countries, such as Sweden.
The CHAIRMAN suggested that the reply by the Director of the Division of Mental Health
on the question of the role of alcohol and drugs in accidents might be held over until the
programme relating to mental health was considered (see summary record of the eleventh
meeting) •

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the Regional
Office for the Eastern Mediterranean saw its role in accident prevention as that of a
catalyst for action by the Member States and did not itself intervene. Indeed, the Regional
Office had been successful in bringing together the authorities most directly concerned, such
as police and road planners, and was satisfied with the results achieved with the small
budget resources at its disposal. Its efforts in that sphere now seemed less urgent in view
of the concern generated among countries in the Region.
Dr NAKAJIMA (Regional Director for the Western Pacific) said that the direct activity of
the Regional Office in accident prevention was very minor, since the entire question of
accident care, including prevention, was being integrated as an important component of
primary health care, particularly in the urban context•
Accidents were a very substantial cause of mortality and morbidity in Asia, and most
countries had recognized the importance of trying to organize action to deal with that
problem. Urban care was undergoing a thorough reorganization, with a view to providing
complete 24-hour coverage. Efforts would be made to rationalize arid improve the situation
still further.
Professor MENCHACA considered that the Director-General had done well to locate the
accident prevention programme within the Regional Office for Europe. In that matter, and
also in connection with the care of the elderly, the Regional Office for Europe had an
important role to play, and the developing countries stood to benefit from its considerable
experience. He stressed the importance of establishing a network of collaborating centres
including developing countries, in cooperation with the European Region,
The CHAIRMAN, speaking in her personal capacity, warmly endorsed the accident prevention
programme. Lesotho had a small population, but the proportion of road accidents was among
the highest in the world. During the festive season, multisectoral collaboration had been
instituted aimed at preventing accidents, and that approach had proved useful.
The shortage of audiovisual aids for accident prevention was a matter of considerable
concern; it was to be hoped that WHO could help remedy that lack.
Protection and promotion of the health of specific population groups (programme 9;
Document PB/88-89, pages 122-143)
—
—
—
Maternal and child health， including family planning (programme 9.1)
Sir John REID said that, although the programme was well-defined, two matters of
particular concern deserved further emphasis. One was the regrettable persistence of
vertical approaches to the subject； the other, referred to in paragraph 11 of the situation
analysis, was the failure to see maternal mortality as the serious problem which it was, at
least in some countries•
He asked for information on female genital mutilation, which was riot mentioned in the
document. He believed that in 1984 WHO had co-sponsored a nongovernmental working group on
traditional practices affecting the health of women and children in Africa; had arrangements
been made to take that work further during 1988-1989? His second question related to the
figures in the table on page 129. How could the substantial reductions in the allocations
proposed for regional and intercountry programmes in the Eastern Mediterranean be explained?
Dr FERNANDO said that in what was an extremely important programme, WHO must continue to
cooperate in combating low birth weight, which contributed to increased infant mortality and
was caused in particular by the poor nutritional status of mothers during pregnancy and by
over-frequent pregnancies. It was often difficult to control the nutrition of mothers, but
in Sri Lanka it had been found that supplementary feeding for 150 days could prevent the
birth of underweight babies.
In several countries family planning was still the subject of a vertical programme, and
efforts should be stepped up to induce those countries to integrate it with maternal and
child health programmes; terminal methods of sterilization were often preferred to temporary
methods if the latter were seen to result in too frequent pregnancies, maternal ill-health
arid high infant mortality, especially in countries where abortion was not legalized.

Interagency cooperation in maternal and child health was very important for maximum
impact in that vulnerable population group. In Sri Lanka there was full, successful
coordination between WHO, UNICEF, UNDP and other agencies； WHO 1 s collaboration was
commendable, and had contributed in no small way to the improvement of the country1 s record.
Dr HAPSARA, expressing strong support for the programme， requested further clarification
of the remarks in paragraph 5 of the situation analysis, concerning the vertical approach to
the organization and management of services. The Technical Discussions at the thirty-ninth
session of the Regional Committee for South-East Asia in 1986 had had as their subject the
"Integrated approach to maternal and child health in the context of primary health care"；
two matters of particular concern had been raised; the first was that the often
disproportionately large input of resources into other programmes, particularly family
planning, the Expanded Programme on Immunization, and diarrhoeal disease control, could lead
to an erosion or weakening of maternal and child health services. Secondly, a lack of
coordination and integration sometimes resulted in the fragmented, isolated delivery of
services to mothers and children by related programmes of nutrition, immunization, and
diarrhoeal disease and respiratory disease control. What were the prospects of solving or
eliminating problems of that kind, which arose in many developing countries?
Dr CAMANOR observed that the proposed programme described well the wide spectrum of
activities to be undertaken, and called attention to the relatively ambitious goal of
ensuring that 80% of children had access to essential preventive and curative health care.
There were grounds for concern: even though the target coverage for the programme,
especially iri developing countries, was over 60% of the population and that population was
growing at a rate of more than 3% per annum, the budget provisions for the programme showed a
decline - an example being the 50% cuts in the Eastern Mediterranean Region mentioned by
Sir John Reid. In view of the significance of the programme, which certainly deserved higher
priority, should not allocations to it be reconsidered?
Dr KOINANGE said that since mothers and children comprised the majority of the
population in all Member States, for reasons of equity their health problems should receive
continued attention. The great potential of mothers as motivators and providers of health
care was not being utilized to the full; Kenya, in collaboration with WHO and the World
Bank, was looking at the question of safe motherhood. He was very impressed by the progress
being made by the Organization in preparing for the forthcoming conference on the subject,
and felt sure that the outcome would be successful. The proposed programme had his full
support•
Dr BRACHO 0ÑA， expressing support for a programme which he considered fundamental, said
that maternal and child health was closely linked with the development of the least developed
countries, Ecuador was conducting a wide-scale vaccination campaign and taking measures to
check birth weight and ensure adequate health care for mothers during and after pregnancy.
Abort ion was another very serious problem deserving special attention in less developed
societies, since it led to increased maternal mortality. That was particularly true in the
less privileged sectors of society where pregnancy was frequently terminated by abortion even
at late stages in pregnancy. A study conducted recently in Ecuador had looked at the
economic and social strata most likely to resort to abort ion, which also involved the
responsibility of certain medical practitioners. Ecuador was one of the countries in which
abort ion was not legal • In raising the issue, he wished to draw attention particularly to
the problem of mortality resulting from abortion.
Dr QUIJANO said that programme 9.1, which deserved enthusiastic support, should continue
as planned so as to prepare technical standards and ensure widespread application. He also
praised the work of the collaborating centres, which he said should be increased in number.
In the Region of the Americas, it was a matter of great satisfaction that the budget for that
programme exceeded even the amount s allocated for primary health care.
Mr SONG Yunfu said that maternal and child health was one of the eight essential
components of primary health care. Women played an important role in family life and
particularly in protecting the health of the members of the family. The healthy development
of children was a guarantee of a healthy future• However, the health situation of mothers
was not always ideal, especially in the developing countries, despite the considerable
progress made in reducing infant mortality. As stated in paragraph 11 of the situation
analysis, maternal mortality had not decreased to the same extent, and was far higher than in
the developed countries.

He fully supported the programme objectives, especially that concerning the development
of appropriate health technology to solve health problems in the area of maternal and child
care at the family and community level. Enormous efforts were required to attain those
objectives and all sectors must be involved, including departments of culture and education
in addition to ministries of health.
There was also a need for WHO to cooperate with other agencies such as UNICEF. In
China, UNFPA and UNICEF were collaborating with WHO with encouraging results, and he hoped
that such cooperation would be developed still further.
He was pleased to note from the table on page 129 that extrabudgetary resources exceeded
regional budget allocations. It seemed, however, that there was some USÍ 20 million less
from other sources for 1988-1989 than for 1986-1987, He asked, with reference to
paragraph 30， whether UNFPA and UNICEF funds were included in the figures given.
Professor MENCHACA said he fully supported the programme. The Organization should
continue actively to ensure that countries gave full coverage to mothers and children and so
eliminate the disparities in their access to health programmes in some countries, and give
attention to problems of pregnancy and early pregnancy, perinatal health, lactation and
infancy. It should also continue to promote breast-feeding and give its support to
activities to protect infants and young children, pursuant to the resolutions adopted on that
subject. Particular attention should also be paid to adolescent health.
Cooperation with UNICEF, UNFPA, UNESCO and other agencies should be encouraged and
expanded; he asked for further information in that regard.
Dr VAN WEST-CHARLES said that while the programme was of utmost importance, he wished to
lay special emphasis on education to prepare young females for womanhood before motherhood;
health personnel must help to ensure that national educational opportunities were operied-up
for women to improve their status in society consonant with the objectives of the maternal
and child health programme. He hoped that WHO would endeavour to support a general family
planning programme as part of that comprehensive objective.
Dr NSUE-MILANG, referring to paragraph 23 of the programme statement on adolescent
health, said that in some countries like Equatorial Guinea, where the population was
insufficient and human resources were needed, abortion was not legalized. At the same time,
girls who became pregnant and gave birth were not authorized to return to school, with the
result that they resorted to abortion so as to be able to continue their studies and avoid
conflict with their families. He therefore commended WHO for promoting responsible
parenthood to avoid adolescent pregnancy and for fostering health education, information,
counselling and training for adolescents.
Dr GUERRA DE MACEDO (Regional Director for the Americas) said that the importance of
programme 9.1 in the Region of the Americas could be clearly seen from the breakdown of
resources in the table on page 129. The paramount importance attached to the programme was
due, among other things, to certain specific characteristics of the countries of the Region.
With regard to the operational organization of the programme in the Regional Office, he
said that while the specificity of disease control programmes was maintained, some of those
activities were included, in operational terms, in the maternal and child health programme
and dealt with in conjunction with it. That was the case with regard to immunization,
diarrhoeal diseases, acute respiratory diseases and aspects of nutrition, including
breast-feeding•
Apart from the common basic features of programme 9.1, the Region of the Americas had
three special characteristics• The first was the close link between the maternal and child
health programme and the overall development of health services infrastructure, especially
basic primary health care services. Developing that linkage had been accorded priority by
the Regional Committee, maternal and child health care - which was widely accepted - being
used as a means of strengthening health services infrastructure, and the usual vertical
approach being abandoned.
Another specific feature was the extent of interagency cooperation, especially with
UNFPA and UNICEF. Concerted action extended well beyond formal or central cooperation,
however, and in most countries there were now real joint programmes.

A third characteristic of the Region was the very important research component in the
programme, directed particularly towards the development of health services based on the
needs of mothers and children.
The development of activities for perinatal care was a matter of growing concern
throughout the Region. Real progress had been made in that direction, notably through the
work of the Latin American Centre for Perinatology and Human Development, which had been set
up to that effect and was producing outstanding results. It had been possible to demystify
the conception of perinatal technology as a highly complex and sophisticated field and make
it accessible to primary health care and maternal care services. In addition, a highly
successful experiment had been conducted in setting up a collaborating centre network， which
included nearly 350 institutions which were cooperating closely in developing research,
technology and health care, with truly remarkable results.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that while the
programme in the Eastern Mediterranean Region was of prime importance, WHO should be
considered, in respect of that programme, not as a donor agency but as a technical agency;
most Member States were producing satisfactory results in maternal and child health care, and
most of the least developed countries in the Region were receiving enough bilateral aid, so
that the work to be done with the amounts allocated was more like technical follow-up.
Progress had been made in such areas as the training of traditional birth attendants,
prevention of tetanus neonatorum, breast-feeding and health education, and research on
maternal mortality and its causes was continuing. Most elements of primary health care had
been successfully integrated, so that maternal and child health could no longer be regarded
as a vertical programme• The focus was now on complications of childbirth, hypertensive
diseases of pregnancy, low birth weight and perinatal problems related to nutrition,
infection and so on，although there was a reduction of almost 50% in allocations at country
level for 1988-1989,
Dr ASVALL (Regional Director for Europe) agreed with Dr Guerra de Macedo on the subject
of perinatal technology. In the European Region, a book had been published in 1986 entitled
"Having a baby in Europe", reviewing the perinatal technology experiences of 25 European
countries• It revealed great differences in the use of such technology, and that had led to
speculation as to whether it was not over-used in the industrialized world. The Regional
Office had taken the matter up extensively； it was cooperating with several countries in
organizing conferences involving paediatricians, midwives and consumers with a view to
initiating a wide-ranging debate. Cooperation with the Region of the Americas in that field
had led to a series of three working groups which had looked at technology used before,
during and after delivery. In that context, it was particularly interesting to note that
some new ideas were coming from the developing countries. Interesting new approaches for the
care of premature infants had been tested in one South American country and were expected to
have a considerable impact the world over. That new form of dialogue between the
industrialized and the developing countries, particularly in the field of maternal and child
health, opened up encouraging prospects for the future.
The CHAIRMAN, speaking in her personal capacity, said that the sub-region which included
Lesotho had seen many recent developments which appeared to be very much in line with the
programme proposed for 1988-1989. In at least four countries study tours had been conducted
to see how the accessibility of maternal and child health care services might be improved,
due account being taken of the chronic shortages of trained personnel. The reports of the
study tours had been highly positive. There was a welcome trend away from the previous
fragmentary provision of services towards the provision of all services in a single day under
one roof. In Lesotho, that type of approach was already being adopted in some areas•
More support for，•outreach" services was called for. It was true that health
infrastructure facilities and well-trained health manpower in the area of maternal and child
health were limited, but larger resources remained untapped in the communities themselves.
Much could be done to improve the health of mothers and children, especially pregnant women,
by developing information based on sound research that could be put to good use in the home,
supported by the establishment of referral mechanisms from the village or community level
upwards as the framework of a comprehensive approach.
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Maternal and child health, including family planning (programme 9.1) (continued)
Dr Sung Woo LEE said that he fully endorsed the programme and considered that even more
funds might be allocated to it• Nevertheless, in connection with the table on page 129 of
the programme budget document, which showed an increase of over US$ 500 000 for Africa, he
wondered how the increase related to the new subregional health development offices.
Professor ISAKOV said that he too fully supported the programme and wished to emphasize
the importance of research into and prevention of diseases of adults which originated in
childhood; the incidence of such diseases could thereby be significantly reduced, and that
was an important factor in the attainment of health for all.
Dr PETROS-BARVAZIAN (Director, Division of Family Health) expressed gratitude to all
Board members for their very encouraging support and valuable comments and guidance, which
would be fully taken into account in the further development of the programme•
Sir John Reid had raised the issue of female circumcision; members were well aware of
various WHO activities in that traditionally sensitive area. Over the past ten years WHO had
dealt with the technical and scientific aspects of issues which affected the health of women
and had also provided a forum for discussion and acted as a catalyst for all those interested
in the subject. Accordingly, the 1984 seminar in Senegal had been preceded by a technical
meeting in Khartoum, where it had been recognized that in view of the importance of
traditional practices affecting the health of women and children it would be advisable to
examine harmful traditional practices and methods of combating them, as well as useful
practices, iri order to support and encourage them. After the scientific basis of the subject
had been established at the Khartoum seminar, the nongovernmental working group on
traditional practices affecting the health of women and children which was actively involved
in the field, had raised the question of the need for further clarification and exchange of
information on the subject. Dur ing the World Health Assembly in 1983 an informal meeting had
been organized and the Government of Senegal had volunteered to host the second seminar in
1984; after that meeting, it had been recognized that it was most important for action at
the international level to be followed through by women1s organizations in the societies and
communities observing the tradition. The nongovernmental working group, considering the
recommendations of the seminar in Senegal, had therefore decided to decentralize action from

the global level, and the Iriter-African Coramittee on Traditional Practices Affecting the
Health of Women and Children had been established; WHO provided technical support in the
form of educational materials for health workers, development of curricula and so forth. The
next meeting of the Inter-African Committee was to be held in Addis Ababa from
6 to 10 April 1987， bringing together representatives of 26 African countries and
governmental, nongovernmental, international and local organizations, with support from
UNICEF, UNFPA, and other nongovernmental organizations active in the field from the start.
The objective of the meeting was no longer to discuss the magnitude or nature of the problem,
but to exchange national experience of the practical activities conducted by various
countries over the past few years, and WHO would provide technical support to that effort.
Sir John Reid had also referred to the fact that, despite a number of efforts,
programmes still tended to develop vertically in some countries. With regard to maternal and
child health, including family planning, WHO was concerned with three kinds of integration,
particularly after the Alma-Ata Conference - integrating various elements of maternal and
child health and family planning in a balanced way suitable to the needs of a given country,
integrating maternal and child health and family planning with other elements of primary
health care, and integration within various levels of health care and with other sectors.
Priority could riot be given to any one aspect of maternal and child health at the expense of
others, because all were very closely interrelated. The issue of low birth weight had been
raised by Dr Van West-Charles in connection with the nutrition programme and by Dr Fernando
with regard to maternal and child health. That was a good example of an issue which could
not be addressed in isolation; she was concerned by a recent tendency, in discussing child
health and infant mortality issues, not to give due recognition to the fact that half the
infant mortality in many developing countries was due to condition^ which related to maternal
health during pregnancy and childbirth or even before pregnancy, as had been mentioned in
connection, for example, with adolescent pregnancy• It was therefore necessary to take
account of a broad range of biological, ecological and social reasons for integrated action
for families and mothers and children. In that connection， emphasis should indeed be laid,
for example, on the workload of women and on their education, both of which were of
importance with regard to low birth weight and health in general. On a related matter, the
Director-General had establish a Standing Committee on Women, Health and Development to
ensure that the concerns of women in the broadest sense were integrated in various WHO
programmes at all levels of the Organization.
Mr Song Yunfu had raised the question of a shortfall of some US$ 20 million from
extrabudgetary funds for the programme• She explained that the main source of those funds
was UNFPA and that since UNFPA1 s programming cycle fell behind that of WHO, no funds from
that quarter had yet been committed； it was to be hoped, however, that the shortfall would
ultimately be compensated, since increasing allocations had been received from UNFPA in
recent years• No actual funds were received from UNICEF under that item of income, although
WHO of course collaborated very closely with UNICEF at the global as well as the country
level, and even more so recently in the area of perinatal and maternal health, which had not
so far been sufficiently emphasized by UNICEF.
Dr BELSEY (Maternal and Child Health) thanked the 13 members who had made some very
supportive comments during the debate and those who had made similar coniments on the
importance of maternal and child health in the discuss ion of other WHO technical programmes.
The comments had related basically to four issues: coverage, maternal health - including the
impact of abortion and the need for family planning，perinatal care and adolescent health
care, particularly with regard to the reproduction health of adolescents - verticalization
and collaboration.
Dr Caraanor, Professor Menchaca and Dr Mar up ing had referred to the need to increase
coverage through primary health care and promotion of family and community self-reliance.
That was, in fact, a major emphasis of the programme for the forthcoming period and would be
reflected in the Eighth General Programme of Work, which would be discussed later in the
session. Most of the technologies for coverage of the objectives to be obtained already
existed, but required adaptation to bring them closer to the family and the community, since
families could be trained and communities could be prepared to take action when, for example,
growth might falter. The use of home-based mothers1 records to motivate women to seek care
and to know when they were at risk had been demonstrated in over 14 countries and had been
adapted locally to enable even non-literate women and traditional birth attendants to operate
that very simple technology, which WHO was continuing to integrate into primary health care
systems•

But coverage was not enough in itself and, for example, monitoring for oedema by primary
health care workers or traditional birth attendants to diagnose hypertensive diseases in
pregnancy would be futile in the absence of understanding of a need for referral facilities;
without skills, knowledge, transport and equipment for such emergencies as caesarian sections
and anaesthesia, up to 1.5% or even 2% of women would die a pregnancy-related death. Primary
health care clearly included the first level of referral, for which services must be equipped
and accessible； that, too, had become a major emphasis of the programme, and led on to the
discussion of the maternal health issues raised by Dr Koinange, Sir John Reid and other
members•
The maternal mortality rates quoted were clearly unacceptably high and called for
accelerated action at all levels, both national and international. It had been gratifying to
note that, in February, Kenya would be hosting the International Conference on Safe
Motherhood. That Conference would highlight the fact that the problem was enormous but had
so far not attracted enough national or international attention or concern, that techniques
and examples of action existed and did not require extensive biomedical research - problems
could be overcome by a combination of political will and commitment, application of known
techniques, training, equipping of centres for essential obstetric care and implementation of
family planning programmes, and health systems research to adapt those measures to particular
country circumstances. As Dr Petros-Barvazian had noted, maternal health and mortality were
related to the education and social and economic circumstances of women, which in turn
affected infant and child health and mortality, particularly among female infants, with the
risk of a cycle of low birth weight, poor nutrition, growth and development 一 particularly of
girls - inequitable access to and use of health services (again especially for girl
children)， and subsequent small stature and low birth weight for the next generation. Unless
that cycle was broken, the target of the health-for-all strategy of decreasing low birth
weight to under 10% by the year 2000 would not be reached•
Dr Bracho Ofla and Dr Fernando had referred to the importance of abortion as a cause of
maternal mortality. Where information and services for family planning were not socially and
geographically accessible, 20%-50% of maternal mortality might be attributed to abortion,
which occurred everywhere and could not be ignored. Family planning represented a preventive
strategy for that problem; it was clearly the responsibility of national authorities to
select, adapt and provide technologies and information to assist couples to achieve the
desired fertility in the context of their own development strategies. Similarly, expectation
of responsible parenthood for adolescents involved equipping young people, sensitizing health
care providers to the needs and circumstances of adolescence and promoting responsible
sexuality within the social and cultural circumstances of the society concerned, WHO could
and had served to share experience and to promote attention to the issue, in addition to
prevention, by providing information, for example, on programmes encouraging and supporting
the continued education of pregnant adolescent girls, which was recognized to be of critical
importance. Such programmes had been developed successfully in areas of the Caribbean.
It had been gratifying to note the importance attached by the Regional Directors and
some Board members to the issue of perinatal care. As Dr Petros-Barvazian had noted,
neonatal mortality represented half the infant mortality even in some of the least developed
countries, yet it was possible to decrease perinatal and neonatal mortality by at least
40%-50% in many countries using very simple technologies, many of the approaches being
similar to those used for decreasing maternal mortality, but with additional attention to
thermal control of infants, resuscitation, breast-feeding initiation immediately after birth,
and control of infection, all of which could be accomplished by simple technologies already
existing and adaptable to most circumstances•
Turning to the issue of verticalization, raised by Dr Hapsara and Sir John Reid, he
confirmed that in some countries there was still a tendency to provide certain maternal and
child health technologies in a vertical fashion. The Secretariat was following the situation
and had collaborated, for example, with the South-East Asia Region in discussions of the
issue of integration of maternal and child health and family planning programmes• It was
through supporting and strengthening training that would emphasize a holistic approach in the
organization of programmes and provision of training - which was particularly critical as WHO
focused on the district level in primary health care strategies - that integration could be
achieved. Through collaboration with countries and with other agencies at the country level,
it was hoped to provide a consistent message concerning the natural, social and biological
environmental linkages of the various technologies affecting the health of mothers and
children - a natural linkage which also reflected the family and community perspectives of
maternal and child health.

Dr Fernando, Mr Song Yunfu and Dr Qui j ano had stressed the issue of collaboration, and
Dr Petros-Barvazian had already referred to collaboration with intergovernmental
organizations• In the past few years, collaboration had been accelerated with the
International Association of Obstetrics and Gynaecology (FIGO), the International Pediatric
Association and, more recently, the International Federation of Midwives. As an example of
collaboration with FIGO, he cited the establishment of a joint FIGO/WHO task force on
maternal and child health in primary health care. That task force was intended to mobilize
national societies and obstetricians and gynaecologists at country level in support of WHO 1 s
programme• Several comments had been made about the need for increased resources for
maternal and child health; in the implementation of the maternal and child health programme
within the WHO strategy more and more reliance had been placed on increased collaboration
with other related technical programmes, such as those on mental health, nutrition, chemical
safety, accidents, human reproduction, immunization, diarrhoeal diseases and so forth. In
addition, increasing stress was being laid on collaboration with the countries themselves
through WHO collaborating centres on maternal and child health and family planning
specializing in subject areas such as growth and development and health systems research; by
using and collaborating with those centres， the Secretariat hoped to stretch its limited
resources and to help countries to achieve the goals for the year 2000.
Dr HONEKOSSO (Regional Director for Africa), replying to Dr Sung Woo Lee 1 s question on
the budget increase at regional and country level, said that 31 Member States of the Region
had received allocations in that important programme for 1988-1989, as against the
25 countries participating in the programme during the current biennium. That was the reason
for the increase of over US$ 500 000 at the country level. The Regional Coramittee had
adopted the view that the programme for maternal and child health including family planning
lay at the very core of primary health care activities, and the credits for implementing that
policy had been increased deliberately. The increase was in fact due to the creation of
three posts at the subregional office level for midwives to act as advisers in maternal and
infant care. Some posts of consultant physicians in that area also existed, but opinion in
the Region and advice that had been given had led to the assignment of a certain number of
posts to women, not as women, but as individuals carrying out key activities in the field and
therefore capable of collaborating with countries at the district level•
With regard to the question of sexual mutilation, already answered by
Dr Petros-Barvazian, he wished to add that, following the Nairobi Conference, women in a
number of countries had already organized themselves to pursue the activities of the
United Nations Decade for Women and had planned some well-structured activities and
objectives with regard to the general welfare of women, including social problems such as
that of female circumcision. Reports on the activities of women in Kenya in that regard
could be made available to members of the Board.
Finally, the question of adolescent health, raised by Dr Nsue-Milang, was a source of
increasing concern to the health officers of the Region, so that the Secretariat had created,
or rather adjusted, a post for an official attached to the Regional Office to deal with the
specific problems of young people.
Human reproduction research (programme 9.2)
Dr QUIJANO said that the Special Programme of Research, Development and Research
Training in Human Reproduction had considerably increased and extended its activities over
recent years. The budgetary increase had been some 20% in the amount allocated for research
and development• The Programme was a model of its kind. In the Americas, for instance,
there were several collaborating centres; one of them was in Mexico, and it functioned in
complete harmony with other centres in the same and neighbouring countries. The research
programmes being carried out, in particular those on vaccines for fertility regulation and
the regulation of male fertility, were of great scientific and practical interest.
Professor GIRARD drew attention to the aspects linking that Programme and the preceding
one• Its interest lay not only in the regulation of fertility, but also in the need to
achieve a better understanding of subfertility and sterility. All countries were concerned
by those two problems. He regretted that the question of sexually transmitted diseases had
not been specifically touched upon in the programme statement, just as sterility had not been
touched upon in relation to the programme on sexually transmitted diseases.
The fact that the Special Programme depended almost entirely on extrabudgetary funds
might explain the caution shown by some contributors, who might have doubts as to its

long-term prospects. He was puzzled by the fact that nearly 20% of funds were allocated to
"Research capability strengthening and network support"； what was the significance of that
compared with the research as such?
Professor MENCHACA drew attention to the particular interest that the Special Programme
had for developing countries. It should continue to extend its network of research
institutions so as to directly involve the maximum number of countries in research of common
interest• Cooperation with UNFPA, in particular, was fundamental to the development of the
Programme. It was financed essentially by extrabudgetary funds, which must continue to be
provided if it was to achieve its ambitious aims for the coming biennium; at the same time,
the search for other sources of finance must be continued. In that connection, he drew
attention to the table on page 134 of the programme budget document which showed the extent
to which extrabudgetary funds had been made available. That situation might be taken as a
precedent for other programmes capable of arousing a similar degree of common interest and
consequently of mobilizing extrabudgetary funds, thereby releasing funds from the regular
budget for other purposes.
Dr Sung Woo LEE said that, since its establishment in 1972, the Special Programme had
considerably developed and improved methods of fertility regulation, extending and completing
social research projects, and especially strengthening research institutions in developing
countries. It was widely known that in the Republic of Korea, Government and people attached
great importance to family planning services in accordance with the requirements of social
and economic development• The Organization had in recent years provided considerable support
to both institution-strengthening and manpower training.
In the interests of improved programme implementation he suggested, first, a further
strengthening of cooperation with UNFPA and other bodies so as to obtain increased manpower
and material resources； secondly, increased cooperation between the Organization and
developing countries having a high rate of population growth, with emphasis on the
Organization1s directing and coordinating role in that field; and thirdly, further
coordination of working relations between WHO headquarters, regional offices and national
health authorities, with emphasis on the role of advisory coinmittees and collaborating
centres in relation to policy and coordination.
Dr KOINANGE asked whether the Special Programme could give greater publicity to the
safety and efficacy of existing fertility regulating agents.
Dr FATHALLA (Special Programme of Research, Development and Research Training in Human
Reproduction) said that he wished to respond only briefly to comments, bearing in mind that
the Programme was expected to be the subject of a special presentation to the Board the
following year. Referring to comments concerning the scope and balance of its activities, he
said that the Programme took into consideration matters both of infertility and fertility
control. A task force existed on infertility - under which sexually transmitted diseases
were included and where there was cooperation with other WHO divisions 一 and other aspects of
fertility regulation. As well as being involved in technical and medical aspects, the
Programme paid special attention to the behavioural and social aspects of fertility
regulation. It was concerned not only with the development of new methods of fertility
regulation but also with currently available methods and their safety and efficacy.
Concerning the funding situation, it was true that about one-third of programme
resources were allocated for research in the form of support for national policies to conduct
research on human reproduction in accordance with country needs and capabilities. In that
connection a network of some 150 collaborating centres had been established in developing
countries. The institution-strengthening component included human as well as material
resources and research. The Programme had exceeded funding expectations for the biennium
1986—1987, when only US$ 34 million had been expected but US$ 37 million actually obtained.
It was hoped that the situation would be similar for 1988-1989. However, that was not to say
that the Programme did not have a funding shortfall or was not vulnerable; its budget, as
determined by the advisory body in accordance with research needs and programme capacity, was
always much larger than funding contributions. It was encouraging to note that new
contributors, particularly those from developing countries, were joining the Programme.
Comments made by Board members concerning collaboration within WHO, within countries and with
United Nations and other bodies were welcome. The Programme had recently started a new
effort to coordinate relevant research activities being carried out by other organizations.
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Workers1 health (programme 9.3) (Document EB79/5)1
Professor FORGACS said that programme activities requiring high priority included global
information exchange on occupational health matters, the development of new epidemiological
methods, application of ergonomie methods in research and their application in the area of
prevention, promotion of training in occupational health, and the continuation of activities
relating to the chemical safety of working conditions, an aspect which would certainly become
increasingly important in the future• Hungary was collaborating very successfully with
headquarters on workers1 health.
Dr AYOUB said that, while special attention was being given to vulnerable groups, such
as children and mothers, care must be taken not to neglect workers, who were often the heads
of households. Many health officials considered workers1 health to be a question outside the
responsibilities of industrial and commercial sectors or ministries of employment• At the
same time most countries, including Egypt, had set up specialized institutes or departments
of ministries of health to look into the question of workers1 health.
Egypt was applying primary health care principles by establishing health centres to
serve all categories of persons, including workers in industry and agriculture. There was
still a lack of awareness of vocational health matters on the part of medical personnel, and
the investigation of workers1 complaints did not always extend to their root causes. Many
workers did not benefit from preventive or medical services at their place of work. Many
such workers suffered from parasitic diseases complicated by other complaints, and health
ministries were obliged to meet the costs of appropriate medical services* If greater
attention was given to preventive medicine, the burden on primary health care services would
be reduced and national productivity increased.
Dr DIALLO said that Guinea paid considerable attention to workers1 health. A national
occupational health service had been set up in 1974 with WHO support• At a time when his
country was engaged in a process of integrated social and economic development, particularly
in rural areas, it was important to establish structures within the framework of primary
health care for the protection of workers of all types at their places of work. He therefore
fully supported the workers1 health programme.
The table on page 139 of the programme budget document showed the need to seek
extrabudgetary funds for the African Region, where priority was being given to workers1
health, particularly in agriculture； that was evident from the subject of the Technical
Discussions held at the thirty-ninth session of the Regional Committee for Africa in
Brazzaville in September 1986 - protection of the health of farm workers.
Professor ISAKOV said that the programme budget document correctly stressed the need for
a comprehensive approach to workers1 health. He agreed with the statement in paragraph 9 on
page 137 of the document that not only technical matters but also social and economic issues
should be taken into account in workers1 health problems. There was a need to increase the
effectiveness of preventive programmes for high-risk groups, such as adolescent workers,
working mothers， and agricultural workers• Less attention should perhaps be given to what
were known as occupational diseases, as almost any disease could be so regarded, especially
as there was so far no precise definition of a work-related disease. Attention should rather
be concentrated on the basic problem of prevention.
It was important that Member States should be fully informed of new factors involving
occupational risks, which would make it easier to find solutions to problems of workers1
health regardless of levels of medical care in countries. In the Soviet Union, for example,
standards had been laid down for the maximum permissible concentrât ions of more than 1000
toxic substances used in industry, together with the hygiene requirements for more than 200
harmful factors in the work environment• He strongly supported the programme.

Dr BELLA said that the WHO objective in relation to workers1 health was a very timely
one. Very few developing countries had established legislation or structures to protect the
health of the working population. In Côte d1 Ivoire the idea of developing occupational
medicine was making progress; he was pleased to note that WHO was concerning itself with the
subject, studying the nature and extent of occupational diseases with some countries and
providing information on the subject. He was sure that, when the appropriate time came, his
country would be able to rely on WHO support in the area.
Professor RUDOWSKI said that workers1 health was of special concern in the national
health strategy in Poland, Its main objectives were the protection of workers1 health and
the control of occupational health risks. Programme content was complex and closely
interrelated with environmental factors, as clearly expressed in the programme statement•
Referring to paragraph 3 on page 136 of the programme budget document, he asked whether the
Secretariat could provide the Board with some positive indicators to show the extent to which
the programme had helped improve workers' health and reduced occupational disease. He fully
supported the proposed programme activities for 1988-1989 and welcomed WHO technical
cooperation in that area.
Dr BART (adviser to Dr Young) strongly supported the programme, which he said filled
many gaps in the protection and promotion of workers1 health and, in particular, assisted
those not covered by ILO programmes, such as migrant workers. The programme had succeeded in
evaluating the types and magnitude of workers' health problems in several developing
countries, and many of its scientific and technological achievements had been remarkably
effective.
He wished to comment on two specific areas• First, the Director-General1s reportsplaced full responsibility for the programme on governments and failed to recognize the
responsibilities of employers or of the private sector as a whole in providing a safe
work-place. Furthermore, the potential role of trade unions had not been explored.
Secondly, in contrast to document WHO/OCH/86.1, which dealt specifically with the issue
of occupational health for working women and their special risks, the report recognized the
occupational role of women only as housewives•
Finally, he proposed that the programme should be an item for discussion at the Fortieth
World Health Assembly, with a view to tackling the extensive health problems of the working
people of the world, and particularly of the developing world, where they were becoming
increasingly apparent.
Dr QUIJANO considered that WHO had little reason to be satisfied with the programme• It
was still at the stage at which information was being disseminated to health workers through
workshops, seminars, etc” so as to familiarize them with workers1 health problems, whereas
the second stage, concerned with specific legislation in each country, should already have
been reached. That it had not was the fault presumably of countries themselves, and not of
WHO, which should concentrate on research. He suggested that the title of the programme
should be changed from "Workers1 health" to "Health in the work environment", thus placing
greater emphasis on the study of the environmental factors affecting the health of men and
women workers and - unfortunately 一 in some countries that of adolescent and child workers.
In the Region of the Americas the Pan American Centre for Human Ecology and Health
covered an enormous field but intended to concentrate, in particular, on the specific problem
of the work environment as a source of human disease.
Dr GRECH said that the programme was certainly an important one, as shown in the
progress report by the Director-General and the extensive list of publications annexed
thereto; that was a welcome proof of the Organization's increasing range of activities iri a
vital field, correctly focused on the underserved sectors in developing countries and
vulnerable groups of workers elsewhere. The programme was a reaffirmation of the importance
of workers1 health. It had long been known that needs were best met, not in a hospital
setting but in the community by the family doctor, the factory doctor, the occupational nurse
or the trained worker within the primary health care services. The report was timely, and
WHO should press on with its initiative. Measures to bring workers1 health problems to the
attention of employers and workers should emphasize, for the employer, that the provision of

an occupational health service was cost-effective, as it made for lower absenteeism and
higher productivity; and, for the worker, that advice and support could be sought in the
knowledge that no confidential information would be released without his or her consent and
that such advice was given impartially.
As to the budgetary implications for 1988-1989，his first reaction had been one of
satisfaction that it had been possible to maintain the allocation, and even to increase it
slightly over that for the previous budget, but he had since noted that a real decrease of
11.86% had been necessary to offset an almost equivalent cost increase (12.18%)• He asked
about the cost increase, which he assumed arose from the need to maintain or strengthen
programme activities•
Dr HAPSARA also stressed the importance of the programme under discussion and hoped that
it would be accelerated• He welcomed the activities carried out in collaboration with
nongovernmental organizations, as described in the Director-General1 s report, ^
Intersectoral coordination was extremely important but sometimes very difficult•
Turning to page 139 of the programme budget document, he asked what regional and
intercountry activities were to be carried out, particularly in the South-East Asia Region.
Professor MENCHACA said that measures to protect workers1 health, including the control
of occupational diseases and the prevention of accidents at work, were particularly
significant since they were directed towards the most productive sector of society, whose
health problems had political and socioeconomic aspects.
The programme provided for the implementation of well prepared and well based activities
for the coming biennium. It was essential, however, to broaden the network of WHO
collaborating centres and increase the capacity of those already in existence. Steps should
also be taken to stimulate the creation at the country level of occupational health
inspection services, including laboratories for the control of occupational hazards, so as to
ensure minimum standards of health in the work environment• Centres should be established
for the training of specialized professional and technical personnel in occupational health,
and specific programmes should be created for the control of occupational hazards caused by
exposure to various agents•
The WHO programme should also provide for the development of measures to regulate and
standardize all occupational health activities with a view to improving working conditions
and protecting workers1 health. However, nothing could replace the role played by the
national authorities or the commitment of countries to confront the various interests that
hampered the efforts being made.
He understood that the topic had been left in abeyance at the Thirty-ninth World Health
Assembly for discussion at the Fortieth, and that the Director-General would present a report
at the appropriate time.
Dr DE SOUZA (alternate to Mr McKay) endorsed the views expressed by previous speakers
and particularly the points raised by Dr Bart with respect to migrant workers1 health and
women 1 s health. At its seventy-seventh session the Board had discussed the health of women,
including housewives. As Dr Bart had observed, the report omitted any reference to working
women, but he assumed that they were intended to be included.
At the global level, the cooperation of employers and trade unions was achieved
essentially through collaboration with ILO, It was impossible at country level to implement
workers1 health programmes without such cooperation, and he strongly supported Dr Bart1 s
comments in that regard. He asked whether ILO had made a financial contribution to the
programme and, if not, whether it had been asked to do so.
Turning to paragraph 17 on page 138 of the programme budget document, he observed that
the question of toxic substances was also dealt with under programme 11.3 on pages 165-169 of
the document• He sought assurance that there was no duplication between the two programmes.
Dr NSUE-MILANG congratulated those responsible for the workers1 health programme, which
was extremely important. It was not only agricultural workers and miners who faced

occupational hazards: every job had its dangers, even work in air-conditioned offices.
Hospital workers, too, were at risk 一 whether due to work in such fields as radiology and
communicable diseases or to the psychological stress of night duty. He welcomed the fact
that WHO had incorporated workers1 health into primary health care. Many countries in the
African Region which intended to pursue such a programme had been turning to ILO, unaware of
WHO1 s activities. He urged that occupational medicine be promoted as a speciality; many
doctors did not consider patients from the point of view of the risks they faced in their
work, but merely gave them symptomatic treatment, following which they returned to work and a
vicious circle began.
Mr SONG Yunfu said that particular attention should be paid to the health problems of
workers as a special population group. He therefore strongly supported the programme. It
was stated in part 1 of the Director-General1s report,^ section 2, under the heading of
occupational respiratory diseases, that coal miners1 pneumoconiosis was highly prevalent in
the coal mines in China, where a prevalence of 43% had been reported in one study. A
prevalence of that magnitude was certainly not representative of the situation in China.
Sir John REID recalled that the Board had requested the Director-General a year earlier
to prepare a report on workers' health for the Health Assembly in 1986 in accordance with
resolution WHA33.31. Because of pressure of time, the report had not been discussed at the
Thirty-ninth World Health Assembly but had been referred to the Board for consideration. The
Board was now considering that report^- in conjunction with the relevant programme. That
was a very logical procedure, because several members who had spoken had drawn on the report
as a source of information to illuminate their remarks on the programme budget.
The Board should at some stage consider the following general point• The
Director-General was requested to report back on a large number of topics, sometimes by
specific dates and sometimes when considered appropriate, as in the case of the item under
discussion. The production of reports involved a great deal of time and money, and the Board
might at some stage consider the scope for rationalizing the process. The way in which it
had dealt with workers1 health, taking the report in conjunction with the programme budget,
had been very useful and might be used as standard routine for some reports. Other reports
that had to go back to the Health Assembly might be better handled in non-budget years, and
yet others might better be incorporated in the Director-General1s reports on the health
situation rather than submitted as separate papers.
Dr ASVALL (Regional Director for Europe), recalling the comments made by several
speakers concerning women workers other than housewives, said that the issue had recently
been considered by two working groups in the Regional Office for Europe. In 1982 a working
group on women and occupational health risks had considered the reproductive effects of those
risks, as well as chemical hazards, psychosocial factors and mental health and ergonomie and
physical factors, and many interesting conclusions had been arrived at. The relevant
publication was EURO Reports and Studies, No. 76.
In 1983 there had been a working group on occupational factors and reproduction;
report was available as Environmental Health Publication No, 2>

the

A report had also been issued in 1983 on health promotion and large-scale changes in the
work-place. In the years ahead there was likely to be increased emphasis on and interest in
health promotion programmes as opposed to the preventive programmes of the past• There was
considerable evidence that health promotion programmes might be helpful not only in improving
the quality of life but in increasing industrial productivity.
Dr KO KO (Regional Director for South-East Asia), replying to Dr Hapsara, said it was
true that the table on page 139 of the programme budget included no regional and intercountry
provision for the important programme under consideration, though there was a small amount
for country activities to be continued in a few countries. The situation was not as bleak as
it appeared, however. The programme had been going on for some 20 or 30 years and national
capabilities had been established in most countries, which were pursuing their own
programmes. An efficient national occupational health centre in Indonesia and a WHO
collaborating centre on occupational health in India were supported under other budget heads,
since they formed part of research activities. In Burma, a large UNDP-supported programme on
occupational health, which had run for about five years, had just been completed.
In

Thailand, there were some ideas of incorporating occupational health as an important
component of the integrated primary health care programme, but due to lack of funds it had
not as yet been possible to proceed.
At the Regional Office there was an officer responsible for the programme.
In reply to Dr de Souza he said that the point concerning paragraph 17 on page 138 and
programme 11,3 would be explained in the broader concept of the International Programme on
Chemical Safety being carried out under section (a) of that programme (page 165) when it was
reached• The exposure limits referred to in paragraph 17 were studied in the limited
occupational environment in relation to individual factories, particularly in India and
Indonesia, whereas the International Programme on Chemical Safety was a global programme
established in coordination with other agencies•
The CHAIRMAN, speaking in his personal capacity, fully supported the various approaches
for coping with the health problems of the specific population group under consideration,
which was increasing in size particularly in developing countries. Thailand1 s experience, as
described in the report of the Director-General, was a good example of the need for a more
positive type of approach than the legislative approach, which tended to be not only
difficult to enforce but could not be properly timed to deal with the health problems in most
cases. The emphasis on preventive measures, including the primary health care approach, to
preserve good health leading to increased productivity was therefore highly relevant and
cost-effective. He hoped that all the lessons learned and experience gained would be further
developed and promoted in dealing with the problem among Member States in the various regions
in the 1988-1989 biennium and that WHO would continue to facilitate the exchange of
experience•
He also hoped that the joint ILO/WHO cooperation in that regard would lead to the
strengthening of the roles of the related government sectors, employers and working
population in Member States in a synergistic manner since it was obvious that the problem of
workers1 health, like many other health problems, could riot be improved through the
intervention of the health sector alone• It might be interesting and useful to see XLO and
WHO working jointly through the relevant government sectors in certain Member States so as to
demonstrate the intersectoral nature and synergistic effects of the various approaches
described in the Director-General1 s report.
Professor MENCHACA, referring to the comments that had been made concerning the
Director-General1 s submission of his report to the Health Assembly, said that it was the
Director-General himself, and not the Board, who should decide when that should be done.
Dr EL BATAWI (Office of Occupational Health) said that the main thrust of the
programme1 s activities was in response to resolution WHA33.31, adopted in 1980，which had
requested the Director-General to gather information on occupational health disciplines and
systems operating in various parts of the world and use it to develop guidelines for
developing countries in establishing new programmes in workers1 health based on primary
health care.
Dr Ayoub and Dr Nsue-Milang had referred to the importance of including workers1 health
programmes in the primary health care approach. In many cases, countries running district
health centres found them being attended by workers who sought treatment there because they
were employed in sectors of the economy that were underserved by occupational health
services. Such health centres gave those cases palliative treatment without knowing whether
they were related to or aggravated by working conditions. National resources were thus being
consumed fruitlessly, and a more constructive way of dealing with workers1 health in the
primary health care context was needed； that was why the report called for the staff at such
centres to have some training in workers1 health applicable in the district and to conduct
preventive programmes that included visiting work-places, being aware of potential hazards,
and carrying out periodical examinations. Efforts on those lines had been carried out in
Burma, Cuba, Egypt, Sudan and Thailand, and would shortly be undertaken in Ethiopia,
Referring to Professor Isakov1s comment on work-related diseases, the report of a WHO
Expert Committee discussed by the Board two years previously had defined the multifactoral
health problems in which work was one of the causative factors.^ Workers1 health

programmes were ideally placed to play an active part in primary prevention of such diseases
as hypertension, musculoskeletal disorders, psychosomatic disturbances and even
cardiovascular disease.
The health promotion aspects of workers, including education and cessation of smoking,
had been mentioned by Dr Asvall. The working environment was not the only factor affecting
workers1 health; workers1 life-styles, psychosocial factors, ergonomics and work performance
also played a crucial part• The term "work-related diseases" encompassed all those factors,
so that when providing health care services for workers the opportunity should not be lost of
using such services to deliver a comprehensive programme that included early detection and
control of such multifactoral problems.
Attention had been drawn to the fact that, in the category including women among
vulnerable groups, only housewives had been mentioned in the report. That, however, had been
in response to the specific request made by the Board in January 1986 to include an account
of the occupational health of housewives. The subject of women workers had not been
neglected for all that; the Board would have before it later in the session the report of an
expert committee on occupational health for working women^ which considered all aspects of
the matter - physical, chemical, psychosocial and reproductive. The question of children had
been considered by a study group in March 1986, and the relevant report would be published in
the near future.
Dr Bart had queried the emphasis placed in the report on action on workers1 health by
governments rather than by employers or trade unions, and the comments of Dr de Souza and
Dr Grech were also related to that question. The emphasis had been deliberate because of the
need to help hitherto underserved workers by delivering occupational health care to them
through the primary health care approach. Such workers comprised neglected groups outside
the sphere of large-scale industry with its well-organized trade unions, insurance schemes
and workplace inspection.
Professor Rudowski had referred to environmental conditions at work. Such conditions
were not the only factors affecting workers1 health; life-styles and other factors were also
important, as Dr Quijano had mentioned with reference to human ecology and the need for
research, and the need for that to be reflected in the title of the programme.
Some promising results had been achieved in the very difficult task of minimizing
occupational diseases, to answer a question from Professor Rudowski, For example, some 12
years previously WHO had collaborated in a dust control programme in quarries in Singapore,
with detection and treatment of all cases of silicosis. The programme appeared to have been
very effective as no new cases of silicosis had appeared in the workforce concerned during
the past five years. Again, a conference had been held in Zambia in the early 1970s to
consider prevention of pneumoconiosis among copper miners. As a result of follow-up of the
recommendations of the conference, the formerly large number of pneumoconiosis sufferers had
been markedly reduced. In reply to Mr Song Yunfu1s comment on the 43% prevalence of
pneumoconiosis in coal miners in China reported in part 1，section 2(2) of the report, that
figure had been provided by a single study only, in which cases of chronic obstructive
pulmonary disease had been included with fibrotic pneumoconiosis cases. The report was
available for consultation.
Intersectoral coordination, as mentioned by Dr Hapsara and Dr Quijano, was an essential
activity. Discussion had been initiated on the subject between ILO and WHO 20 years
earlier. It was evident that there was considerable scope for ministries of health to
provide highly effective programmes for the protection and promotion of workers1 health that
would supplement the work of inspection of workplaces and legislation and enforcement. WHO
strongly recommended that any new legislation for the health of workers in developing
countries should address the extension of primary health care services to workers through
district health centres. On the matter of ILO support, as mentioned by Dr de Souza, all
organizations of the United Nations system were facing the same financial problems. When ILO
and WHO worked together on joint committees and meetings they shared the costs involved.
The work on occupational hazards to reproductive functions mentioned by Dr Asvall was
being continued at WHO headquarters with the preparation, in conjunction with the human
reproduction unit, of a "state-of-the-art" review of current knowledge on the subject.

He thanked Board members for the support they had expressed both for the programme and
for the Director-General1s report.
Dr A. Grech took the Chair.
Health of the elderly (programme 9.4)
Dr LAW commended the programme statement for the very positive and appropriate approach
it showed to the situation of the elderly； all too often the elderly were presented as a
problem, principally because they were responsible for a high consumption of health care.
The CHAIRMAN, speaking in his personal capacity, asked about the scope and objectives of
the joint WHO/United Nations conference on the primary health care of the elderly in island
nation States, referred to in paragraph 22 of the programme statement.
Dr MARKIDES asked why island nation States in particular had been chosen for study by
that conference•
Dr BRACHO 0ÑA said that it would be preferable, in order to comply with current Spanish
usage, to replace the term "personas de edad11 wherever it appeared in the Spanish text of the
programme statement by "personas de edad avanzada11 or "personas de la tercera edad".
Dr MACFADYEN (Programme on Health of the Elderly) said that the conference on primary
health care of the elderly in island nation States in 1988 was being organized jointly with
the United Nations as a follow-up of the United Nations General Assembly discussion on the
question of aging during its 1986 session. Brief mention of those discussions was made in
document ЕВ79/31, paragraph 10.
In reply to Dr Markides, he explained that it was WHO policy to promote health care of
the elderly as an integral part of primary health care. The reason that the conference was
concentrating attention on island nation States was that some of the success stories in
implementation of that policy had occurred in such States. For example, in the Region of the
Americas РАНО had been supporting work in Barbados and in Jamaica. A national course had
taken place in Cuba in 1986- A number of studies had been carried out in the Western
Pacific, including one in Fiji. In Europe, Iceland had been developing a district policy for
health care of the elderly.
Protection and promotion of mental health (programme 10;

Document PB/88-89, pages 144-156)

Psychosocial factors in the promotion of health and human development (programme 10.1)
Professor FORGACS said it would be difficult to overestimate the role of social stress
in creating psychosomatic states in the population; in industrialized countries, and
increasingly in developing countries, it was a major health hazard arid the most dangerous
premorbid situation as far as the noneommunicable diseases were concerned. In particular, he
considered that the training of health workers mentioned in paragraph 11 of the programme
statement should be extended to psychologists, since at present many undergraduate and
postgraduate curricula made little or no reference to the promotion of mental health.
Dr BRACHO 0ÑA, noting that the proposed programme budget for 1988-1989 made no country
allocations for the programme in the Americas, suggested that perhaps funds could be sought
from the United Nations Fund for Drug Abuse Control to protect, at country level in the
Region, those who were drug dependent or mentally disturbed.
Professor MENCHACA said that programmes aimed at the prevention of diseases and the
promotion of health that had not been based on an understanding of the culture, behaviour,
traditions, beliefs and patterns of family interaction often failed. Psychosocial factors such as the motivation of health workers 一 significantly affected the structure and function
of health services. Yet in many countries there was insufficient concern with behavioural
and psychosocial aspects of health. That limited the rate of progress towards health for all
and made health programmes inefficient and expensive.
Much illness was related to psychosocial factors; a fifth to a third of all patients
seen in the general health system саше forward because of psychosocial problems. Yet even in
highly developed countries those problems remained unrecognized and were dealt with poorly.

The use of alcohol and drugs seriously affected health. Yet in many countries
programmes concerned with the prevention and control of such behavioural styles were not
sufficently well supported and suffered from a lack of resources. Logically, the successful
solution of such problems called for a social focus and intersectoral participation.
War, natural disaster, forced displacement, drastic social change associated with
economic development and numerous other situations and processes caused serious psychosocial
problems. Although it should be possible to alleviate them if available knowledge were
applied, little was done to ensure such application.
Those were only examples. The increase or decrease of many major public health
problems, ranging from accidents to diseases such as AIDS, as well as the success of
programmes for their prevention and control, depended on behavioural factors.
What response could WHO1 s mental health programme be expected to make in that
situation? First, it could ensure that available knowledge and information reached those who
could use it. At present, that was often not occurring 一 in part because old-fashioned
training programmes did not provide health professionals with appropriate information; in
part, also, because relevant knowledge had only been produced in recent years and there were
as yet no well-functioning mechanisms to bring that information to the users and particularly
to decision-makers• Another major reason was that investment in the area of information
exchange and research was low in many developing countries and the information that was
available lacked cultural validation and specificity.
Secondly, WHO could facilitate training programmes using current mechanisms and methods
to convey new knowledge on mental health and biobehavioural science to those in training,
services and public health administration.
Lastly, the programme could stimulate, initiate and coordinate research on behavioural
and mental health aspects of major health problems and programmes. That might include 一 to
cite only one example 一 research on adolescent behaviour. For example, there was a strong
impression that violence, self-destructive activity and drug-taking were a feature of
adolescents living in disorganized urban conditions, while adolescents in rural areas perhaps because their roles were more clearly defined 一 presented such difficulties much less
frequently. WHO could help to exploit the research opportunities that that situation
presented and use the knowledge obtained to reduce the severity and frequency of adolescent
psychosocial problems.
The scientific and professional institutions collaborating in the mental health and
related programmes had access to the technology which could help in the above three tasks•
What was required at the present time 一 as the year 2000 came ever closer - was a recognition
of the need both to take specific action in that area and to strengthen the capacity of the
broad mental health programme to initiate, stimulate and coordinate that action.
Dr SARTORIUS (Director, Division of Mental Health) said that the involvement of
psychologists in health care was becoming an urgent problem in a number of countries. There
were currently estimated to be 200 000 psychologists, and in Europe their numbers were
increasing twice as fast as those of psychiatrists and probably faster than the numbers of
doctors in general. Many psychologists were seeking ways of entering the health care
system. WHO was aiming to use that positive momentum and had collaborated in that matter
with two of the largest professional psychological organizations 一 the International Union of
Psychological Science and the International Association of Applied Psychology 一 and with the
International Association for Cross-Cultural Psychology. Those nongovernmental organizations
had now produced a joint position paper, which included a variety of suggestions for the
formulation of policies and concerning other aspects of the involvement of the profession one that had previously been kept out of the health care field in many places. WHO would
continue working with those and other nongovernmental organizations to improve the use of
knowledge and personnel from the field of psychology in health.
In that respect the health psychology programme in Cuba was an example of a highly
successful way of using behavioural science and its achievements for the improvement of
health care.
Progress in the area of mental health would only be made through intersectoral
collaboration. The current intensive efforts of the programme, supported by the Health

Assembly and the regional committees, to promote the creation of national mental health
coordinating groups were a recognition of that fact.
Prevention and control of alcohol and drug abuse (programme 10.2) (Document EB79/9^)
Dr JAKAB (alternate to Professor Forgács) said that the comprehensive programme provided
an appropriate framework for activities. Her own country, Hungary, supported the programme
and wished to participate in it• In Hungary the consumption of alcohol, particularly of
strong spirits, was very high. The interdependence of alcohol abuse and other deviant
behaviour was well known.
Special attention should be given to international cooperation in two fields: (1) a
review of the nature and trends of abuse phenomena, in order that activities could be planned
on the basis of objective knowledge; and (2) the international evaluation of preventive,
curative and rehabilitative measures, of techniques and technology, and of information
dissemination. The first required the establishment of a scientifically-based, continuous
and standardized data bank to follow up areas mentioned in the programme statement, such as
comparative cultural studies, interdependence with delinquency, and relation to biological
factors. The second required an exchange of scientific information in order to improve
communication and joint training, and special group training, in studies on particular
problems such as polytoxicomania and psychotropic drug abuse by juveniles and the elderly.
The Director-General1s report (document EB79/6) presented a clear summary of WHO1 s
activities in respect of international conventions on narcotic drugs and psychotropic
substances. She noted that the systematic work of the Programme Planning Working Group and
the Expert Coramittee on Drug Dependence had led to the scheduling of 17 amphetamine-1 ike
substances under the 1971 Convention and that a recommendation had been formulated for the
extension of control to five further barbiturates. The steps were in conformity with the
requests of the United Nations Commission on Narcotic Drugs to counterbalance the
discrepancies of the original schedules of the 1971 Convention and some of the contradictions
between the narcotic control and pharmaceutical control of those drugs. The changes were
noted in resolution 2(S-IX) adopted by the Commission (document EB79/6， Annex 1).
The reasons for the rejection of WHO1 s recommendations regarding termination of some of
the exemptions granted by France and the United States of America were given in the
Commission1s resolution 3(S-IX) (document EB79/6, Annex 2). Operative paragraph 6 of that
resolution indicated that it would be in the interests of WHO to take the initiative and
develop a realistic approach towards simplifying the handling and evaluation of exemption
notifications, as they were expensive and complicated.
The information so far issued oil the United Nat ions International Conference on Drug
Abuse and Illicit Trafficking, to be held in Vienna in June 1987，gave too optimistic an
impression of expectations.
There were signs that in the majority of countries illicit
traffic was considered as the source of drug abuse problems. Consequently governments would
be represented by their ministers of interior or justice, and she feared that public health
and social issues might not receive adequate consideration by those whose main concern was
law enforcement.
Mr BOYER (adviser to Dr Young)， with reference to the Director-General1s report,
recalled that the Board had discussed the procedures used by WHO on a number of occasions
over the years. Significant progress had been made in recent years, especially since the
adoption of the new procedures. However, a number of concerns remained. In making
recommendations to the United Nat ions Commission on Narcotic Drugs, insufficient attention
had been given to Article 2 of the Convention on Psychotropic Substances, which set out the
criteria by which drugs were selected and recommended for scheduling. There also appeared to
be a lack of data to justify the recommendations being made. The members of the Commission
would welcome additional material. For at least two of the drugs approved for scheduling in
1986 as recommended by WHO, some believed that there was insufficient data to determine
whether they had been abused in a manner that threatened public health or represented a
social problem and thus warranted international control. For that reason, the United States
Government had felt the need to request the Commission to reconsider some of the scheduling
decisions that had been taken.

Dr Jakab had referred to the International Conference on Drug Abuse and Illicit
Trafficking to be held in Vienna in June 1987• It was of the utmost importance that WHO
should be involved in the preparations for that conference and that the conference
documentât ion should reflect the policies, priorities and decisions made by Ш 0 1 s governing
bodies over recent years• The main conference document should reflect recent consensus
achieved on WHO1s drug policy and should describe the essential drugs programme accurately.
In his view the first draft of that document, which had been circulated, contained a
distorted view of WHO1s policy - a policy that had been developed after extensive discussion
and considerable difficulties over the years. He hoped that WHO would be able to collaborate
with the United Nations conference secretariat in Vienna to ensure that the final document
presented a more accurate view of WHO*s policy. He hoped that the conference would be
productive and considered it important that the international organizations and the Member
States involved should work hard to arrive at a consensus on the issues discussed.
Professor ISAKOV said that the problem of alcohol and drug abuse was very important and
required very careful consideration. The programme should be particularly concerned with the
consequences of abuse for health and health services, and of the use of medicines containing
alcohol and their harmful effects on the health of vulnerable population groups in
particular. He drew attention to the information given in paragraph 4 of the
Director-General1s report^- on the positive effects of alcohol; those effects were not
important and the arguments put forward were not convincing. In view of the world situation,
talk of so-called "harmless" small doses of alcohol was not useful and could be
misinterpreted. In the Soviet Union medicines containing alcohol were, in principle, not
given to patients, and particularly not to children or pregnant women, or for long periods,
although there were individual cases where their use was unavoidable, or where the medicine
concerned was only obtainable in a form containing alcohol. The doctor had to treat each
such case on its merits.
Dr MARKIDES said that, as noted in paragraph 3 of the programme statement, in most
countries of the world there had been, a marked increase in the frequency and severity of drug
and alcohol abuse, creating significant public health problems. In his view the problems
were such that the programme should no longer be included under the mental health programme,
but should stand alone to give it greater emphasis - like the programme on smoking and
health. Such a move might entail the need for an increased budget allocation to the
programme•
Dr HYZLER (alternate to Sir John Reid) commended the proposed programme and, in view of
the acknowledged seriousness of alcohol and drug abuse, welcomed the increased budget
allocation. He noted with interest the proposed activities in the development of new models
for training (paragraph 15) and the initiation of programmes for the prevention of iatrogenic
damage related to psychoactive drugs (paragraph 16)•
In reference to document EB79/6, he said that in recent years there had been some
criticism of the way in which WHO had carried out its statutory duties, particularly in
regard to procedures for the review of psychoactive substances and the review of preparations
to be exempted from control. He was therefore pleased to note that the United Nations
Commission on Narcotic Drugs had commended WHO on the new procedures it had adopted.
However, he shared Mr Boyer1s concern. Paragraph 12 stated that the Programme Planning
Working Group had recommended criteria and a procedure for the selection of substances for
future review. He requested further information on the nature of those criteria, who was
responsible for the selection, and whether it was necessary to carry out reviews regularly
and with such frequency unless there were strong grounds for selection. He shared the
concern expressed by the Programme Planning Working Group at the potentially large problem
posed by the so-called "designer drugs", and supported the recommendation that WHO should
collect information on those substances• He also welcomed the activities outlined in
paragraphs 20 to 27, in particular on medical education and rational prescribing of
psychoactive substances； he hoped that when the Programme Planning Working Group had
considered the report of the meeting on that subject held in London in September 1986 it
would be widely circulated to all medical schools, preferably with an authoritative
commendation from the Director-General•
Reference had already been made to the forthcoming conference in Vienna.
the Secretariat to indicate the position WHO would take at that conference.

He requested

Dr FERNANDO said that in view of the increasing seriousness of alcohol and drug abuse he
was pleased to note the real increase of 26.5% allocated to the programme and the reasonable
allocation for the couatry budget for the South-East Asia Region, which would no doubt help
to supplement current efforts. He wished to know what activities were planned for the
regional and intercountry level in the South-East Asia Region.
The CHAIRMAN, speaking in his personal capacity, said that the report on action in
respect of international conventions on narcotic drugs and psychotropic substances was most
informative. He noted with satisfaction that at its ninth special session the United Nations
Commission on Narcotic Drugs had adopted virtually all the recommendations made by WHO. As
regards the review of psychotropic preparations exempted under article 3 of the 1971
Convention, he appreciated the immense work already undertaken but felt that there was a need
to publish annually updated lists of all preparations that had been exempted, refused
exemption, or were under consideration. Such lists, which might be published by the
Commission or by WHO, would be of great use to all countries, particularly those that were
mainly importers of drugs. He did not feel that that aspect was covered by resolution 3
(S-IX) adopted by the Commission.
While it was true, as the WHO Expert Committee had rioted, that drugs listed under
Schedule IV of the 1971 Convent ion were subject to the least restrictions (paragraph 19 of
document EB79/6)， the impression should not be given that drugs in that Schedule were
unlikely to give rise to problems• Indeed, some countries had, for example, put severe
restrictions on flunitrazepam and had problems with phendimetrazine.
Mr RAMOS-GALINO (United Nations) welcomed the opportunity to address the Board, The
United Nations Division of Narcotic Drugs had cooperated with WHO over many years and
recently that cooperation had been most fruitful. Some years earlier, WHO1 s recommendations
concerning the control of a series of benzodiazepines had not been accepted by the
Commission, thereby creating a number of problems. Members would recall that the placing of
a drug on the controlled list required a vote in favour by two-thirds, i.e. 27 of the 40
members of the Commission, Abstentions and absences were counted as votes against. The
procedure was strictly observed in order to ensure that drugs would only be controlled when
there was a broad consensus in favour. Criticism had been levelled at WHO for not providing
sufficient explanation of its recommendations or for not framing them ia the most appropriate
way. Through a series of resolutions the Commission had suggested that WHO should review its
procedures. The Division of Narcotic Drugs had cooperated with WHO in that endeavour, and
since that review almost all WHO1s recommendations had been accepted. In resolution 2(S-IX),
the Commission had recognized the efforts made by WHO in revising its procedures.
The Division had cooperated closely with WHO1s Division of Mental Health, and in 1986
had participated in meetings concerned with programme planning and drug dependence and in a
special meeting held to consider the nomenclature of isomers as used in lists under the
international conventions.
The Director-General1s report referred to a shortage of phénobarbital for medical
purposes (paragraph 17)• There were two basic purposes behind the international treaties:
(1) to ensure that there were sufficient supplies of a drug for medical and scientific use;
and (2) to ensure that supplies were sufficiently restricted to avoid diversion to illicit
channels. Control under Schedule IV of the 1971 Convention should achieve those aims and
should not give rise to problems•
Reference had been made to the United Nat ions International Conference on Drug Abuse and
Illicit Trafficking to be held in Vienna in June 1987. The conference had its own
secretariat, and the Division of Narcotic Drugs was not directly responsible for the
preparation of documentation. However, the officer responsible would be informed of the
Board's comments, and he had no doubt that the documents would be reviewed prior to the
conference. The conference would not only be concerned with illicit trafficking； it would
also consider reduction in demand. He hoped that WHO and the ministries of health of Member
States would play an important role in the conference, which would also consider a new
international convention for the more effective control of illicit trafficking that the
Division of Narcotic Drugs was currently preparing, A first draft had been circulated, and
the 500 pages of comments so far received would form the basis of a report to the conference.
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Dr SARTORIUS (Director, Division of Mental Health) said that the matter had been raised
in connection with the accident prevention programme (programme 8.3) of the extent to which
alcohol and drug abuse prevention contributed to the prevention of accidents• ks regards
accidents in general, it was felt that the behavioural aspects were of great importance. It
seemed that in Member States three strategies had been adopted, namely, to attempt to prevent
the behaviour which placed people at high risk of accidents; to prevent accidents, should
that behaviour occur; or to do both. In the area of alcohol- and drug-related problems, WHO
had tried to do both, cooperating in technology development and policy.
For policy, WHO had attempted to provide information. It had carried out a major study
to establish the proportion of casualties in accidents happening under the influence of
alcohol in various countries, including Canada, Mexico, Nigeria and the United States of
America. WHO had also reviewed legislation covering alcohol and drugs in various countries
and the existing evidence in both developing and developed countries of the effectiveness of
different measures aimed at preventing people from driving while intoxicated. In technology,
there had been three further activities: a cooperative project with ILO, in which material
had been produced for use in programmes to prevent accidents in the work-place associated
with alcohol arid drug abuse; a review of existing evidence about alcohol-related accidents
and violence in the family; and a review of the education of physicians about the damage
which might occur because of the inappropriate use of drugs while driving, etc• For each of
those activities a variety of documents was available, which he would be pleased to provide
to those interested, together with further information if desired. The mental health
programme was working closely with the accident prevention programme.
Turning to the programme on prevention and control of alcohol and drug abuse, he said
that for the forthcoming United Nations International Conference on Drug Abuse and Illicit
Trafficking there were two issues to consider. The first was the preparation of the document
which was to be presented to the conference, a long process during which the sources of the
original contributions had been somewhat obscured. Various governments and international
agencies had been asked to provide contributions and a group of consultants under the
1
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direction of a special secretariat in Vienna had gathered those contributions together to
form the main conference document. That document had been circulated to governments and
agencies for comments by 15 January 1987• The comments had been received and summarized as a
commentary, which would be ready by early February, The commentary and the main document
would be submitted to a special preparatory conference to take place between 12 and
18 February• WHO had already sent some comments and planned a further consultation meeting
at the end of January, when it hoped to have obtained further contributions and comments
which would enable the WHO representative at the preparatory conference to bring to its
attention specific points concerning WHO1 s policies and programmes.
Governments as well as agencies had been invited to the preparatory conference. He
therefore hoped that comments which governments felt to be of particular importance would
also be brought directly to the preparatory conference to strengthen the case for changes
needed to bring the document into line with WHO policy. The main issue of the Vienna
conference - the largest political conference on drug dependence ever to take place - would
be whether more attention should be given to issues concerning health and the reduction of
demand or to reducing supply by restrictive or coercive measures• He believed that WHO and
its Member States should present a clear case for the preponderence of health issues
concerning drug dependence•
He suggested that Dr Dunne, Chief of the Pharmaceuticals unit, should reply later to
Professor Isakov1s question on alcohol in medicinal preparations•
He agreed with Dr Markides as regards the importance of the alcohol and drug abuse
programme: the Eighth General Programme of Work accorded a special place to that programme.
A question had been asked about activities in the South-East Asia Region, and the
Regional Director had asked him to reply. There were three activities affecting that
Region. First, there were country activities, supported in part by the United Nations Fund
for Drug Abuse Control (UNFDAC) • Such programmes were under way in Burma and were being
negotiated in India, Indonesia, Nepal, Sri Lanka and some other countries. In that
connection, one particular issue of importance for governments1 consideration was that in
some instances programmes funded by UNFDAC, of which WHO was usually the executing agency,
had recently been entrusted to UNDP for execution, with the reduced involvement of ministries
of health. He felt it was important that ministries of health should make an effort at the
country level to remain involved in drug abuse control, as that was more likely to ensure
that the programmes would be well balanced and effective.
The regional programmes were mainly concerned with training activities and were expected
to continue. A specific programme for South-East Asia concerned the development of
indicators of drug abuse in different countries. Interregional programmes would continue to
involve the various centres and groups working in the countries of the South-East Asia Region.
Other issues raised in the debate concerned criteria for the selection of drugs for
review，documentât ion submitted to the United Nations Commission on Narcotic Drugs and recent
activities, mentioned by Dr Grech; he suggested that Dr Khan should reply,
Dr KHAN (Division of Mental Health) said that at present the drugs being selected for
review were ones for which it had been specially requested by the United Nations Commission
on Narcotic Drugs• Governments also notified drugs; for example, a notification concerning
secobarbital had been sent by the United States of America and would be reviewed by the WHO
Expert Committee on Drug Dependence. There had been some discussion as to how to handle a
group of substances which had been suggested by the Commission， such as the opioid agonists
and antagonist analgesics. At its third meeting, the Programme Planning Working Group had
devised a procedure, which he outlined. There would be a data-sheet for each drug completed
on the basis of all available data by a small number of reviewers. That was done for opioid
agonists and antagonist analgesics. Two reviewers had been selected. The sheet would give
for each substance information on; the urgency of the request; the extent of public health
and social problems； the extent of medical use; probability of abuse liability and/or
related public health and social problems； and the number of countries for which there was
evidence of abuse and public health and social problems. That information would be submitted
to the Programme Planning Working Group in March 1987, and the Group would divide the
substances into two categories - those recommended for further review, and those not so
recommended. He assured the Board that the procedures were being constantly improved and
that it was hoped to be able to satisfy everyone who had an interest in the review.

Concerning the adequacy of the information to be submitted to the United Nations
Commission on Narcotic Drugs, the most recent meeting of the Programme Planning Working Group
and Expert Committee had prepared a model format for reports which contained the following
headings: substance identification; similarity to standard scheduled substances； effects
on central nervous system and mental functions； dependence potential； actual abuse and
abuse liability; and therapeutic usefulness. The model had already been tried out by the
Expert Committee, and its twenty-third report, which would be printed at the end of the
month-'- and which would be presented to the Commission, had been prepared on the lines
requested.
Dr Hyzler had mentioned the London meeting on medical education and rational prescribing
of psychoactive drugs• WHO had been involved for four years in preparations for the meeting,
which had discussed the role of medical schools in promoting such rational prescribing.
Staff of the drug abuse programmes and medical educators had combined to produce the report
of the meeting, and the WHO Secretariat was preparing suggestions for its use. Dr Hyzler had
proposed that the Director-General send it to all Member States, but he would suggest waiting
until the report had been considered at the fourth meeting of the Programme Planning Working
Group, in March 1987. The International Conference on Drug Abuse and Illicit Trafficking
would also be a forum for dissemination of the report• He assured Dr Hyzler that it would be
made available to Member States； the Secretariat was proud of the report•
Dr Grech had asked how to disseminate information on the list of exempted and even
aon-exempted preparations； hitherto that information had not been disseminated by WHO but by
the International Narcotics Control Board in Vienna. He would take up the question when he
visited Vienna shortly.
Finally, he said that flunitrazepam and phendimetrazine were controlled under
Schedule IV of the Convention on Psychotropic Substances； they could create problems, and so
it was necessary that they should only be available on medical prescription,
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that during his oral
presentation of his report he had spoken about an experiment in the Regional Office for the
Eastern Mediterranean (it seemed that the interprétât ion had not been good, as he had been
asked many questions about it by members of the Board)； most of the employees in the
Regional Office had agreed to give up their supposed "right" to have duty-free tobacco and
alcohol. That action had been taken to comply with the request of the Health Assembly that
the Organization should set an example regarding non-smoking. He hoped that WHO would
provide a further example by giving up alcohol as well as tobacco.
The Board rioted the action taken under the international conventions.
Prevention and treatment of mental and neurological disorders (programme 10.3)
There were no comments.
Promotion of environmental health (programme 11;
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Community water supply and sanitation (programme 11.1)
Dr BELLA said that the programme was of particular importance for the African Region
since it was known that many endemic and epidemic illnesses would not exist in the Region
were it not for environmental conditions• Improvement of the environment called for major
expenditure, but the present world financial situation was unfavourable and it was obvious
that an appropriate improvement would only be achieved in the long term. It should be noted,
however, that much progress had already been made in the provision of water supplies•
Dr FERNANDO congratulated WHO on the work it had done to support the International
Drinking Water Supply and Sanitation Decade, as set out in paragraph 3 on page 158 of the
programme budget document. He noted, however, that improvement in rural sanitation was
marginal (coverage having increased from 14% to 16%) and in countries where the majority of
the population was rural that was particularly unsatisfactory. Without adequate sanitation
and supplies of potable water, the control of communicable water-borne diseases would be

almost impossible• Morbidity from those diseases would remain unaltered or become even
worse, whilst mortality could probably be reduced at a very high cost. Thus more and more
money would be spent on curing what was preventable, leaving very limited resources for the
improvement of sanitation and water supplies.
The improvement of sanitation and water supplies was costly and the maintenance of such
systems problematic. WHO1 s continued involvement in those activities was welcome, but
greater efforts should be made to take full advantage of available resources through the use
of appropriate technology, cost recovery and community participation. Perhaps WHO could act
as a catalyst to obtain the much-needed resources for the programme. It could also usefully
persuade governments to allocate a greater proportion of their national budgets to those
aspects•
Mr SONG Yunfu said that it could be seen from the situation analysis that great progress
had been made in the International Drinking Water Supply and Sanitation Decade. But there
were only four years left of the Decade and the task facing the world was still heavy,
especially in the develop ing countries. He had no comments to make on the proposed
programme, but considered that WHO should take steps to coordinate, at global, regional and
country levels, cooperation between donors and recipient countries so that there would be
some hope of achieving the objectives of the Decade,
Dr VAN WEST-CHARLES, stressing the importance of programme 11.1, suggested that
consideration should be given to the possibility of linking the sanitation effort to the
provision of alternative sources of energy, which would help to improve the lives of people
in small farming communities, the efficiency of the cold-chain for the Expanded Programme on
Immunization, and the availability of fertilizers for the production of food.
Dr QUIJANO noted with appreciation the substantial investment which WHO was making in
programme 11.1. The provision of drinking-water supplies was a difficult operation in many
cities of Latin America, particularly in cities at high altitudes. A great effort was
therefore being made, with help from the Organization, to prevent water losses as an
alternative to having to invest large sums in new supply systems.
Professor MENCHACA stressed the importance of a multisectoral approach to the water
supply problem and suggested that more attention should be paid to the provision of safe
drinking-water in shanty towns• Provision might also be made for research on the problems
that arose in times of prolonged drought.
Dr NSUE-MILANG said that the programme under consideration was very important for the
achievement of health for all by the year 2000, especially in developing countries such as
Equatorial Guinea. If drinking-water was supplied along the lines indicated in the programme
statement, the incidence of many diseases could be reduced. He hoped that that would be
done, especially in Africa. In view of the importance of cotranunity water supply and
sanitation for the control of diarrhoeal diseases, malaria and a number of other diseases, it
was surprising that no extrabudgetary funding was indicated for the African Region.
Professor RAKOTOMANGA expressed his support for the community water supply and
sanitation programme and drew attention to the need to strengthen training in that area,
particularly in sanitary engineering. Public opinion was also important, since there was
little point in digging wells and laying down water supplies and sewers if the community was
not really interested in the maintenance of what was made available. Finally, he suggested
that WHO should develop a system for the bulk purchasing of spare parts, as had been done in
the case of essential drugs.
Dr BART (adviser to Dr Young) said that the provision of safe drinking-water and
sanitation, like immunization against vaccine-preventable diseases and the treatment of
diarrhoea with oral rehydration salts, must be given the highest priority. As Dr Fernando
had pointed out, there was no point in trying to cure what could be prevented. In no single
area was that more apparent than in conditions related to water and sanitation. At the
mid-point in the International Drinking Water Supply and Sanitation Decade, although
resources had been mobilized and large numbers of persons in both urban and rural areas had
received water and sanitation services, the growth in population and increased urbanization
had outstripped inputs. The gap between the high priority which the community water supply
and sanitation programme ought to have and the budget allocated to it was nowhere more
apparent than in the African Region, where the budgetary appropriations for programme 11.1 一

as well as for other priority programmes such as the organization of health systems based on
primary health care, health manpower, and nutrition - had been reduced at country level and
were generally lower in real terms. Consequently, a review of priorities needed to be
undertaken.
Dr KREISEL (Director, Division of Environmental Health) said that WHO1s environmental
health programme was a package of disease prevention and health promotion activities which,
in conjunction with other related programmes, played a key role in the effort to achieve
health for all. The community water supply and sanitation programme covered four major
areas; promotion of the International Drinking Water Supply and Sanitation Decade, including
the mobilization of resources； national institution-strengthening; the development of human
resources; and information exchange and technology development. The linking of national
plans and programmes for water supply and sanitation with primary health care initiatives
continued to be an important feature of the Organization1s promotional activities. The
review undertaken in Lima，Peru, in December 1985 had been clear in that respect. The
••Decade" approach adopted for the development of WHO 1 s community water supply and sanitation
programme in the light of primary health care requirements would continue to be followed in
the 1988-1989 biennium and even beyond the year 1990, when the Decade would come to an end.
Also, action would continue to facilitate and improve communications between governments and
external support agencies with a view to mobilizing additional resources•
Coordination with other agencies was linked to the monitoring of progress, both globally
and in countries, and the development of appropriate indicators• The results of the
evaluation activities to be undertaken would provide further guidance for WHO1s work at the
global level during the remainder of the Seventh General Programme of Work and the
International Drinking Water Supply and Sanitation Decade, Just as continuous population
growth required an acceleration of the rate at which improvements took place, the high rate
of urbanization required that more attention should be paid to unserved urban populations, to
Intensifying the involvement of health agencies, and to health education. Greater emphasis
must be placed on the development of human resources at the local level. Practical training
material was also required. The assumption underlying the proposals for 1988-1989 was that
the regional offices would be self-sufficient in planning relevant technical cooperation and
in providing it to Member States, while headquarters would concentrate on the generation,
review and dissemination of information and on coordinating activities with the external
agencies participating in national programmes.
Environmental health in rural and urban development and housing (programme 11.2)
Dr FERNANDO recalled that, pursuant to United Nations General Assembly
resolution 37/221, 1987 had been declared the "International Year of Shelter for the
Homeless". The steps taken to highlight the plight of the homeless must continue beyond
1987. He was accordingly pleased to note that the resources allocated by WHO to
programme 11.2 were to increase by 47.08%, representing a real increase of 31.64%. In the
South-East Asia Region, however, the budget allocation for the programme at country level
remained static• In addition, no funds for regional and intercountry activities were
allocated to that Region for programme 11.2.
Since environmental health and housing
represented a universal problem that was not confined to any particular region or country, he
hoped that it would be possible to redistribute resources among the different regions.
Mr NOVICK (Environmental Health in Rural and Urban Development and Housing) said that
programme 11.2 was new, having been instituted only in the Seventh General Programme of
Work; funding at the headquarters level had been provided only in the current biennium.
Nevertheless, progress had been made. A very effective working relationship had been
established with UNEP. A series of information and guideline documents on environmental
health in housing and urban planning was being prepared and, with the support of the regional
offices， it had been possible to develop a set of case studies dealing with health and
housing. With funds provided by the Director-General1s Development Programme, an
interregional consultation on housing and its health implications would be held in June 1987，
and a network of collaborating experts had been established. The Organization was also
issuing a newsletter, which would greatly facilitate the exchange of information. The
regional offices were taking the lead in establishing collaborating centres in the programme
area. In view of the accelerating rate of urbanization, the new programme was faced with
enormous problems. However, it was hoped that the Organization would be able to measure up
to the challenge•

Dr KO KO (Regional Director for South-East Asia), referring to the point raised by
Dr Fernando, explained that in the South-East Asia Region staff from other environmental
health programmes were also engaged in work connected with programme 11.2• Programmes were
being planned by countries in consultation with WHO, and they would be encouraged to develop
them under programme 11,2,
Control of environmental health hazards (programme 11.3)
The CHAIRMAN drew the Board's attention to document EB79/INF.DOC./1, which contained a
summary of WHO action following the accident at the Chernobyl nuclear power station.
Dr ASVALL (Regional Director for Europe) informed the Board that the Regional Office had
been very much involved with the aftermath of the Chernobyl accident. The Regional Committee
had discussed the matter and expressed the need for WHO to improve its disaster preparedness
in case a similar situation occurred again. Problems still persisted in a number of areas in
the Region where low-level radioactivity of sufficient intensity to affect the use of certain
foodstuffs lingered on.
It was very important to recognize that public health authorities had not been as
closely involved in the issue as they should have been. In the very chaotic situation
created by the alarmist reaction of the media in the weeks immediately following the
accident, difficulties had been encountered in ensuring that the measured advice given by
ministries of health received a proper hearing. It was important that the Executive Board
should give its full support to the principle that WHO had to be the international
organization with the prime responsibility for the health-related aspects of the issue.
The Regional Committee had agreed upon a series of follow-up measures. In a resolution,
it had recommended that the Regional Office should make a comprehensive evaluation of the
broad public health implications of accidents in nuclear power plants and undertake relevant
epidemiological studies in cooperation with the countries concerned, it being extremely
important that the world health community should be aware of the long-term effects of the
accident. The Regional Office, in close cooperation with headquarters and the International
Agency for Research on Cancer， was actively engaged in the preparation of those studies. The
Regional Committee had also called for the preparation of guidelines on the implications of
radioactive fallout for the provision of water, foodstuffs, etc., a problem that was to be
taken up at a meeting in Switzerland later in 1987. Furthermore, a study on the feasibility
of setting up a regional mechanism for an emergency response to nuclear accidents arid a
regional information facility was to be prepared in collaboration with IAEA and WHO
headquarters. WHO was particularly well fitted to engage in follow-up activities of that
kind, and within a year or two a satisfactory system for dealing with similar situations
should be available•
Dr HYZLER (alternate to Sir John Reid) emphasized the importance of programme 11.3 and
expressed his appreciation of the activities undertaken under it. However, more emphasis
should be placed on the International Programme on Chemical Safety, which was greatly
respected by the scientific community and was acknowledged to be perhaps the major current
initiative for international cooperation in the field of chemical toxicology. That should
perhaps be reflected in the situation analysis•
The greater emphasis to be placed on radiation protection, as indicated in paragraph 25
of the programme statement, was welcome. He agreed with the comments made by the Regional
Director for Europe concerning the importance of WHO1s profile in the matter, which should be
maintained at a high level. He was pleased to hear of the progress being made by the
Regional Office for Europe in its preparation of epidemiological studies.
He also endorsed Dr Bart1 s comments in relation to programme 11.1 regarding the need to
review public health priorities in W H O ' S work. The greatest advances in public health had
come not from drugs, but from the provision of safe drinking-water, and adequate sanitation
and nutrition. Those were the lessons of history, and they should not be overlooked,
Dr BART (adviser to Dr Young) expressed his appreciation of WHO1s rapid response to the
Chernobyl accident. The Organization had clearly filled a vacuum, and the work being done by
it would undoubtedly serve to ensure that future responses would be an improvement on what
had happened in the past.

Professor ISAKOV expressed approval of the programme on environmental health in
general. Regarding the health risk assessment of potentially toxic chemicals, he suggested
that, in agreement with countries concerned, a list might be drawn up of the most important
chemical substances so that their impact on the environment and their health risk potential
could be assessed and they could be classified accordingly. He also suggested that
substances should be studied for allergenic and other effects besides carcinogenic effects.
Detailed information had been provided to the Director-General of WHO about the accident
at the Chernobyl nuclear power station and its medical implications, the situation regarding
radioactivity and the radiation doses received by the population at the power station and
nearby, and the medical and biological effects, especially on the personnel at the power
station and on emergency workers.
At a special session of the General Conference of IAEA a convention had been signed to
provide for emergency assistance in the event of a nuclear accident； that provided a good
framework for further international cooperation within the United Nations system and among
Member States.
The proposed further cooperative work on radiation protection in the programme budget
was extremely important and should be encouraged.
Dr JAKAB (alternate to Professor Forgács)， referring to paragraph 25 of the programme
statement and to document EB79/INF.DOC./1, said that the action taken by WHO following the
Chernobyl accident, and summarized in the Director-General1s report， had been highly
appreciated.
The prompt response of WHO, through its Regional Office for Europe, immediately
establishing an emergency centre to collect and disseminate data for Member States on
radiation and radioactivity levels and on possible health measures in the early post-accident
period, had been the most appropriate reaction. The convening of meetings of experts to
evaluate the situation in early May, as well as to make a tentative assessment of the
radiation dose received by the population in affected areas, had also met with approval.
Monitoring of long-lived radionuclides in the environment, with particular emphasis on
studies on the transfer of caesium isotopes from soil to man through the food chain, was
currently being performed.
In addition to the important activities carried out by WHO in the past in respect of
radiation protection, mentioned in paragraphs 9 and 10 of document EB79/INF.DOC./1, she drew
attention to an international training course organized in 1985 jointly by the WHO
collaborating centre on radiopathology in France and the Frédéric Joliot—Curie National
Research Institute for Radiobiology and Radiohygiene in Hungary, on health actions in
radiation accidents (basic principles and practical implications)• The course had been
attended by 21 participants from nine European countries. The training programme had
included lectures and consultations on subjects such as emergency preparedness of health
services, the biomedical basis for dec is ion-making in the event of major accidents, and the
establishment of intervention levels and so-called derived intervention levels.
According to the views expressed by the participants at the final panel discussion and
current retrospective judgement, the organization of that training course had indeed been
both timely and expedient, and training courses of a similar type should be repeated in the
not-too-distant future.
Professor RUDOWSKI associated himself with the emphasis placed on radiation protection.
When would the guidelines on derived intervention levels for radioactivity in environmental
media, including foods, referred to in paragraph 25 of the programme statement, be available?
Mr OZOLINS (Prevention of Environmental Pollution), commenting on WHO action following
the accident at Chernobyl, said that, as indicated in document EB79/INF.DOC./1, activities in
radiation protection were being intensified to varying degrees by the different regional
offices, and it would be rioted that training and workshops were foreseen.
In reply to Professor Rudowski1 s question on derived intervention levels he informed the
Board that work had been initiated in close cooperation with other international
organizations, such as IAEA and FAO. It was fully expected that the guidelines would be
available by the end of 1987.

Dr KREISEL (Director, Division of Environmental Health) stated, in reply to the question
on budgetary funds for the International Programme on Chemical Safety (IPCS) under
programme 11.3, that the first ten headings under "Global activities" shown in the details
set out on pages 448 and 449 of the programme statement, related to IPCS and were being
implemented by the appropriate unit at headquarters, in collaboration with UNEP and ILO. The
remaining ten headings under "Global activities" related to Control of environmental health
hazards under target 11.3 (b) (pages 166-168)， while the Planning and management figure at
the foot of page 449 was a composite applicable to both 11.3 (a) and (b) •
It would be seen that target (a) (pages 165-166), Health risk assessment of potentially
toxic chemicals, accounted for approximately 41% of the programme and management budget and
for some 5% of the technical collaboration activities under the total budget for programme
11.3, whereas target (b) accounted for 47.4% of the programme and management budget and for
6.6% of the technical collaboration activities. Out of the total of US$ 2 504 400， target
(a) would be allocated 46% and target (b) 54%. It would be noted that target (a) would
largely be executed by means of extrabudgetary resources •
Food safety (programme 11.4)
Dr FERNANDO emphasized the importance of food safety, especially where the developing
countries were concerned. Epidemics of diarrhoea, dysentery, typhoid and even infectious
hepatitis could be due to consumption of unsafe food; the effect of diarrhoea on
malnourished or marginally nourished persons was particularly serious.
Ensuring the safety of the food available to the population was undoubtedly a government
responsibility, but in several developing countries mechanisms for that purpose either were
non-existent or functioned inadequately, apparently because the introduction and
implementation of food safety measures had certain economic repercussions. In the first
place, such measures would increase the cost of most food items and cause the usual problems
associated with rises in food prices. Secondly, stringent application of food laws would
necessarily lead to the closure of a number of insanitary food sources as a penal measure,
thus leading to unemployment, which the governments of developing countries clearly wished to
avoid. Thirdly, a large number of government employees would be required to check that food
was not contaminated, and it would be necessary to provide the appropriate laboratory
facilities.
Those factors did not, of course, make it any less necessary to ensure food safety; the
consumption of contaminated food, whether bacterially infected, chemically impregnated or
radioactively contaminated could have consequences which might in any case cost the
governments concerned a great deal more. WHO therefore had an extremely important role to
play in persuading governments that they should put aside short-term economic criteria in the
interests of achieving greater benefits for the population.
Professor MENCHACA welcomed the emphasis which the food safety programme continued to
place on its working relationship with the Codex Alimentarius Commission and its regional
coordinating committees. He commended the extremely useful role played by the Commission,
from which WHO could benefit • The food safety programme should be involved in some way in
evaluating the implementation of the Commission1 s standards at the country level. He also
stressed the importance of the marketing of breast-milk substitutes, which was a problem for
many countries, and particularly for the developing countries•
Dr KOINANGE asked whether there was any indication as to the level
contamination of gráins in Africa.
u
Dr KAFERSTEIN (Food Safety) fully agreed with the comments made by
economic repercussions of food safety control； however, funds would be
helped to prevent diseases which it would cost governments even more to
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He pointed out that not only governments but also the food industry and food trade on
the one hand, which were required to comply with government rules and guidance, and consumers
on the other, had to bear a part in the responsibility for food safety generally.
Accordingly, the food safety programme was currently endeavouring to reorient activities with
a view to stressing and promoting the concept of consumer responsibility for food safety
through the primary health care approach.

He confirmed that WHO was committed to co-sponsorship, jointly with FAO, of the Codex
Alimentarius Commission. A report by the Director-General specifically relating to the
Commission would be submitted to the Board for its consideration later in the session. The
food safety programme as such was not directly involved in the monitoring and observance of
the International Code of Marketing of Breast-milk Substitutes, which was a function of other
headquarters units.
The question regarding mycotoxin contamination in Africa was a very difficult one, to
which he had no immediate answer. However, the Organization was well aware of the importance
of mycotoxins, in particular in the tropical countries, and WHO was in the process of
preparing, jointly with FAO, a second world conference on mycotoxins, which, it was hoped,
would take place in the latter part of 1987, possibly in an African country. That conference
would provide an opportunity again to draw the attention of the world community as such to
the problem of mycotoxins, and more particularly to the possibilities for preventing
mycotoxin contamination of staple foods•
Diagnostic， therapeutic and rehabilitative technology (programme 12;
pages 174-194)""“

Document PB/88-89,

Clinical, laboratory and radiological technology for health systems based on primary
health care (programme 12.1;""“Documents EB79/7,1 EB79/7 A d d a n d 2 and EB79/8 ¿ )~
Dr DE SOUZA (alternate to Mr McKay), introducing the agenda item on behalf of the
Programme Committee, recalled that at the seventy-first session of the Board. the
Director-General had undertaken to report to it on blood and blood products.
A report
prepared by the Director-General following wide consultations at both the national and
regional levels had been considered by the Programme Committee at its eleventh meeting in
October 1986. Following detailed discussion, the Programme Committee had identified a number
of important issues that had not been fully covered and had requested that the report of the
Director-General be modified to include those issues• That had been done, the report by the
Programme Committee was presented as document EB79/7, and the revised report by the
Director-General was submitted to the Board as document EB79/7 Add.1.1
The latter report reviewed the subject under four main headings. Chapter II related to
the main uses of blood and blood products, and provided a useful outline of the indications
for whole blood transfusions and important technical information about storage of whole
blood, use of blood products, quality control and quantification of the theoretical needs for
blood.
Chapter III, on organization and management of blood transfusion services, provided a
useful summary of the information contained in a number of reports issued by WHO and other
competent organizations over the past 16 years. However, most of those reports had been
written before the transfusion problems due to hepatitis had been realized, and all had been
written before the discovery of the threat caused by the human immunodeficiency virus (HIV)•
It was therefore logical that Chapter IV should advise on the safety of blood and blood
products in relation to causes of acquired immunodeficiency syndrome (AIDS).
Paragraphs 31-44 accordingly contained a concise account of the information available to
date concerning AIDS as it related to blood and blood products. Advice was also given on
other bodily secretions in which HIV had been found. Specific screening and control measures
were discussed, including the need for continual education of blood donors. Table 1 provided
some preliminary results of AIDS antibody screening in WHO regions. The existence of false
positive results was discussed and the importance of confirmatory tests emphasized.
Reassurance was given as to the safety of blood products, such as immunoglobulins,
albumin preparations, factor VIII and factor IX, after they had been appropriately treated to
inactivate HIV. In paragraph 41, well-accepted general principles concerning the use of
blood and blood products were reiterated. During its consideration of that matter, the
Programme Committee had requested that that particular aspect should be adequately emphasized
in the report, and that had been done. Chapter IV also included brief references to
1
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quality-control procedures and to the costs involved in setting up screening tests for HIV
antibodies.
Chapter V，on the world situation, provided information which had been compiled from a
questionnaire circulated by WHO to 130 developing countries in 1984. Although only 45% of
those countries had found it possible to supply information on their blood transfusion
services, the material received had been sufficient to allow an initial assessment of the
main characteristics and problems of such services in developing countries• The essential
findings were summarized in a series of tables in that chapter, and highlights of the initial
analysis of replies to the questionnaire were provided in paragraphs 47-53.
The Director-General1 s concluding remarks in Chapter VI provided a succinct appraisal of
the current situation.
In reviewing the Director-General1 s original report to it，the Programme Committee had
thought it essential to emphasize certain important features, and its discussions were
summarized in its own report. Although the key issues raised had been incorporated in the
Director-General1 s report, whose contents he had just outlined, he believed that the Board
would gain a better perspective of the situation relating to blood and blood products if the
two documents were read in conjunction with one another.
It was clear that there were still a number of issues and problems for which no easy
solutions existed, such as the differences between developed and developing countries in
terms not only of the issues and problems faced, but also of the infrastructure and
technology needed to solve them; the ethical questions surrounding the collection, donation
and transfusion of whole blood and blood products; and the rapidly evolving technological
developments, particularly in relation to the synthesis of blood substitutes and blood
products.
Nevertheless, it had been the clear consensus of the Programme Committee that those
concerns should not be allowed to cloud the real issue, namely, the priority concern of
developing countries at the present time to ensure the timely and adequate supply of safe
blood and blood products to those who needed them, in a spirit of social equity and at a cost
that the country and its people could afford. With that in mind, the Programme Committee had
had no difficulty in confirming its support for resolution WHA28.72, adopted in 1975 by the
Health Assembly.
In addition, the Programme Coramittee had noted that some industralized countries had
also encountered difficulties, but of a generally more manageable kind as the countries had
the resources, infrastructure and managerial capacities which most developing countries still
lacked.
The Programme Committee had proposed a draft resolution for consideration by the Board,
requesting the Director-General to update and make available to Member States valid
information on technological developments in the field, to study farther the world situation
and report back to the Board.
Dr BRITTEN (League of Red Cross and Red Crescent Societies)， speaking at the invitation
of the CHAIRMAN, said that, as head of the Blood Programme Department of the League of Red
Cross and Red Crescent Societies, he had been authorized to speak also on behalf of the
International Society of Blood Transfusion and the World Federation of Hemophilia. It had
been agreed that a joint statement on behalf of the three nongovernmental organizations would
serve the common interest, seeking reasonable solutions to the difficulties shared by the
three organizations.
Blood transfusion could be considered in terms of programmes of two main types: whole
blood programmes, providing single donor products for transfusion to patients, and plasma
programmes, producing plasma derivatives, using either plasmapheresis donors or whole blood
programmes as a starting point, and using industrial fractionation technology.
Whole blood programmes were found in every country, and approximately 75 million blood
donations were made each year. Blood collections tended to match the level of recognized
health care priorities in each country. While it was generally true that industrialized
countries had adequate blood services, in many developing countries such services were
provided in a fragmented fashion because of considerable financial and technical

difficulties. The goal to be achieved was an adequate supply of good quality blood products
available at reasonable cost to those who needed them.
Dangers in blood services were the exploitation of blood donors, lack of quality control
of blood products, and the absence of blood transfusion products in the face of
life-threatening haemorrhage. Laboratory screening for diseases transmissible by blood had
placed additional demands on already scarce resources in most countries and particularly in
developing countries. The AIDS epidemic had aggravated that situation, while at the same
time re-emphasizing the importance of finding solutions.
The need for blood transfusion services was clear, both in countries where they were
well established and in those that still required further development. The sustained
investment required to maintain quality was difficult to achieve, and it was also difficult,
in developing countries, to obtain funds to set up blood transfusion services, in view of the
many other recognized health care priorities.
Plasma programmes were found principally in the industrialized countries. Approximately
10 million litres of plasma were fractionated each year, of which some 7 million litres came
from plasmapheresis and 3 million from whole blood donations. Plasma supplies were at
present adequate to meet the demand for industrial products. The goal of a sufficient supply
of good quality plasma products, available at a reasonable cost to those in need, was far
from being achieved in most developing countries, however, and many haemophiliacs had no
access to effective treatment.
In the past, exploitation of third-world donors for plasma products destined for
patients in industrialized countries had been a disturbing reality. Such activities had
generally been unregulated and could introduce plasma of dangerously low quality. That
practice had decreased considerably and such plasma now represented only a small part of the
total world supply. The need to avoid exploitation required regulatory control by national
health authorities, as advocated in resolution WHA28,72. It was reasonable to limit plasma
fractionation to regulated sources of plasma. Some countries required the label on all
plasma derivatives to state the country of origin of the plasma; such a step could increase
the quality of plasma without compromising the supply.
He was encouraged by the balanced report on blood and blood products and supported the
draft resolution recommended by the Programme Committee, with the additional request that the
Director-General should encourage the identification and coordination of sources of
assistance, in collaboration with the League of Red Cross and Red Crescent Societies, the
International Society of Blood Transfusion and the World Federation of Hemophilia.
Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at
the invitation of the CHAIRMAN, said that human organ transplantation was of particular
importance to the Council, which, together with WHO, had begun work in that field many years
earlier. Referring in particular to the chapter on ethical issues in the report of the
Director-General,1 he said that the ethical aspect was a highly complex issue and one that
was difficult to consider from a universal or inter-cultural standpoint. The fact was that
the concept of death was inherent in organ transplantation, and the meaning of death varied
according to the cultural environment； that must be taken into consideration when seeking to
formulate any guiding principles in the matter. Another question, but one that was easier to
resolve, was that members of the scientific community had not yet reached any final
conclusions as to the criteria for death. Those criteria were now flexible, since clinical
death could be closely controlled. However, the question of how organs were to be used was a
delicate one. The problem was that in some religious and cultural settings 一 indeed, among
the majority of the world1 s peoples 一 it was the custom riot to interfere with a body after
death, and that created difficulties of donor supply in many countries,
CIOMS had discussed that question with WHO in 1984 arid had issued a publication,
summarizing experience and different cultural attitudes, which was available to Board
members. In cooperation with the Ministry of Health in the Netherlands CIOMS was organizing
a conference in June 1987 on "Health policy, ethics and human values11 to debate issues,
including organ transplantation, that were of great ethical importance and to consider to
what extent they should be taken into account when formulating health policy. The topics to
be discussed - organ transplantation, the elderly, life-styles arid health hazards, screening

arid counselling - had been selected in collaboration with the WHO Regional Office for Europe
and with representatives of Canada and the United States of America, since the focus of the
conference was on European and North American perspectives, on account of the culturally more
homogeneous character of that part of the world. Similar conferences were planned in other
cultural settings； one had already been held in India and others were planned for Islamic
countries and countries where Buddhism was the predominant religion.
He assured the Board of the Council1 s willingness to collaborate in preparing
international guidelines on the subject, and extended an invitation to all Board members to
attend the Netherlands conference•
Dr GUNN (International Federation of Surgical Colleges), speaking at the invitation of
the CHAIRMAN, said that, in the context of appropriate therapeutic and rehabilitative
technology, the International Federation of Surgical Colleges was particularly pleased to
note WHO1 s activities in that field and to make its own contribution to essential surgery in
primary health care* For some, in the past, surgery had been thought to lie outside the
scope of public health, but it was increasingly evident 一 and credit for that was due mainly
to WHO - that health must be seen in its totality, and in that sense essential surgery was an
inseparable component of the total health package.
The Federation had collaborated closely with WHO in promoting that approach and was very
pleased that that collaboration was now bearing fruit. Handbooks of essential surgery that
could be carried out at the district level were being prepared in cooperation with the WHO
Division of Diagnostic, Therapeutic and Rehabilitative Technology, and he had been pleased to
hear that the first volume of essential anaesthetic techniques had gone to press. Other
volumes were on the way, and the Federation would be prepared to encourage the wide
distribution and acceptance of those essential handbooks, as well as lists of essential
equipment. It remained at WHO'S disposal to ensure the vital component of appropriate
surgical care within total primary health care.
Professor RUDOWSKI commended the report on blood and blood products 1 which, in
addition to being scientifically sound, was liberal, in the sense that it left broad scope
for individual intellectual practice. He agreed that blood products should be considered on
a par with essential drugs.
He felt that, in addition to the two indications for blood transfusion given in
paragraph 7 of the report by the Director-General, a third important aspect should be
stressed, namely, the maintenance of blood coagulation. The third indication for the
administration of blood or its components was therefore altered haemostasis, so often
manifested by abnormal bleeding and haemorrhagic diathesis.
Regarding methods of blood storage, he said that over 25 years had passed since the
introduction of storage at low temperatures in liquid nitrogen. All that remained of that
method was the storage of rare blood groups requiring complicated cross-matching before
clinical administration, and also the ability to preserve autologous blood for an unlimited
period of time. With red cell concentrates, there were always samples of the frozen plasma,
which was at present the source of research for HIV antibodies.
Blood banking, blood services and blood transfusion were on the threshold of radical
change• In the years to come, more effective plasma expanders would be developed.
Monoclonal antibodies and genetic engineering were producing sufficient blood proteins to
meet world demand. By the end of 1985， artificial red blood cells known as haemocytes had
been successfully tested under experimental conditions. Many companies claimed that several
blood coagulation factors, particularly VIII and IX， were now available. The classical
structure of blood bank and transfusion services would be revolutionized by the end of the
century. There was a trend towards highly selective blood component therapy, and, in the
long-term perspective, WHO should encourage arid support fundamental research on oxygen
carriers and on genetic engineering of essential blood products. The safety of those
products and their cost-effectiveness should, of course, be the subject of careful evaluation.
Dr HAPSARA, expressing his appreciation of the comprehensive report on blood and blood
products, fully agreed that the quantity of those products available in developing countries
was far below what was needed by those countries. He was glad to note that the public health

significance of AIDS and hepatitis had been reviewed in depth in the report. He expressed
support for the draft resolution. It would be useful, furthermore, if WHO could pay greater
attention to various approaches to the question of the price which recipients had to pay. It
was also important to have clear guidance on human plasma products, whether considered as
pharmaceutical commodities or as human blood products. He requested clarification as to the
future role of advanced technology, including biotechnology, with regard to blood and plasma
products.
Referring to the handbooks on medical and surgical procedures and anesthesiology
mentioned in paragraph 4 on page 176 of the proposed programme budget document, he asked for
information on the stage reached in publishing them. In paragraph 8 on page 177，it was
stated that WHO intended to disseminate up-to-date information on surgical and medical
equipment. He had attended a conference on medical device regulatory activities in
Washington, D.C., in June 1986, and wondered whether there were any plans for pursuing
activities in that important field. Programme 12•1 was extremely important for the
strengthening of district hospital services, and he hoped that the reductions envisaged in
the Director-General1s plan of programme budget implementation reductions^- would be
compensated for as soon as possible.
Dr BART (adviser to Dr Young), expressing support for the reports on blood and blood
products and human organ transplantation, said that in many countries blood was still used
inappropriately as a tonic, which considerably increased the risk of AIDS• In the light of
that risk, he wished to encourage the Secretariat to monitor the appropriate use of blood and
blood products.
Voluntary organ-sharing schemes had been successfully implemented in at least two
regions through the efforts of the transplant community. Countries must guard against the
establishment of commercial markets for organs, and he would therefore encourage the
Secretariat to monitor also the donation, and especially the sale, of organs for
transplantation.
Professor MENCHACA drew attention to the widening gap between developing and developed
countries in scientific and technological development in general. That was not to deny the
need to provide developing countries with "appropriate" technology, but WHO should be
particularly concerned with that ever-widening gap and consider ways of ensuring that
developing countries had access to the benefits of high technology for their development•
Dr LARIVIERE (alternate to Dr Law) drew particular attention to paragraphs 3 and 4 on
page 174 of the proposed programme budget document, which referred in general to medical
devices, to the importance of those devices in countries, and to the very positive action by
WHO in gathering and providing information on aspects of quality, maintenance, minimum
standards, etc.
On the subject of organ transplantation, he commended the Director-General1s report, but
wondered why no comment had been made on the possibility of disease transmission in the
process of organ transplantation. He had in mind not only AIDS, but also rabies and the
problems arising from corneal transplants. He requested clarification from the Secretariat
on that subject.
Dr MARKIDES said that blood and blood products were life-saving substances which
unfortunately could not be produced artificially. The fact that they had to be taken from
human beings had raised problems in many countries - particularly for blood transfusion because of the implications in terms of religious beliefs and cultural values. That had been
true in Cyprus, where he was pleased to report that, with community involvement, success had
been achieved in increasing the number of voluntary donors from 10% to between 40% arid 60% of
the population. Cyprus was also organizing its blood services more efficiently and was
producing some blood derivatives locally. All countries, both developed and developing,
could solve such problems through community effort and with the support of WHO.
Dr GRECH said that, while the principle of national self-reliance was in general a
praiseworthy aim, in the area of blood and blood products and human organ transplantation he
agreed with Professor Menchaca that developing countries could not, at least in the
foreseeable future, achieve much without considerable outside support• While measures to
combat AIDS had brought about an improvement in blood transfusion services, they had also

increased the reliance of developing countries on external commercial sources for their
supplies of safe blood products at prices they could ill afford. Support was needed for the
efforts made by the developing countries in that regard.
He agreed with Professor Rudowski that genetically engineered blood products must be
considered as the therapy of the future where life-long dependence on blood derivatives was
involved， particularly in the case of haemophilia.
Dr KOINANGE said that the report, although excellent, placed many developing countries
in a terrible dilemma because of the heavy financial burden imposed on them by the costs of
screening blood for transfusion. He was very pleased that the League of Red Cross and Red
Crescent Societies had shown an interest in the problem, because it was one that the
developing countries could not solve unaided•
The CHAIRMAN drew the Board1 s attention to the draft resolution prepared by the
Programme Committee.
Professor MENCHACA proposed the deletion of the words "as a matter of urgency" in
operative paragraph (3) of the draft resolution.
Dr LARIVIERE (alternate to Dr Law), proposed that, as suggested by the representative of
the League of Red Cross and Red Crescent Societies, reference should be made in the
resolution to the need to encourage further collaboration between WHO and appropriate
nongovernmental organizations.
It was so agreed.
The resolution， as amended, was adopted,^
Dr DE SOUZA (alternate to Mr McKay)， referring to the report by the Director—General on
human organ transplantation,^ said that many transplantation procedures were still
experimental, and it should be stressed that guidelines for research should be followed when
such procedures were carried out. In Australia, such guidelines had proved very valuable for
experimental surgeons, who for the most part worked closely with constitutional ethics
committees.
The cost of such work was extremely high, and it was important, in view of the limited
resources available for health care in many countries, that that fact should be taken into
account. It should also be borne in mind that, while life might be prolonged by such
procedures, the recipient was often subjected to increased suffering； organ transplants
should not be undertaken if the quality of life would not thereby be improved.
Much more experimental work needed to be done before pancreas donations could be
considered, and the question of brain death was also one where the criteria needed to be
carefully studied. He agreed that, as indicated in paragraph 53 of the report, there was an
opportunity for abuse where "living wills" were concerned; endorsement should not be given
to "presumed consent". Again, in the matter of the buying and selling of body organs
referred to in paragraph 55， personal expenses only should be paid, and there should be no
commission attached to such a transaction.
Dr GRECH said that advances in immunosuppressive therapy and in safe surgical techniques
over the past 10 years had made organ transplantation a feasible and practical means of
prolonging life. It was the ethical issues related to that type of technology that gave rise
to controversy. He suggested that, in order to allay the concern of the public, an
authoritative body enjoying international prestige (such as WHO) should formulate criteria
for brain death, drawing on the experience of reputable institutions with a long tradition in
organ transplantat ion. The medical profession should not put pressure on doctors attending
dying patients Ln hospital with a view to persuading them to tailor treatment so as to
facilitate optimal preservation of organs. There should be no communication between the
transplant team and the doctors treating the potential donor until after the donor had been
declared dead. In his view, the concept of "contracting out11 was counter-productive.
1
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Finally, a frank and sustained discussion at community level of the benefits and limitations
of transplantation should be launched prior to the enactment of any legislative measures.
Professor MENCHACA said that the report referred to methods used to calculate the
cost-benefit and cost-effectiveness of transplants. While it was reasonable to calculate the
cost of such procedures, the calculation of benefit was much more difficult, since it
involved putting a monetary value on human health and life. It should also be remembered
that one of the objectives of health care was to alleviate suffering, and to ensure, not only
survival, but a good quality of life for the patient.
A number of ethical problems arose where transplants were concerned. First, the
definition of death; although there were some clear rules on the subject, such as those of
the Declaration of Sydney and a number of national laws, there was in fact no universal
consensus. The definition of life itself could indeed be in conflict with the need to define
death in the context of the scientific and technological revolution now taking place; the
question arose whether brain death - or death of the cerebellum - was the most reliable
indicator. The Organization could play an important role in the search for a consensus.
Secondly, who was to authorize the donation of organs? On the basis of the recognized
principle that a corpse could not be bequeathed, only the person himself could do so* Yet
that concept was debatable according to natural law. The question also arose whether an
indication of willingness to donate organs after death, or the absence of any indication
either way, could be interpreted as a positive wish - whether silence could be taken to imply
consent or not•
The view that a relation of the deceased had authority to give consent was also
debatable• No country had legislation providing that the inheritors of an estate were
entitled to dispose of the body of the deceased, in the same way as legal guardians were
entitled to dispose of the persons of minors or those lacking legal capacity. The position
taken on those matters was usually influenced by ideological considerations.
Countries had also been unable to agree on legislation on donations from one living
person to another. Most authors were agreed, however, that the buying and selling of organs
for transplants should be prohibited. He could not endorse the idea that because a person
was the owner of his body he was therefore entitled to sell part of it. The Roman law
concept of jus abutendi was long out of date, and no one was entitled either to harm his own
body or to put his own life in danger. Such practices were prohibited and even penalized in
the legislation of almost all countries•
The advance of human knowledge in medicine and related sciences, such as biotechnology
and pharmacology, made it imperative that some universal principles should be established,
and WHO had an important role to play in promoting such activity,
Dr HYZLER (alternate to Sir John Reid) said that the report was excellent and most
informative. However, he was left in some doubt as to what action the Board was expected to
take.
The report raised two issues; the first was an ethical one, and he did not think the
Board could enter into a debate on ethical matters, which should properly be discussed in
another forum. The second was the place to be accorded to human organ transplantation in the
development of health services, and the economic implications of different modes of
treatment. That issue, too, was a very difficult one, involving the whole question of the
quality of life, which had for some time been under discussion among experts. He asked how
the Director-General wished the Board to help him in the matter.
Professor RUDOWSKI said the facts on the subject of organ transplantation were very well
set out in the report• A fascinating account was given of how kidney transplants, which had
been experimental in the 1950s, had become a routine therapeutic procedure, indicating that
in years to come solid organ transplantation too would probably become routine.
A growing number of heart/lung transplantations were now being carried out around the
world, and experimental work on brain cortex transplantation might well eventually succeed in
alleviating organic brain disease.

It was clear from the report that there were fewer donors for the number of recipients,
a worsening situation amounting to an organ transplantation crisis. He suggested that the
problem might be considered by CIOMS； the 1984 document on organ transplantation had now
been outdated because of rapid progress in the field.
Professor GIRARD recalled that the issue of transplantation had been raised at the
Health Assembly only in a somewhat limited context when it considered the admissibility of
the buying and selling of organs• Another aspect was the rapidity with which transplantation
was developing; it had even been suggested that before the end of the century almost half of
all surgical interventions would be transplantations. Thirdly, given the current financial
situation of the Organization, a choice had to be made concerning priorities. The response
of the Board to the question before it should be conditioned by those three considerations.
As he saw it, the matter was essentially an ethical one. The Organization should devise
guidelines for the definition of rules in ethical matters. The governing bodies therefore
needed to be in full possession of the facts, and the kind of report that the
Director-General had submitted was essential in providing those facts. Rules would probably
have to change as the situation changed.
Where human organs were concerned, he believed that there should be 110 commerce, either
explicit or implicit•
Dr COHEN (Adviser on Health Policy, Office of the Director-General) said he would reply
only to the question as to what the Director-General expected of the Board in respect of the
matter of human organ transplantation.
The draft resolution submitted to the Thirty-ninth World Health Assembly had raised
certain ethical issues regarding practices in human organ transplantation and had requested
the Director-General to develop an appropriate legal instrument to govern them. To enable
the Board to deal with those issues properly, the Director-General had felt bound to place
before it a summary of the many scientific, technical and financial aspects involved. The
draft resolution had been withdrawn on the understanding that relevant information would be
provided to the next Health Assembly, to permit it to take reasoned decisions.
The ethical issues were complex, often depending on cultural practices and religious
beliefs, and if the international guidelines requested were to be provided, there would need
to be meetings of groups of representatives of the different professions mentioned in the
Director-General1s report, including the legal profession and religious leaders of all
denominations. Such groups could collect and analyse the practices followed in different
parts of the world, and present them in such a way as to enable countries to make up their
minds in the light of their particular circumstances.
The Board was being asked to debate the extent to which WHO should be involved in such
matters, with a view to submitting to the Health Assembly the kind of information which would
enable it to take a final decision. He pointed out that no funds were available for such an
activity in the regular budget, and thus extrabudgetary funds would need to be found•
Dr SANKARAN (Director， Division of Diagnostic, Therapeutic and Rehabilitative
Technology) said he was grateful to Dr Gunn for having outlined the role of the
nongovernmental organizations in the preparation for publication of the handbook on surgery
and anaesthesia at the district hospital. One volume had been prepared primarily with the
help of the World Federation of Societies of Anaesthesiologists. Another had been produced
with the collaboration of the International Federation of Surgical Colleges, the
International College of Surgeons and the International Society for Burn Injuries. Another
had been prepared with the assistance of the International Society of Orthopaedic Surgery and
Traumatology and the International Federation of Gynecology and Obstetrics, He hoped that
the handbook would be ready for publication by the end of 1987. The status of medical
devices such as those available at the district level hospital had been emphasized in two
sections: one on basic equipment that should be available at that level of hospital care，
and the second a list of equipment for each operative procedure, so that the nurse or
operating theatre technician could prepare the relevant instruments for the surgical
procedures listed. That equipment was vital to keep the hospitals functioning and
productive. He also wished to emphasize that the three volumes were extensively illustrated
to make them useful as training and instruction manuals.

He was grateful to the United States Food and Drug Administration and the Government s of
Canada and the United Kingdom, as well as to the Regional Directors and to the
Director-General for financial support to the First International Conference of Medical
Device Regulatory Authorities, held in Washington, D.C., in 1986. Fifty-three countries,
many of them developing countries, had taken part, and he hoped that dialogue on the subject
would continue.
On the subject of blood and blood products Dr Bart had raised the question of the
therapeutic use of whole blood, A basic difficulty in many developing countries was that
whole-blood transfusions had not been replaced, when the use of albumin or other derivatives
could be more functional and prevent the many problems that arose with whole blood.
He noted that 110 specific questions had been raised on the document and that the Board
appeared to endorse the scientific material it presented.
Dr Cohen had commented on the central issue of the ethics of organ transplantation.
Substantial and extremely rapid advances had been made in organ transplants in the past few
years and were continuing. Transplantation in cases of end-stage renal disease appeared to
be the procedure of most value； it cost far less than continuing renal dialysis. Such
transplantation had therefore been initiated in many developing countries. Unfortunately, as
pointed out by Dr Larivière, the risk of infection with transplantation had not been
adequately stressed in the Director-General1s report； that would be rectified. Brain death
and its definition had been the subject of much controversy. A number of excellent review
articles had appeared on the subject in various publications, among them the report of a
United States Presidential Commission and recent Canadian legislation on brain death, the
text of which had been approved by the Canadian Society of Neurosurgeons and
Neurophysicians• The legal aspects of brain death had also been extensively studied in a
large number of other countries. The Australian Government had made a valuable contribution
to transplant law, which had been issued as a separate volume. All that material could and
should form the background to any document looking at the ethical principles of
transplantation and the definition of brain death, when the Organization eventually came to
review the subject. He welcomed Dr Bankowski1s offer to have the ethics of transplantation
considered in June 1987.
Professor RUDOWSKI said that he had attended the First International Conference of
Medical Device Regulatory Authorities, which had made recommendations for further involvement
of WHO. He was pleased to note that maintenance, repair and management of equipment were
major features of the programmes under discussion and hoped that support for them would be
strengthened. It was clear that the laboratory technology programme would have a significant
role to play in the fight against AIDS and he wondered whether resources were adequate for
that as well as for activities related to biologicals, and more particularly to blood
products.
Dr SANKARAN (Director, Division of Diagnostic, Therapeutic and Rehabilitative
Technology) said that the Conference on Medical Devices mentioned by Professor Rudowski had
already had a considerable effect on the dissemination of information. In particular, WHO
had begun to consider institutions for designation as collaborating centres for the exchange
of such information with developing countries.
Dr PETRICCIANI (Biologicals)， answering questions on blood and blood products, said that
although there had been some progress in the development of possible substitutes for factors
VIII and IX through genetic engineering, it was important to recognize that those plasma
proteins, as well as others such as albumin, were very much more complex than genetically
engineered substances that had already been produced and approved for clinical use, such as
insulin. It was therefore unlikely that plasma proteins produced by recombinant DNA
techniques would become available for general clinical use in the immediate future.
Furthermore, there were no substitutes on the horizon for platelets or leucocytes. For those
reasons it could be dangerous if unwarranted expectations that synthetic substitutes might be
just around the corner created complacency about traditional blood collection and transfusion
services. There was every likelihood that traditional blood collection and transfusion
services would be needed for several years at least.
The safety of blood and blood products with respect to AIDS had been covered in the
reports of the Director-General and the Programme Committee^- and had also been discussed at

a meeting held at WHO headquarters in April 1986, attended by representatives of
37 countries. The summary findings of that meeting had been published in the Weekly
Epidemiological Record， and the entire proceedings of the meeting would be published in
February 1987.^ Copies of the proceedings would be made available to all Member States in
order to provide them with more in-depth and substantive background information on the matter.
The DIRECTOR-GENERAL reminded the Board that it had not yet provided an answer to
Dr Hyzler1 s question concerning the nature of the Board's recommendation to the Health
Assembly. Since organ transplantation was a very rapidly evolving field, the Board might
consider that the wisest procedure would be for the Secretariat to continue to follow that
evolution in the different countries and different societies and to report again to the Board
when any substantive information became available. The alternative was for the Board to
recommend to the Health Assembly that it should decide that sufficient information was
available to justify the Director-General1s taking certain initiatives within resource
constraints, for instance in collaboration with CIOMS, to study the possibility of developing
some basic guidelines. Neither course of action was likely to involve the Health Assembly in
over-1erigthy discussion of a subject which posed very complex issues.
Professor GIRARD said that in his view the first suggestion was the most realistic.
Moreover, its adoption would not preclude taking up the second option at a later date. The
Board should act in a pragmatic manner, mindful of the fact that no general guidelines could
be formulated until a substantial mass of definitive information was available on the subject.
Dr HYZLER (alternate to Sir John Reid) endorsed that view. In a field where large
numbers of studies were being conducted and a great deal of discussion was taking place,
WHO 1 s role should be to monitor developments and to report again to the Board on any areas
that appeared to call for further exploration. Should it transpire at a later stage that
studies would be needed, Member States who wished to do so might then be invited to make
extrabudgetary contributions for the purpose. The Organization1 s financial situation and its
current priorities precluded such an approach.
Dr DE SOUZA (alternate to Mr McKay) shared the views of the two preceding speakers, and
proposed that the Board accept the Director-General1 s first suggestion.
Dr HAPSARA observed that the issue under consideration was both a dynamic, evolving one,
and one which involved value systems. He believed that any report to the Health Assembly
should be not only descriptive, but also evaluative and - to the extent that available
information permitted - prospective.
Dr LARIVIERE (alternate to Dr Law) joined in supporting the first suggestion made by the
Director-General• The most appropriate way to proceed would 一 he believed 一 be for the
Board1 s representatives s imply to follow the usual procedure of reporting to the Health
Assembly the tenor of the Board1 s discussion on the subject and its recommendation as to
future action.
The first course of action suggested by the Director-General was approved.
Essential drugs and vaccines (programme 12.2)
Dr FERNANDO recalled that he had spoken at several Health Assemblies on the price and
quality advantages for developing countries of pooled purchases of essential drugs. The
Organization had looked into the matter for him and provided him with the prevailing prices
for bulk purchasing, together with the source of manufacture of the pharmaceuticals
required. It had been found that the price of drugs sent to Sri Lanka by WHO was in many
cases higher than that quoted by the manufacturer. How was that possible?
Dr LAURIDSEN (Programme Manager, Action Programme on Essential Drugs) said his unit
would look into the matter. It was a fact, however, that the prices of finished
pharmaceuticals fluctuated very considerably. A number of joint WHO/UNICEF activities were
under way to monitor the prices of finished and intermediate products and raw materials on a
much more regular basis through UNICEF1s Packing and Assembly Centre in Copenhagen. The
first results were expected by the end of 1987 after which it would be possible to provide
more continuous and up-to-date information.
1 Petricciani, J. C. et al., ed. AIDS： The safety of blood and blood products.
Chichester, New York, Brisbane, Toronto and Singapore, Wiley, 1987.

Dr GRECH noted that the table on page 184 of the programme budget document showed the
extrabudgetary resources for country, regional and intercountry levels in 1988-1989 to be
considerably lower than for 1986-1987 (except in the case of country programmes for the
Region of the Americas arid the Western Pacific Region), despite the statement in paragraph 24
of the programme statement that considerable extrabudgetary funds would extend into 1988-1989.
Dr LAURIDSEN (Programme Manager, Action Programme on Essential Drugs) said that when the
budget had been prepared, although some indications had been given no firm commitments of
extrabudgetary funds had been made. Many sources of extrabudgetary funds did not pledge such
funds for more than a year at a time• However, a number of promises of substantial support
for 1988-1989 had been received in recent weeks, for example from the Netherlands.
Drug and vaccine quality， safety and efficacy (programme 12.3) (Document EB79/9!)
Professor MENCHACA recalled that the use in developing countries of certain drugs whose
application was prohibited in their countries of manufacture was a subject that had been
considered on a number of occasions by the Health Assembly. That issue was still pertinent.
Dr LARIVIERE (alternate to Dr Law) pointed out that the use of alcohol in medicines was
not a simple matter. In the light of the draft resolution submitted at the Thirty-ninth
World Health Assembly, on which consideration had been deferred, a number of points deserved
priority consideration. The report before the Board as well as the pharmaceutical
compendiums available in a variety of countries revealed that a disturbingly large number of
medicines contained alcohol either as an active ingredient or as an excipient. All countries
must therefore make a special effort to determine what prescription and over-the-counter
drugs available in their pharmacies actually contained alcohol. Manufacturers readily
reported the percentage of alcohol in their products when it was an active ingredient but not
when it was an excipient• Canada was particularly concerned about the use of alcohol in
medicines for children as well as in those made available to geriatric patients. However,
the simple solution of banning alcohol or substituting other products for it in all cases
would be difficult to apply in practice. The efforts made in the Faculty of Pharmacy of the
University of Alexandria, Egypt, were well noted and the quest for acceptable, effective
substitutes for alcohol in medicines should be the subject of further endeavours•
Dr DE SOUZA (alternate to Mr McKay) commended the Director—General1s report, which could
well make it unnecessary to set up an expert committee to examine the matter as had been
envisaged. The proposal to limit the content of alcohol in medicines to not more than 5% of
the finished product had merits and would overcome much of the concern over blood levels of
alcohol arising from continual use of medication. The action proposed by a number of Member
States at the Health Assembly could not be supported, since it would result in a ban on a
wide range of tinctures and extracts widely used in over-the-counter medicines for many
years. He welcomed the proposal in paragraph 20 of the Director-General1s report that WHO
should work together with governments and nongovernmental organizations to develop an
international data base on alcohol-containing pharmaceuticals. He also endorsed the proposal
that organizations should exchange information.
Dr AASHI noted with concern that according to a report published in November 1986, the
International Federation of Pharmaceutical Manufacturers1 Associations refused to consider
the production of medicines that did not contain alcohol. The Thirty-ninth World Health
Assembly had highlighted the abuse of alcohol-containing medicines. Manufacturers justified
the use of alcohol by the argument that substitutes would be more costly; an excuse he
considered unreasonable• If governments refused to continue to purchase alcohol-containing
medicines, manufacturers would cease to manufacture them, since they would not wish to lose
the large amount s of money involved. He asked what action WHO had taken to persuade
manufacturers to produce alcohol-free medicines.
Professor GIRARD said that although the prohibition of alcohol in medicines might well
be introduced in some countries it could not be envisaged as a principle to be applied to all
Member States. Alcohol had long been in use as an excipient and its many qualities made it
reasonable to wish to retain it. Quantitative restrictions were, however, called for. In
France it had been proposed to require the alcohol content of medicines to be clearly
indicated on packaging and to invite manufacturers to review the formulation of certain old
remedies. Adoption of a reasonable and pragmatic attitude that took the interests of both
users and manufacturers into account seemed to be the best course of action.

Mr SONG Yunfu said that while the alcohol content of medicines did have consequences for
the human body - and alcohol indeed affected both the brain and other parts of the body and
in general terms might give rise to certain public health problems - alcoholism and alcohol
abuse were not a major threat in every country. Referring to paragraph 4 of the report, he
pointed out that consumption of alcohol was by no means socially acceptable in every country
or region. That fact should be made clear.
Dr DUNNE (Pharmaceuticals) said that the preparation of the report before the Board had
posed many problems for the Secretariat. Alcohol was clearly widely used in medicinal
products and that fact obviously had to be taken into consideration. Not only was it an
important ingredient of many traditional medicines； it was also present in many preparations
that had been reviewed and registered by drug regulatory authorities. At the same time, the
preparation of the report offered an opportunity to place the matter in perspective by
obtaining information from various sources including the pharmaceutical industry, and
specifically representations from the International Federation of Pharmaceutical
Manufacturers1 Associations, which were referred to in paragraph 3 of the report.
Paragraph 4 did not state that the social use of alcohol was acceptable but that it was
"permitted" in some cases. Clearly, there was broad agreement that the use of alcohol in
medicines should be reduced and, where possible, phased out. The question which must be
tackled, however, was that of determining safe, economically viable alternatives. It must be
borne in mind that alcohol was but one excipient which could cause problems； many others had
recently come to be recognized as causing serious safety issues, and several had been removed
from use within the past few years• Among those was a closely related substance, benzyl
alcohol, which had been removed from products because of a series of deaths among infants in
one Member State. While the report was oriented in support of the search for alternatives to
alcohol, it also stressed the importance of ensuring that such decisions be taken on the
basis of adequate data if safety was to be assured.
The CHAIRMAN said that the Director-General would undoubtedly take account of all the
valuable information provided during the discussion when the document on the use of alcohol
in medicines was prepared for submission to the forthcoming World Health Assembly.
(For continuation，see summary record of the twentieth meeting, section 2，page 331.)
Traditional medicine (programme 12.4)
There were no comments.
Rehabilitation (programme 12.5) (Document EB79/101)
Professor FORGACS fully endorsed the targets set for the programme, the success of which
would depend on two major considerations; first, that complex rehabilitation was a
relatively new task for primary health care services and that training at the undergraduate
and postgraduate levels alike was thus required; and, secondly, that the family support
service was an essential tool in community-based rehabilitation, at least in European
countries. In the latter context, historically, the handicapped had been able to find a role
to play in the extended family. However, in countries where the family unit had become
smaller and the number of working women had increased, it was becoming more difficult to cope
with the specific problems of the handicapped within the family• Thus, family support
services in the community would become increasingly important while, more generally speaking,
rehabilitation methods must be adapted to different cultures•
Dr VAN WEST-CHARLES advised caution when pointing to nutritional factors, such as
cassava eating, in deafness mentioned in paragraph 23(14) of the report. He stressed the
need to study and elucidate further the pathogenesis of deafness and hearing impairment•
Dr HYZLER (alternate to Sir John Reid) said he considered the report on the whole to be
most useful； the set of definitions suggested in its paragraph 4 required further study, as
the levels set were believed by some audiologists and ear, nose and throat (ENT) specialists
to have been pitched too low. In section IV，the importance of otoscopio examination was not
stressed, although it could provide a very low-cost, easy way of identifying middle-ear
problems• The document usefully set out details of noise-induced hearing loss in the context
of other types of hearing impairment, and the comments on occupation and noise as a cause of
deafness were correct. Section VII gave resource contrasts in terms of numbers of ENT

hospital beds, but that constituted a poor index as the vast majority of work with deafness
and hearing impairment was conducted on an outpatient basis. No attempt was made at
quantitative estimates of the contribution of different causes to deafness in a
representative population, or to assess the extent to which such causes were preventable.
Information of that kind was an essential prerequisite for rational decisions about ways of
minimizing deafness. He suggested that, in addition to the proposals under section X, WHO
might identify clusters of countries having similar epidemiologies for hearing impairment and
develop service models appropriate to each cluster as an alternative to the suggestion made
for "hearing camps"• Once the model had proved effective it could be made a training base
for other countries in the cluster.
Dr BART (adviser to Dr Young) said that the report furnished a good analysis of the
burden of deafness and hearing impairment in developed and developing countries alike, and
accurately reflected the current understanding of the problem. However, few interventions
could be easily incorporated or institutionalized in primary health care systems, with the
exception of vaccine-preventable deafness. Measles were currently part of the Expanded
Programme on Immunization (EPI) but rubella and mumps were not. If the latter were deemed
appropriate additions to EPI, they could probably be added at a marginal additional cost.
Cost-benefit analysis had demonstrated a high benefit-cost ratio for the combined use of
measles, mumps and rubella vaccine where suitable. However, he knew of no exhaustive review
of the epidemiology of deafness and hearing impairment resulting from rubella and mumps in
the developing world. It might be helpful if an advisory panel or the Programme itself could
undertake and disseminate the findings of a review of global hearing morbidity secondary to
rubella and mumps, and perhaps make a policy recommendation that such a potentially
cost-effective tool as the combined measles/mumps/rube11a vaccine should be incorporated in
EPI.
Dr DE SOUZA (alternate to Mr McKay) said that hearing impairment in developing countries
had two especially important characteristics. First, a very large proportion of such
impairment originated in the middle ear and was the result of active disease processes, one
of which had been referred to by the previous speaker; the only effective methods of control
were discovery and eradication of the causes, which constituted a very complex task.
Secondly, the impairment was usually mild to modest, and varied according to the individual.
A number of approaches to reduce major effects, such as educational backwardness, could be
implemented by using low-cost technology in the form, for example, of cheap,
frequency-modulated radio receivers and transmitters for use in a classroom setting. In
Australia, such practice was already widespread within the aboriginal population. Screening
programmes to detect deafness were considered to be of doubtful value without the intensive
development of methods of training personnel or a definite programme of follow-up and
treatment; it was pointless to detect deafness unless steps were taken to treat and
alleviate it• The assurance of adequate follow-up was thus the major factor in programmes
aimed at the detection of hearing impairments.
Dr HAPSARA praised the report. In many developing countries, the principal challenge
was child survival, the second was development of the child; the topic being discussed came
under the second heading. Placed in a proper perspective (for example by comparing the
incidence of hearing impairment with that of diarrhoeal diseases in the 3 to 14 year age
group), and with due regard for the relative importance of those challenges, steps to prevent
deafness and hearing impairment could be seen as most relevant• Many diseases caused by
upper respiratory tract infections could lead to otitis media purulenta, as might nutritional
disorders, particularly endemic goitre• In many developing countries, programmes were
already under way in those two causal fields, so that, albeit indirectly, the problem of
hearing impairment was already being tackled.
Dr HELANDER (Rehabilitation) said, in response to Professor Forgács1 s comments, that the
Secretariat was very much aware of the fact that the intermediate and upper level of services
in rehabilitation needed to be strengthened and reoriented to work better with the
community-based rehabilitation services which most countries were interested in
implementing. A number of encouraging requests had been received from developed countries in
that respect. On the other point raised by Professor Forgács, it was generally believed that
the quality of care was better where there was greater family involvement• There must be
social support to ensure that the family knew liow to cope with a disabled child in the home*
Concerning comments on deafness prevention, he said that the definitions, mentioned by
Dr Hyzler, were complex because they had traditionally come from audiologists using

audiometers. However, audiometers were scarce in developing countries and, although a new
low-cost field audiometer had recently been developed in the United Kingdom and was being
tested in developing countries, it would probably be a long time before it became generally
available. In the meantime, there was little choice in developing countries but to use
simple performance tests. The Secretariat was very much aware that there should be an
advisory group to discuss further the matter of definitions. Concerning otoscopes, their use
would probably become more widespread at district level in the future. Noise levels in
industry were a matter of fact, as were those of many miniature portable cassette-radios,
which if used constantly could be expected to give rise to hearing problems among the younger
population. He agreed that the number of ENT hospital beds and surgeons was not a
particularly good indicator, but it was the only one available at short notice.
Concerning questions on causes of hearing impairment and prevention, little reliable
data was available from developing countries to indicate what should be done at the primary
health care or district level. The first step to be taken was to obtain such data and to
discuss with national authorities specific problems in their countries. Dr Hyzler1s
suggestion that country clusters be used was very applicable. At a later stage, neighbouring
countries could share the same sort of policy when the facts were known for one of them. It
was not easy to survey deafness; of those born deaf the frequency might be a few per
ten thousand so that if a million people were covered in a country survey there would still
not be enough data to give percentages. For acquired deafness and hearing impairments,
middle ear infection was certainly the main problem. However, many studies showed that
antibiotics had not helped in developed countries and there was therefore little
justification for suggesting that they should be added in primary health care intervention,
especially as some actually caused hearing impairments. More technical, scientific and
epidemiological studies were required.
Concerning Dr Bart1 s comments on vaccination against rubella in developing countries，it
had not yet been established how many cases of deafness were caused by the disease, nor was
it known whether vaccination would help or whether it might interfere with the spontaneous
immunization process. In developed countries, such vaccination was normally provided for
girls at the age of 12 or 13 years.
The use of frequency-modulation (FM) radio, mentioned by Dr de Souza, was a very good
example of how teaching could be improved for children who would otherwise be disadvantaged.
Concerning Dr Hapsara1s comment on child survival, he drew attention to several country
studies showing that 50% to 80% of all children born deaf were dead by the age of 25 years.
They died not from deafness but because of attitudes and surroundings which led to their
being considered as having second priority for food, for example, so that they might tend to
suffer more from malnutrition and diarrhoeal diseases. The fact that the survival rate of
disabled children was the lowest of any group was a matter for serious concern and must be
examined •
Dr HENDERSON (Director, Expanded Programme ori Immunization) agreed that more information
was required about the epidemiology and the problem of congenital rubella in the developing
world. Current information was incomplete and to some extent contradictory. The EPI Global
Advisory Group, which had met in October 1986, had reviewed the question of more widespread
use of meas les/mumps/rubella vaccine. Its conclusions had been published in the most recent
Weekly Epidemiological Record and revealed that measles/mumps/rubella vaccine was already in
routine use in a number of industrialized countries and that its use in most industrialized
countries seemed appropriate. Rubella vaccination should only be recommended as a childhood
immunization when high coverage could be assured. In developing countries which had not so
far achieved high coverage in their infant population, damage could be caused by introducing
rubella vaccine, thereby suppressing circulation of the wild virus and permitting a higher
proportion of women to reach child-bearing age still susceptible to rubella. Introduction of
childhood inrniunization against rubella therefore called for more than 70% coverage,
(For continuation, see summary record of the twelfth meeting, section 2, page 195.)
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Mr GRANT (Executive Director, United Nations Children1s Fund) said that he would speak,
not so much as the executive head of another agency, but as a colleague in the common
struggle in which WHO and UNICEF had been engaged for the past 40 years, pioneering new
activities, suffering setbacks and sharing successes with many countries. Over the years,
WHO and UNICEF had helped so Co improve the health of children that deaths under the age of
five had been reduced from some 70 000 a day in 1950 to 43 000 in 1980 and to some 38 000 at
present, despite a 25% increase in births during that period and despite the global economic
difficulties of the current decade. It was foreseen that, if the two agencies continued
their close collaboration with developing countries in advancing primary health care in the
years immediately ahead, that tragic toll could be reduced still further to some 30 000 daily
by the close of 1990.
Given the unparalleled breadth and depth of collaboration between the two agencies, some
might find it surprising that he was addressing the Executive Board of WHO for the first time
in his seven years' tenure of office; nor had he addressed the World Health Assembly during
that time. However, that was perhaps a reflection of an important reality; the relationship
between WHO and UNICEF was not simply one of ceremony and summitry, but of real partnership
at every level. There was no doubt that WHO had been UNICEF1s closest collaborator
throughout its history, while UNICEF, he thought, had been WHO'S most consistent colleague.
The Joint Committee on Health Policy (JCHP) dravm from the two organizations1 governing
bodies was, for example, the only organ of its kind in the multilateral system. Begun as a
coordinating mechanism between UNICEF and the Interim Commission of WHO, JCHP had been
charged, over the years, not only with reviewing common policies but also with encouraging
new and important initiatives• It had, for instance, played a major part in the process
which had culminated in the historic Declaration of Alma-Ata on primary health care and the
strategy for the attainment of health for all by the year 2000, which continued to be the
central objective of WHO/UNICEF collaboration.
At the secretariat level, collaboration had been frequent and close, exemplified by his
meeting of one-and-a-half days with Dr Mahler in 1980, characterized by wide-ranging
discussion. Over the years WHO and UNICEF had participated together in many path-finding
activities. The more dramatic examples had, of course, been the great campaigns against
yaws, malaria and smallpox, but new standards were being set as the two organizations worked
together to promote primary health care, with particular attention to matters most directly
affecting children and mothers. The global Expanded Programme on Immunization and the
diarrhoeal diseases control programme pioneered by the World Health Assembly were now being
strongly supported by UNICEF in some 80 countries, in terms of material and social
mobilization. The impressive consequence was that the lives of several thousand children
were already being saved each day. The Health Assembly1 s hope that intensification of such
activities would create entry points for strengthening primary health care was being borne
out in country after country. In the 1980s UNICEF had also sought to maintain and to step up
its support for the entire primary health care sector. The WHO/UNICEF Joint Nutrition
Support Programme was the largest joint programming exercise in the United Nations system.
Combined efforts in the joint essential drugs programme were resulting in a growing supply of
appropriate, affordable medicines, as well as training, for sizeable populations that would

otherwise suffer from diseases for which cures had long since been discovered. Similarly,
WHO/UNICEF cooperation had contributed significantly towards achieving the goal of providing
adequate clean water for all by the year 1990. The two organizations were now intensifying
their joint efforts to control acute respiratory infections. Over the past 18 months UNICEF
had signed four collaborative agreements with WHO for the attainment of common goals at the
regional level.
Any review of the two organizationsf mutual support in complementary endeavours must
highlight the International Conference on Primary Health Care held at Alma-Ata in 1978, where
the principles of primary health care had been codified after extensive preparatory work by
JCHP. Needless to say, those principles remained the core of the two organizationsf joint
work, although many of them were still under-implemented despite the progress made in recent
years.
For him, the achievements of the Alma-Ata Conference were a personal as well as a world
health landmark. As some members of the Board might know, his father, Dr John В. Grant, had
been a pioneer in international public health, setting up the first department of public
health in China, and later helping to establish the first public health training institution
in India. During his own childhood, household guests had included such now legendary figures
as Dr Ludwik Rajchman, then head of the health secretariat of the League of Nations and later
the founding chairman of the Executive Board of UNICEF, and Dr Andrija Stampar, who was later
to be the first President of the World Health Assembly. They had shared the conviction that
modern health knowledge must be made available to all, and not just to a few, and that the
attainment of that goal required the involvement of many sectors, and not just the health
sector. He recalled how Dr Stampar had made strong statements on land reform and on the need
to ensure that peasants had the basic income required for food and education as well as for
health, and he could still remember the two of them discussing basic principles which,
45 years later, were to be embodied at Alma-Ata as the underlying principles for the
achievement of health for all through primary health care.
Three of those principles were particularly memorable. The first was that the use made
of medical knowledge and techniques for health protection depended on social organization.
In the China of the 1930s, for example, the immediate social problem had been that of how to
bridge the enormous gap between existing knowledge and its use in the community setting. The
second principle was that a vertical medical system could not be truly effective, or even
stand by itself, unless it was integrated in other activities in a concerted attack on the
problems of health, development and social reconstruction. In that connection his father and
his associates had emphasized the need to increase income through such means as new
agricultural practices and land tenure. They had all stressed the need for basic literacy
and education and their potential for synergism with health activities. The third principle
was that successful organization implied reliance upon economically practical strategies for
serving the entire population rather than just the relatively well-off. Working together
with the Chinese, those early public health figures had helped with the establishment of
experimental urban and rural districts to bring the benefits of health knowledge to all and
had introduced the practice of mobilizing villagers themselves as workers in such areas as
health education, vaccination, water testing and purification, and first aid.
The Alma-Ata Conference had seen a historical codification of those basic principles.
Their acceptance had been of tremendous importance, but they had not yet been implemented as
much as they ought to be. Otherwise, there would not be more than 1000 mothers still dying
daily in childbirth and more than 20 000 children still dying daily from two such readily
preventable causes as dehydration from diarrhoea and the six target diseases of the Expanded
Programme on Immunisation.
The world in which WHO and UNICEF were operating had undergone major changes since the
health-for-all challenge had been assumed in 1979. Two of those changes were particularly
striking and made the case for primary health care even more compelling. One, of course, was
the dramatic change in the global economic climate and the consequent need for major
adjustments by most countries and by most institutions. The first years of the 1980s had
seen a worldwide shift from a strong and growing economy that could end many of the
deprivations of poverty and offer new opportunities for all people to affirm their role and
rights in society, to a world in which economic progress had slowed or, in many countries,
had actually been reversed, and in which the number of persons suffering from hunger and
malnutrition 一 mainly women and children - had increased.

It was quite possible that the 1980s would be remembered as "the decade of rude
awakenings". More change was being forced upon more institutions 一 whether governments,
corporations, international organizations or families - than perhaps at any other time in
recent history. Even the seemingly most secure and stable had been compelled to relinquish
previously held expectations of invulnerability and to adjust to new realities. Thus most
countries, rich and poor, had been forced to make massive alterations in their assumptions,
and for many, including the United States of America from which he came, further rude
awakenings still lay ahead. Particularly unfortunate was the fact that reports from country
after country indicated that women and children had been bearing a disproportionate burden of
the recession and of the adjustment to it, ranging from the loss of employment and income to
often particularly severe cut-backs in government support services for mothers and children.
The cut-backs and adjustments which many countries were undertaking reflected in part
the severe constraints imposed by the international economic system and in part the manner in
which countries had reformulated their policies in response to those pressures. "Must we
starve our children to pay our debts?" was the stark way in which President Nyerere of
Tanzania had posed the issue, described by the World Health Assembly in May 1986, in less
dramatic terms, as •• • • • the crisis facing the world economy [which] endangers the chances of
reaching the goal of health for all by the year 2000" (resolution WHA39.15).
The reply to President Nyerere1 s question must be an emphatic "No", even though in
actual practice it was all too often still "Yes, we must starve our children". UNICEF1 s
experience was that there must be a two-pronged response to the situation. First, the
importance of social investment for the overall future of a country must be vigorously
defended, so that the social sectors were not subjected to disproportionate cut-backs, as had
all too often been the case. In that connection, the Health Assembly, in the same
resolution, had also called upon international financial organizations to "... apply criteria
of social justice in formulating adjustment policies in order to avoid a deterioration in the
health of the people".
He was pleased that there was growing evidence of an international consensus, at least
in rhetoric, in support of the view that alternatives must be formulated. For example, in
his address to the Economic and Social Council in July 1986, Mr J. de Larosière, the then
Managing Director of the International Monetary Fund (IMF), had stated: "Adjustment that
pays attention to the health, nutritional and educational requirements of the most vulnerable
groups is going to protect the human condition better than adjustment that ignores them.
This means, in turn, that the authorities have to be concerned not only with whether they
close the fiscal deficit but also with how they do so".
Of equal if not greater importance, because the power to act lay substantially with
them, was the need for the social sectors to restructure themselves so as to give priority to
those programmes that produced the most benefit for the most vulnerable. The opportunity to
re-order priorities within the health sector was perhaps best illustrated by a statement made
by Dr Mahbub-ul-Haq, then Pakistani Minister for Finance, Planning and Economic Affairs, at
the annual meeting of the World Bank and IMF in October 1985, in which he had said： "Must we
spend a good part of our development budgets to provide facilities for the rich and
privileged? I discovered from my own experience that it took only the postponement of one
expensive urban hospital to finance the entire cost of an accelerated immunization and health
care programme for all our children".
It was obvious that primary health care assumed even greater importance in such
circumstances. Ideally, ways should be found to expand primary health care activities even
in times of retrenchment; a growing number of countries were actually doing so, probably
finding it politically sound as well. Mention might be made of Indonesia as another
encouraging example of "adjustment with a human face". Confronted with sharply reduced oil
revenues, it had had to retrench in health as well as in other sectors, but, by cutting back
on new hospital construction, it had managed significantly to expand its funding to speed up
coverage of the expanded programme on immunization and to provide multipurpose health posts
to meet the needs of small children by providing immunization, diarrhoeal diseases control,
growth monitoring, family planning and pre-natal care.
The challenge which now had to be faced was the move from a consensus on principles for
better adjustment practices to concrete action. The adjustment process must be broadened so
as to include minimum coverage of basic human needs: the health, education and social
sectors must be restructured to meet those needs and, from a broader standpoint, the economy

must be restructured so as to emphasize employment and action which resulted in both
increased output and more income for the disadvantaged.
A further factor that had had a profound impact since the Alma-Ata Conference was the
growing realization that the economic and technical developments of recent years had vastly
increased the capacity to communicate, particularly with the worldf s poor. For example, in
Egypt, one family in 80 had owned a television set in 1979, whereas now four out of five
families owned one. Almost every village had a primary school. More generally, thousands of
farmers1, women's arid other organizations had come into existence, and since the Alma-Ata
Conference millions of health auxiliaries had been trained. The international community had
also developed a new perception of what could be done with programme communication as a
powerful tool for educating and mobilizing.
The new capacity could make it possible to use newly developed, improved or rediscovered
low-cost/high-impact medical techniques and knowledge for accelerating the application of
primary health care principles. UNICEF had seen in that approach the potential for a "child
survival and development revolution" which could also serve as a tool for the advocacy of
primary health care in general. The actual medical techniques included immunization against
six child—killing diseases, oral rehydration therapy, a return to the practice of
breastfeeding with proper weaning, growth monitoring, female literacy, food supplementation,
and family spacing. As a result of the combination of the new capacity to communicate and
the introduction or réintroduction of those practices, the mid-1980s had seen in many
countries a sharp expansion of the immunization and oral rehydration therapy programme in
particular. The use of vaccines designed to combat the target diseases of the Expanded
Programme on Immunization (EPI) had trebled since 1983.
Experience was showing the validity of the the World Health Assembly's conclusion that
the intensification of diarrhoeal disease control activities ~ and, he would add, EPI
activities - could become an entry point for primary health care when consciously programmed
to do so. In the spirit of Alma-Ata, it was being found that those activities had the effect
not only of accelerating the measures taken to improve the health of tens of millions of
children but also of advancing generally the principles of primary health care in four major
areas.
First, one result of the "child survival and development revolution" in a growing number
of countries had been greater political support for public health and child health
priorities, which were now receiving greater attention from statesmen, decision-makers and
opinion—makers, with the secondary benefit that the new political commitment could
potentially facilitate multisectoral cooperation for child health activities and attract
additional funding for them.
Secondly, it was being found that the mobilization of virtually an entire society to
promote universal child immunization and oral rehydration therapy was possible. Heads of
State, governors, teachers, the mass media, religious leaders and common citizens played an
active role, and their participation could subsequently be extended to other primary health
care priority areas.
Thirdly, there were strong linkages among the various sectors of society. In several
countries, success with EPI had led to the establishment or strengthening of primary health
care structures in areas like education, water supply and sanitation, in support of which
nongovernmental organizations, too, had made valuable contributions. It was being found
that, through a concerted national effort, the behaviour of parents could be changed so that,
for example, when a child was dying of diarrhoeal dehydration, parents knew how to give oral
rehydration therapy, or a mother would breastfeed her child for the proper length of time and
wean it onto foods of appropriate nutritional value, or parents would insist on their
children being fully immunized. That type of change in behaviour had far-reaching
implications for those affected, who not only acquired specific techniques for maintaining
health and saving other people1 s lives, but were also stimulated by personal participation in
community processes which improved their own lives. Change in behaviour was a key element
for achieving the goal of health for all, and social mobilization a very potent means of
effecting that change.
A fourth major outcome had been the unprecedented arid growing commitment to
international cooperation for child health and survival. Active partners now included not
only WHO, UNICEF, the World Bank and UNDP, as was to be expected, but also major bilateral

aid agencies, religious organizations, arid a wide range of key private organizations such as
the International Paediatric Association, the League of Red Cross and Red Crescent Societies,
and the World Federation of Public Health Associations.
As a society organized itself to ensure that the health benefits of the 1980s were made
available to the entire population, the alliances so formed grew and were strengthened. As
the networks created were put to use, they not only accelerated the advancement of primary
health care and of basic services generally, but also became an invaluable foundation for
progress in a broad range of additional areas of social endeavour, including population
stabilization and the promotion of the status of women, literacy, nutrition and sanitation.
Resources for the improvement of health were being multiplied by unleashing the tremendous
but under-utilized potential implicit in the participation of recipient populations.
If necessity was the mother of invention, the current economic crisis might be said to
have given birth to the new potential for social mobilization as a means of reaching the most
neglected. The severe conditions which the international community was facing could actually
serve to accelerate the application of the principles developed at Alma-Ata. In short, the
world was experiencing unique times in terms both of economic hardship and of the possibility
of significantly improving the lives of masses of poor people. It was therefore especially
important that WHO and UNICEF, working together, should reaffirm their support for the many
urgent activities designed to achieve the common goals of health for all and child survival
and development•
WHO and UNICEF had a wonderful complementarity. In performing its task of assisting the
world* s children, UNICEF endeavoured to deal with the needs of the whole child, which
extended to areas beyond health. It worked directly with ministers of planning, ministers of
education and ministers of social affairs, as well as with ministers of health. WHO, on the
other hand, was concerned with the health needs of the whole of the world1 s population,
extending into many realms beyond UNICEF* s areas of concern for the child and its family
situation. The fact that children and mothers stood at the vital point of intersection
between the work done by the two organizations served to enhance each organization's own
commitment and resources in a formidable manner. Each, through its experience, provided the
other with lessons that could be learnt only through work alongside a worthy partner. The
acceleration of activities in the Expanded Programme on Immunization and oral rehydration
therapy was showing that, with political will and the mobilization of social resources, major
action to achieve health for all by the year 2000 was possible, even in times of financial
restraint. UNICEF stood ready to work with WHO to that end.
The CHAIRMAN thanked the Executive Director of UNICEF on behalf of members of the Board
for his vigorous address, which had expressed his deep personal involvement in improving the
lot of children throughout the world. UNICEF and its Executive Director were undoubtedly
among the greatest advocates for children everywhere. The Executive Director had also
reassured the Board of the active role UNICEF played in supporting the strategy for health
for all by the year 2000.
He was sure that the six members of the Board who would be attending the meeting of the
UNICEF/WHO Joint Committee on Health Policy in a few days time had been particularly
interested in the statement； the Committee would be addressing in detail a number of the
issues mentioned.
From his own experience in Thailand, he realized how important and helpful it was for
organizations such as UNICEF and WHO to join forces with the governments and peoples in a
continued effort to develop national abilities to improve the health of children and
mothers. Gratitude should also be expressed for UNICEFf s endeavours in areas other than
health; in short, its achievements over the 40 years of its existence deserved the warmest
congratulations.
Wishing UNICEF a successful future in the common cause of improving the health and
wellbeing of the world1 s children under its strong and committed leadership, he welcomed the
assurance given by the Executive Director that UNICEF and WHO would continue to collaborate
to the maximum possible extent.
Mr GRANT (Executive Director, United Nations Children's Fund) said that he had observed
the situation in Thailand over the years, and it had been a heart-warming experience to see
what it had been possible to achieve in the field of primary health care； the two

organizations were engaged in a truly great endeavour. While there had been many
disappointments, he was convinced that, over a broad sweep of time, the achievement could
only be described as remarkable.
The DIRECTOR-GENERAL thanked the Executive Director of UNICEF on behalf of the Ш 0
Secretariat for his visit• As some members of the Board were aware, he himself had a long
personal history of collaboration with UNICEF dating back to the post-war years, through the
Scandinavian Red Cross, and in Latin America and India.
He stressed the basic sincerity which was a fundamental characteristic of both UNICEF
and WHO. While there might at times be a feeling that they were over-committed, and for that
reason over-reacting，it seemed to him that that was as it should be in a family; in his
view, UNICEF and WHO belonged essentially to the United Nations family, rather than to a
system. In a family, disagreements were virtually always productive, and both organizations
were fortunate in consistently holding entirely open debates at all levels of operation as to
how best they could support the developing countries in implementing their own activities and
in facing up to their own destiny. That was the joint focus of action which they shared.
The Executive Director1s attendance at the present meeting was a symbolic testimony to
the type of sincerity which never weakened in endeavouring to achieve a better methodology
for the complementary activity of the two organizations at every level. He believed that
Member States could to a greater extent rest assured that they would derive ever-increasing
beliefit from their contributions to organizations such as UNICEF and WHO.
(For continuation, see summary record of the twentieth meeting, section 4.)
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Health manpower (programme 5) (continued from the eighth meeting, page 128)
Consideration of a draft resolution
The CHAIRMAN drew attention to a draft resolution on the promotion of balanced health
manpower development, proposed by Dr Quijano and Dr Grech, and reading as follows:
The Executive Board,
Having been informed of the conclusions of the Conference on health manpower out of
balance: conflicts and prospects, sponsored by the Council for International
Organizations of Medical Sciences (CIOMS) and held in Mexico in September 1986;
Considering that well-balanced health manpower development is crucial for Member
States to implement national strategies for health for all;
Recognizing that the disproportionate growth of highly trained manpower,
particularly physicians and dentists, in relation to other categories of health
personnel, and the subsequent under-utilization and unemployment of skilled
professionals, will hinder the achievement of health for all;
1.

THANKS CIOMS for having organized the conference on this critical issue；

2.
REQUESTS the Director-General to transmit the highlights of the conference,1
together with the comments of the Executive Board, to the Fortieth World Health Assembly;
3.
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Having considered resolution EB79.R.•• and the highlights of the conference
sponsored by the Council for International Organizations of Medical Sciences
(CIOMS) on health manpower out of balance;丄
Aware that health manpower development appropriate to people1 s health needs
and social and economic circumstances is essential for the attainment for health of
all;
Concerned that, while shortage of certain categories of health manpower is
still a problem in many countries, an increasing number of Member States have an
over-supply of certain categories of health professionals, leading to their
under-utilization, unemployment and migration to other countries；
Recognizing that over-supply of manpower is only one manifestation of health
manpower imbalances, which include discrepancies between, on the one hand, the
quality, numbers, types, functions, and distribution of health workers, and, on the
other, a country1s needs for their services and its ability to employ, support and
maintain them;
Recalling that imbalances in health manpower exist in almost all countries and
are due to socioeconomic and political factors, and therefore urgent preventive and
corrective actions are needed at national level in order to cope with current
economic stringencies and not to retard the attainment of health for all;
1.
THANKS the Government of Mexico, its various agencies, CIOMS and the other
nongovernmental organizations which co-sponsored the conference for their material
and technical support;
2.

URGES Member States:
(1) to undertake, as a matter of priority, the strengthening of their
national health manpower policies and systems, and ensure that they respond
fully to the strategies for the achievement of health for all through primary
health care;
(2) to develop sufficient relevant information about health manpower, a set
of reliable and feasible national norms and indicators based on accessible
data, and nationally appropriate mechanisms to identify and monitor changes；
(3) to reorient education and training of health manpower to respond fully to
local needs;
(4) to ensure that manpower is not only adequately planned for and trained,
but also skilfully managed to ensure its most effective utilization;
(5) to employ measures urgently, when actual imbalances occur, to restrict or
adjust the production of health manpower in order to bring the supply and
distribution into line with expected future demand for services, bearing in
mind the country1s ability to support such services；

3.

REQUESTS the Director-General:
(1) to cooperate with Member States in strengthening their national health
systems consistent with the strategies for health for all;

1 Bankowski, Z. and Flilop, T ” ed. Health manpower out of balance: conflicts and
prospects. Highlights of the XXth CIOMS Conference, Acapulco, Mexico, 7-12 September 1986,
Geneva, Council for International Organizations of Medical Sciences, 1987.

(2) to promote urgent research into the fast-growing problem of health
manpower imbalances and the exchange between Member States of relevant
information and indicators concerning such imbalances；
(3) to intensify efforts to cooperate with all relevant national and
international agencies to stimulate awareness, promote balanced health
manpower development, and encourage prompt measures to deal with imbalances
when they arise.
Dr HAPSARA supported the resolution recommended for adoption by the Health Assembly, but
wished to suggest two minor amendment s• He proposed that, in the final prearabular paragraph,
the words "in almost all countries" should be amended to read "in many countries".
Furthermore, operative paragraph 2 (4) should be amplified by the addition, at the end of
that sub-paragraph, of the words "including the improvement of career development and
incentive schemes11 •
Sir John REID also supported the draft resolution, but felt that, in respect of the
final preambular paragraph, the words "a failure of manpower planning and" should be inserted
before the words 11 socioeconomic and political factors" •
Professor MENCHACA recalled that the 1986 conference in Mexico on health manpower had
emphasized, among its recommendations, the shortage of health personnel in many developing
countries. There was no specific reference to that point in the draft resolution, nor was
there any reference to the paradox of the "brain drain11 of qualified personnel from the
developing to the developed countries. It would be desirable, in his view, for the draft
resolution to cover both those aspects.
With regard to operative paragraph 2 (5)， he considered the words "restrict or" as
superfluous, since the intent was covered by the word "adjust"•
Dr QUIJANO accepted the amendments submitted by Dr Hapsara and Sir John Reid. With
regard to the comments made by Professor Menchaca, he pointed out that the conference had not
in fact adopted any specific recommendations. Regarding the paradox arising out of the
unduly high production of health personnel, in particular physicians and dentists, as
compared with inadequacies in the final distribution, he did not think that it would be
appropriate to mention that in the draft resolution, although he did not dispute that such a
situation existed.
Professor MENCHACA said that he had not attended the conference in Mexico but he had
been informed by participants of their concern on a number of points. He had also consulted
the press release issued by WHO on that conference, which had covered the points discussed,
including the low level of health personnel in poor countries, with health resources being
concentrated in the most favourable areas. Reference had also been made to the "brain
drain" • In 1972 the developed countries, which had 1 746 000 physicians, had gained 118 000
through immigration and lost only 52 000 through emigration, whereas the developing
countries, with 615 000 physicians, had gained 14 000 through iramigration and lost 67 000
through emigration. The situation was similar in respect of nursing personnel.
It seemed to him, accordingly, that any discussion on the balanced development of health
manpower could riot ignore the situation existing in the developing countries, and that a
resolution aiming at promoting balanced health manpower in general should take that factor
into account. The shortage of medical resources became even more acute when certain
specializations were considered, and the position was further aggravated by the inadequate
deployment of health manpower resources in all, or at least the majority of, countries.
Dr QUIJANO believed that the general point made by Professor Menchaca was in effect
covered by the fourth preambular paragraph, which recognized that over-supply was only one
manifestation of imbalance. He would not, however, press that point•
Professor MENCHACA considered that disproportionately plentiful supply of highly trained
health personnel, which meant that full use was not always being made of trained personnel,
did indeed constitute an obstacle to the achievement of health for all. However, there could
be no doubt that by far the greatest obstacle was the actual shortage of physicians in many
developing countries. He would therefore request the co-sponsors of the draft resolution to
reconsider it so that a consensus could be reached.

The DEPUTY DIRECTOR-GENERAL suggested that in operative paragraph 2 (5) the words "the
production of health manpower" might be amplified to read "the production and deployment of
health manpower"•
Professor MENCHACA said that, in order to save time, it would be preferable to pursue
the discussion of the draft resolution later.
The CHAIRMAN suggested that a working group, made up of the sponsors of the draft
resolution together with Dr Hapsara and Professor Menchaca, should meet with a view to
reconciling the various proposals made.
It was so agreed.
(For continuation, see summary record of the fifteenth meeting, section 1， page 253.)
HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4)
Disease prevention and control (programme 13;

Document PB/88-89, pages 195-268)

Sir John REID expressed deep regret over the death of Dr Fakhry Assaad, who had been
Director of WHO'S Division of Communicable Diseases. Dr Assaad had been a highly respected
staff member whose wisdom, scientific knowledge and personality had been in balance. The
Board would surely agree that a message of deep sympathy should be sent to Dr Assaad1s family.
The CHAIRMAN asked the Director-General to convey the sympathy of members of the Board
to the family of Dr Assaad.
Immunization (programme 13.1)
Dr HAPSARA, referring to paragraph 6 of the programme statement relating to disease
prevention and control, asked what the prospects were for new breakthroughs offered by recent
developments in the fields of molecular biology and biotechnology, mentioned in the latter
part of that paragraph.
It was known that, of the six target diseases of the Expanded Programme on Immunization
(EPI), measles caused the highest worldwide mortality; what were the greatest obstacles to
the efforts being made?
Paragraph 18 of the programme statement on immunization indicated that there seemed to
be every reason to expect that, simply by reinforcing existing health services, "coverage
with EPI vaccines of 60% to 70%M would be achieved in developing countries by 1990. That
might be so, but it nevertheless remained to be determined how such a strengthening could be
effected satisfactorily in all developing countries by 1990; most of them faced problems or
constraints connected with the lack of political and managerial capability for enhancing
active community involvement in health activities, health system research and financial
support•
He emphasized the need for full cooperation by those responsible for EPI in the regions,
together with their counterparts, in the strengthening of health services based on primary
health care, if progress was to be sustained in accordance with paragraph 19 (3) of the
programme statement•
Dr FERNANDO said that a high rate of coverage of the target groups by EPI vaccines was
one of the many goals for 1990 of the Programme. One difficulty faced by developing
countries was the maintenance of the cold-chain. He asked how effective solar refrigerators
were, and whether they were suitable for use in the developing countries and in remote
areas. He also asked for details of kerosene refrigerators and the entry into general use of
more heat-stable vaccines.
Professor MENCHACA said that the Programme still deserved priority, since, despite the
progress accomplished in the majority of regions, a wide range of differences in coverage
still existed between regions and even between countries of the same region. It seemed
unthinkable that every year millions of children died or were incapacitated as a result of
diseases that could have been prevented by immunization, and that more rapid progress was not
being made towards the EPI goal of total coverage for all children throughout the world.
Should not children clearly be the first to enjoy equal benefits in the health field?

Linking EPI with primary health care and community action should make it possible to
effect considerable financial savings. Nevertheless, it was essential that national health
authorities should aim for the achievement of total and effective coverage, making sure that
subjects completed their courses of vaccination.
Support should continue to be given to countries for the establishment and maintenance
of the cold-chain. Mention had been made of difficulties encountered in Africa, which had
led to some failures in the results of African Immunization Year. Investments in
immunization were not only justified by the direct benefit to the child population, but also
by the subsequent savings they made possible in national health services and by reducing the
number of handicapped persons, who were a burden on the family and on society.
Notwithstanding those considerations, it remained impossible for many developing countries to
commit themselves without outside support• Consequent ly, WHO should continue to strengthen
its collaboration with UNICEF, which was very active not only in support of immunization, but
also in the promotion of breastfeeding and oral rehydration.
It might serve as an encouragement to others to point out that Cuba was successfully
pursuing an immunization campaign using a triple viral vaccine against measles, mumps and
rubella, for a child population of over two million. A mass national antirubella vaccination
programme had been launched for all women of fertile age; the immunization of
1 200 000 women had begun and would be completed by August 1987. Such developments should
stimulate further efforts in the knowledge that the requisite action could make it possible
to achieve the results and goals set. For a single country to fail would be a source of
distress to the international community as a whole.
Dr BART (adviser to Dr Young) said that EPI was a model of good management, with
carefully-established targets at country level, surveillance to monitor change, and
systematic stimulation of technology in the delivery of a programme which was extraordinarily
cost-effective. EPI had one of the highest priorities in both developed and developing
countries. Globally, more than three million children died of vaccine-preventable diseases a
year, and yet fewer than 20% of children were fully immunized and drop-out rates from the
first to the third attendance for immunization with diphtheria-pertussis-tetanus (DPT)
vaccine were anacceptably high. The stated goal of EPI was to provide immunization for all
children in the world by 1990. The designation of 1986 as African Immunization Year had
certainly stimulated the acceleration of programmes in some countries. As indicated in
paragraph 12 of the programme statement, the problems were more extensive in Africa than in
other regions and yet the Region planned a 23% decrease in the real budget for EPI. Other
regions planned similar decreases in budgets for 1988-1989: 12% for the South-East Asia
Region; 34% for the European Region; and 13% for the Eastern Mediterranean Region. He
wondered how the 1990 objectives would be achieved when, as indicated in paragraph 18，
coverage with a third dose of DPT vaccine was less than 15% in 16 of the least developed
countries that accounted for some 10% of developing-world infants (excluding China). Was it
reasonable to consider providing a library for the Regional Office for Africa when support
for immunization was being cut by nearly 25%? Consideration should be given to reallocating
resources to EPI especially in the African Region.
Professor RAKOTOMANGA said that the proposed budget allocation to EPI was fully
justified and should perhaps be increased in the future. Although it was a good idea to
undertake intensive campaigns to immunize the entire population of a country in a short time,
they required great enthusiasm on the part of the government and the people - enthusiasm that
had to be maintained• Any decrease in EPI might spell disaster for the future. It was
essential to ensure a continuity in activities.
WHO should encourage countries to find ways of becoming more self-reliant so that in
future they would require less external assistance. It might well take a long time to
achieve that objective, but a start should be made•
Mr SONG Yunfu recalled that the six target diseases of EPI were the main causes of
mortality and morbidity among children and that the Programme was therefore not only highly
significant but economically most relevant• He endorsed the activities planned for 1988-1989
and welcomed the statement by the Executive Director of UNICEF. The progress made by WHO and
UNICEF was, thanks to their close cooperation, very encouraging.
Paragraph 17 of the programme statement drew attention to activities being undertaken in
China, where it was hoped to achieve the target of 80% coverage of children by 1990. The

planned assistance of UNICEF and WHO in achieving such an ambitious goal was greatly
appreciated.
Dr GRECH said that EPI continued to be one of the most important of WHO1s programmes,
deserving of the highest priority. It offered an effective means of achieving a dramatic
reduction in the incidence of the six target diseases besides acting as an excellent
stimulant to the development of national health infrastructures, particularly in developing
countries. The targets were ambitious but they were within reach and were well worth the
necessary investment. Considerable progress had already been made, but there was no room for
complacency, as the reviews by the EPI Global Advisory Group and the Director-General had
shown. In the light of those reports, greater emphasis should be given to the integration of
immunization activities with maternal and child health services, to coverage of the
disadvantaged in urban areas and to the reduction of drop-out rates to ensure better coverage
with multidose vaccines. Immunization programmes were eminently suited to evaluation and
should therefore be monitored at regular intervals so that WHO might always be in a position
to solicit support from other agencies concerned in the global immunization campaign.
Dr MARUPING stressed the importance of building up equitable arid strong infrastructures
for the delivery of EPI in order that activities should be continued beyond the current phase
of acceleration, when the Programme was receiving considerable attention and support• There
was a lingering concern that activities might not be sustained.
In Lesotho, coverage of 65% had been achieved by 1986 thanks to the help of WHO and
UNICEF. However, there was still a long way to go before the 1990 target was achieved.
Thanks to successful evaluation and monitoring of the Programme, it had proved possible to
attract considerable assistance from bilateral agencies.
Dr QUIJANO said that in an optimistic view allocations for the Expanded Programme were
probably adequate, and it should not be forgotten that the area was one that attracted
considerable extrabudgetary funding. In addition to UNICEF, many nongovernmental
organizations were regularly cooperating in the Programme.
He hoped that the technology for small solar-powered refrigerators could be developed
quickly in order to solve cold-chain problems, particularly for those countries with a large
area.
Dr TOURE (Director, Programme Management, Regional Office for Africa) agreed with
previous speakers that EPI was an important and fully justified programme. The main problem
was one of implementation. At the Regional Committee session held in Lusaka in 1985 it had
been decided to designate 1986 as African Immunization Year in order to stimulate the
activities required to attain the targets set for 1990. There were two aspects to be
considered; (1) the progress made in implement ing the Programme; and (2) the acceleration
of activities following the designation of African Immunization Year.
As regards the former, EPI was being implemented in virtually all countries in the
Region, although in a variety of ways. Some countries were implementing programmes in their
capital cities which were too costly to extend to the whole country. Others were reinforcing
vertical programmes that were not integrated with other health services. Some countries had
appealed to various outside agencies which were running programmes that were often of a
restricted nature, perhaps limited to an area where they were assured of dramatic success.
In 22 of the 45 countries of the Region, EPI covered the whole of the country. In
39 countries immunization activities were integrated with primary health care or maternal and
child health services, a trend that conformed with the regional health-for-all strategy and
should therefore be encouraged. The implementation of the Programme had been accelerated
through a number of approaches, such as mobile teams and intensive campaigns, and was being
monitored by means of a series of indicators developed at the global level and modified
according to national and regional needs*
Among the vaccines used in the Programme, only ВСG vaccine was produced within the
Region - by two countries - the remainder had to be imported. Programmes of vaccine quality
control had not seen much progress because of the substantial financial resources required
and because of the lack of qualified personnel and technical knowledge, although some quality
control of locally-produced ВСG vaccines was being undertaken^ WHO and UNICEF, the main
providers of vaccines for the Region, had jointly established quality control for those
vaccines.

As had already been stated, a number of immunization campaigns had failed because of
lack of attention to the cold-chain. WHO and UNICEF had tried to improve the situation by
establishing training seminars and providing material assistance. In some cases, although
the cold-chain existed, there was a lack of fuel - or of money to purchase fuel - to keep it
running• There was also a lack of adequate supervision - the logistics often left much to be
desired. Solar-powered refrigerators were being used in Zaire and that was the subject of an
evaluation by WHO•
As regards the acceleration of EPI, 27 countries had responded to the declaration of
African Immunization Year by launching accelerated programmes arid 21 countries had set up
national committees. The detailed plans of action needed to implement programmes were in
preparation in 32 countries. In 26 they had been developed for implementation in the period
1986-1989. Since the creation of the Programme in 1977, шоге than 28 000 workers had been
trained at all levels. In 1985-1986, 33 countries had established evaluation programmes and
39 countries had undertaken 142 surveys of coverage. In the same period there had been an
intensification in the production of materials to increase awareness of the Programme, using
the mass media, etc., and African Immunization Year had been the focus for national
activities in the health field. Initial results for the Year were encouraging with regional
coverage currently standing at around 40% - it was considerably above that in some countries
such as Congo, United Republic of Tanzania, and Zimbabwe.
Adequate implementation of EPI required large resources. He stressed the importance of
collaboration and international coordination. In addition to UNICEF, many other
organizations were collaborating with WHO and their help in the Region was greatly
appreciated.
Sir John REID, referring to the question raised by Dr Bart, observed that paragraph 25
of the programme statement indicated that the provisions at regional and intercountry levels
had considerably decreased in the African Region because activities were to be coordinated
and developed with programme 13.13 (Other communicable disease prevention and control
activities). However, the reduction listed under programme 13.1 amounted to US$ 293 000,
while the figure listed for programme 13,13 was only US$ 164 200. He requested an
explanation of the apparent net decrease of US$ 128 800.
Mr ABI-SALEH said that the Expanded Programme on Immunization had been clearly analysed
and the activities for 1988-1989 had been well defined. In view of the importance of the
Programme, he hoped that the appeal for cooperation between ministers of health,
nongovernmental organizations and other organizations concerned would bear fruit• Welcoming
the close cooperation between WHO, UNICEF and other organizations and the extrabudgetary
financing, on which WHO relied so heavily, he pointed out that WHO should continue to play a
leading role in the Programme, in order to avoid any difficulties regarding responsibility
for implementation.
Dr HENDERSON (Director, Expanded Programme on Immunization) , replying to Dr Hapsara1s
first question, said that although there was enormous potential for the development of new
vaccines and better ways of using old vaccines, the Programme was not hostage to new
technology. Present technology was entirely adequate for the targets to be attained and the
main challenge was to apply tools already in hand.
Many of the specific constraints affecting the Programme in the African Region mentioned
by Dr Touré also applied to other regions. In his view, the constraints were not so much
financial as human, relating to problems of managing, supervising and supporting front-line
workers and communities in the delivery of services. Dr Hapsara had asked how health
services were to be strengthened. Because EPI could be evaluated so specifically, the
demonstration of errors and failures in that Programme would indicate how concrete help could
be provided. A single example might illustrate that point. The sterilization of needles and
syringes was currently quite inadequate - a concern that would be underlined during the
discussion on AIDS. It was absolutely essential to correct that deficiency as soon as
possible. That could be achieved if everyone visiting a health facility observed the
sterilizing techniques being used and took concrete steps to correct them as necessary. Such
direct supervision could be applied to many other aspects of EPI and indeed to other
programmes. An insistence on performance with better supervision and monitoring would bring
an enormous improvement in the functioning of health services.

While solar-powered refrigerators would be useful in certain specific situations, it
should be appreciated that a wholesale switch to their use required an enormous change in the
entire logistic and management system required for their support• They were expensive, and
the training and support required from the central level were quite different from what was
needed for current systems. He would be happy to supply Dr Fernando with details regarding
kerosene-powered refrigerators. Although heat-stable vaccines might become widely available
in the future, the cold-chain had to be capable of maintaining the most fragile of the
vaccines currently available, so that until all vaccines were heat-stable, a good cold-chain
would be needed. The maintenance of a good cold-chain was dependent on good management,
i.e.j correct and regular ordering, transport and storage of vaccines, rather than s imply on
the means of refrigeration itself. As with all other elements of primary health care, good
management was the most important aspect of maintaining the cold-chain.
In answer to Dr Bart and Sir John Reid, he said that he was not in a position to explain
the decrease in the regional and intercountry allocation to the Programme since that decision
had been made by the Regional Directors. The fact that EPI had been successful at the
country level, even though much remained to be done, might have suggested that it would not
suffer as much as others from a cut in resources. He would stress, however, that money was
riot the main problem; if all the staff in WHO and at country level were more forceful in
insisting that the Programme1 s goals should be attained, it should be possible to do so with
the existing resources.
Dr VAN WEST-CHARLES said he had presumed that given the global objectives there would
have been some dialogue between the Director of EPI and the Regional Directors before the
programme budget allocations were decided; he wondered whether that had, in fact, been the
case •
Dr NAKAJIMA (Regional Director for the Western Pacific) said that the regional and
country allocations were relatively low because EPI relied to some extent on global resources
from headquarters. For example, certain staff costs were borne by the global programme, and
headquarters was recruiting a few associate experts in several countries as well as at the
regional level. There was a continuous dialogue between headquarters and the Regional Office
for the Western Pacific. As far as country allocations were concerned, it was not usual for
UNICEF1 s contributions to be recorded under "Other sources"; very close cooperation was
enjoyed with UNICEF at the country level. It should be appreciated that UNICEF was
responsible for supplying almost all the vaccines for developing countries in the Region,
especially the South Pacific island countries. There was continuous evaluation not only of
coverage but also of the impact of the Programme, together with that of other programmes,
such as the control of diarrhoeal diseases through oral rehydration therapy. In the Western
Pacific Region, including China, immunization coverage was about 20%, which corresponded
fairly closely to primary health care coverage and reflected the difficult geographical and
heterogeneous nature of the Region. There were several constraints to immunization coverage,
including the quality of vaccines - there had been some failures with the pertussis vaccine
in some areas and problems with the cold-chain for the measles vaccine. The cold-chain was
now generally better organized and used several means including solar- or kerosene-powered
refrigerators and systems involving portable electric generators which made ice-packs;
efforts had been made to ensure regular acid more rapid transport of vaccines. The logistics
were just as important as the technology itself. He hoped that coverage could be extended
rapidly, if not to 80%, certainly to 50%-60% within a very short period.
The CHAIRMAN said that there appeared to be a consensus that the Expanded Programme on
Immunization was of high priority. At the end of the programme review members would have the
opportunity to identify activities of high priority that might be considered for receiving
additional budget support from the Director-General1s Development Programme. Members might
wish to refer EPI for further consideration at that time.
The DIRECTOR-GENERAL said in answer to Dr Van West-Charles that the Introduction to the
programme budget had addressed some of the problems arising from WHO1s structure that made it
difficult to ensure good communications within the Organization.
However, as Dr Nakajima
had indicated, there was indeed a dialogue between headquarters and the Regional Directors.
As Dr Henderson had said, if everyone had the right kind of commitment and attitude towards
maximizing the use of the resources available, the success of EPI would be assured, arid if
such a commitment could be achieved for all the priorities defined by the Health Assembly，
any structural constraints could be pushed aside to allow the optimum use of resources• Over
the years, the Executive Board had tried to encourage such a process, since the
Organization1s major concern was action aC the country level.

Dr Bart had asked a very specific question regarding the substantial decreases in the
resources allocated to the Programme in the African Region, which had not been answered. He
wondered whether all those concerned in the Region, including the WHO representatives and
those at the Regional Office and the subregional offices had been properly trained and
attuned to giving adequate priority to the Programme and to its successful implementation
with reduced resources. There was no reason why that should not be possible but it was
difficult to answer Dr Bart with certainty, particularly in view of the fact that coverage
was far from satisfactory in many parts of the Region. He hoped that Board members would
have the opportunity of addressing that question directly to the Regional Director for Africa
at a later meeting.
Dr VAN WEST-CHARLES said that, although he was sure that the behavioural changes
referred to did in fact exist, he wondered how the structure could be changed in the limited
time available.
The DIRECTOR-GENERAL replied that he would not re-open the issues raised in his
Introduction to the programme budget because the fundamental "surgery" had been performed by
the Board and the Assembly in the past in order to enable WHO'S very complex regional
structure to function reasonably well within those constraints. Tremendous progress had been
made, although the Organization was indeed engaged in a race against time. In any case, WHO
must realize that many of the activities that could have been well justified under normal
circumstances might not be so at present; nevertheless, he thought that WHO could count on
the Board1 s support and its monitoring of activities originally discussed at the regional
committee or country level. It would therefore seem that the chemistry was gradually being
improved, although it would of course be desirable to catalyze that chemistry even further,
so that attitudinal changes could come about even more quickly. Significant advances had
been made over the past two years, and he was sure that if the Board really wanted to
understand how to get the best out of WHO, it would exert on the Secretariat, on the
different structures of the Organization and on Member States the pressure that would
increasingly lead to the attitudinal changes that had been manifesting themselves recently.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean)， referring to one of the
issues raised during the debate, said that， for that Region at least, an excellent dialogue
existed between headquarters and the Regional Office, which understood each other丨s positions
quite well. The Regional Office received support from headquarters on technical as well as
financial matters and enjoyed very good relations with UNICEF and with other agencies and
organizations. He further believed that most Member States had taken disease prevention and
control as a top priority, so that he was not really worried about the decrease in the amount
of funds for the Programme,
Dr Sung Woo LEE pointed out that the regular budget estimates for disease prevention and
control showed a 5.08% real decrease in comparison with 1986-1987, representing some
USÍ 4 292 000. Programme 13.13 (Other communicable disease prevention and control
activities) showed an increase of US$ 2 950 400，which might be counted as an additional
"loss" to the remainder of the programme� On the other hand, the importance of preventing
and controlling, for example, diarrhoeal and parasitic diseases in the developing countries,
particularly in the tropical belt, was amply substantiated in paragraph 3 of the programme
statement for "Disease prevention and control". He therefore considered that some
readjustment of the allocations within the proposed programme was called for.
Disease vector control (programme 13.2)
Professor MENCHACA stressed the need to promote action to stimulate and support the
coordination of programmes between neighbouring countries, in order to increase the potential
of vector control measures. It would indeed be irrational to neglect international
cooperation and to seek to limit the campaign for combating disease vectors to certain
countries and to exclude their neighbours. WHO should therefore continue to coordinate the
regional and intercountry efforts by applying integrated vector control systems, including
environmental sanitation activities•
Malaria (programme 13.3)
Dr FERNANDO said that malaria was currently a real problem in most developing countries,
which were now not even thinking of eradicating the disease, but were wondering how they
could control it. While most malaria control programmes tended to be vertical, the necessary

impetus could not be brought to them unless the cooperation of the general health services
and other sectors was ensured. The resistance of householders to spraying was increasing in
several countries, and failures in drug compliance - to the extent of stopping taking drugs
immediately the fever went down - were also rampant• In addition, the avoidance of the use
of primaquine for subjects potentially deficient in glucose-6-phosphate dehydrogenase caused
a lot of problems for the programme. The resistance of vectors to insecticides and of
parasites to drugs was also increasing, resulting in the need to use more expensive and
sophisticated insecticides and drugs which developing countries could hardly afford• Those
countries regarded the vaccines that were under experimental production as a ray of hope, and
he asked whether the Secretariat could provide information on when such a breakthrough was
likely to occur, when the vaccines would be available for use, and whether, with the
infrastructure and resources available in the developing countries, malaria could be
controlled or eradicated by the use of vaccines.
Dr QUIJANO said he was pleased to see that in the Region of the Americas the regular
budget allocation had been more than doubled for regional and intercountry activities. In
his opinion, an important task of WHO was to emphasize the training of medical entomologists
for the necessary research, since they were in short supply in most countries•
Dr NAJERA-MORRONDO (Director, Malaria Action Programme) said he shared Dr Fernando1s
concern about the increasing problems of malaria control. At the recent meeting of the
Expert Committee on Malaria it had been stressed that the problem lay not so much in the
availability of technologies but in how to convey them to the periphery; that entailed the
need for considerable reorganization and shifting of responsibilities between existing
malaria programmes and the health services, in order to arrive at an integrated development
of the infrastructure in close interaction with malaria specialists who should provide
technical guidance for improved performance in malaria control. That should eventually lead
to better management of malarial disease and a selected and improved control of transmission
whenever that was necessary. There were indeed great hopes for the development of a malaria
vaccine but it was not yet possible to set a date for its availability. The role that a
vaccine would play in malaria control would depend very much on its characteristics. The
malaria action programme was trying to prepare for the speedier development of the field
research that would be needed to identify the potential of vaccines as they emerged from the
research programme. It had also collaborated with agencies supporting vaccine research and，
in collaboration with the Special Programme for Research and Training in Tropical Diseases,
had prepared guidelines for the field testing of vaccines. Finally, he agreed with
Dr Quijano concerning the enormous need for training medical entomologists; that was one of
the areas in which training would have to be strengthened in collaboration with the vector
biology and control programme, and great efforts were being made to support and coordinate
institutions and resources that could contribute to the training of medical entomologists.
Parasitic diseases (programme 13.4)
Dr BELLA said he had noted with great concern the reduction in the programme for
combating parasitic diseases； with a real decrease of over 31% of the budget, that programme
seemed to be among the WHO activities most seriously affected. Moreover, it would be seen
from the table on page 301 of the programme budget document that the reduction in the
programme for Africa was over 75%, although it was well known that parasitic diseases
presented a real public health problem in the Region. For that reason, WHO had developed
valid strategies for onchocerciasis, schistosomiasis, trypanosomiasis and a number of other
parasitic diseases, and in 1983 the Health Assembly had adopted resolution WHA36.31 calling
for a primary health care approach in the prevention and control of African human
trypanosomiasis• In that connection, he wished to have some information on the situation
regarding the extrabudgetary funds provided for the programme for combating trypanosomiasis,
a parasitic disease with respect to which WHO was oil the point of achieving one of its most
striking victories in certain parts of Africa. He appealed to the Director-General and the
Board to take steps to ensure that WHO'S campaign against parasitic diseases in Africa was
not abandoned hastily.
Dr DIALLO said that parasitic diseases still presented a major public health problem in
the developing countries. Although Guinea had benefited from the extension of the excellent
onchocerciasis control programme, there was cause for concern at the large decrease in the
resources allocated for the control of other parasitic diseases, particularly
trypanosomiasis. The situation should be reviewed, since some African countries - including
his own 一 needed national programmes for screening and monitoring trypanosomiasis, owing to
the recrudescence of that serious disease.

Dr KOINANGE, referring to paragraph 24 of the programme statement indicating that the
marked decrease in allocations was the result of growing self-sufficiency in many countries,
said he doubted whether that was a valid reason for decreasing the budget provision.
Dr YOUNG said he would be interested to know more about the strategy behind the whole
campaign against parasitic diseases and the reasons for the marked decrease in allocations,
particularly for the African Region.
Dr DAVIS (Director, Parasitic Diseases Programme) said he could only express his total
agreement with Dr Bella, Dr Diallo and Dr Koinange with regard to the reduction of the budget
for parasitic diseases. He further shared Dr Koinange's suspicion that the decrease might
not be due to growing self-sufficiency at the country level. He himself was unaware of the
reasons for the reduction, but in reply to Dr Young he wished to state that the general
strategy for dealing with parasitic diseases combined the technology for the treatment of
schistosomiasis, intestinal parasites, onchocerciasis and so forth that was either available
or anticipated over the next two or three years, and screening for trypanosomiasis, with a
delivery system to be based on primary health care. That concept was now in its infancy but
was being extended and expanded in many countries and regions, and it was hoped at least to
diminish morbidity by that method 一 for WHO did not really believe in the concept of total
eradication of most of the diseases, but was developing the tools to contain them.
Dr DE RAADT (Trypanosomiases and Leishmaniases), replying to Dr Bella1s question
concerning the funding of the trypanosomiasis control programme (listed on page 458 under
project number PDP 306), said that difficulties had been experienced in funding the programme
at the international rather than the national level where the main expenditure and
responsibilities lay. After four years of functioning at an expenditure rate of some
US$ 340 000 to perform WHO1 s task of stimulating programme activities, conducting training
and ensuring technical follow-up, it was most disturbing to note that the extrabudgetary
funds which had been the programme's main resource were now very hard to obtain. If the
situation did not improve, he was afraid that in a few weeks or months the pace of the
programme would have to be slowed down considerably.
Tropical disease research (programme 13.5)
There were no comments.
Diarrhoeal diseases (programme 13.6) (Document EB79/11)
The CHAIRMAN drew attention to the progress report by the Director-General and to the
draft resolution. Dr Bart had proposed a revised version of that draft resolution, reading
as follows :
The Executive Board,
Having examined the Director-General1 s report on the diarrhoeal diseases control
programme；
Recommends to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Recalling resolutions WHA31.44 and WHA35.22;
Having considered the Director-General1 s report on the diarrhoeal diseases
control programme;
Having been informed (a) that, by 1985, 104 countries (83% of the 125 target
countries) have national diarrhoeal diseases control programmes, (b) that access to
oral rehydration salts has increased from 4% in 1982 to almost 33% in 1984,
(c) that annual production of oral rehydration salts has risen from 60 million to
270 million one-litre equivalent packets, (d) that more than 40 countries have
conducted an evaluation of their progress in diarrhoeal diseases control programmes
and (e) that the use of oral rehydration therapy may have prevented up to
350 000 diarrhoea deaths in 1984, the last year for which data are available;

1.
EXPRESSES ITS SATISFACTION with the progress made in the implementation of
national diarrhoeal diseases control programmes and in research to develop new
approaches and tools for control；
2.
EXTENDS ITS APPRECIATION to the United Nations Children's Fund, the United
Nations Development Programme, the World Bank, and other international, bilateral
and nongovernmental agencies, for their continued collaboration in and support to
the programme；
3.
URGES Member States to intensify their diarrhoeal diseases control activities
as a global priority for achieving health for all by the year 2000 and as an entry
point for primary health care, giving special attention to activities that can have
an immediate impact on childhood mortality, while at the same time implementing
interventions that can reduce diarrhoea morbidity;
4.
AFFIRMS that the establishment of an effective diarrhoeal diseases control
programme is the best means of ensuring the recognition and control of epidemics of
cholera；
5.
URGES RECOGNITION that an effective diarrhoeal diseases control programme must
include careful planning, adequate health manpower training, effective
communication and social marketing, adequate production and distribution of oral
rehydration salts, and appropriate supervision, monitoring, evaluation and research;
6.
REAFFIRMS that oral rehydration therapy should consist of the administration
of oral fluid, appropriate feeding during and after diarrhoea and referral when
necessary, and that for the prevention of diarrhoeal diseases it is necessary for
programmes also to stress improved nutrition, the use of safe water, good personal
and domestic hygiene, and immunization, especially against measles；
7.
EMPHASIZES the need for continued adequate financial support to enable the
programme to carry out its planned activities and achieve its objectives;
8.

REQUESTS the Director-General:
(1) to increase collaboration with Member States in strengthening national
control programmes, especially through activities in training and evaluation;
(2) to continue to support biomedical and health services research relevant
to diarrhoeal diseases control；
(3) to maintain close collaboration with the United Nations Children* s Fund,
the United Nations Development Programme, the World Bank, bilateral and other
agencies in carrying out programme activities;
(4) to make efforts to attract the necessary extrabudgetary resources to meet
the requirements of the programme;
(5) to keep Member States, the Executive Board and the Health Assembly
informed of the progress made in the implementation of the diarrhoeal diseases
control programme,

Dr HAPSARA spoke appreciatively of the significant efforts already made towards
diarrhoeal diseases control. He would suggest, however, that the main problem of the
programme was not lack of community participation, but rather the unwillingness of health
staff to use oral rehydration therapy； medical education curricula should therefore be
improved with a view to enhancing education and training in that type of treatment• Finally >
he supported the draft resolution, but considered that in operative paragraph 3 of the
resolution recommended for adoption by the Health Assembly stress should be laid on the
important role of nongovernmental organizations and on intersectoral collaboration.
Dr VAN WEST-CHARLES agreed with Dr Hapsara that the diarrhoeal diseases control
programme was of the utmost importance, as the relevant morbidity and mortality statistics
clearly showed• He was sure that there had been a decrease in hospital admissions since the
introduction of oral rehydration therapy; what was less sure was whether the morbidity

statistics had decreased - although mortality and institutional costs might have declined.
As regards education, he agreed that health professionals should be reoriented, but thought
that the approach to what was a perhaps deceptively simple method of therapy required
thorough explanation to both health professionals and the community； it must be borne in
mind that mothers had become familiar with the "magical" therapy of kaomycin. The time
factor was a relevant aspect of the new approach. In the areas where the problems occurred,
both water and soap were in short supply, and consideration must be given to maternal
psychology in presenting the programme； the physiological benefits to the child must be
explained. Education relating to the other aspects of the programme, such as basic hygiene,
the washing of diapers and so forth, needed to be strengthened, for unless that was done and
the reasons provided, the disease cycle could not be broken. He asked whether there were any
cases where a government carrying out the programme had invested in water pumps for the
communities concerned. The total success of the programme must be measured not only by a
reduction of morbidity and mortality figures but also by the increase in the provision of
potable water. Research was welcome, but he wondered whether the investments in a total of
362 research projects in 78 countries, mentioned in paragraph 10 of the programme statement,
were really cost-effective or beneficial and whether research should not be more
centralized. Paragraph 2.3 of document EB79/11 set out three main priority strategies for
the programme 一 improved nutrition, use of safe water and good personal hygiene for food
safety. In measuring total success, the gauge should be not merely a statistical decline due
to the use of oral rehydration therapyt but successful investment in the provision of water
and better nutrition.
Professor MENCHACA said that WHO should continue to give support to national programmes,
with special emphasis on the evaluation of results. Research into the part played by
contaminated foodstuffs as one of the most widespread causes of diarrhoea in children was
called for. Appropriate stress should also be laid on the establishment of scientific
working groups at the regional level, promoting the multisectoral approach to research for
support to national programmes, identifying obstacles to the development of the programme and
giving priority to the evaluation of the results.
He fully supported Dr Bart's proposed revised draft resolution but wished to suggest a
few minor amendments. First, the words "as an entry point for" in paragraph 3 might be
replaced by "as part of". Secondly, the wording of paragraph 5 might be changed to convey
the meaning that careful planning, adequate health manpower training and so forth would lead
to an effective diarrhoeal diseases control programme. Finally, in paragraph 6, the phrase
concerning the prevention of diarrhoeal diseases should precede that referring to oral
rehydration therapy, to emphasize that prevention was more important than the cure.
Dr BART (adviser to Dr Young) applauded the efforts being made in the critical child
survival programme. Experience had confirmed that oral rehydration therapy (ORT) could
dramatically reduce mortality, promote child growth and sound nutrition, lessen morbidity,
reduce hospitalization attendance and cost, and minimize the indiscriminate use of
ineffective or harmful drugs.
Many changes had been seen in the past few years, leading to a bet ter understanding of
the control of diarrhoeal diseases as going beyond the treatment and prevention of
dehydration to include continued feeding, and referral of more severe cases to health
centres. There was also a better realization that diarrhoeal diseases control programmes
must address the effective use of oral rehydration solution (ORS) through training,
especially of physicians and other members of the primary health care delivery system, who
had often been obstructive in the implementation of the desperately important programme.
Other areas which needed to be addressed were management, supervision, monitoring,
supply and distribution of ORS and motivation and sustaining of treatment. Prevention
measures such as breastfeeding, personal hygiene and sanitation, nutrition and immunization
against such diseases as measles were all key elements and complementary parts of the primary
health care system. ORT required both an effective health system with adequate
infrastructure and active participation by family members in order to succeed. ORT
programmes could help to identify deficiencies in the primary health care system and could be
a mechanism through which changes might be initiated. Thus, support for ORT could be an
effective means of building a health infrastructure and supporting primary health care.
In view of the interest in diarrhoeal diseases control expressed at the Thirty-ninth
World Health Assembly, and in order to gain full recognition of the progress made and to

support continued diarrhoeal diseases control efforts, he had proposed a revision of the
draft resolution. Dr Hapsara* s suggested amendment would be useful. The revised resolution
was based on the progress noted in the Director-General * s report and on the information
recently shared at the Second International Conference on Oral Rehydration Therapy. He
believed the adoption of the text would constitute an important additional incentive to a
well-managed and "aggressive" programme.
Mr SONG Yunfu noted the progress made in diarrhoeal diseases control and endorsed the
activities proposed for 1988-1989.
Document EB79/11 referred to the use of antibiotics for treating cholera and shigella
dysentery; should not mention also be made of the need to avoid bacterial infections during
the use of antibiotics and of their possible abuse or misuse?
He was glad to see that by the end of 1985, 42 developing countries had been producing
ORS and, of those, 10 had achieved self-sufficiency. Information on the subject should be
distributed more widely and the products should be made more attractive so as to be more
readily accepted by mothers and children; perhaps that idea could be reflected in the draft
resolution.
WHO cooperation with Member States was important for achieving a better evaluation of
the problem and assessing the progress made in national programmes. Exchanges in evaluation
might be established at the country level•
Dr DE SOUZA (alternate to Mr McKay) noted from paragraph 9 of the programme statement
that in 1984, for children in developing countries below the age of five, access to oral
rehydration solution (ORS) had been at least 33%, while coverage by ORT had been 12%. That
information accorded with his own observations in one African country which he had visited
during the past year, where he had found that ORS was held mainly at pharmacy level and not
in the villages, i.e., it was being treated as an essential drug and yet not getting to the
places where it was needed. He would therefore stress the importance of the training of
programme managers referred to in paragraph 7； it needed to be improved especially at the
country level.
Noting with satisfaction the reallocation in the budget of resources from the regional
and intercountry levels to the country level, he requested information about the distribution
of those funds between the health services component and the research component at the
regional and intercountry levels, and a breakdown according to preventive and curative
interventions.
He noted that managerial and technical training were considered priority areas in
document EB79/11. However, the participants undertaking the supervisory skills and training
courses had not been very highly representative of the countries identified for "targeting"
in the development of their diarrhoeal diseases control programmes. Increased efforts in
promoting the training of personnel from high-priority countries were therefore called for.
It was clear that, globally, access of populations to providers of ORS trained in their
use was progressively increasing, but it was reported to be poorest in Africa, the Region of
highest diarrhoea morbidity and mortality. To improve that situation greater efforts and
resources must be directed to Africa.
Although the global minimum rate of access to ORS providers in the population of
developing countries had been 33% in 1984, the estimated proportion of children below five
years of age treated with ORS had been 8%, and if estimates for treatment with sugar-salt
solution were included it was 12% 一 those figures excluding China. Since, therefore, the
usage rate was significantly lower than the rate of access to an ORS provider, further
operational research was required to identify constraints and to assess alternative
interventions. Greater emphasis should be placed on the elucidation of traditional
practices； knowledge and beliefs with regard to the etiology and management of diarrhoeal
diseases; comparison of the effectiveness, including cost-effectiveness, and user
acceptance, of alternative interventions； and assessment of the adequacy of national
programmes in providing training for health workers and delivering ORS supplies to the
populations.
Sir John REID said that he was especially interested in the effective application of ORT
and would suggest a small amendment to the draft resolution at the appropriate moment.

Dr MARUPING commended the diarrhoeal diseases control programme, but pointed out that
available informât ion on its impact did not yet show much change in morbidity patterns,
particularly where children under the age of five were concerned.
In Lesotho, as a result of activities undertaken in February 1986， the programme had
seen increasing acceptance and expansion. In the national referral hospital, it had been
found that the greatest obstacle to success had been lack of training of health personnel and
so the programme had started with such training. Then a unit had been established where
children with diarrhoea, instead of having to wait for an initial consultation 一 during which
time lives were unfortunately lost - were able to enter the unit at once. By August 1986，
1275 children under the age of five had passed through the unit where, after assessment,
treatment plans had been assigned to them on the basis of the WHO/UNICEF protocol. As a
result, there had been 45 admissions out of the 1275 patients seen, and only two deaths:
that constituted a significant improvement.
The next step had been to disseminate the method more widely, and seven of the
18 general hospitals had since instituted such units. The amazing result had been that
during the peak season for diarrhoea a number of hospital beds had remained empty. Programme
support was still required for the continued training of health staff and for expansion of
the programme, integrated with maternal and child health and using the primary health care
infrastructure• A number of countries in the subregion which included Lesotho were acting on
the same lines, and there was a considerable exchange of information on the subject•
Dr FERNANDO said that, in keeping with the concepts and philosophy of primary health
care, WHO should continue to encourage the use of home-based fluids in addition to ORS. In
the South-East Asia Region，rice conjee, or gruel, had been used for that purpose for
centuries. Unfortunately, the propaganda for ORS seemed to have been so effective that
people believed that it should constitute the first line of treatment.
Mechanisms for closer cooperation between different agencies at country level should be
strengthened, along the lines of the joint programme planning and monitoring activities
carried out by WHO and UNICEF.
He inquired whether hypernatraemia was so common, as many doctors feared, as to require
particular care• He also inquired about the comparative merits of the rice-based ORS and
conventional ORS. He agreed that ORS should not be classified as a pharmaceutical product
but should be available in the villages for over-the-counter sale.
Dr DE SOUZA (alternate to Mr McKay) suggested that greater stress should be placed in
the resolution on prevention as well as control•
The CHAIRMAN，in response to a suggestion by Dr Bart (adviser to Dr Young) that a small
drafting group be set up to prepare a compromise text, nominated those who had proposed
amendments, namely; Dr Hapsara, Professor Menchaca, Sir John Reid, Dr Fernando and
Dr de Souza, in addition to Dr Bart.
It was so agreed,
Dr MERSON (Director, Diarrhoeal Diseases Control Programme) expressed appreciation of
the comments made•
In the programme, it had been agreed that greater emphasis should be given to reduction
of morbidity in national programmes. The earlier emphasis on mortality had been undertaken
on the advice of the programme1 s Technical Advisory Group and with the knowledge that the
tools were available which could have a rapid impact on diarrhoeal diseases mortality and
associated malnutrition in children in many countries. The programme was committed to the
reduction of morbidity and new training materials had been produced in line with the
strategies outlined in the documentât ion. In addition, a scientific working group had been
established at headquarters on epidemiology and disease prevention; it was examining the
most cost-effective ways of implement ing the strategies.
Many Board members had pointed to the problem of the resistance of physicians to the
proper case management of diarrhoeal diseases. The Secretariat was aware of the problem and
a number of initiatives were under way which it was hoped would lead to an improvement. They
included development of a learning package for medical schools, focusing on departments of

paediatrics and community medicine, seminars aimed at changing the curricula of nursing
schools, and a manual for pharmacists prepared in cooperation with the International
Pharmaceutical Federation. Efforts were also being made to promote instruction in the use of
ORT in proper case management in developed countries, since many physicians from developing
countries received their postgraduate training in those countries.
Dr de Souza had raised the question of whether ORS should be considered as an essential
drug. After discussion with the Pharmaceuticals unit it had been felt that it was best for
reasons of quality control to consider it as a drug, but that it should be as widely
available as possible, like an over-the-counter drug. That approach was being adopted in
most countries.
In the proposed programme budget, about 60% of the resources were allocated to the
health services component, and about 40% to the research component. At the country level,
about 90% of the resources were allocated to the services component• The greater part of the
resources was being spent on the case management strategy, but it was envisaged that over the
next few years more resources would be invested in morbidity reduction activities. In the
African Region the 1986-1987 budget had been US念 2.1 million and it was projected that in the
1988-1989 biennium it would be at least US$ 2.7 million.
The Secretariat had been observing the difference between access rates arid use rates for
ORT and had initiated a number of activities which it was hoped would lead to increased use
of ORT, both home solutions and ORS. They included revision of the managerial training
courses, production of a guide for diarrhoeal training units to meet the requirements
Dr Maruping had described, a manual on communication support for control programmes, and
guidelines for the selection of home solutions. Emphasis on supervision and monitoring at
country level was being continued.
He assured Dr Fernando that hypernatraemia was not a problem in ORT. It had been shown
that even children with hypernatraemic dehydration were best treated by ORS and not by the
intravenous method. In initial studies, the rice-based solution appeared to reduce
diarrhoeal loss in a mariner comparable with the standard ORS, but further studies were
needed. There was also the problem that such a solution fermented very rapidly and therefore
had to be prepared frequently. Moreover, its efficacy in young infants had not been
established.
(For continuation, see summary record of the fifteenth meeting, section 1, page 251•)
Acute respiratory infections (programme 13.7)
There were no comments.
Tuberculosis (programme 13.8)
Professor FORGACS commented first on paragraph 3 of the programme statement• He pointed
out that in the industrialized countries there was indeed a decrease in the incidence of
tuberculosis, but a relatively increased incidence among those whose life-style was generally
unhealthy or who had psychosocial problems. Those groups, therefore, should be target groups
for prevention and screening•
In paragraph 8, two studies, in Togo and in Thailand, were mentioned, where evidence had
been found that BCG vaccination prevented haematogenous dissemination rather than infection.
According to the Hungarian experience, BCG prevented infection rather than dissemination.
Study of the factors responsible for that difference would be useful in highlighting the role
of secondary factors influencing the effect of BCG vaccination.
Dr VAN WEST-CHARLES said that BCG immunization at birth was well-established practice.
At one time revaccination at 10 to 11 years of age had been advocated; he inquired whether
it was still recommended or whether initial vaccination at birth was sufficient to protect
the child as adulthood approached.
Dr PIO (Tuberculosis and Respiratory Infections) said that he had noted
Professor Forgács1 comment on the problem of tuberculosis in special groups in industrialized
countries.

It was clear that ВС G did not prevent infection - or the implantation of the bacilli in
the body - but prevented the consequences.
There had been no controlled trials demonstrating the efficacy of revaccination, but the
efficacy of primary vaccination was known to last for 10 to 15 years. There had been a
general recommendation to give revaccination during school age, either at school entrance or
at school leaving, and in general in the developing countries school entrance was preferred
as being likely to ensure higher coverage. After the results of the south Indian trial of
BCG, in which vaccination of children between 10 and 14 years of age had riot been shown to
provide protection, it was not known what to recommend as regards revaccination in tropical
areas. Two countries, India and Indonesia, had decided to cease vaccination at school age
and to concentrate their efforts on BCG vaccination of infants, in whom good protection was
sure to be achieved.

The meeting rose at 12h30.

THIRTEENTH MEETING
Monday, 19 January 1987， at 14h3Q
Chairman:
later:

Professor J. R. MENCHACA
Dr Uthai SUDSUKH

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989；
(Documents PB/88-89 and EB79/41) (continued)

Item 7 of the Agenda

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL
COMMITTEE MATTERS: Item 8 of the Agenda (continued)
PROGRAMME REVIEW:

Item 7.2 of the Agenda (Document EB79/12) (continued)

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4)
(continued)
Disease prevention and control (programme 13) (Document PB/88-89, pages 195-268) (continued)
Leprosy (programme 13.9)
Dr BELLA asked what stage had been reached in the testing of a vaccine against leprosy.
Mr SONG Yunfu said that multidrug therapy had substantially improved the quality of
leprosy treatment, but the most important issue was how to use the new technologies most
effectively for the prevention and control of leprosy at the grass-roots level. One of the
targets shown on page 235 of the programme budget document was that of fostering national and
international action so that 90% of multibacillary cases of leprosy would be under effective
treatment by 1989. However, it would be difficult for many developing countries to attain
that objective unless there was a fundamental change. He hoped that WHO would not merely
make a general call for the strengthening of leprosy control programmes in their primary
health care networks but would also work out detailed programmes for which feasibility trials
could be conducted in one or two countries in each region in order to obtain experience that
could then be disseminated.
Dr NOORDEEN (Leprosy), replying to Dr Bella1s question about the vaccine, said that the
first trial on a small number of human volunteers had been completed in Norway• The vaccine
had been found to be reasonably safe and the local reactions to the skin-test antigen were as
expected. Studies on the protective effect of the vaccine were under way, involving nearly
180 000 people in Venezuela and Malawi. The follow-up had begun in Venezuela and was due to
begin in Malawi in a year or so. The results of those studies would not be available for
some time in view of the low incidence rates and the long period of follow-up required.
With respect to multidrug therapy, every effort was being made to train workers at
peripheral and middle levels to cope with the new technology. WHO was currently preparing a
module for middle-level managers in leprosy control•
With regard to feasibility studies on incorporât ing multidrug therapy within primary
health care programmes, efforts were being made to initiate health services research in two
countries which, it was hoped, would provide more practical experience than was currently
available.

Zoonoses (programme 13.10)
Sexually transmitted diseases (programme 13.11)
Smallpox eradication surveillance (programme 13.12)
There were no comments.
Other communicable disease prevention and control activities (programme 13.13)
(Document EB79/12)
�
The CHAIRMAN drew the Board's attention to the report by the Director-General on WHO
activities for the prevention and control of acquired immunodeficiency syndrome (AIDS).
Professor ISAKOV said that the document not only provided valuable and up-to-date
epidemiological and scientific information on the disease but also adequately described the
work carried out under the programme. There could be no doubt that the continuing AIDS
pandemic was a real threat to the successful attainment of the common goal of Member States.
There was an obvious need to strengthen scientific research on AIDS.
The Secretariat had adopted the right approach by establishing a committee to deal with
organizational questions connected with AIDS control. In view of the seriousness of the AIDS
problem, he supported the proposal that a report by the Director-General on its epidemiology
and etiology, and on progress in treatment and prophylaxis, should be considered by the
Organization at sessions of its governing bodies. He was prepared to participate in the work
of the committee and in all related activities.
Professor GIRARD said that WHO'S action to control the spread of human immunodeficiency
virus (HIV) and its consequences must unquestionably be given priority in spite of the
current difficult economic situation. It might be necessary to set aside or defer other new
activities regardless of their importance. The part played by WHO headquarters in initiating
the necessary action for controlling AIDS was clearly shown in the Director-General's
report. The Organization had ail essential role to play in ensuring coordination of
activities, both within the Organization itself and with other organizations, to deal with an
unprecedented epidemic that was developing in all regions simultaneously. Some international
bodies in the European Region were already carrying out certain activities, and coordination
between them was obviously desirable. Such coordination would make precise and up-to-date
epidemiological, scientific and technical information available and would inspire greater
confidence in Member States. He welcomed the organization of the programme and the
establishment of a committee as an essential tool to enable governments and the Organization
alike to meet their responsibilities.
He asked for further information on the operation of the global serum bank and requested
that the list of advisers and consultants mentioned iri the Director-General1 s report be
circulated to Board members.
Dr FERNANDO noted that, as at 13 November 1986, 34 448 cases of AIDS had been reported
to WHO and it was likely that the number would now be much higher. Countries could broadly
be divided into three categories : those where cases of AIDS had been detected； those in
which no cases had been detected although it was likely that they existed； and those where
there was an active surveillance system but the AIDS antibody had not been detected. The
global control strategy thus had: (1) to control the spread in countries where AIDS was
prevalent, and (2) to prevent infection in countries where it was not.
WHO had a clear mandate in both those areas. In the first, strategies had been and were
continuing to be developed to control the spread of AIDS, mainly by education on how to avoid
the risks of exposure to the disease. The Organization should consider how to prevent it in
countries where it was not yet prevalent and where investigations had shown that the
susceptible population had no AIDS antibodies, and it should consider what methods of mass
screening of travellers could be introduced at a cost which low-income countries could
afford. The alternative was to impose restrictions on the freedom of travel of known victims
of AIDS who might introduce the disease. Although travel restrictions might involve human
rights problems, it was important to protect countries against the syndrome such persons
might introduce.

Another problem for countries where AIDS occurred was the screening of all blood
collected for transfusion purposes• Because of the high costs and lack of manpower and
technological facilities, most countries might have to decide to screen blood only from
high-risk donors. It might, of course， be asked why blood should be collected at all from
high-risk groups•
The Organization should intensify its efforts to educate Member States on new and
improved strategies relating to AIDS• A more comprehensive set of recommendations for
countries where it was prevalent might be useful.
While WHO was assisting and sponsoring AIDS surveillance by establishing task forces in
countries and encouraging work on laboratory diagnostic tests, he understood that an
effective and cheap test for diagnosing the AIDS antibody was available in Canada, and would
welcome some details.
Dr KOINANGE said that the AIDS virus respected no geographical boundaries, chose no
particular people, and was now a global problem. The time had come to end the debate as to
where that virus or any other had originated and to get down to the task of controlling it•
Some countries had adopted a "holier than thou" attitude. It might be asked whether any
country could confidently give a figure for the exact number of infected persons in its
population. It was alleged that people could have been infected only in countries other than
their own, but such allegations fell far short of the evidence that any epidemiologist would
seriously consider. There was no evidence that such cases had been examined and found
negative before leaving their own country. Even if such evidence were put forward, there
were well-known problems in diagnosing AIDS.
Some figures had been erroneously extrapolated by the press, though the fault might lie
less with the lay press than with health workers failing to draw attention to the pitfalls of
some of the diagnostic methods used. The erroneous information given to the public had
created inordinate fear and prejudice, which it was the Board1s duty to dispel. The truth
about the disease must be made known to the world; only then could people be expected to
cooperate in preventing and controlling the disease. It was essential to be very open in
giving information, while avoiding exaggeration. It had recently been put about in some
countries that African mosquitos were spreading AIDS; a forthright statement from the
Organization would be appreciated.
The test kits for AIDS were very expensive for developing countries, which thus found it
difficult to estimate the extent of the disease accurately. It was the Organization1s duty
to assist in recommending tests that Member States could easily afford.
He reiterated his concern about the false information sometimes given to the public.
The Organization had a golden opportunity to tell the world the truth and nothing but the
truth about AIDS.
Dr BART (adviser to Dr Young) said that AIDS was already disseminated throughout the
world, even though the intensity of infection might differ from region to region. While
current understanding of AIDS was incomplete, it seemed very unlikely that any country would
be spared. Current estimates of the number of persons infected globally were of the order of
five to ten million and it was projected that that figure would rise to 100 million by the
end of the decade. It was not difficult to extrapolate the potentially devastating impact on
development and particularly on child survival. Healthy young adults - the work-force, the
productivity of the nation 一 were the principal targets. Pregnant women were passing
infection to their unborn infants. In some populations up to 8% of newborn infants were
infected and the number was growing. It was not difficult to appreciate the enormous
potential impact on infant mortality as the rate among pregnant women rose.
The past year had seen an extraordinary change in the world1 s attitudes towards AIDS,
which had gone from denial to acceptance, thus permitting the development of systematic plans
of action. The credit for that change of attitude must go to WHO, which had taken both
responsible and responsive action. The Director-General and the Manager of the programme
were to be congratulated on their vision in that respect. There was an immediate need to
act, not only to control AIDS where it was already established arid spreading, but also to
prevent it gaining a foothold where it was not so far established.

Mankind was at the beginning of a global pandemic of historic proportions. There had
been few situations of the kind in history； in the past responses had had to be made to
epidemics that had already occurred, but here countries were on the rising slope of an
epidemic curve and had the potential to make a responsible and aggressive response. What was
required to meet the enormous and complex challenge to global health and development was an
unprecedented level of aggressive, global intervention by WHO. The aggressive, global, and
above all centralized action that had made smallpox eradication a reality would be a useful
model for preparing a plan of attack. Control of the epidemic was an urgent public health
challenge arid one which seemed likely to be more difficult and complex than any other that
the world1 s public health community had ever undertaken.
An effective AIDS control and prevention programme would require careful planning and
adequate health manpower, training, effective communication and social marketing, adequate
production and distribution of condoms， and appropriate supervision, monitoring, evaluation
and research. He urged the Director-General to continue to act aggressively to control what
was a potentially devastating epidemic•
Lastly, referring to the table for programme 13.13 on page 249 of the programme budget
document, showing a 51•70% real increase in the global and interregional regular budget, he
asked what proportion of the programme was devoted to AIDS activities.
Sir John REID said that it was clear that all Board members were agreed about the
importance of the subject of AIDS and that the WHO programme had made a promising start. In
the discussion on the health legislation programme, he had referred to the legal aspects of
AIDS and to the use, or more frequently the abuse, of legal processes in that context. He
hoped that the Secretariat would provide answers to those questions during the present
discussion. There was also a need to give some guidance to airlines on the subject of AIDS,
since there seemed to be a certain amount of confusion in that area.
Patient care was one point that had not been touched on extensively, but the size of the
problem made it of increasing concern. Treatment of AIDS cases would call for enormous
expenditure on health services for both secondary and terminal care, the provision of which
was complicated by the public1 s lack of understanding of the disease - an obstacle
highlighted by many speakers. An enormous educational task therefore lay ahead. The
Director-General had recently made a public statement about the size of the budgetary
provision that would have to be made for the programme; it would be useful to hear further
from him on the subject, for unless realistic estimates were made of the money required it
would not be possible to make the progress that the situation demanded.
Professor FORGACS agreed that there was a need for a central committee in every country
to deal with AIDS matters. It was of the utmost importance periodically to analyse the
situation， the effectiveness of the action undertaken and the potential impact of new
epidemiological or other AIDS-related developments in order to make appropriate decisions and
take further action. In Hungary, an AIDS committee was making a permanent contribution to
the work of the Department of Epidemiology of the Ministry of Health. On the basis of its
preparatory work, the Secretary of State for Health convened meetings in order to review the
situation and take the necessary decisions. In addition to medical experts and health
educators, financial experts were also invited to the meetings, since without appropriate
financial arrangements no real decisions could be taken,
AIDS was a deadly and costly disease. The programme on AIDS, and especially the budget
for the AIDS programme, however, should not affect other important WHO programmes nor should
it result in the curtailing of other important public health programmes, such as those on
malnutrition or malaria. He found the report fully acceptable.
Dr QUIJANO, referring to Dr Bart's statement that the world1s attitude to AIDS had
changed, said that that change might not have been entirely beneficial^ Scientists always
tended to be attracted by new problems and new challenges. Many of those present were
frequently approached by journalists asking about progress in their countries in the fight
against AIDS. There might therefore be in some third-world countries a mistaken tendency to
attempt to undertake small-scale research. The main bulk of research should be left to the
two or three highly developed countries which were making very rapid progress, while
third-world countries should confine themselves to the epidemiological follow-up of certain
cases and to introducing the relatively inexpensive ELISA test in all blood banks, and the

blot test in three or four blood banks in each country. WHO should very diplomatically try
to prevent countries from being encouraged to spend more than they could afford in an area
where they would certainly not be able to make any original or important contribution.
Dr GRECH said that it was to WHO1s credit that it had reacted promptly to the threat of
a pandemic of unique public health importance. AIDS was not just one of a series of diseases
that had emerged during the past decade, but it had many unique biological and
epidemiological features which together created a justifiable sense of urgency among national
health administrators, physicians, political leaders and the general public.
He nevertheless shared Professor Forgács1 view that the Board should not overlook the
other vast and pressing problems in the field of communicable disease control, which should
claim at least equal attention and investment of resources. Yet programme 13.13 enjoyed by
far the greatest total percentage increase (49.5%) of the budgetary allocations for
programme 13 as a whole. To cite but one example, the allocation for programme 13.1 on
immunization, which he considered to be the bedrock of WHO's activities, had been increased
in monetary terms by only 5.24% and had decreased in real terms by 7.79%.
He was also aware that, in the sensitive area of AIDS, there were many other supporting
agencies and willing benefactors； there was no real scarcity of local and external financial
help at the country level. While WHO should continue its efforts to contain the spread of
AIDS, any funds or activity allotted to the programme should not lead to a slowing down of
the diarrhoeal diseases or malarial control programmes, for example, or reduce the momentum
of efforts to eradicate the six vaccine-preventable target diseases of WHO*s Expanded
Programme on Immunization.
Professor STEINBACH endorsed the WHO strategy to combat AIDS. He had earlier asked
whether compulsory notification existed in Member States and had been pleased to receive a
considerable amount of information on the question both from WHO and from many countries.
Attention at the current stage should be focused on a matter requiring urgent international
coordination and cooperation; the situation at national frontiers. Had any special measures
been adopted, for example in the form of health documents, tests or checks at borders? The
adoption of such measures might be guided by WHO policy statements.
Dr YOUNG informed the Board that on 16 January 1987 the Infectious Disease Advisory
Committee of the United States Food and Drug Administration had recommended that the
Administration should consider approving treatment with azidothymidine (AZT) for AIDS
patients with Pneumocystis carinii pneumonia and for patients with advanced AIDS-related
complex. It had made that recommendation on the basis of fewer clinical data than was usual,
in view of the lethal nature of the disease. In a six-month double—blind study of
282 patients, only one patient in the AZT group had died as compared with 19 in the placebo
group. Thus it could be seen that, although AZT was not a curative drug, it did extend life
in the short term. If the Administration were to approve the drug, a summary on the basis of
its approval would be communicated to WHO along with further information as it became
available from any post-approval studies undertaken.
AIDS was one of the most significant disease issues of the present day. He therefore
welcomed the very important point made by Dr Koinange that it was time for the Organization
to put behind it any concern as to where the disease came from. The need at present, as
pointed out by Professor Isakov, was for a full-scale attack to be launched oil what was a
growing pandemic. Public health officials now clearly recognized that AIDS was a world-wide
problem of unprecedented magnitude, primarily because the virus affected the immune system
itself and so brought a new dimension into the fight against the agents of infection.
The disease appeared to be spread by intimate relationships and the exchange of
secretions, thus affording an opportunity for simple means of prevention; he welcomed the
attention to that aspect in the report. There was no adequate therapy for AIDS, nor was one
likely to be developed in the near future. The main thrust of the programme should therefore
be on prevention, comprising： (1) education aimed at giving people a clear understanding of
the disease； (2) prevention of the natural epidemiological spread (primarily via secretions
through intimate sexual contact)； and (3) prevention of indirect infection of individuals by
ensuring the safety of the blood supply, in which connection Dr Koinange had rightly pointed
out the vital need to make the relevant tests as widely available as possible.

Every effort must be made to retard by preventive measures what would otherwise be an
explosive increase in the disease. WHO could, through the programme, make a considerable
contribution to that effort. Many Member States had their own AIDS programmes, and it was
important to use WHO as a clearing-house for an exchange of the experiences gained therefrom
for the benefit of all.
Dr AASHI said that the Organization1 s efforts in the AIDS field were universally
recognized. He noted that in document EB79/12 the global number of cases of the disease had
been broken down by continent ； in his view that should have been done by WHO region to
facilitate decisions on strategy.
The fear that AIDS inspired in all countries should not be allowed to hamper wise
decision-making. Measures to contain AIDS should be included in primary health care； the
scope of such measures was, of course, open to debate and needed to be defined. He shared
the views of those speakers who had commented on the reporting of cases； the Organization
should ask countries to be clear and open in such reporting. He echoed Sir John Reid* s
concern about AIDS and international travel.
He was pleased to note that the Organization was continuing to keep Member States
informed on the status of national legislation on the subject.
Dr BELLA rioted that it had recently been reported on French television that the Pasteur
Institute had by chance come across a substance that killed the AIDS virus and was in the
process of testing it on human cases of the disease. He would welcome the Organization's
views on that report.
Professor RUDOWSKI emphasized that AIDS called for urgent attention, and not only in the
countries already affected by the disease, which were deploying a full range of preventive
and control programmes. The group of countries not yet affected also required special
attention and the provision of certain diagnostic and laboratory facilities. No country
lived in isolation from others. In Poland, for instance, the AIDS virus had been imported in
factor VIII concentrates； 4% of high-risk haemophiliac patients were now positive by the
ELISA test, and one had developed symptoms indicating that the country might be faced with
its first case of AIDS.
He agreed with Sir John Reid that the needs and care of AIDS patients should form a very
important part of any AIDS programme. In units caring for AIDS cases, many patients were
dying a slow death in full awareness of their situation. In some units, they assisted
medical staff in the care of other AIDS patients on a voluntary basis. Attention should,
however, be given to the fact that it was not yet known whether casual contacts with such
voluntary workers was safe or not.
He also emphasized the importance of virus research; for example, new findings
indicated that not only HTLV-I but also HTLV-II (associated with hairy-cell leukaemia) could
be transmitted by blood transfusion. Any programme to combat AIDS would necessarily be
extremely complex and call for an international approach. He therefore joined in the appeal
for a high level of funding for the programme.
Dr DE SOUZA (alternate to Mr McKay) said that he shared the concern expressed by
Sir John Reid as to the management of AIDS patients and the enormous costs that that
involved, not least because such care went beyond the health sphere and into that of social
welfare. The costs were such that'they might well far exceed the total health and welfare
budgets of many small developing countries should they experience a widespread AIDS
epidemic. Countries that had no AIDS cases should take warning from that, since there was no
guarantee that they would remain free from the disease in the future. They should therefore
take the question of prevention very seriously. He recognized the delicacy of introducing
education on safe sexual practices； it was therefore very important to work closely with
national religious and welfare organizations, which might be inclined to view the type of
education concerned as an incitement to promiscuity, and to impress upon them the imperative
need to counter the serious public health threat posed by the disease.
Dr MARKIDES, referring to the fear aroused by AIDS, said that it was rooted in an
initial lack of knowledge about the disease, compounded by misleading information from the
media. There was still much confusion, with countries acting independently on the matter.
He congratulated WHO for its speedy action to dispel that fear and stressed the importance of

the Organization* s role in informing countries properly and correctly about how the disease
was spread, how it might be treated and prevented, and how the problem should be tackled by
society and the world as a whole.
Dr HAPSARA joined in the expressions of appreciation for the excellent measures that WHO
had already taken on the subject of AIDS and those planned for the future. Many developing
countries were developing their tourist trade extensively as part of their plans for economic
development, so that the emphasis on prevention was very important. Нз endorsed the
suggestion that WHO might formulate guidelines for the screening of foreigners from countries
with a high prevalence of AIDS on arrival in other countries in which they intended to remain
for long periods.
The CHAIRMAN, speaking in his personal capacity, said that the fact that so many members
of the Board had spoken oil AIDS was evidence of the deep concern that it was arousing within
the international health community. He was particularly concerned at the situation that
prevailed in many countries, particularly the developing countries, where the size of the
problem had not been determined. Many members had pointed to the heavy cost of the disease
in terms of diagnosis, prevention arid treatment. The Organization was thus faced with a
major, two-fold challenge posed by the extent and cost of the problem. The entire budget of
the Organization, and those of many countries, would be insufficient to tackle it. It would
not be wise to jeopardize the development of other programmes currently being successfully
implemented by the Organization； consequently, there appeared to be no alternative to the
process initiated at the meeting held in Geneva in June 1986, when a number of donor
countries had pledged themselves to support the Organization in undertaking its AIDS
programme. He urged the Secretariat to make every effort to continue to obtain
extrabudgetary funds for the programme, without which there would appear to be no other
possibility of successfully combating AIDS.
The DIRECTOR-GENERAL said that, in view of the doubts expressed in the press recently
with regard to the high level of funding being called for, it was necessary for the Board to
be fully informed about the WHO programme for the prevention and control of AIDS and to play
a major part in its review, in order to convince the world that it was being appropriately
managed and had the right kind of accountability for the use of its resources.
Following the requests in 1986 from the Board and the Health Assembly for WHO to
intensify its activities against AIDS, it had taken rapid action and was becoming accepted as
a worldwide clearing-house for reliable information on AIDS, That was extremely important in
view of the enormous amount of inaccurate information currently circulating on the disease.
It was vital that WHO used its moral authority to explain to the world the true situation
concerning AIDS and to convince Member States that they all faced the problem together.
Considerable progress had already been made through regional meetings and international
conferences, and a consensus was rapidly emerging that all were collectively concerned in the
struggle.
Following discussions in the Boardrs Programme Committee, he had felt it necessary to
identify AIDS as a distinct programme in the Eighth General Programme of Work. Many Member
States had approached him to make sure that WHO assumed in that field its full constitutional
function as the directing and coordinating authority on international health work. In WHO'S
current financial crisis, as many Member States had pointed out, there were little if any
resources for AIDS in the regular budget. Nevertheless, by dint of certain savings,
US$ 300 000 had now been made available from WHO funds. In addition, a high level of
cooperation from many programme directors had made it possible to draft some 15 staff
members, starting from mid-January, to support WHO in building up the programme. That would
help to establish the programme1s credibility, which was indispensable if confidence was to
be generated in potential contributors of the necessary extrabudgetary resources for WHO to
accomplish what the Board appeared to wish it to do. He believed that the massive
mobilization of resources involved would not jeopardize any of WHO'S other priority
programmes； the impact of AIDS went well beyond the health sector, it was a broad social
problem that had led to popular pressure on governments to solve it, and thus the
Organization could well expect resources from contributors outside the health sector. That
was why he was proposing to establish a special programme based mainly on extrabudgetary
funds. An amount of the order of US$ 10 million had already been mobilized from Denmark,
Finland, the Netherlands, Norway, Sweden, the United Kingdom of Great Britain and Northern
Ireland and the United States of America. He emphasized that such funds should be considered

to come from contributors, not "donors", because those contributions were protecting the
health of their own people no less than that of other people in less fortunate financial
circumstances.
The Organization was once again being called on to work with all Member States for the
benefit of all. One thing that could be done by immediate rapid action, as Professor
Rudowski had said, was to protect the countries that believed they were and would remain
AIDS—free. The more that could be done immediately to build up their protective barriers,
the more money would be saved in the long term.
The main pressure on the programme would be the lack of time available for action. It
was therefore imperative that the Organization showed its ability to make optimal use of its
resources.
There was no alternative to considering AIDS as a global crisis. For that reason, a
large degree of global direction and management would be needed. Any decentralization would
be direct to Member States, which would have to build up a self-reliant national capability
as soon as possible. He was convinced that, with the support of the Board and the Health
Assembly, the Organization would play an extremely useful role in combating AIDS and that the
proper lines of communication for the purpose would be established between Member States and
the governing bodies. Good coordination had already been established within the United
Nations system. He had taken the initial steps to deal with the problem but the final word
on the direction and magnitude of the AIDS programme would, of course, be for the Board and
the Health Assembly.
Dr MANN (Programme Manager, Control Programme on Acquired Immunodeficiency Syndrome),
after paying a personal tribute to the late Dr Assaad, former Director of the Division of
Communicable Diseases, proceeded to comment on a series of slides showing the scale of the
AIDS phenomenon and measures being taken to control HIV infection.
Slide 1 outlined some of the special features of HIV infection which made it a truly
exceptional and in some ways unprecedented health phenomenon. They included the apparent
lifelong infection of persons exposed and infected, the fact that the full range of disease
expression was not yet known and that it was suspected that further manifestations would be
discovered as time passed, and the emergence of central nervous system damage as one of its
extremely important manifestations and one that might be independent of the development of
the disease known as AIDS. There was concern that the world might be facing an epidemic of
central nervous system disease, particularly dementia, occurring in people infected with the
virus but who did not develop AIDS. Regarding the natural history of infection, predictions
about the future could only be speculation, but what was known was already serious. The
presence of healthy carriers had great impact on the epidemiology and spread of the disease.
Infected persons were usually unaware of the fact； there might be no outward sign and yet
they could be highly efficient transmitters of the virus. Furthermore, the combination of
sexual transmission and perinatal transmission meant that HIV had the potential to affect
large segments of the population. The other mode of transmission was through contact with
blood — through blood transfusions, shared needles among intravenous drug users or injections
with unsterilized equipment• There was abundant and increasing evidence that the virus did
not spread through casual contacts, insects, food or water. Finally, since the fundamental
problem was the immune deficiency it caused, HIV infection opened the door to infection with
other diseases. There was already evidence that tuberculosis epidemics would occur in areas
where there were HIV epidemics.
Slide 2 showed the situation regarding AIDS cases reported to WHO as at 5 January 1987,
although it should be pointed out that the figures given were already out of date, since the
number of countries reporting at least one AIDS case had since increased to 87. The
85 countries listed in the slide were those reporting at least one case. The actual HIV
situation was not accurately reflected in the number of reported AIDS cases owing to
under-recognition and under-reporting, as well as to the length of time between the
penetration of the virus into a population and the appearance of AIDS cases.
Slide 3 showed the estimated number, in 1986, of AIDS cases, AIDS-related illnesses and
HIV-infected persons worldwide. There had been at least 100 000 AIDS cases since the
beginning of the epidemic and at least 200 000 to 300 000 cases of AIDS-related illnesses,
and there were currently between 5 million and 10 million HIV-infected persons in the world.

With reference to slide 4 on the natural history of HIV infections, the best estimates
available were that five years later 10%-30% of infected persons would have developed the
disease AIDS, another 20%—50% would experience AIDS—related illnesses, and an unknown
percentage would have developed HIV-related neurological disease, which might be a late
rather than an early manifestation of HIV infection, leaving a maximum of 70% and a minimum
of 20% of infected people healthy at the end of those five years. It had been hoped that the
first years after infection would be the most dangerous, with the risk of developing AIDS
declining thereafter, but in fact it appeared that that risk was greater with increasing
duration of infection. That made it very difficult to extrapolate for the future, and only
observation of infected persons could provide information about their further history.
Slide 5 showed that the estimated number of new AIDS cases and AIDS-related illnesses
between 1987 and 1991 emerging from persons already infected with HIV in 1986 was between
500 000 and 3 million in the first case and between 1 million and 5 million in the second.
Slide 6 showed the very broad impact of the HIV pandemic. In addition to the health
statistics, there were important economic, social, legal and other implications. By way of
example, it was estimated in the United States of America 一 where it was currently predicted
270 000 cases of AIDS would occur by the end of 1991 - that the per annum cost of direct
medical care to AIDS patients might reach US$ 16 thousand million. The impact on insurance
was already being felt. The impact on society and family structure was enormous, both
because the disease killed mothers and fathers and because of the stigma attached to the
disease at all levels, and he concurred with Board members who had referred to the tragedies
in personal, family and social life as a result of fear and ignorance about AIDS. In terms
of legal and policy issues, he would respond subsequently to individual questions raised by
Board members, iri particular on the subject of international travellers. The effect on
development in terms of the loss of 20- to 40-year-olds should not be underestimated, and the
impact on children was particularly severe. While the most common way in which a child might
be infected was through the mother, in some parts of the developing world other major threats
were blood transfusions with blood that had not been screened, and injections with
unsterilized needles. Moreover, children might be more susceptible to diseases like malaria
and require a transfusion or an injection.
Referring to slide 7, he said that there was a global consensus on several points. It
was clear that HIV infection was a health problem of profound personal, family and social
importance, that it was an international long-term health concern and that it threatened the
health gains recently made in the developing world. Neither vaccines nor therapy were likely
to be available for several years, and the global control effort would be a long-term one.
HIV control must therefore be part of primary health care. HIV infection represented an
unprecedented challenge which would require unprecedented solutions.
The concept of global AIDS prevention and control first required that the problem be
recognized; 1986 could be considered to be the year of global AIDS awareness. As shown in
slide 8, two principal components were therefore proposed. The first was the development and
support of strong national AIDS prevention and control programmes in every country of the
world 一 there was no reason to presume that any country could consider itself immune. The
second component was international leadership, coordination and cooperation.
The WHO special programme on AIDS, as shown in slide 9, proposed to support the
development of strong national AIDS prevention and control programmes, provide international
leadership and help to ensure global coordination and cooperation.
Slide 10 gave an overall view of global AIDS control. The major components of the
national programme were the establishment of a national committee； initial assessments,
including crucial epidemiological assessment and resource assessment； establishment of a
surveillance system both for AIDS cases and for infections with the virus； support for the
strengthening of laboratory capacities； health care worker education to ensure, among other
things, that information was provided so as to prevent the tragedy of ostracism out of
ignorance or fear; and prevention programmes. Among the global functions of coordination
and leadership at the headquarters and regional level, the exchange of information was a
crucial component. The general aim was to support national programmes, foster the global
exchange of information, develop guidelines, pursue prevention and reduce the impact of
already established infections while building up the structure to permit long-term control
fully integrated with primary health care.

The proposed organization, under the Director-General, of the special programme on AIDS
shown in slide 11 involved a global commission on AIDS, which was a scientific, advisory and
assessment group to help establish long-term priorities； the network of collaborating
centres on AIDS, of which there were now 27 and which needed to be expanded to ensure broader
geographical distribution and include further areas of expertise； and a committee of
participating parties, which provided assistance in resource mobilization and communication
among the organizations concerned• The basic programme components were national programme
support, which was the most important component； health promotion, for which there was a
sort of "think tank" using the latest developments in health communications to bring about
behavioural change and responsible also for designing strategies and assisting in their
implementation, evaluation and monitoring； research and development, which assisted in
coordinating international multidisciplinary research; and surveillance, forecasting and
impact assessment, which was active and forward—looking in its approach.
Slide 12 showed the proposed breakdown of staff for the programme by the end of 1987 or
early 1988, totalling 32 professional staff members. The emphasis on communications and
social science personnel was related to the importance attached to education.
Slide 13 showed the proposed 1987 budget for the special programme on AIDS, totalling
US$ 43.7 million; of operational funds, 60% was earmarked for programme operations in direct
support of national programmes, and 40% for global activities. The need to create the global
networks, establish guidelines, hold consensus conferences and organize international
collaboration and cooperation would call for a greater proportional budget commitment to
global activities in 1987 than in future years.
In conclusion, he stressed that AIDS was a global problem of extraordinary magnitude and
urgency. Immediate action was required at the beginning of a worldwide epidemic whose
ultimate dimension could only be a matter of speculation,
Mr FLUSS (Health Legislation) said that Sir John Reid had expressed the fear that, in
some countries, premature AIDS legislation was being enacted on an emotional rather than a
scientific basis. At that juncture it would be inappropriate for the WHO Secretariat to
express value judgements concerning the content of the AIDS legislation of a particular
country or of a particular sub-national jurisdiction. There had in fact been significant
legislative activity in regard to AIDS at the sub-national level in a number of countries
with a federal structure or with decentralized authority in some health matters, such as, for
example, Australia, Canada, Spain, and the United States of America,
The Secretariat's principal role to date as far as legislation was concerned had been to
collect, process, publish and disseminate all available legal instruments on the subject of
AIDS, and to provide digested, and, as far as possible, analysed information on the subject
to Member States. Every effort had been made to undertake that task in a comprehensive
manner, although care had been taken not to disseminate information of an anecdotal nature,
which tended to be abundant in the media.
A regularly updated list of legal instruments on AIDS, prepared in both English and
French (document AIDS/HLE/86.2), had been widely distributed, and was available to members of
the Board, as was a list of countries and sub-national jurisdictions known to have introduced
AIDS legislation. Those lists had been prepared in close consultation with the staff of the
special programme on AIDS.
WHO had moreover commissioned a global survey of trends in AIDS legislation, a survey
that was now in preparation. At the appropriate time, WHO might well consider convening a
group of public health and legal experts to examine the trends identified by the survey. The
group's task might be to formulate consensus statements, or even possibly guidelines, on
alternative approaches open to governments on such issues as notification and reporting of
AIDS and HIV infection, protection of blood supplies and donated organs, tissues and sperm,
confidentiality of information, measures applicable to intravenous drug abusers, screening
policies, counselling of seropositives, AIDS and HIV infection in the prison environment, the
provision of what were described as "alternative testing sites", and some of the other legal
issues that had been touched on by Dr Mann or raised by Board members.
Although some preliminary information on trends could be presented, it was important to
emphasize that the word "global" was hardly appropriate, since the bulk of legislation to
date had been concentrated in North America, Australasia, and part of the European Region.
Moreover, it should be realized that measures that required legislation in some countries

could be introduced and implemented elsewhere without the need for any laws to be passed. It
had been a fundamental premise of WHO 1 s action in the field to date that there could be no
question of dictating to countries whether or not to legislate on a particular aspect of AIDS.
In one key area, the protection of blood supplies (and of donated organs and sperm),
controversy was minimal, and many jurisdictions had introduced relevant legislation. A clear
consensus on action in respect of blood supplies had emerged in one regional grouping, namely
the Council of Europe, all but one of whose members were also Member Scates of WHO. Also
noteworthy was the recently issued Consensus Statement by the United States National
Institutes of Health on the impact of routine HTLV-III antibody testing on public health.
Regarding notification, virtually all the states of the United States of America, and
all the Australian states and territories and most of the Canadian provinces, had introduced
mandatory systems, as had several countries in the European Region; a few jurisdictions had
made seropositivity notifiable. However, some countries preferred to rely on voluntary
systems, and the Secretariat was aware of the current discussion on the matter in certain
countries.
Where confidentiality was concerned, it had become clear that countries were
endeavouring to ensure that personal data on AIDS remained confidential, while at the same
time taking care not to frustrate legitimate public health, epidemiological and research
needs. Among the measures taken had been the provision of counselling for patients and
seropositive persons, the creation of institutional mechanisms for ensuring coordination of
AIDS-related programmes and activities, the provision of alternative testing sites where so
called "high-risk" behaviour groups could undergo testing under appropriate conditions, the
allocation of funds to eliminate financial obstacles to testing (in particular, the
comparatively expensive confirmatory testing), the introduction of laws to prevent
discrimination in employment, ltisuiratice9 etc • 9 against AIDS - affected persons9 and the is sue
of instructions to health care workers on how to avoid AIDS. Certain jurisdictions were
known to be considering relaxing restrictions on the sale of syringes and needles to
intravenous drug abusers; the screening of prostitutes, and the с losing of establishments
where high-risk forms of sexual behaviour occurred, were also known to have been introduced
by legislation. One state in the United States of America had enacted legislation designed
to promote AIDS vaccine development programmes. However, the legal position in the United
States was particularly complex, and he drew the attention of Board members to the
authoritative review of legislation on AIDS in that country that had recently been published
(Journal of the American Medical Association, 257 (3); 344-352 (1987)).
Dr Uthai Sudsukh took the Chair.
Dr MANN (Programme Manager, Control Programme on Acquired Immunodeficiency Syndrome), in
reply to the question regarding a world serum bank, said that WHO indeed intended to
establish a geographically representative standardized group of reference sera, which would
have particular importance as additional retroviruses were identified similar to, but not
identical with, classical HIV. WHO was in the process of identifying the collaborating
centres on AIDS that would contribute to that bank.
The list of advisers and consultants mentioned in the document would be made available；
it included experts in epidemiology, clinical medicine, immunology, laboratory science, and
other relevant disciplines.
Where the screening of travellers was concerned, he pointed out that the international
health regulations, which specifically addressed the question of requirements for
certificates indicating the absence of infection, took a position opposed to any such
screening. Representatives of the collaborating centres on AIDS had discussed the issue at
their meeting in December 1985 and had concluded that the screening of international
travellers for HIV infection should not be encouraged, since it would not be an effective
disease control method. In addition, a recent article in the Lancet by Professor Arie
Zuckerman of the London School of Hygiene and Tropical Medicine contained a succinct summary
of the epidemiological rationale against the imposition of HIV screening for international
travellers. WHO intended to convene a consultation on the subject to help establish a
position that would be helpful to countries that might be considering such approaches. It
was also planned to study the case of students and other applicants for visas for long-term
residence.

A question had been raised about new tests for antibodies, and Canada had been mentioned
as a country where such a test was said to be being developed. WHO had maintained active
contact with many manufacturers of new technologies for the diagnosis of HIV infection and
was also in the process of evaluating certain tests for their applicability to the developing
world. He was not aware of any specific tests being developed in Canada, but would look into
the matter. WHO had been contacted by some 15 manufacturers in that regard.
He fully agreed with Dr Koinange that it was futile to try to identify a source of the
disease, and also that the "holier than thou" attitude served no useful purpose.
The programme would be responding to the request made for a statement on the subject of
mosquitos. He stressed that there was no evidence that mosquitos, or insects of any kind,
had any role in the transmission of the virus anywhere in the world.
The cost of test kits was indeed a subject for concern, and WHO planned during the
current year to try to establish a central purchasing mechanism which would allow it to
obtain and supply to countries at the lowest possible price kits that met the criteria for
the country concerned.
He had provided Dr Hyzler with a draft statement on the subject of airlines and
HIV-infected persons. In fact, WHO saw no reason why an HIV-infected person should not be
allowed to travel on any public conveyance (whether car, bus, train or aircraft) on the
assumption that certain fundamental health precautions were observed. For example, should
razor blades be made available to passengers, they should be single-use blades intended for
the personal use of one passenger only, and should be properly disposed of.
On the question of funding, the Director-General had stressed repeatedly that AIDS would
require separate financial provision. It was hoped that such provision would be made
available shortly, so as not to encroach on existing funding and thus distort the balance in
respect of other priority programmes.
He agreed with Dr Young that the experience of one country was vital for other
countries, and WHO planned to be involved in an active exchange of information and
experience. Most countries were not yet aware what other countries were doing in the field,
although the problems were of ten rather similar. The network of information exchange should
be a worldwide one, because the problem was one that affected both the developed and
developing world.
He believed that progress was being made with the reporting of cases, although there was
not always an open exchange of information on the cases concerned. As at November 1986, 101
countries had reported to WHO on AIDS, and in January 1987 the number was 126, indicating a
further gain of 25 countries in two and a half months.
Another question had been raised concerning a recent media announcement of a product
claimed to be effective against the AIDS virus. Such reports were not always accurate, but
fortunately the network of collaborating centres and scientists made it possible for WHO to
call the research workers involved so as to ascertain the facts.
He agreed that countries that had hitherto considered themselves to be free of AIDS
should not be too complacent； they would often find AIDS cases if they were willing to look
for them. On the matter of patient care and casual contact, it was important that a common
position be adopted. All the available epidemiological information supported the view that,
in fact, casual contact transmission was not occurring. It was vital to distinguish the
theoretical risks from the practical risks, as an antidote to anxiety and fear.
Several speakers had referred to the enormous cost of patient management. Countries
should begin to prepare for the economic impact, so that they could make some reasonable
plans for the future regarding the economic burden that would be imposed by the development
of cases among people already infected. The fear of AIDS had also been referred to, and his
programme intended to work hard in the coming year to help to demystify the disease.
Finally, the AIDS surveillance, forecasting and impact assessment group had as its
primary task the refining of techniques and the collecting of information which would make it
possible to assess the scope of the problem. He would be the first to admit that the
estimates were broad ones and could not yet be made more precise. The programme owed it to

national health authorities, as well as to the international community, to try to develop the
best possible information, and he hoped that by the next year he would be able to point to
significant progress in that regard.
At the invitation of the CHAIRMAN, Dr GALLO, Chief, Laboratory of Tumor Cell Biology,
National Cancer Institute, Bethesda, Maryland, United States of America, made an audiovisual
presentation on the subject "AIDS : where do we go from here?".
The CHAIRMAN thanked Dr Gallo most sincerely on behalf of all those present for his most
interesting and valuable presentation. The field of human retrovirology owed an incalculable
debt to Dr GalloT s personal commitment and professional accomplishments. Indeed, the
rapidity with which science had been able to advance against the AIDS virus, the human
retrovirus of supreme importance, was itself a tribute to the pioneering discoveries on human
retroviruses by Dr Gallo and his colleagues. Dr Gallo should take with him the hope of all
those present for the future existence of the human race in terms of the prevention and
control of AIDS.
From the comments made by the Board, he assumed that it agreed with the broad outlines
of the programme presented by the Director-General.
It was so agreed.

The meeting rose at I7h55.
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Blindness (programme 13.14)
There were no comments.
Cancer (including International Agency for Research on Cancer) (programme 13.15)
Dr MUIR (International Agency for Research on Cancer) said that the Agency had just
celebrated its twentieth anniversary with Finland becoming the thirteenth Participating
State• Highlighting some of the Agency1s recent activities, he said that Cancer occurrence
in developing countries， just published,^ showed the enormous diversity of cancer patterns
between countries. One of the enigmas was the role of diet, the elucidation of which
required the development of methods for determining dietary intake, especially of fat•
Multicentre, multinational case-control studies were continuing into the causation of certain
cancers, e.g.， of the pancreas, brain, liver and cervix uteri; that approach had the
advantage of bringing together the large numbers of cases necessary for proper analysis.
Thanks to a generous donation from the Government of Italy, I ARC was collaborating with the
Expanded Programme on Immunization in introducing the vaccination of newborns against
hepatitis В in the Gambia for the prevention of primary liver cancer. A great deal of effort
was continuing to be devoted to the carcinogenic effects of tobacco, that universal poison for example, on quantifying the effects of passive, or compulsory, smoking. The Agency was
also looking into the long—term effects of cancer chemotherapy on the causation of new
neoplasms, and was continuing to offer training courses for epidemiologists,
Dr SAVEL'EV (adviser to Professor Isakov) called the prevention of cancer an important
challenge for all countries as it was already among the three main causes of death in
industrial countries and would grow in magnitude along with the extension of life expectancy
and the changing of life-styles (including tobacco use) in the developing nations. The
analysis in the programme budget document confirmed the need for urgent steps to combat
tobacco consumption, an area in which important work was being done in the European Region.
He was pleased to see that WHO would strive to clarify dietary factors in
carcinogenesis; given the complexity of early diagnosis of cancer, however strong a

1

Document EB79/1987/REC/1, Part II, Annex 1.

2

IARC Scientific Publications, No. 75 (1986).

country1s health infrastructure, it was vital to have more information about high-risk
groups. He also welcomed the planned expert committee on cancer pain relief, the emphasis on
preventive approaches, and the incorporât ion of national efforts into primary health care.
It was gratifying that IARC had continued studying environmental carcinogens, particularly
with reference to life-style factors and substances used iri agriculture. He noted that there
was no overlap between WHO1s activities and those of the Agency.
He could only regret the decrease in the budgetary allocation for the programme at a
time when cancer was on the rise in the developing countries,
Dr DE SOUZA (alternate to Mr McKay) noted that a great deal of work on cancer prevention
and management was being done in many countries by nongovernmental organizations. What
collaboration was being undertaken with them? And how much of the allocation included under
"Other sources'1 was intended for IARC?
Mr SONG Yunfu supported the goals and planned activities of the programme on cancer, a
disease that was a serious threat to health in the developing as well as the developed
countries. He endorsed the statement that efforts should concentrate on prevention - of
primary liver cancer, for example. In that connection, a broad programme of health education
would be necessary, among other things to combat smoking. Such an effort was vital but would
not be easy to achieve unless all sectors of society were mobilized.
и
Dr STJERNSWARD (Cancer) thanked Board members for their constructive comments and their
stress on prevention. Today1s major diseases in developed countries, such as cancer, would
be those of tomorrow in developing nations and their future cancers were preventable today.
One-third of all cancers were now preventable, through action to combat smoking, the
prevention of primary liver cancer, and other measures. The programme was doing its maximum
with minimal resources• Cancer was increasing in developing countries with the aging of
populations， and because of increased tobacco consumption - it was already the major cause of
death in Shanghai County. It would be cost-effective to implement preventive measures
straightaway. He found it gratifying that India, for example, had doubled the programme
budget for cancer control, devoting almost half of the new resources to primary prevention,
early detection and pain relief.
In reply to the question on nongovernmental organizations, he said that WHO 1 s
pace-setting programme on cancer pain relief had met with an enthusiastic response from
several such organizations, especially the World Federation for Cancer Care Associations and
the International Association for the Study of Pain, which were mobilizing teaching faculties
around the world. A method for pain relief making use of 21 drugs - 18 of which were on the
model essential drugs list in many countries - had been produced and was available in six
languages. The International Union against Cancer was the main nongovernmental organization
for cancer work, and it maintained close coordination and collaboration with WHO, for
example, in joint scientific meetings and jointly sponsored conferences.
Dr MUIR (International Agency for Research on Cancer) added that the International Union
was represented on the Agency1s Scientific Council and Governing Council. One product of
their recent collaboration had been a publication evaluating the various screening programmes
for cancer of the breast, cervix uteri and large bowel• The close collaboration of the
International Association of Cancer Registries and other nongovernmental organizations was
indispensable for many IARC publications, such as the quinquennial publication of Cancer
incidence in five continents.
Replying to the question on the proposed resources for the Agency, he said that some
US$ 23 million was foreseen under the regular budget and a further tJS$ 1 670 000 was expected
to become available for specific projects.
Cardiovascular diseases (programme 13.16)
Professor STEINBACH stressed the importance of the proposed allocations for both
cardiovascular diseases and cancer. Smoking and eating patterns were based on cultural
traditions and bound up with many economic and political factors. This made the role of WHO
all the more important• For example, a statement by WHO to the effect that smoking was the
greatest killer would carry far more weight than if it came from national authorities alone.
Professor FORGACS drew attention to the indirect benefits of the multinational
monitoring of trends arid determinants in cardiovascular diseases, known as the MONICA

project, for the preparation of an integrated country-wide health promotion programme in
Hungary•
Dr MARKIDES stressed the need for community-based control of cardiovascular diseases to
be undertaken before those diseases reached epidemic proportions. In Cyprus, where such
diseases were among the main causes of morbidity and mortality, a considerable proportion of
the budget was allocated to specialized cardiovascular disease units with sophisticated
equipment. He regretted the decrease in the funds proposed for that programme in the Eastern
Mediterranean Region. In his view it was not compensated for by the small increase in
country-level resources foreseen for the control of smoking and other life-style factors
under programme 13.17, where in fact there was even to be a cut in the funds allocated to
intercountry activities. In view of the considerable success achieved by certain developed
countries in cardiovascular disease control he called for more emphasis on the programme not
only in his Region but in other parts of the world where the problem was growing.
Professor ISAKOV said that WHO 1 s praiseworthy programme for the prevention and control
of cardiovascular diseases was of relevance to the entire world， as they were major causes of
death in the developed and, increasingly, in Che developing countries. Particular attention
needed to be paid to prevention and the development of methods whereby the dynamics of the
diseases could be monitored.
Dr KOINANGE considered that rheumatic heart disease and hypertension were still very
important problems in the African Region and wondered why paragraph 26 of the programme
statement (page 262) seemed to imply the opposite.
Dr BOTHIG (Cardiovascular Diseases) thanked Board members for their supportive and
encouraging comments• As many speakers had stressed, owing to unfavourable life-style
changes - primarily smoking and unbalanced eating habits - and greater life expectancy,
cardiovascular diseases were no longer confined to the developed countries.
The MONICA project would be nearing its midpoint in 1988-1989. The first results were
now emerging from the ten-year project in which 41 centres in 26 countries were participating
and which covered a population of some 30 million people. As Professor Forgács had noted,
many of those and other centres were making additional use of the project as a tool for
evaluating their own intervention and prevention programmes.
Professor Isakov had rightly stressed the aspect of prevent ion. Prevention, and
particularly primordial prevent ion — that is，prevent ing the emergetic G of the risk, factors
for cardiovascular disease - was crucial in developing as well as developed countries, and
had to be carried out through population-based and individual efforts.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) , replying to Dr Markides,
said that the main thrust in the Eastern Mediterranean Region was the establishment and
development of a common community control programme geared to prevent ion and focusing on
three components: hypertension, coronary heart disease and rheumatic fever. Several
countries had begun to implement programmes for the prevention and early detection of
rheumatic heart disease thanks to resources made available by AGFUND. The decrease in
budgetary allocations noted by Dr Markides was due both to the reduced availability of funds
and to a decrease in the requested country allocations.
Dr MONEKOSSO (Regional Director for Africa) noted in reply to Dr Koinange that the text
in the programme budget document seemed not to be identical to that of the relevant regional
document. The low level of country allocations - those figures were really nominal - was due
to the paucity of resources available arid to competition from other priority areas, such as
immunization and parasitic disease control. Moreover, as the Region’s cardiovascular disease
control programme was community-based, whatever resources were available would be found under
the appropriate heading. As the regional document pointed out, hypertension was becoming a
major cause of death in older age groups, although data were mostly limited to urban hospital
patients, and control efforts were being made in approximately ten countries.
Other noneommunicable disease prevention and control activities (programme 13.17)
Sir John REID expressed his pleasure that the current Board session would be the last at
which "Tobacco or health" would be considered under programme 13,17. As from 1990， under the
Eighth General Programme of Work, it would be a separate programme as befitted its

importance, and its greater visibility would surely help to attract extrabudgetary funds；
perhaps the Director-General could consider implementing the change functionally even before
1990. He strongly supported the increased budgetary allocation foreseen even after the
reductions that the Director-General had been obliged to impose.
He also applauded the steps taken by the Director-General and the Regional Directors to
ensure that a good example was set in not smoking on WHO premises, and welcomed the
cooperation of WHO staff members. He offered a plea that some provision be made for the
non-smoking majority of participants in World Health Assemblies; it was intolerable that
separate facilities were not available to them in the communal meeting and refreshment areas.
Finally he was pleased that the Organization was continuing to maintain its sense of
perspective. The Director-General had wisely said that the new AIDS programme would not lead
WHO to abandon its other priorities. It had to be remembered, and stated publicly by the
Organization, that diseases caused by smoking were already killing over a million people
every year.
Professor ISAKOV expressed his satisfaction with the steps being taken to implement the
integrated prevention and control programme stimulated by the adoption of resolution WHA38.30
and by support from the Director-General1s Development Programme, The approach that aimed at
integrated and coordinated control activities within the community was a major initiative on
the part of WHO, which should be pursued. Stroke, an important attendant factor in
cardiovascular disease, and diabetes mellitus control should both be emphasized in integrated
programmes, as well as efforts in the classification of rheumatic diseases. He supported the
comments of Sir John Reid on smoking and welcomed the close attention given to the choice of
"Tobacco or health11 in connection with programmes for the control of such chronic diseases as
cardiovascular disease and lung cancer.
Dr GRECH supported the remarks of Professor Isakov. He considered that cancer,
cardiovascular disease and other noneommunicable disease prevention and control activities
should form one comprehensive approach to the effective containment of the major chronic
diseases； he was therefore a strong advocate of an integrated programme. It was evident,
from the various situation analyses, that the noneommunicable diseases indeed took an
unacceptably high toll in terms of disability and premature death. To a health administrator
involved in their prevention and control their "morbid attraction", if such a term could be
used, was that they were all related to common causal risk factors - an underlying series of
denominators 一 that made them amenable to one integrated, community-based control programme.
As was exemplified by the national diabetes control programme in Malta, any strengthening of
primary health care activities in relation to one disease was bound to have a beneficial
effect on the incidence of other chronic diseases. Apart from the MONICA project, there were
other intercountry programmes such as the country-wide integrated noneommunicable diseases
intervention (CINDI) programme, being carried out under the auspices of WHO; and the
international research project on the relation between salt intake and blood pressure
(INTERSALT), being carried out in conjunction with the London School of Hygiene and Tropical
Medicine.
Mrs HEIDET (International Cystic Fibrosis (Mucoviscidosis) Association), speaking at the
invitation of the CHAIRMAN, said that she was gratified that the Association had been
mentioned specifically as collaborating with WHO in the programme for noneommunicable disease
prevention and control activities. She stressed the joint support the two organizations
could provide in prograrame delivery - WHO with the strong political backing of its Member
States and the Association with financial contributions and the cooperation of its national
member organizations.
Recent scientific progress in fetal diagnosis and in the field of genetic engineering
was expected to contribute to achievements in determining the incidence and prevalence of
cystic fibrosis. The first joint activity of WHO and the Association was to be a worldwide
screening programme, which would commence in a few weeks. The Association was also
collaborating with the WHO Division of Family Health with a view to introducing neonatal
screening in the countries where there was a significant known incidence of the disease.
Health information support (programme 14;
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Dr HAPSARA, referring to the fact, confirmed in the situation analysis, that some
developing countries had very little in the way of health library and literature services,
especially outside medical faculties and research institutions, said he would like to see an

intensified programme of wide scope• Literature on global and regional health activities,
health system infrastructure and the application of recent health and medical technology was
much needed by many medical faculties and research institutes.
Dr KOINANGE said that WHO was given very little visibility in countries, compared with
other United Nations organizations and bilateral agencies, a situation that should be
rectified.
Dr BELLA said that information constituted the very basis of any form of knowledge•
importance of the programme was therefore clear. It was only through knowledge, which
motivated action, that health-for-all activities could be embarked upon,

The

Dr CAMANOR, in supporting the programme, pointed out the discrepancy between the
reference in the situation analysis to the lack of health library and literature services in
developing countries and the fact that there was no provision at couatry level for the
African Region. He asked how the obvious need was to be met•
Dr HELLBERG (Director, Division of Public Information and Education for Health) referred
to the comment by Dr Koinange on the visibility of WHO in countries. Unfortunately, the
problem within WHO, and that obtaining in the health administrations of many countries,
remained to some extent the same; there was a reluctance to popularize and the old principle
that doctors did not advertise was adhered to and extended to institutions. During the
discussion of programme 6 (Public information and education for health) he had referred to
the Director-General1 s concern to strengthen and emphasize the programme, particularly
advocacy for WHO, and that was being done in close collaboration with the health information
support programme• The two divisions were studying and analysing the whole spectrum of
available information material to see how it could be utilized more effectively, or changed,
so that the Organization1s activities and achievements could be made more readily visible•
He referred to the information he had given to the Board at the eighth meeting, on the
Director-General's plans to use celebratory events as "pegs for advocacy", and again,
emphasized that the real action must take place in countries. In that endeavour he sought
the help of members of the Board both in their own countries and in providing further
innovative ideas•
Dr VAN WEST-CHARLES, while agreeing that the programme was an important one, questioned
the approach in investing resources at regional level. Should they not rather be invested in
countries, for the easier access of national health workers? He doubted whether, for
example, library facilities at a regional office were of any real benefit to the people
working in the countries.
Dr MONEKOSSO (Regional Director for Africa) referred to his comments during the
discussion on programme 6 (Public information and education for health) at the eighth
meeting. He had explained the functions of the medical journalists (health information and
documentation officers) employed on a contractual basis, who worked with the WHO
representative and other staff in ensuring that WHO 1 s documentation on health reached the
right people, including the local press. In fact, many local newspapers in Africa printed
articles on the work of WHO, The same officers, since their appointment, had been able to
classify the documentât ion at the country offices and put it in order.
Dissemination of information required a focal point. Headquarters had its excellent
library facilities, and it was inconceivable that the staff of a regional office, who were
expected to cooperate as experts with Member States, should not have access, through an
information system, to the up-to-date knowledge and information provided by a global network
of libraries. A traditional library, consisting merely of shelves of books, would not serve
the purpose • A network system by which, at the touch of a button, a staff member could
summon information from anywhere in the world was indispensable to WHO1 s cooperation with
countries. The library at the Regional Office for Africa was part of an African regional
network of the libraries at medical schools and health institutions in Member States. The
heads of the libraries constituting the network met together regularly to discuss the
activities of the network. With them as the driving force the information systems at their
own national institutions, as well as that at the Regional Office, were reinforced.
He went on to refer to his response to members1 comments at the sixth meeting and to
emphasize once more that the US$ 943 000 voted from the Real Estate Fund by the governing
bodies in 1984 for repairs and alterations to the Regional Office, part of which would now be

used to expand the library facilities instead of for additional offices, could not be used to
attenuate the current budgetary constraints; iri fact they could not be used for any purpose
other than those for which they had been voted.
There was a plan to introduce informatics into the country offices, which would
eventually have budgetary implications, but it was impossible to visualize the coming decades
without such a facility for data-handling, research and decision-making.
Dr GUERRA DE MACEDO (Regional Director for the Americas) assured Dr Van West-Charles
that he agreed wholeheartedly with his comments that scientific and technical information
ought to be easily accessible Co national health workers. He reminded the Board that the
health information support programme consisted also of the technical publications and
production of the official records of the Organization, as well as documents for public
information. Unfortunately perception of the importance of disseminating scientific and
technical information through publications, documentât ion and other means was not well
developed in service institutions, including ministries of health. He deplored the fact that
not one Member State in the Region of the Americas had requested cooperation under that
programme. In view of such a painful reality, resources had to be maintained at regional
level in order to meet the needs of countries• In the Region of the Americas two programmes
were responsible for the bulk of the scientific and technical information; the regional
library of health sciences in Sao Paulo, coordinating a network, of over 400 national
institutions； and a system of documentation centres in each of the country offices to
support the day-to-day needs of the programme of cooperation. Although located in the
countries in order to stimulate the interest of national authorities the centres were
considered to be part of the regional programme, since with the current lack of interest it
was doubtful whether some Member States would be willing to include them in their country
programmes•
In the Region of the Americas there existed an intercountry programme, complementary to
the health information support programme, for the production of textbooks and instruction
materials for middle-level health workers• The programme was self-financed with a subsidy
from regional resources, serving the needs of the countries.
Support services (programme 15;
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Personnel (programme 15.1)
General administration and services (programme 15.2)
Budget and finance (programme 15.3)
Equipment and supplies for Member States (programme 15.4)
There were no comments.
ADJUSTMENT OF THE PROGRAMME BUDGET:

ACTIVITIES IDENTIFIED DURING THE DISCUSSIONS

Dr LARIVIERE (alternate to Dr Law) said he wished to ask a quest ion of a more general
nature regarding the US$ 50 million contingency plan for reductions.^ While the
provisional programme budget implementation reductions for 1986-1987 had clearly been applied
on a pro rata basis at all levels, the planned reductions for 1988-1989 at regional and
global level ranged from a minimum of 7.13% to a maximum of 8.71%• Compared with 1986-1987,
three regions would suffer reduced 1988-1989 provisions, the Region of the Americas and the
Eastern Mediterranean Region having the largest comparative reductions. Those two Regions
would also suffer the largest contingent reductions in percentage terms• He asked for an
explanation of that, and why there was a deviation from the pro rata reductions applied in
1986-1987.
Mr FURTH (Assistant Director-General) referred members of the Board to his introduction
at the second meeting of the plan for contingent programme budget implementation reductions.
Before inflationary cost increases and currency adjustments had been added to the

allocations, the percentage reductions had been the same at all levels, 9.2%, The
apportionment of the planned reduction of US求 50 million among global and interregional
activities and the various regions had been made early in 1986 pro rata on the basis of the
1986-1987 allocations, before the 1988-1989 budget proposals had been prepared. The
apportionment of the US$ 50 million reduction had therefore been made in real terms, before
cost increases and exchange rate adjustments for 1988-1989 had been added to the
allocations. Thus, while the reduction had initially been the same .in percentage terms at
global and interregional level and in all regions at 9.2%, the actual allocations in
1988-1989 had turned out to be quite different, since cost increases due to inflation, and
also exchange rate adjustments, had had different impacts on the various regions and at
headquarters, and consequently, in percentage terms also， the reductions had likewise become
different• For example, the global and interregional component of the budget had increased
considerably as a result of the decline in the value of the United States dollar, and thus
the US$ 15 730 000 reduction represented a smaller percentage, 7.13%, of the 1988-1989
allocation than of that for the preceding biennium. Exchange rate adjustments had a similar
impact at regional and intercountry level, explaining why ultimately the percentages for each
region were different. In real terms, the reductions were the same at all levels,
apportioned among the 1986-1987 allocations, on a pro rata basis.
Dr BART (adviser to Dr Young) asked whether, now that the 1988-1989 programme budget had
been developed, the calculations could be made on the basis of those allocations and not the
1986-1987 allocations.
Mr FURTH (Assistant Director-General) could see no reason for a revised calculation
since there was no real increase in the basic allocations for 1988-1989 over those for
1986-1987 at either global and interregional level or in any of the regions. The increases
in the 1986-1987 allocations were entirely attributable to inflation and exchange rate
adjustments. He considered it fairer to adhere to the original pro rata apportionment of the
contingent reductions.
Dr BART (adviser to Dr Young) proposed a recalculat ion on the basis of the 1988—1989
allocation, after having taken the current exchange rates into consideration, and providing
an equal pro rata apportionment at all levels•
Sir John REID said that, if the matter was so important, it was essent ial to understand
all the implications before taking a decision. He personally did not understand them at the
moment. It might be better to defer decision.
It was so agreed,

(See summary record of the seventeenth meeting, page 272.)

Dr BART (adviser to Dr Young)， referring to the annex to the proposed programme budget
on regional activities (document PB/88-89, Annex 1), said that an analysis of the programme
budget for the African Region revealed gaps between the priorities outlined in the programme
statement and the provisions for programmes and countries in the Region. The summary of
country activities (pages 290 and 291) showed decreased provisions for 22 countries, and
individual programmes also showed decreases (pages 303-314)• However， programme 2.3 (General
programme development) showed a large increase, and programme 3•2 (Managerial process for
national health development) also showed an increase. Although aware of the importance of
restructuring the work of the African Region if health-for-all strategies were to be attained
through primary health care, he felt that such action was being taken at the expense of
priority country programmes, which in fact should be accelerated if the needs of Africa,
articulated so clearly during the course of the current session, were to be met. He asked
how the apparent incompatibility of programme priorities and provisions might be remedied.
Alternatives might be to increase the allocation to the African Region by proportionately
reducing the allocations to the other regions, to allocate funds from the global and
interregional programme, or to defer the restructuring process in order to give greater
priority to country programmes. He would welcome a discussion of appropriate alternatives.
Dr MONEKOSSO (Regional Director for Africa) noted that the WHO budget for the African
Region fell far short of what was required. The resources provided to countries were small
in relation to what the countries obtained from other sources. Nevertheless, with regard to
the regional budget, of the total of US$ 114 million proposed for 1988-1989, nearly
US$ 65 million was allocated to country activities. Thus the relative weighting had been
respected. It should be noted that the expenses incurred in the subregional offices had been
classified with the Regional Office, which made the regional expenditure appear inflated. If

those funds could have been classified separately or with the country level the cuts at
regional level would be immediately noticeable. With regard to funds available for specific
programmes, countries had so far been free to decide how to use WHO resources. A clear
picture of the overall situation could only be obtained by examining the total external
inputs to a country and how they were distributed to the different priority activities. In
addition, the weak infrastructure in many countries meant that only a few programmes could be
implemented at any one time• It was clear therefore that a document that attempted to
provide an amalgamation of all those budgetary figures would appear inconsistent as the
Member States took their decisions on the use of resources separately.
The restructuring of the Regional Office indeed cost money, but in fact several posts at
the regional level had been abolished or frozen. The increased costs were a result mainly of
an inflationary increase in the cost of posts. An effort had been made not to decrease the
country allocations， but to absorb the necessary cuts at the Regional Office, Overall the
percentage cuts in countries had been less than at the Regional Office.
One fundamental issue that had to be faced was the fact that, from the countries1 point
of view, WHO appeared to be an inverted pyramid with most people at the higher administrative
levels. One objective of the restructuring of the Regional Office was to have more people
and more activities at country level. It should thus be possible to introduce additional
resources at country level as they became available. In many countries of the African Region
there were not enough people within the national infrastructure to carry out the work
required to implement the health-for-all strategy. It had therefore been necessary to
strengthen the infrastructure at the country and subregional offices, placing more staff at
those levels. Ultimately it might be possible to increase the number of WHO officers at the
country level from the present one or two to maybe twenty or thirty. Those posts could
obviously not be financed from the regional budget, and inputs from extrabudgetary funds
would be very important. The newly recruited WHO representatives (charged to the regional
allocation in the budget) functioned exclusively in countries.
In summary, therefore, the first point to note was that the proportional division of
funds between regional and country level had been respected, and as far as possible cuts had
been absorbed at the Regional Office. Secondly, it would have been more realistic to
classify subregional (field teams) expenditure with Che country programmes because that would
better reflect the actual situation. Thirdly, the programme allocations represented the
decisions of the countries themselves as to how to use WHO resources and as such might appear
inconsistent when viewed overall. Additional resources would of course be very welcome• For
the African Region, to double the current budgetary allocation would in fact make sense in
the exist ing situation, though that was clearly not feasible within WHO budgetary provisions.
Dr VAN WEST-CHARLES said that, as a new member of the Board, he was still trying to
identify his precise role. There appeared to be a lack of a mechanism whereby the Board
could address the major health issues• WHO'S role should be to assist governments to
identify priority areas; in order to do that, heads of programmes based in Geneva needed
access to direct information on what was happening at programme level throughout the world.
The Director-General could then take appropriate action on the basis of such information.
The role of the Board in ensuring that appropriate programmes were implemented was not clear.
The DIRECTOR-GENERAL pointed out that the overall priorities of the Organization had
evolved over the years through a process of democratic decision-making by the Board and the
Health Assembly. Those decisions were directly reflected in the general programmes of work
and the medium-term programmes. There had been considerable shifts in the emphasis of the
Organization1 s programmes in response to the wishes of Member States. The emphasis now, in
many areas, was to develop programme principles using appropriate methodologies and then help
countries to adapt them to their particular circumstances at an appropriate time. The
programme budget should therefore be seen as part of a continuous process of
priority-setting, in which both the Board and the Health Assembly provided indications of
what they saw as the important issues.
One of the fundamental difficulties facing the Board was how to discuss the budget in
relation to the objectives and output of the programmes. It was not possible for the Board
to examine in detail how every dollar would be spent. Over the years, many millions of
dollars had been transferred from global to country level arid, as a result, many programmes
at headquarters had suffered considerable cuts. Decisions on movement of resources between
programmes had to be taken by the Director-General in response to changing needs in order to

maintain the dynamism of the Organization, and this even in the face of reductions ia the
overall budget. The Board and Health Assembly provided continuous advice on priority areas,
and that was incorporated into the process of adjustment. It was, however, inevitable that
the Director-General1s own preferences would also play a part. For example, the contingency
plan drawn up to deal with the financial crisis reflected the personal managerial attitudes
of the Director-General• The Board was, however, in a position to recommend that resources
should be shifted from one programme to another in the next programme budget, in line with
what it considered to be priority areas.
Under the Constitution of WHO, the Director-General had a mandate to allocate resources
to the regions• In previous years the African Region had been favoured and consequently now
had 50% more resources than any other region. That preferential treatment had been discussed
and agreed by the Board at the time. It was the responsibility of the Regional Directors to
ensure that their allocation was spent in a way that reflected the collective will of Member
States as expressed by the Board and Health Assembly. However, the programmes had to be
developed starting from the country level, and thus the fundamental question was whether the
countries themselves had followed the guidance of WHO in formulating their programmes. The
regional committees were charged with supervising the democratic process of formulating the
programme budget. In the particular case of the African Region, the Regional Committee had
unanimously approved the use of resources for the restructuring process. If it so wished,
the Board could express its concern to the Health Assembly over the way resources had been
used in Africa. However, it should be noted that the development of a programme budget was a
complex process that could not be analysed in a few minutes. There might, for instance, be
programmes that suffered from technical limitations, which would not necessarily be overcome
simply through the provision of more money. In such difficult situations WHO often found
itself alone among the international organizations and agencies in being prepared to tackle
specific health problems• The shift of money from one programme to another was thus a
complicated issue that needed to be examined in great detail. An attempt had been made
previously to give the Programme Committee a much more detailed mandate regarding the scope
and financial bas is of the forthcoming programme budget. However, that had not
materialized• Other mechanisms for obtaining the necessary information should perhaps be
explored• Moreover, if the Programme Committee were to do that some of its members would
possibly have to be present at the meetings of the regional committees in order to understand
how decisions were reached and priorities set. A.t the same time, the overall distribution of
resources might be re-examined.
Finally, the Board might wish to consider talcing over from the Director-General the
responsibility for financial auditing in policy and programme terms. In that way the Board
could determine for itself what was being done at the country level and whether the
collective decisions of Member States were being respected. Many of the frustrations felt by
members of the Board would then disappear. While the current mechanisms were quite good and
permitted considerable dialogue between the different levels, the Director-General would be
in favour of any steps to increase the openness and transparency, and hence the democracy, of
the dec is ion-making process•
Dr BART (adviser to Dr Young) thanked the Director-General for putting the whole complex
issue into perspective, but asked again whether the restructuring in the African Region could
not be financed without cutting the programmes at country level. The health situation in
Africa required immediate action, and 1990-1991 might be too late. Reallocation of resources
within the current budget seemed to be within the capabilities of the Board, and he wished to
explore the possibility of financing the restructuring from some other source, while
maintaining country programmes at their current level.
The DIRECTOR-GENERAL replied that the question was a very complex one. If extra
resources were to be given to the African Region, there would have to be corresponding
savings at either the global level or in the other regions• At the global level, there had
already been severe cuts in resources over the previous 10 years, and in addition an AIDS
programme was just starting• It was difficult to see where resources could be saved for
transfer to the African Region. It was also not clear that cuts could be absorbed by the
other regions. If the Board wished to redistribute resources it could so decide, but as
Director-General he was obliged to defend responsible management.
Dr MONEKOSSO (Regional Director for Africa), referring further to the question of Che
restructuring of the Regional Office as it affected costing under programme 2.3 (General
programme development) , said that it was misleading to have placed the establishment of the

new subregional health development offices under that programme； to have done so meant that
the staff who were, or would remain, in the field would now be counted as part of a
bureaucracy. They should have been included under some such other heading as "Strengthening
of health systems infrastructure at country level". But that would not compensate for the
Region's chronic shortage of funds.
Health leaders in the Region had come to consider WHO funds for specific programmes,
such as the Expanded Programme on Immunization, as "seed money", so that the small reductions
proposed in such areas would not make a substantial difference. African Immunization Year
(1986) had been made possible principally by a donation of US$ 10 million by the Government
of Italy through UNICEF together with other voluntary contributions. The 1986-1987 regular
budget provision of US$ 1 488 300 for regional and intercountry activities under
programme 13.4 (Parasitic diseases) appeared to have been reduced to US$ 342 800 for
1988-1989, but the main work in that area in Africa was undertaken by the Onchocerciasis
Control Programme, which alone absorbed nearly US$ 50 million in extrabudgetary funds. Such
matters should perhaps have been explained, by footnotes for example, in the programme budget
document.
Finally, recalling that at its seventy-seventh session the Executive Board had adopted a
resolution on health and development in Africa (resolution EB77.R17), he expressed the hope
that the international community would raise the funds necessary to complete the additional
activities envisaged at district level.
The CHAIRMAN invited the Board to consider the maimer in which regional allocations
should be reapportioned. There remained the rearrangement of priorities in the African
Region and the use of the Director-General1 s and Regional Director’s Development Programme.
Dr Bart1 s suggestions should be taken into account though it was clearly not possible to
shift funds from one regional budget to another or to suspend the restructuring of the
Regional Office for Africa.
Sir John REID said that, although it had become traditional for the Board at that stage
in its consideration of the programme budget to look at programmes with a view to their
augmentation from the Director—General * s and Regional Directorsf Development Programme, it
had never done so in an interregional context, but there was no real reason why Dr Bartr s
suggestion in that regard should not be taken into account. However, he was acutely aware
that, while it had been possible to consider such augmentation in the past even with
"standstill" budgets, the Board was facing a much more serious situation which had to be
tackled in the financial review under the next agenda item. It was perhaps not opportune,
therefore, to consider new departures.
If he had any criticism of the relation between the different organs of WHO, the only
gap was that between the Board and the regional committees, which required attention. He had
great sympathy with Dr Van West-Charles ; the Board met for a total of about three weeks in
the year, and for most members its session constituted an additional task to those in their
national administrations.
Three weeks a year for a term of office of three years barely
gave them time to understand its ways. The Board would certainly be able to do a better job
on the programme budget if it acted as a select committee, analysing programmes at global,
regional and country level, but to do so it would require a different structure, and more
money and time. He would not be opposed to that； challenges had been raised that were
worthy of study, and the Board might wish to take them up at that juncture, especially as the
Director-General appeared to favour such an approach. Progress had already been made, since
only a few years earlier the printed programme budget had remained inviolate, not a dollar
reallocated, even after a week's debate； more could no doubt be done. But it was first
necessary to remove the obstacle facing the Board under the next item, which he suggested
should be considered the following morning.
Professor GIRARD agreed with Sir John Reid. He himself was in a similar position to
that of Dr Van West-Charles; he had more questions than certainties, and the questions
related also to the method of work of the Board, which should be examined in a meeting of its
members with certain staff of the Secretariat, perhaps the Programme Committee.
(For continuation, see summary record of the seventeenth meeting, page 272.)
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Scale of assessments for the financial period 1988-1989 (Document PB/88-89, pages 22-26 and
53ÏÏ5
Mr FURTH (Assistant Director-General)， introducing the item, said that the proposed WHO
scale of assessments for the financial period 1988-1989，which was shown on pages 22 to 26 of
document РВ/88-89, had been calculated on the basis of the United Nations scale of
assessments for the years 1986 to 1988 as approved by the United Nations General Assembly in
resolution 40/248 adopted in December 1985. The WHO proposed scale for 1988-1989 was in fact
exactly the same scale as had been adopted for the year 1987, i.e. , the second year of the
financial period 1986-1987， by resolution WHA39.9 of the Thirty-ninth World Health Assembly
in May 1986. The proposed scale would require adjustments for any increase in membership of
the Organization up to the end of the Fortieth World Health Assembly. The proposed scale,
the amount s assessed and the total budget were subject to adjustment and decision by that
Health Assembly.
The CHAIRMAN noted that there were no comments.
Report on casual income (Document EB79/13 1 )
Mr FURTH (Assistant Director-General), introducing the report, said that it was unusual
compared to previous years1 reports on that subject, both in length and content. It was
divided into four parts, each addressing a specific issue or subject. The first part - in
paragraphs 1 to 4 - dealt with the use of casual income to help finance the regular budget.
Although in the past the Director-General had nearly always been able to recommend that
certain amount s of available casual income should be used for that purpose, as had already
been explained in his Introduction to the programme budget document, he felt unable to do so
for the time being with respect to the proposed programme budget for 1988-1989. Thus, even
though, as shown in the document, ail amount of US$ 47 million of casual income was estimated
to have been available at 31 December 1986，the Director-General was not recommending that
any casual income should be appropriated to help finance the proposed programme budget• The
reason was the unusually serious financial crisis in which the Organization found itself, a
crisis not of its own making. All Board members were aware of the nature and dimensions of
the financial crisis and of the various measures that the Director-General had taken, or
proposed to take, in order to reduce or mitigate its effects on the Organization's programme.
One such measure was the proposal, in paragraph 3 of document EB79/13，that the entire
amount of available casual income should be retained in the casual income account to cover
that part of a possible shortfall in the receipt of assessed contributions that might occur
in the financial periods 1986-1987 and 1988-1989 and that might not already have been met by
the programme implementation reductions made or planned to be made during those two
bienniums. That proposal simply involved a borrowing of casual income pending the receipt of
contributions, in accordance with the authority granted to the Director-General by the
Financial Regulations. It would not， and could not, be used either to increase the programme
budget which the Health Assembly would approve for 1988-1989 or to relieve any Member State
of its constitutional obligation to pay its assessed share of the Organization1 s expenses.
Finally, as mentioned in paragraph 4 of the document, if by the time of the Fortieth
World Health Assembly next May, or of the Forty-first World Health Assembly in May 1988，the
current financial problem should appear to be less acute, the Director-General would propose
that up to US东 47 million of available casual income should be appropriated to help finance
the 1988-1989 programme budget, thus reducing Member States1 assessments in 1988 and 1989, or
at least in 1989.
In the second part of the document, paragraphs 5 to 8 dealt with the authorized use of
casual income to reduce adverse effects of currency fluctuations on the programme budget for
1986-1987. As decided by the Thirty-ninth World Health Assembly in 1986， when it had
approved the Director-General1s proposal to extend the casual income facility to cover the
major regional office currencies in addition to the Swiss franc, a maximum amount of
US$ 31 million of available casual income might be used in 1986-1987 for that purpose.
However, as explained in paragraph 7，if the accounting rates of exchange between the six
currencies covered by the casual income facility and the United States dollar should remain
in 1987 at what in the document was called their "present levels", i.e., those of October

1986, when the document had been prepared - the differences between the relevant budgetary
rates of exchange for the whole biennium of 1986-1987 and the average accounting rates for
the same period would result in additional costs to the Organization under the regular budget
of about US$ 43 200 000， or US$ 12 200 000 more than the maximum amount of US$ 31 million
authorized by the Health Assembly. In view of the measures already taken to cope with the
current financial crisis, i.e., programme implementation reductions in 1986-1987 of the order
of US$ 35 million, it would be appreciated that the Organization could not possibly absorb an
additional budgetary requirement of that magnitude• Although the Director-General， through
special efforts, had been able to achieve further operational economies of more than
US$ 2 million in the current biennium, there remained an amount of US$ 10 million of that
additional budgetary requirement to be covered. Consequently, and in order to avoid the need
for a supplementary budget for 1986-1987, the Director-General was recommending that the
amount of available casual income that might be used to reduce adverse effects of currency
fluctuations on the programme budget for 1986-1987 should be exceptionally increased to a
revised maximum of US$ 41 million. A draft resolution was submitted for the Board1s
consideration in that respect.
The third part of the document, in paragraphs 9 to 17 and Annexes 2 to 6,1 constituted
the promised response to the suggestion made in Committee В of the Thirty-ninth World Health
Assembly in 1986 that a study on possible alternative methods of dealing with the effects of
currency fluctuations might be undertaken by the Secretariat and presented to the Board. As
had been agreed at the time, most of the material presented reproduced information considered
by the Board at earlier sessions, together with a description of any significant relevant
developments relating to the subject since the earlier studies had been undertaken in the
late 1970s. That, therefore, was a subject that had been thoroughly examined by the Board
and the Health Assembly on more than one occasion, and he only wished to draw the Board's
attention to paragraph 17 and Annex 6，2 which summarized the Organization1s experience
during the last 15 years in coping with the effects of currency fluctuations- The total net
cost to Member States of the fluctuations after the adoption of budgets in the 15-year period
from 1971 to 1985 had been only US$ 4 578 910， a surprisingly low figure. Board members
would realize that had it not been for the existence of the casual income facility - under
which exchange rate savings were automatically returned to Member States - the figure would
have been very different indeed. The Board would wish to note the conclusion that, in the
light of the Organization1s experience, and for the reasons set out in the material presented
to it, it was considered unlikely that a better approach than the casual income facility
could be found for reducing or mitigating the adverse effects of currency fluctuations on
WHO'S programme budget•
The fourth and final part of the document, in paragraphs 18 to 20, contained a proposal
for the use of casual income to reduce adverse effects of currency fluctuations on the
programme budget for 1988-1989 on the same lines and conditions as those stipulated in
resolution WHA39.4 of the Thirty-ninth World Health Assembly� In view of the international
monetary situation, the possibility of having to cope with lower average accounting rates of
exchange between the United States dollar and the Swiss franc as well as the major regional
office currencies during the coming biennium remained very real. The Director-General
therefore trusted the Board would agree to the adoption of the draft resolution on the
subject.
The CHAIRMAN said that for that most important itera the Board should take the parts of
the report introduced by the Assistant Director-General one by one.
Use of casual income to help finance the regular budget (paragraphs 1-4)
Mr BOYER (adviser to Dr Young) said that the Director-General1s proposal to withhold the
US$ 47 million of casual income from use for the financing of the 1988-1989 prograrame budget
had been discussed for about two days of the session and his own position had not changed；
it was not useful to increase WHO Members1 assessed contributions by 31%, and he urged that
casual income be used to finance the programme budget in order to avoid thus increasing them.
Professor STEINBACH said that the discussion on the "phantom" programme budget had also
been illusory, avoiding the hard facts, and he had not been satisfied. There had been talk
of adjusting priorities, but it was necessary to consider rather "posteriorities" - the
1
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Director-General must be requested to seek further economies in 1987 in addition to the
proposed US$ 35 million. At the same time it seemed a sound principle that those who
honoured their obligations should not pay for those who did not ； as in the past, casual
income should be used to reduce the assessed contributions of Member States•
Additional activities should be included in the proposed contingency plan besides those
estimated at US$ 50 million. On the proposed budget level of some US$ 636 million, he asked
whether the usual calculations of "zero growth" and "nominal increase" could apply at a time
of expected shortfall; a finance minister would argue - and a health minister would repeat 一
that a budget level of US$ 543 million had been agreed upon for 1986-1987， but with an
expected shortfall of
35 million that total fell to US$ 508 million, which, with a
proposed nominal increase of 17%, would mean a budget of some US$ 596 million for 1988-1989,
or about US$ 41 million lower than that actually proposed - with a shortfall of
US$ 82 million one could arrive at a budget of US$ 541 million for 1988-1989. Did that not
mean there was a real increase for the next budget period if one took into account the
shortfall for the current period?
Dr JAKAB (alternate to Professor Forgács) said that, having studied the documents and
taken into account the Board1 s discussions, she wished to record Hungary1s support to WHO and
it1 s Director-General； it was the more regrettable that their reputation was now
jeopardized, partly because of the financial crisis, currency fluctuations and the failure of
some Member States to meet their obligations under the Constitution, Threats to the
stability of WHO must be opposed, and its goals pursued with even more rigorous planning,
concentrâting on the highest priorities and mobilizing resources. It was also in the common
interest， she felt, to prevent increases in Members1 contributions and to stabilize the
programme budget - in which she acknowledged the serious efforts of the Secretariat 一 in
accordance with established practice. In the current situation, however, she supported the
Director-General1s proposal to use the casual income available as at 1 January 1987 to offset
the unfavourable effects of currency fluctuations.
Dr HAPSARA noted that the discussion on the financial situation and detailed programme
had enabled the Board to sharpen the definition of programme priorities. He commended the
Director-General on his leadership, his frank and open commitment and on the rapid progress
achieved. WHO should not be incapacitated by financial difficulties which might be only
temporary. The Board should continue to share its concern for real needs in a period of
crisis.
He urged unanimous agreement on the proposals, including the contingency plan,
readjustment of the Expanded Programme on Immunization and the proposed use of available
voluntary contributions,
Dr BELLA supported the Director-General1s proposal.
Dr CAMANOR recalled the successes of WHO and regretted the "spill-over" effect by which
the financial crisis now threatened its continued progress. He commended the
Director-General oil his undeterred commitment to the goals set. The Board was clearly proud
of WHO1 s achievement and concerned about the crisis. With the assurance of the major
contributors oil the availability of contributions in 1987， the Director-General should be
given support for the implementation of priority programmes with the use of available casual
income as necessary, and the mobilization of other resources.
Decisions ori the role of WHO could not solve current difficulties, and in charting its
future course the realities of the present must be seen as parameters. He therefore urged
other members of the Board to support the Director-General1 s proposal.
Mr SONG Yunfu noted that the description of the financial crisis in paragraphs 50 and 51
of the Director-General1 s Introduction to the programme budget document was completed by
paragraph 3 of document EB79/13• WHO was in no way responsible. He understood the point of
view of the Director-General and felt that Board members could not disassociate themselves
from his difficulties. WHO was an efficient organization, and the Director-General had
always made good decisions in times of crisis.
The extra burden placed on Member States by the decision not to use casual income to
help finance the programme budget would especially affect those already suffering from
adverse effects of currency fluctuations. The Board should be given more time to reach a
mature conclusion. Nothing would be lost by awaiting developments; it might be possible to

propose a solution acceptable to all just before the Fortieth World Health Assembly.
Meanwhile the Director-General should be asked to renew his appeal to the governments of
countries that had failed to pay their contributions to honour their obligations in full,
since they were the main cause of WHO 1 s difficulties•
Dr MARUPING joined in the expression of concern over the financial situation and the
need for WHO to continue to function effectively. She supported the Director-General1s
proposal； his hands should not be tied by a contrary decision on the use of casual income.
Dr DIALLO expressed agreement with Dr Bella in supporting the Director-General1s
proposal, commending his strength and courage.
Sir John REID said that the central issue was that the need to borrow casual income
arose from the failure of some Member States, and particularly the largest contributor, to
pay assessed contributions• Otherwise the casual income could be used to help finance the
regular budget and reduce the assessed contributions accordingly. Members of the Board were
perfectly justified in having expressed concern about such borrowing in the past, since it
meant in effect that those who had not paid would be subsidized by those who had honoured
their obligations; and if it became customary for the honourable to compensate WHO for the
failings of others, no doubt those countries that experienced genuine difficulty in meeting
their financial obligations would be tempted to pay late or less than their dues, and the
result would be chaos•
Whatever decisions were reached on the question at issue should be the result of a
consensus； any split in the Board would be indefensible before the Health Assembly, He was
himself generally in favour of the use of casual income to help finance the budget; the
proposed borrowing was especially high, but the situation was exceptional. It should be
possible, if the Board and the Director-General reflected on the matter, to come to a
solution that would lead to a consensus. Anything less than a consensus would be a tragedy.
Professor ISAKOV said that every measure must be taken to make sure that Member States
honoured their financial obligations. If they did so, it would not be necessary to use
casual income to finance budgets. The Board might recommend to the Health Assembly the use
of casual income available as at 1 January 1987 to offset the effects of currency
fluctuations, but he felt that casual income should be used to help reduce the contributions
of Members.
Dr KOINANGE said that the week1s frank discussions of the programme budget had made it
apparent that the Organization and its Member States were facing hard times and
correspondingly difficult options that were far-reaching in their repercussions. No one had
suggested deleting any programme； on the contrary, as the Director-General had observed,
many speakers had deplored underfundings Nor had anyone expressed reservations about the
management of WHO； on the contrary, there had been praise for WHO1s staff. This spirit of
confidence should guide the Board in its dec is ion-making• He agreed with Sir John Reid that
the Board should proceed with great care, as the financial crisis might prove to be
temporary, and he urged that it defer its final decision to the following day,
Dr LAW agreed with some of the previous speakers that a consensus was essential, not
only for the working of the Board but because a divided vote at the Board would make
consensus at the Health Assembly unimaginable. It was incumbent on the Board to resolve the
issue.
There were two contending sets of principles at stake, and she could understand them
both and appreciate the deep conviction of their respective proponents. A compromise, as had
been suggested by Dr Larivi^re at the third meeting, might be the best solution since it
would leave everyone somewhat unhappy rather than leaving half the Board deeply unsatisfied
were the matter to be settled by voting. In the interest of consensus, she hoped that the
Director-General could consider an alternative of that kind.
Dr GRECH reiterated his opinion that the prudence shown by the Director-General, in not
committing any of the available casual income at that early stage, was understandable in view
of the unclear financial situation. It was indeed ironic that contingency economy measures
needed to be considered when relief, immediate and well-nigh contractual, should be readily
forthcoming from identifiable sources. There was in fact no substitute for prompt payment of
contributions by all Member States. He agreed with Dr Law, however, on the importance of
obtaining a consensus on the topic•

Professor GIRARD said that, since no one knew what the situation would be in 1988-1989，
the Board should avoid committing itself. Some Member States had already said that they were
not prepared to make up the shortfall caused by others. It was, however, necessary to find a
provisional solution, which could only be done through compromise and by sharing the
obligations among the Member States.
The DIRECTOR-GENERAL said that he had been instructed by the Health Assembly to develop
the 1988-1989 programme budget on the basis of a zero budget growth. That had been discussed
and negotiated with many groups before the Health Assembly and the developing countries had
shovm a remarkable maturity in accepting that principle. Discounting cost increases
attributable to inflation, fluctuations in exchange rates, etc” no one could dispute the
fact that the 1988-1989 proposed budget was a zero growth budget, developed in accordance
with the Health Assembly1s instructions, on the basis of a consensus among all Member
States• The unpleasant situation iri which the Organization currently found itself, and in
which it could be said that money indeed talked loudly, was because of a confluence of causes
- a m o n g them certain Member States not paying their contributions, and fluctuations in
currency exchange rates. It was his conviction that the Organization needed a degree of
serenity in the coming bienniums, and he did not believe it would be conducive to the overall
morale, productivity and relevance of the programme of WHO to have dramatic splits in opinion
among Members of the Organization when the governing bodies were considering the programme
budget• For that reason he was suggesting a draft resolution to the Board. It was
indispensable that the governing bodies should operate on a basis of consensus. On all
technical matters, except marginally one or two, there was unanimity.
While appreciating all the comments that had been made, he was now proposing a solution
that should serve WHO1 s longer-term interests and support the resolution on cooperation in
programme budgeting that the Board was to consider (see summary record of the fifteenth
meeting, page 246) • In formulating the proposal, he had used the initiative of
Dr Larivi^re1 s "half way", compromise kind of approach to the solution. It v/as possible to
be both optimistic and pessimistic about the current situation, and on the basis of
information gathered from many sources during the course of the Board's current session it
could be envisaged that the Board and the Director-General might agree collectively to be
"half optimistic". It was impossible for the Director-General to assume the financial risks
faced for 1986-1987 and 1988-1989 alone; it must be done collectively and, he repeated，with
a consensus of opinion. His "half optimistic11 proposal, therefore, was that US$ 25 million
of casual income should be made available towards financing the first year of the 1988-1989
biennium. To that should be added the US$ 2.9 million saving resulting from the United
Nat ions General Assembly1 s decision on pensionable remuneration. Such a solution would mean
that the assessed contributions for 1988 would be reduced, roughly, from 31% to 20%, If,
during the course of 1987, this turned out to be a bad forecast and if the Organization was
to be protected from disintegration, the Director-General would have to advise the Executive
Board in January 1988 that the collective prognosis had been wrong. There would then be no
other solution but to ask the Board to reinstate the US$ 25 million through added assessment
on Member States. This was the solution he proposed, in the firm belief that reductions in
excess of US$ 50 million would inflict unpardonable harm upon priority programmes and their
execution.
However, in the optimistic vein, this should not be the scenario that evolved. Rather,
he hoped to be able to propose to the Board in January 1988 that the rest of the casual
income should be made available, to finance the second year of the biennium, thereby again
considerably reducing Member States1 assessed contributions. Depending on the final
accounting figures as at the end of 1986， there might conceivably even be additional funds
available for consideration by the Health Assembly in 1988 for the financing of the second
year of the biennium, in excess of the US$ 22 million available from casual income once the
US$ 25 million had been removed for 1988.
That was the compromise solution the Director-General was proposing personally to the
Board, in order to leave the Organization with the right spiritual dimension. He believed it
also reflected the consensus opinion. Efforts to re-examine the possibility of making
further economies would never stop； he had the feeling that members of the Board were
reasonably confident that the process would continue without any kind of manipulation or
distortion.
The CHAIRMAN, agreeing that there must be a consensus, appealed to members to uphold the
Board's tradition of supporting the Director-General in his endeavours, and urged them to
work towards a compromise solution.
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Report on casual income (Document EB79/13^) (continued)
Use of casual income to help finance the regular budget (paragraphs 1-4) (continued)
The CHAIRMAN recalled that considerable discussion had already taken place at the
previous meeting on the report on casual income, the first part of which dealt with the use
of casual i tic ome to help finance the budget. At the end of the meeting, with a view to
obtaining a consensus, the Director-General had put forward a proposal involving the use of
part of the available casual income for financing the 1988-1989 proposed programme budget.
Document EB79/INF.DOC./5 now before the Board, which had been circulated for
information, contained tables based on a proposed effective working budget of US$ 633 980 000
and a proposed appropriation of casual income in the amount of US东 25 000 000 applicable as a
reduction in assessments on Members in the first year of the biennium; also attached was the
text of the proposed Appropriation Resolution, revised accordingly.
Professor MENCHACA said he believed that the general or at least the majority feeling at
the conclusion of the lengthy discussion at the previous meeting had been to support the role
played by the Organization and particularly by its Director-General. Earlier, concern had
been expressed in regard to the proposed increase in contributions， particularly in the case
of developing countries, and the Secretariat had been requested to prepare a formula which
would, while safeguarding the satisfactory functioning of the Organization, take account of
that situation.
He considered that the Director-General1 s proposal, reflected in document
EB79/INF.DOC./5, constituted a satisfactory response to the discussion. While it did not
resolve the issue entirely, it did put forward a perfectly acceptable interim remedy. What
was most important was to avert to the extent possible any recurrence of the present
situation; in other words, Member States must be urged fully to honour their obligations,
unless prevented from so doing by a valid reason. He would support the proposal.
Mr FURTH (Assistant Director-General) said he believed some explanation of document
EB79/INF.DOC./5 and of its impact on Member States might be useful. What was proposed in the
document was to reduce by US$ 2 920 000 the proposed effective working budget for 1988-1989,
taking into account the changes approved by the United Nations General Assembly at the end of
1986 in respect of pensionable remuneration, and to appropriate US$ 25 million of casual
income to help finance the proposed 1988-1989 programme budget and to utilize that amount of
casual income to reduce contributions by Members in the first year of the biennium.
Accordingly, the proposed increase in the effective working budget level would amount to
16.69%, instead of the original 17.23%. The increase in contributions in the 1988—1989
biennium over the 1986-1987 level would now stand at only 25.64% instead of 31.44%, and the
increase in contributions in 1988 over 1987 would be of the order of 20.45%•
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Of course, if no further payments were made by the largest contributor, the increase in
contributions in 1989 over 1988 would be 8.62%, and the increase in 1989 over 1987 would be
30.83%. However, if an additional amount of US$ 22 million of casual income were
appropriated in May 1988 一 and it was hoped that that would be possible, or perhaps even in
May 1987 if the legislation of the largest contributor were changed and payment was made by
that time - then the increase in contributions in respect of 1988-1989 over 1986-1987 would
amount to only 21.07% and the increase in 1989 over 1988 would be only 1.03%, arid in 1989
over 1987 - 21.70%.
Dr GRECH said that he was inclined to accept the "half-optimistic" proposals put forward
by the Director-General，involving the use of US$ 25 million of available casual income to
help finance the 1988-1989 budget and thus reducing the proposed increase in assessments on
Members for 1988 from 31% to around 20%； a final decision on the commitment for 1989 of the
remaining US$ 22 million of available casual income would be deferred, possibly until the
January 1988 session of the Board.
His position was, however, conditioned by two assumptions; first, that the outlook for
support to the Organization from contributions was somewhat more hopeful in the light of the
promising statement made by one particular member earlier in the session; and, second, that
the proposals now before the Board would be endorsed by consensus.
He emphasized that it would be a grave mistake if any Member State were to interpret
what was in fact a compromise solution, forced upon the Organization in response to the
present financial situation, as reflecting any weakness on the part of the Board. That was
not the case； rather, it marked a serious collective endeavour to cooperate in the
overriding interest of consensus.
Sir John REID said that it had been agreed at the previous meeting that a consensus
decision must be set before the Health Assembly; he believed that the Director-General had
given the Board a basis for achieving that consensus. He was himself accordingly willing,
under the present exceptional conditions, fully to support the proposals put by the
Director-General• Obviously, however, he was only speaking in the light of circumstances as
they now existed. If the withholding of contributions were continued, notwithstanding the
optimistic and encouraging picture painted by Mr Boyer earlier in the session, then future
meetings of the Board and of the Health Assembly would feel bound to review the situation;
if that in turn were to lead to the need for further programme cuts, it would be a tragedy
for the poor and disadvantaged who depended so much upon the work of the Organization.
He accordingly supported the proposals, in the hope that either the Director-General1s
"optimistic11 or his "half-optimistic" forecast would materialize.
Dr FERNANDO fully agreed with the Director-General1 s proposals. However, speaking from
the viewpoint of the developing countries, he would urge the Director-General to pursue his
efforts to obtain assessed contributions from the countries concerned, since non-payment
could mean that other countries would be penalized. As for fluctuations in currency
exchange, that situation was clearly beyond the control of the developing countries.
Dr VAN WEST-CHARLES also agreed with the proposals submitted by the Director-General.
To highlight the real dilemma confronting the developing countries as a result of the
financial situation, he recalled that at the beginning of the session, he had referred to
exchange-rate difficulties encountered at the national level; the Board might now be
interested to know that, whereas, in practical terms, Guyana1s contribution in national
currency would have stood the previous week at 170 000 Guyana dollars, based on an exchange
rate of 4.4 Guyana dollars to the US dollar, the exchange rate had more than doubled since
then; in order to meet its assessed obligation, Guyana would at present have to pay some
500 000 Guyana dollars.
The difficulties facing the developing countries were thus all too apparent,
particularly when account was taken of the proposed further increase in their assessments.
He warned that if its economic difficulties persisted, WHO might in fact find itself
eventually in a deepening political crisis with incalculable implications. It was therefore
essential to endeavour to reach a consensus, so that WHO could continue to play its important
global role. He would earnestly call on those countries able to weather the present
situation to ensure that the work of the Organization on behalf of all mankind could be
pursued•

Mr SONG Yunfu fully endorsed the Director-General1s proposals. As he had earlier
argued, consensus in the matter was essential, and he believed that it was emerging. Of
course, the compromise formula put forward by the Director-General could only be considered
as a temporary palliative; a more basic and far-reaching solution to the problem would have
to be found. It was greatly to be hoped that the largest contributor to the Organization
would do its duty and honour its obligations.
Dr KOINANGE welcomed the very reasonable proposals submitted by the Director-General,
which he believed could tide the Organization at least temporarily over the following few
months. The action proposed should be taken in the hope that countries would honour their
obligations, thereby placing WHO in a far better financial position.
Reference had been made at the previous meeting to the specific health problems of
Africa, which were immense and would continue to be for some time to come. The continent
therefore stood in very special need of assistance. The Board had recognized its problems
and had taken a very sympathetic attitude; the Health Assembly had also discussed the
issue. Recalling the adoption in January 1986 of resolution EB77.R17 on health and
development in Africa, he asked whether the Director-General could comment on its
imp 1ementat ion, as well as on the idea - also discussed the previous year - that an
extrabudgetary fund destined specifically to meet the needs of Africa might be set up. If
that were possible, the issue of transfers between programmes might not arise; indeed, the
creation of such a fund could point to a solution of the difficulties facing the African
Region.
Mr BOYER (adviser to Dr Young) appreciated the Director-General1s efforts to respond to
the interests expressed iri the course of the session, including the desire for consensus. As
Dr Law had pointed out at the previous meeting, a compromise could not be satisfactory to
everyone, and the proposal put forward did not entirely meet his own wishes. Nevertheless,
he would not object to the Director-General1s proposals, which, in the circumstances, could
be regarded as reasonable•
Reference had just been made by Dr Van West-Charles to the difficulties encountered by
many Member governments as a result of US dollar exchange rate fluctuations, difficulties
that were likely to be compounded by the (albeit reduced) proposed increase in assessed
contributions. He was sure that the United States Government for its part would not look
kindly on a 20% increase in its assessment either.
The present proposals nevertheless constituted an interesting attempt at compromise, and
would, he hoped, be reflected in the decision eventually taken by the Health Assembly. It
must be made clear, however, that in supporting the proposals now before the Board, he must
not be seen as binding the United States Government in the vote to be taken at the Health
Assembly.
A considerable amount of new material had emerged during the thorough discussions of the
current session. Complex questions had been asked and answered, and he hoped that the time
between now and the coming Health Assembly would be used to study the summary records, as
well as to review the situation and see what was actually being done in terms of absorption
of cost increases and calculation of exchange rate fluctuations. Moreover, it would be
desirable to assess such matters as the question of how much income had actually been
available at the end of 1986 and how much more might possibly be available in 1988 for
application to the budget, and of a possible consequent reduction of assessments. The Health
Assembly would, of course, also wish to consider the financial situation facing the
Organization in May• Noting that the Board would itself be producing, later in the session,
a new document containing advice to the Health Assembly arid a review of the Board1 s
deliberations, he said that there was obviously a great deal to be considered before the
Health Assembly, at which time he hoped that a consensus agreeable to all could be achieved.
Before concluding, he would make one particular recommendation to the Director-General,
who had stressed the need for transparency of documentât ion and policies. Pointing out that
while one figure had dominated the discussions of the entire session, namely, the originally
proposed 31.44% increase in assessments, he submitted that the voluminous budget document did
not include a single specific reference to that increase. Neither did the information
document now being discussed refer to the new revised figure of some 20% increase. Since all
Member governments were clearly extremely interested in that figure, he would recommend that,
in future documentât ion prepared by the Secretariat and in particular in the documents that

would be set before the forthcoming Health Assembly, the Secretariat provide a full
explanation along the lines of the statement made at the present meeting by Mr Furth, clearly
indicating all percentage increase implications.
Dr AASHI spoke appreciatively of the efforts made by the Director-General, but said he
was unable to accept the proposals put forward in document ЕВ79/INF.DOC./5. All members of
the Board were endeavouring to protect the best interests of Member States and the most
favourable future for the Organization itself, without in any way detracting from the
interests of other parties.
He believed that any solution, even temporary, depended on the actual fulfilment by
Member States of their financial obligations, since the Organization was in the last analysis
made up of its Member countries, whose requests constituted the basis of its programme. If
Member States did not honour their conrniitment s, the Organization would not be able to
continue its action. Hitherto, all the Director-General had been able to do, presumably, was
to contact Member States requesting prompt payment of their contributions. Was there any
other means available of convincing countries of the need to pay, since it had obviously
become imperative to devise some method of ensuring receipt of the income without which the
Organization could not function?
Professor GIRARD believed that all were convinced of the desirability of reaching a
consensus, without in any way disputing the findings on the present financial situation and
its causes. The future of the Organization was undoubtedly dependent on a consensus of that
sort, without which WHO could be running too great a risk. That being so，the
Director-General1s compromise proposals appeared satisfactory and should be accepted• They
took, into account the basic principle that those who paid their contributions could not be
held responsible for those who did not and that expenditure should be equitably shared.
Furthermore, those proposals did not burden WHO with future debts and allowed for the
possibility of reopening the question in the light of developments and the attitude certain
Member States might adopt.
In a spirit of compromise he was accordingly in favour of a proposal of the kind before
the Board, on the understand ing that it was interpreted as a unanimous effort by the Board to
safeguard WHO 1 s action, but also as an effort to convince certain countries that the present
situation could not be allowed to continue indefinitely, as in that case the whole of the
Board1 s effort to avoid the risk would not suffice.
Professor ISAKOV said that he was convinced that all the comments made during the
discussion had been motivated by a deep desire to overcome WHO1s current financial
difficulties and a state of affairs which - as the Director-General had rightly pointed out was disquieting. All members of the Board greatly appreciated the persistent search for ways
of ameliorating the Organization's financial position, and he hoped that all would
collaborate in attempting to find a way out of the present difficult problems which were
clearly not of its own making.
Under the present exceptional circumstances, he would abstain if the budget level
proposed for 1988-1989 were put to a vote.
Dr HAPSARA said that, in the interests of consensus, he would support the
Director-General's proposals. However, what was proposed should be regarded as a temporary
measure. He hoped that the important programme matters already discussed - such as
priorities, needs for special attention, and possible readjustments between programmes which were all crucial for future development would be taken into account, and that the
aspirations of all countries would find due reflection in the programme budget.
The CHAIRMAN invited Dr Nakatani, representative of the Government of Japan attending by
virtue of Rule 3 of the Rules of Procedure of the Executive Board, to take the floor.
Dr NAKATANI (representative of Japan) said that in their earlier intervent ions the
Director-General and Mr Furth had indicated that an additional US$ 22 million might be made
available to help finance the second year of the biennium, 1989, provided that the status of
collection of contributions had improved. He requested further clarification of that
possibility, which had not been explained in document EB79/INF.DOC./5. Further, he wished to
know what amount of casual income might be earned in 1987. It was his Government1 s view that
the entire casual income available should be transferred to help finance the budget. The

resulting decrease in assessed contributions would be beneficial to all Member States,
especially those already finding it difficult to meet their financial obligations.
Mr FURTH (Assistant Director-General), in answer to the previous speaker, said that the
information document had been prepared rapidly to provide the Board with the necessary
figures concerning the compromise suggested by the Director-General at the previous meeting.
Clearly, if by May 1988 the financial situât ion was less acute, i.e. if the United States
Government had paid all or most of its contributions, a further US$ 22 million or perhaps
even more would be appropriated from casual income to help finance the 1988-1989 budget, thus
reducing assessed contributions for 1989. In that event, there would be an increase of only
1.03% in the 1989 contributions over those for 1988.
The amount of casual income that would be earned during 1987 could not be predicted with
any certainty but at a rough estimate would be around US$ 20 million. The amount earned was
determined by two factors； timely payment of contributions by Member States, on which
interest could then be earned; and the market interest rates, which were currently
declining. Hopefully, US$ 20 million was a conservative estimate and the final amount might
be a little more,
Dr LAW recalled that in suggesting, at the previous meeting, the compromise under
discussion the Director-General had said that if his "half-optimistic" forecast proved
correct, the Organization would be in a position to use casual income to help finance the
budget for 1988-1989; he had added that, if that forecast proved to have been unduly
optimistic, additional assessments would be necessary. She herself would propose a further
compromise: it might be agreed that in the latter eventuality, instead of committing Member
States at once to additional assessments, the Board would examine the realities pertaining at
the time, carefully considering all the aspects of the situation, and only then decide
whether the short fall was to be made good by increasing the assessments, or by effecting
reductions in the programme.
The DIRECTOR-GENERAL said that it was of course for the Board to decide how best to deal
with the matter. However, if the situation deteriorated disastrously the Organization would
no longer be able to deliver some of its vital programmes - there had already been serious
reductions in both the scope and intensity of activities because of the shortfall in
1986-1987. He had no objection to Dr Law 1 s proposal that the Board should reconsider in
January 1988 the use of the additional US$ 22 million of casual income to assist in further
financing for the budget for 1989. He could not insist on the Board making an a priori
commitment to cope with such a situation by means of additional contributions.
Sir John REID said that if the Organization were faced with such a serious situation,
Member States would expect the Executive Board to take the necessary decisions - it would be
unfair to expect the Director-General to do so alone. Many things might happen in the
intervening period and he was optimistic about the outcome. He hoped that Dr Law1 s proposal
would prove acceptable to the Board•
The CHAIRMAN said that, while the proposed Appropriation Resolution would be discussed
as a whole at a later stage, he took, it that Board members had reached a consensus that
US$ 25 million from casual income should be used to reduce the assessed contributions of
Member States for the first year of the 1988-1989 biennium, and that, as proposed by Dr Law,
the situation should be reconsidered by the Executive Board in January 1988.
The DIRECTOR-GENERAL said that members had expressed concern as to how he could
encourage Member States to pay their contributions according to the Organization1 s Financial
Regulations. As well as examining financial matters within the Secretariat, Member States
should also examine whether they were behaving according to the strict procedures they
themselves had collectively laid down. The Financial Regulations stated clearly that Member
States not paying their contributions on 1 January of the year of implementation were
considered to be in arrears. Many problems would not have arisen over the years had
contributions been paid promptly. Member States who did pay promptly were being penalized,
which was most unfair.
Measures, such as incentive schemes, to improve payment of contributions could be
discussed further under item 11 of the agenda (Payment of assessed contributions)• However，
in answer to Dr Aashi, he said that there were other ways to approach Member States than by
letters, which were not all that effective in persuading governments to change. Thus, for
example, he had often had a direct dialogue with Member States and had always made himself

available to travel to countries to give an account of WHO to their governments. There were
many different ways of exerting legitimate pressure on Member States to pay their
contributions or rather of making them aware of the predicament the Organization would be in
if they did not•
It should be remembered, particularly by Member States that were reluctant to pay their
contributions, that it was the Member States themselves that had decided collectively that
they should show a high level of financial maturity and responsibility. The Secretariat and
Board members could all help in making Member States aware of that fact. For example, WHO
had many friends in a certain country who were trying to make their Government understand the
injustice being done to WHO, since they considered that WHO should not be paralysed at a time
when it faced so many important challenges. He therefore assured members that he would use
every means possible to improve the collection of contributions. He was convinced that if
the views expressed by the Executive Board were reflected in the resolution circulated for
consideration it would provide him with additional help in that task.
The point raised by Dr Koinange concerning resolution EB77.R17 would be discussed under
item 20.2 of the agenda (Report on the special session of the United Nations General Assembly
on the critical economic situation in Africa). Several other members had also expressed
concern at the mobilization of additional resources for Africa. It should be appreciated
that efforts were continually being made to mobilize additional resources for various
programmes in Africa. For example， tens of millions of dollars had been mobilized through
multilateral agencies for essential drugs programmes in African countries. Similarly, WHO
was coordinating the use of large sums from extrabudgetary sources for the Expanded Programme
on Immunization in Africa, The same was true for diarrhoeal disease control programmes, the
Special Programme for Research and Training in Tropical Diseases, and most of the other
programmes relevant to Africa. A.gain and again in negotiations with external donors Africa
was a major priority. In his view, an unspecified resolution asking for an extrabudgetary
fund for Africa would not carry much weight with such external donors, as they wished to know
exactly how their investment would be used and whether the recipients would get value for
money. In other words, funds had to be carefully accounted for. For example, it was his
opinion that over the next few years it should prove possible to mobilize some USÍ 50 million
to combat acquired immunodeficiency syndrome (AIDS) in Africa alone. As Dr Koinange had said
at the thirteenth meeting, there was a need to build up national capabilities. If WHO could
establish a credible role in work on AIDS it would be able to use its good offices to
mobilize immense resources. There was virtually no limit to the positive attitude of
external donors towards Africa, not only as regards economic growth but also the social
sector.
He believed that WHO would only be able to increase the mobilization of external
resources if its own regular budget resources were being used in the spirit of the collective
decisions taken by Member States, i.e. to support countries at the national level in
implementing those decisions, which ranged from those on health for all and primary health
care to those concerning specific programmes such as control of parasitic diseases. He did
not agree that WHO1 s regular budget funds should be regarded merely as seed money, or as a
catalyst. If funds for the African Region were well used to establish proper managerial
processes and research and development at the country level, national capacities would become
well able to absorb additional bilateral resources, A number of African countries were
already undertaking such improvements and would thereby derive great benefit from additional
resources in the health sector. He believed that, once district programmes had been
rehabilitated in Africa to provide an infrastructure for delivery of primary health care in a
visible and accountable way, WHO would be able to mobilize hundreds of millions of dollars
over the coming years for the countries of that Region.
In conclusion, he said it was clear that donors preferred specific programmes rather
than a generalized charity fund. He assured Board members, particularly those from Africa,
that both for the regular budget and extrabudgetary funds Africa remained a major priority•
Dr KOINANGE said he had already acknowledged the sympathies for Africa expressed by the
Board and the Health Assembly - over the years he had witnessed great understanding in both
forums• He welcomed the Director-General1 s assurances and hoped that in the near future
African countries would be able to improve their national capabilities, thereby strengthening
the goodwill that already existed, to the benefit of all.
Dr BELLA said that, in seeking to encourage Member States to pay their assessed
contributions, the Director-General should perhaps make a direct approach to heads of state.

In his view, heads of state were not always in full possession of the facts and were perhaps
not aware of the deadlines for payments to WHO, as those were frequently the responsibility
of ministries of foreign affairs, finance or health.
Authorized use of casual income to reduce adverse effects of currency fluctuations on
the programme budget for 1986-1987 (paragraphs 5-8)
Possible alternative methods of dealing with adverse effects of currency fluctuations
(paragraphs 9-17)
Proposed use of casual income to reduce adverse effects of currency fluctuations on the
programme budget for 1988-1989 (paragraphs 18-21)
Mr BOYER (adviser to Dr Young) said that various methods of dealing with currency
fluctuations suggested in the document deserved further analysis, but it seemed to him at
first sight that they included both anticipatory measures, such as the existing casual income
facility, and also ex post facto measures, such as those used some years previously in WHO
when supplemental appropriations had been adopted to keep the programme going in the face of
a loss resulting from currency fluctuations. Thus, the proposal to increase the casual
income facility for 1986-1987 by US$ 10 million seemed to constitute an ex post facto
solution, rather than the anticipatory one that the document seemed to imply. That solution
was recommended as the best way of dealing with currency losses because it allegedly set up a
kind of "insurance" programme in advance; but at the present time, when it was known that
the currency in question had depreciated markedly, causing additional costs to the
Organization beyond the casual income facility that had been authorized, the expansion of the
facility by USÍ 10 million amounted in effect to a supplemental appropriation.
There were - he submitted - other ways of dealing with the problem, one being the
recalculation of the budget on an annual basis in the light of current exchange rates; the
document before the Board did not advocate that course, but in the current circumstances,
when the exchange rate had dropped so markedly since the budget had been adopted at a rate of
2.50 Swiss francs to the United States dollar, he would further submit that, if the Health
Assembly in 1986 had recalculated the budget at the exchange rate then prevailing, the
currency difficulties with which WHO was now faced would have been largely surmounted. That
would of course have meant increased assessments on Member States, but WHO would have had
more income and would have essentially covered the exchange rate loss that had taken place.
Mr Furth had argued that what was proposed was still an "insurance" plan; he 一 Mr Boyer did not oppose providing for catastrophes, but he would argue that if one was in the throes
of a catastrophe, with the fire burning, the water rising and the wind blowing, that was not
the time to call upon an insurance company applying for more insurance; most insurance
companies indeed would hardly be willing, hearing the fire crackling in the background, to
agree to increase the amount of the insuranceÍ
In view of all those considerations, he believed that the Board should continue to keep
the whole method of dealing with currency fluctuations under review.
и

Mr VOIGTLANDER (alternate to Professor Steinbach) said that he was not opposed in
principle to the proposed increase of the casual income facility from US$ 31 million to
US$ 41 million, but continued to wonder whether that measure was really necessary. For
example, it would be interesting to know whether, in calculating the adverse effects of
currency fluctuations for the current biennium, account had been taken of the US$ 35 million
withdrawn and transferred to a reserve account. If not, the loss due to exchange rate
fluctuations might be less than that originally calculated.
Mr McKAY asked the Secretariat whether it could comment on a proposal which he
understood to be before the International Labour Organisation (ILO) concerning the forward
purchase of currency•
Dr GRECH asked whether the incentive scheme for prompt payment of contributions,
referred to bv Mr Furth as relevant during the seventy-seventh session of the Board in
January 1986, had indeed been adopted by the International Civil Aviation Organization
(ICAO) and, if so, what the impact had been on the Members of that Organization.

Mr FURTH (Assistant Director-General), replying to Mr Boyer, said that the measures
proposed in the document could be regarded partly as ex post facto and partly as
anticipatory. The adjustments were being made in the middle of the biennium so that to the
extent that they could help the Organization during the second half of the biennium they
could be regarded as anticipatory. After all, the programme for the biennium had not yet
been implemented, and if the requested additional funds were not made available, the
Director-General would be placed in a very difficult situation; he would either have to
terminate staff or not implement a number of projects, since the real shortfall would be so
large and so much greater than the US$ 10 million mentioned in the document. As pointed out
in the document, the Director-General should have been requesting US$ 12 500 000， on the
basis of the exchange rates prevailing in October 1986. The situation had deteriorated
greatly since then. For example the market rate of exchange on the previous day had been
1.51 Swiss francs to the United States dollar5 as compared to the budgetary rate of exchange
of 2.50 Swiss francs to the dollar, which meant that the Organization was now losing nearly
one franc for every dollar exchanged. The Secretariat had not made a new calculation, but
was sure that such a recalculation would set the present requirement at between
US$ 15 million and US$ 20 million. Of course, if the Board and the Health Assembly
preferred, they could adopt a supplementary budget, as had been suggested; that solution had
been used for a number of years in the 1970s，but had been found most unsatisfactory by the
Board and the Health Assembly, since the recalculation of a budget on the basis of a
different exchange rate and the adoption of a supplementary budget inevitably entailed a new
budget higher than the original one and provided a basis for future cost increases. That was
what had happened in the United Nations, and the method adopted by that Organization was
generally recognized not to be a sound one， having resulted in very large budget increases.
In reply to Mr Voigtlander, he said that the calculations had been based on actual
requirements and, since the freeze in activities had been in effect since March 1986， the
US$ 35 million reduction had been taken into account.
With regard to Mr McKay1 s question, the forward purchasing of currencies that the ILO
was studying was being followed closely by the WHO Secretariat, which would rather watch
another organization experiment with that system than adopt it at once. He did not know
whether the ILO Governing Body had yet approved the proposal, but he saw a number of
drawbacks to the system. The Secretariat would certainly keep an open mind, and would
consider adopting it if it proved to work satisfactorily in the ILO. Certain costs were of
course involved, and sometimes those costs would not lead to any direct benefit• The
Executive Board and Health Assembly of WHO might not be very pleased to have authorized the
expenditure of several million dollars on forward purchasing of currencies if that proved to
have been unnecessary. In any case，WHO would await the experience of ILO in the matter•
Finally, he suggested that an answer to Dr Grech1s question should be postponed until
the Board came to consider the report of the Joint Inspection Unit on cash management, since
the Director-General intended to propose for consideration by the Board a scheme similar to
that adopted by ICAO.
The CHAIRMAN invited the Board to adopt the draft resolution on the use of casual income
to reduce adverse effects of currency fluctuations on the 1986-1987 programme budget.
The resolution was adopted.1
The CHAIRMAN invited the Board to adopt the draft resolution on the use of casual income
in the 1988-1989 biennium.
The résolut ion was adopted.2
Appropriation Resolution for the financial period 1988-1989 (Document PB/88-89, page 27;
Document EB79/INF.DOC./5)
The CHAIRMAN pointed out that the proposed Appropriation Resolution in the programme
budget document had been modified by the Director-General1 s proposals as discussed and

1

Resolution EB79.R2.

2

Resolution EB79.R3.

endorsed by the Board earlier in the present meeting. Although the draft Appropriation
Resolution required only a two-thirds majority, he invited the Board to approve it by
consensus. The revised proposal read as follows:
The Executive Board,
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly
RESOLVES to appropriate for the financial period 1988-1989 an amount of
US$ 705 389 500 as follows;
A.
Appropriât ion
section
1.
2.
3.
4.
5.

Purpose of appropriation

Amount
US $

Direction, coordination and management
Health system infrastructure
Health science and technology;
health promotion and care
Health science and technology:
disease prevention and control
Programme support
Effective working budget

6.

Transfer to Tax Equalization Fund
Undistributed reserve

633 980 000
59 000 000
12 409 500

Total

705 389 500

В•
Amounts not exceeding the appropriations voted under paragraph A shall be
available for the payment of obligations incurred during the financial period
1 January 1988 - 31 December 1989 in accordance with the provisions of the
Financial Regulations. Notwithstanding the provisions of the present paragraph,
the Director-General shall limit the obligations to be incurred during the
financial period 1988-1989 to sections 1-6.
С.
Notwithstanding the provisions of Financial Regulation 4.5, the
Director-General is authorized to make transfers between those appropriation
sections that constitute the effective working budget up to an amount not exceeding
10% of the amount appropriated for the section from which the transfer is made,
this percentage being established in respect of section 1 exclusive of the
provision made for the Director-General1s and Regional Directors1 Development
Programme (USt 10 662 000). The Director-General is also authorized to apply
amount s not exceeding the provision for the Director-General1s and Regional
Directors1 Development Programme to those sections of the effective working budget
under which the programme expenditure will be incurred. All such transfers shall
be reported in the financial report for the financial period 1988-1989. Any other
transfers required shall be made and reported in accordance with the provisions of
Financial Regulation 4.5.
D.
The appropriations voted under paragraph A shall be financed by assessments on
Members after deduction of the following;

US $
(i) reimbursement of programme support costs by the
United Nations Development Programme in the
estimated amount of
(ii)

casual income in the amount of •••••••••••••••••••

4 ООО 000
25 000 000
29 000 000

thus resulting in assessments on Members of US$ 676 389 500. Notwithstanding the
provision of Financial Regulation 5.3, the deduction of US$ 25 000 000 of casual
income shall be applied to the first annual instalment of the assessed
contribut ions due from Members. In establishing the amount s of contributions to be
paid by individual Members, their assessments shall be reduced further by the
amount standing to their credit in the Tax Equalization Fund, except that the
credits of those Members that require staff members of WHO to pay taxes on their
WHO emoluments shall be reduced by the estimated amounts of such tax reimbursements
to be made by the Organization.
The proposed Appropriâtiori Resolution, as amended，was approved.丄
GENERAL POLICY REVIEW：

Item 1.1 of the Agenda (continued from the seventh meeting, page 101)

Consideration of draft resolutions
The CHAIRMAN invited the Board to consider a draft resolution on cooperation in
programme budgeting, suggested by the Director-General at the second meeting and reading as
follows;
The Executive Board,
Following its review of the proposed programme budget for the financial period
1988-1989 submitted to it by the Director-General；
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Having considered the proposed programme budget for the financial period
1988-1989 submitted by the Director-General and the Executive Board1 s report
thereon;
Bearing in mind WHO 1 s fundamental constitutional purpose of cooperation among
Member States；
Convinced that such cooperation is essential for the exercise by WHO of its
constitutional function of acting as the directing and coordinating authority on
international health work and for the fulfilment by the Health Assembly of its
constitutional functions of determining WHO 1 s policies and approving its budget；
Realizing that agreement and consensus are the bases of fruitful cooperation;
Recalling that such cooperation has led in recent years to a truly remarkable
degree of agreement in the Health Assembly and the Executive Board concerning the
Organization1s programme budget；
Mindful also that the goal of health for all by the year 2000 and the strategy
for achieving it were decided upon by Member States through unanimous agreement in
such a spirit of cooperation;

1.

URGES Member States;
(1) to make optimal use of WHO 1 s resources to implement national strategies
for health for all by the year 2000;
(2) to mobilize all available domestic resources and rationalize their use to
the above end and, as regards developing countries, for the purpose of
increasing their capacity to absorb enlightened external support to the same
end;
(3) to display individually and collectively policy and fiscal responsibility
and realism in reviewing regional and global programme budgets;

2.

REQUESTS the Director-General:
(1) to ensure that all Member States have the possibility of being adequately
involved in the coopérât ive process of reaching agreement on regional and
global programme budgets;
(2) to continue to prepare and submit to the Executive Board programme budget
proposals that make most effective use of WHO1s resources at country, regional
and global levels and provide for the foreseeable future for zero budget
growth in real terms ；
(3) to make explicit, in his programme budget proposals, the underlying
factors and assumptions of reasonably estimated cost increases resulting from
inflation and from the effects of currency fluctuations, and to absorb such
increases to the maximum extent possible；
(4) to continue to make every effort to seek extrabudgetary resources to
finance essential health activities for which sufficient resources may not be
available in the regular budget；

3.
REQUESTS the Executive Board, after careful review of the Director-General1s
programme budget proposals prepared along the above lines, to submit to the Health
Assembly recommendations that are the result of a cooperative process of reaching
consensus, making use to this end, as necessary, of existing and other appropriate
mechanisms；
4.

REQUESTS the regional committees；
(1) to review regional programme budget proposals in the same spirit of
cooperation in order to arrive at consensus;
(2) to submit their proposals to the Director-General within the constraints
referred to in operative paragraphs 2(2) and 2(3) above.

Professor Girard had proposed the addition to the first operative paragraph of a fourth
subparagraph to read as follows:
(4) to discharge punctually and in full the financial obligations incumbent upon them
as Members of WHO;.
Dr LAW said that, while she did not disagree with the basic thrust of the draft
resolution suggested by the Director-General, she would propose a slightly different approach
to the process of programme budgeting. Speakers at the previous meeting had raised a number
of questions concerning the role of the Board in that process, the relationship between the
Board and the regional committees arid the procedures whereby the Board should be involved in
the budgeting process at an earlier stage. Since the draft resolution was in effect
concerned with how the Board could play its proper role in monitoring and participating in
the development of the budget, she would not be arguing a different case in proposing that
the draft should become an Executive Board resolution, rather than a recotraneadation by the
Board to the Health Assembly. There were several reasons for that proposal; in the first
place, the intensive discussions held in the Board could not easily be duplicated in the
Health Assembly； secondly, the problems arising in connection with the current financial

crisis raised the question of how Member States in the Health Assembly and in the Board could
influence the situation, and there seemed to be no reason to wait until May before taking
further action; thirdly, it would be seen that the Director-General1s draft mainly dealt
with the work of the Board and the WHO Secretariat, and all the people involved were present
at the current session, considering questions in an area where the Board clearly had the
authority and ability to act; the only other substantive question dealt with related to the
role of the regional committees, and there again a Board resolution would be constitutionally
quite correct in delegating functions to the regional committees and working with them in the
development of the programme budget•
She consequently proposed that the draft resolution should begin with the words "Having
considered the proposed programme budget for the financial period 1988-1989 submitted by the
Director-General", and that a preambular sentence should be added describing the manner in
which the Board had reached consensus regarding the 1988-1989 programme budget under very
difficult circumstances. Since the Executive Board was not in a position to urge Member
States to take any action, the suggested operative paragraph 1 should be converted into a
number of preambular paragraphs, which would include the fourth subparagraph proposed by
Professor Girard. The operative paragraphs should be renumbered accordingly. The new
operative paragraph 2 should be divided into two subparagraphs, preceded by the word
"DECIDES", the first beginning with the words "to submit to the World Health Assembly, after
careful review of the Director-General1s programme budget proposals prepared along the above
lines, recommendations that are the result of a cooperative process of reaching consensus"；
and the second reading "to entrust its Programme Committee, or some other subsidiary group,
working in a cooperative process to achieve consensus on its recommendations, with
followed by an enumeration of the tasks• In that connection, she reminded members that if a
more extensive review of the budgeting process at an earlier stage was entrusted to the
Programme Committee or to another body, it would of course be possible for any member of the
Board to participate in that task whether or not he or she was a member of the body
concerned; such a Board member would not have the right to vote, but it would be recalled
that the Programme Committee always achieved its goals by consensus. The tasks so entrusted
would involve reviewing the Director-General1s proposed guidance to regional offices and
headquarters regarding the development of the next biennial programme budget proposals, and
making recommendat ions to the Director-General; and reviewing in detail the global and
interregional components of each proposed programme budget, in the same manner that the
regional committees reviewed the regional portions of the programme budget, and making
recommendations to the Director-General.
»

.

Mr VOIGTLANDER (alternate to Professor Steinbach) said he wished to propose a minor
amendment to operative paragraph 1(1) of the original draft resolution, which referred to
national strategies for health for all. In the European Region, a series of meet Lngs of
federal and pluralistic countries, such as Austria, Belgium, Federal Republic of Germany,
Netherlands and Switzerland, had concluded that reference should be made to countries and
their strategies in all documents of the Region, because it was obviously impossible for a
federal country to have national health or other strategies, plans or budgets. He therefore
proposed that the word "national" be replaced by "their", in order to make the resolution
applicable to all countries.
Dr LAW said that, coming from a federal State herself， she could willingly accept that
amendment•
Dr HAPSARA pointed out in connection with operative paragraph 1(2) of the original draft
that developing countries were not homogeneous in character but varied greatly according to
their stages of development and their capacity to absorb resources. He therefore proposed
that a qualifying adjective such as "some"， "particular" or "certain" should be inserted
before "developing countries" in the second line.
The CHAIRMAN suggested that further consideration of the draft resolution might be
deferred pending circulation of the printed text of the amended version.
It was so agreed,
section 1.)

(For continuation, see summary record of the seventeenth meeting,

The CHAIRMAN invited the Board to consider the following draft resolution proposed by
Sir John Reid, on management of WHO1 s resources:

The Executive Board,
Having considered the Director-General1s Introduction to the proposed programme
budget for the financial period 1988-1989, and in particular his evaluation of WHO 1 s
programme budget during the period of the Seventh General Programme of Work and his
reflections for 1988-1989 and beyond;
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Having reviewed the Director-General1s Introduction to the proposed programme
budget for the financial period 1988-1989, and in particular his evaluation of
WHO1s programme budget during the period of the Seventh General Programme of Work
and his reflections for 1988-1989 and beyond, as well as the Executive Board1 s
comments thereon;
1.

REQUESTS the regional committees;
(1) to review these documents and the comments of the Health Assembly thereon
with a view to taking all necessary action to secure the best possible use of
WHO1s limited resources, in keeping with the letter and spirit of all relevant
resolutions of the Health Assembly and the Executive Board;
(2) to report on the outcomes of their deliberations to the Executive Board
at its eighty-first session in January 1988;

2.

REQUESTS the Executive Board;
(1)

to review the action taken by the regional committees;

(2)

to report thereon to the Forty-first World Health Assembly in May 1988.

Mr BOYER (adviser to Dr Young) said that it was ari interesting idea to ask the regional
committees to review the Director-General1s Introduction to the proposed programme budget and
to see how they reacted to comments it contained on regional offices and regional
programmes. On first reading the draft resolution, he had thought that there was not much
for the regional committees to discuss but, in view of the discussion at the previous meeting
on the allocation of resources to the African Region, during which some concern had been
expressed about the amount allocated to the various programmes and the process by which the
regional programme budget had been developed, he realized that the summary record would
provide plenty of substance for the regional committees to consider.
He would, however, like the Director-General to explain how he envisaged the regional
committees would set about implementing the resolution, what it really implied, and how the
regional committees might come to grips with the problem.
The DIRECTOR-GENERAL said that while listening to Dr Law1s proposed amendments to the
draft resolution on cooperation in programme budgeting, he had taken note of two proposals in
particular. One was that the Board wished to take a much sharper look at the way in which
the Director-General decided on regional allocations and how he was issuing instructions to
the Regional Directors, and through the Regional Directors to the regional committees - for
one of his constitutional functions was to delegate functions to the regional committees, as
did the Board. Dr Law1s second amendment was that the Organization and, in particular， the
Executive Board, wished to have a much clearer understanding of how he dealt with the global
and interregional programme activities.
In answer to Mr Boyer1s question on how he envisaged the proposals in Sir John Reid1 s
draft resolution would be implemented, his intention would be to suggest that the Programme
Committee of the Executive Board be convened in June/July of 1987 to study his intentions
regarding regional allocations and his instructions to the Regional Directors with regard to
the optimal use of the resources potentially being made available through those allocations.
Such a meeting would enable the Programme Committee to see how, in the light of the regional
programme budget policy - which was now available to Board members - he was concerned to give

preferential allocations to those regions acting in accordance with WHO1 s collective
decisions, and how he reached his decisions. The Programme Committee, on behalf of the
Board, might then express an opinion as to whether that document was sufficiently explicit in
its instructions. He believed that the Programme Committee would then realize that it was
not enough to express good intentions and, if it wished to take the subject seriously, it
would have to be represented at sessions of the regional committees and enter into a
responsible dialogue with the regional committees in the light of its decisions about the
regional allocations and the instructions given.
One of the tools which would enable the Programme Committee to understand the process
might be financial audits in policy and programme terms, such as he himself had started
experimentally. If the Programme Committee were to take at random a few countries in each
region, it would see how the regions were performing as regards the concept of resources
being the collective property of all Member States within the collective value systems
expressed in health for all, primary health care and other priority programmes. He believed
that the Programme Committee could play an increasingly important role in overviewing his own
decisions about allocations and other budgetary instructions and in seeing whether they were
being followed in a reasonable manner.
From Dr Law's second proposal he understood that the Board would like to have a much
better knowledge of the global and interregional activities as interpreted in the regional
committees. He described as an example how the European Region followed an extensive
consultative process before any part of the regional programme budget was accepted by the
Regional Committee. The process involved consultation letters, in response to which Member
States outlined their priorities; thus, finally, their priorities were determined and
resources allocated to those priorities in a very transparent way. The Programme Committee,
in June 1987, might wish to consider a similar approach to the global and interregional
activities and might instruct him as to what information it wished to receive in order to
understand how priorities were being dealt with at those levels. In 1988， the Programme
Committee could then take a detailed look at the programme budget proposals for those levels
for the biennium 1990-1991.
He believed that a mechanism could be set up whereby an overview of the priorities and
their reflection in the programme budget proposals could be made transparent enough for the
Programme Committee to have clear feelings of what they ought to report to the Executive
Board when the Board came to study the proposed programme budget itself. Eventually, the
process might lead, in a similar way to the European Region1 s procedure, to a consultât ion
letter being sent out, in which for each of the major programmes at the global and
interregional level 一 he took the malaria programme as an example 一 Member States would be
asked whether they agreed with the determination of priorities and the quantifying of outputs
for the different parts of the programme. Thus, a consultative procedure would be
established, in which Member States would have time to reflect on those priorities and
perhaps might decide on radical changes in approach. If such a procedure were to be
instituted, it would have important repercussions for the Organization and Member States
would have an important role to play in devis ing programme budget policy.
To start with, if it met in June 1987, the Programme Committee could consider how the
global and interregional policies and programmes could be made more effective in the light of
the Executive Board's comments and how those comments could be reflected in the kind of
approach he had indicated.
His suggestions were as yet tentative，but he felt they might lead to greater
transparency and to the Board feeling more at ease when taking its decisions on the programme
budget•
Mr BOYER (adviser to Dr Young) said that the Director-General1 s excellent suggestions
would be very helpful in intensifying the relationship between the Executive Board and the
regional committees.
Dr VAN WE ST-CHARLE S pointed out that the Director-General1 s suggest ions had the same aim
as Dr Law 1 s proposed amendments to the draft resolution just considered. Perhaps it might be
a good idea to wait until the Board had those amendments in writing before deciding on
Sir John Reid1 s resolution.
the draft resolution early in the session with
points raised by the Director-General in his

Introduction, and in order to hear what the Board felt about them arid to ask the regional
committees, which had not so far had a chance to look at the issues raised, to do so and to
report back. As Dr Van West-Charles had said, there was a certain degree of overlap with Dr
Law's amendments and he did not wish to interfere with the adoption of her proposals. He
wondered, however, whether one resolution could cover the ideas and proposals expressed in
the two draft resolutions.
The CHAIRMAN enquired whether the Board agreed to defer a decision on Sir John Reid1 s
draft resolution until the amendments put forward by Dr Law to the previous one had been
studied.
Sir John REID said that he assumed that the proposers of the two draft resolutions and
of the amendments would look at the two together to see whether they were compatible. If
they were not, the Board would have to revert to two separate resolutions,
It was so agreed•
section 1.)
PROGRAMME REVIEW:

(For continuation, see summary record of the seventeenth meeting,

Itera 7.2 of the Agenda (continued)

Diarrhoeal diseases (programme 13,6) (continued from the twelfth meeting, page 207)
Consideration of a draft resolution
The CHAIRMAN drew attention to the following draft resolution on the Diarrhoeal Diseases
Control Programme, suggested by the Director-General and amended by members of the Executive
Board:
The Executive Board,
Having examined the Director-General1s report on the Diarrhoeal Diseases Control
Programme；^
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Recalling resolutions WHA31.44 and WHA35.22;
Having considered the Director-General* s report on the Diarrhoeal Diseases
Control Programme；
Having been informed (a) that by the end of 1985, 104 countries (83% of the
125 target countries) had national diarrhoeal diseases control programmes, (b) that
access to oral rehydration salts increased from 4% in 1982 to almost 33% in 1984,
(c) that annual production of oral rehydration salts has risen from 60 million to
270 million one-litre equivalent packets, (d) that more than 40 countries have
conducted an evaluation of their progress in diarrhoeal diseases control
programmes, and (e) that the use of oral rehydration therapy may have prevented up
to 350 000 diarrhoea deaths in 1984， the last year for which data are available;
1.
EXPRESSES its satisfaction with the progress made in the implementation of
national diarrhoeal diseases control programmes and in research to develop new
approaches and tools for control;
2.
EXTENDS its appreciation to the United Nations Children's Fund, the United
Nations Development Programme, the World Bank, and other international, bilateral
and nongovernmental agencies, for their continued collaboration in and support to
the programme；

3.
URGES Member States to intensify their diarrhoeal diseases control activities
as a priority for achieving health for all by the year 2000 and as part of primary
health care, giving special attention to activities that can have an immediate
impact on childhood mortality, while at the same time implementing interventions,
particularly intersectoral, that can reduce diarrhoea morbidity；
4.
AFFIRMS that the establishment of an effective diarrhoeal diseases control
programme is the best means of ensuring the recognition and control of epidemics of
cholera;
5.
URGES recognition that an effective diarrhoeal diseases control programme must
include careful planning, adequate health manpower training, effective
communication and social marketing, adequate production and distribution of oral
rehydration salts, and appropriate supervision, monitoring, evaluation and research;
6.
REAFFIRMS that for the prevention of diarrhoeal diseases it is necessary for
programmes also to stress improved nutrition, the use of safe water, good personal
and domestic hygiene, and immunization, especially against measles, and that oral
rehydration therapy should consist of the administration of oral fluid, together
with adequate instruct ion to mothers in its use, appropriate feeding during and
after diarrhoea and referral when necessary；
7.
EMPHASIZES the need for continued adequate financial support to enable the
programme to carry out its planned activities arid achieve its objectives；
8.

REQUESTS the Director-General;
(1) to increase collaborat ion with Member States in strengthening national
control programmes, especially through activities in training and evaluation
in order to achieve global targets of at least 80% access to oral rehydration
salts and at least 50% use of oral rehydration therapy by 1989;
(2) to continue to support biomedical and health services research relevant
to diarrhoeal diseases control;
(3) to maintain close collaboration with the United Nat ions Children1s Fund,
the United Nations Development Programme, the World Bank, bilateral and other
agencies in carrying out programme activities;
(4) to make efforts to attract the necessary extrabudgetary resources to meet
the requirements of the programme;
(5) to keep Member States, the Executive Board and the Health Assembly
informed of the progress made in the implementation of the Diarrhoeal Diseases
Control Programme.

The CHAIRMAN said that, as it seemed that the drafting group had reached a consensus on
the draft resolution, he hoped it could be adopted as it stood.
Mr BOYER (adviser to Dr Young) said that he was pleased that a consensus had been
reached, but he had noted a few minor points of drafting which he thought should be
corrected, and had handed them to the Secretariat• They involved no change of substance.
Dr VAN WEST-CHARLES said he thought that during the discussion the Board had stressed
the importance not only of control but of eradication of diarrhoeal diseases. In operative
paragraph 5 mention was made of social marketing, along with other activities, but he thought
that subject was so important that it needed to be transferred to paragraph 8(1), which did
not place sufficient emphasis on social aspects of the programme.
In paragraph 6, instead of referring to adequate instruction to "mothers" he would
prefer to say "guardians", as that would be more conducive to drawing attention to the need
to change attitudes.
Professor MENCHACA said that paragraph 5 did not indicate to whom the recommendations
were addressed, and should be made more specific•

Sir John REID said that the word "guardian" had a very specific meaning in English, and
might be misunderstood. Perhaps "parents or guardians" would be better.
Dr BART (adviser to Dr Young) pointed out that in extended families many people took
charge of children. He therefore suggested the wording "mothers and others who care for
children11 in operative paragraph 6. Regarding Dr Van West-Charles1 reference to eradication,
he considered that word too specific, and would prefer "prevention and control11.
Dr MARUPING said that breast-feeding should be included in the list of preventive
measures in operative paragraph 6.
Dr BART (adviser to Dr Young) said that it had been suggested in written amendments that
the words "including breast-feeding" should be added after the word "nutrition" in that
paragraph. He agreed that there should be a reference to social marketing in paragraph 8.
Dr VAN WEST-CHARLES said that he would not press for the inclusion of reference to
eradication.
Dr BART (adviser to Dr Young) said that, as Dr Van West-Charles wished to place greater
emphasis on effective communication and the social marketing aspects of the programme,
perhaps it would be better to begin paragraph 6 with a more aggressive statement such as "To
increase such activities as
Dr BELLA said that there was no need to say "prevention and control", as "control11
included prevention.
Professor GIRARD said that both prevention and therapy were dealt with in one sentence
in paragraph 6. He would prefer to have two sentences, one on prevention and the other on
therapy. Also, in the French text he would prefer the word "traitement" to "thérapie"•
Dr AASHI agreed that the word "control" expressed the ideas of both prevention and
combat ing a disease.
Dr BART (adviser to Dr Young) suggested that, in view of the many important suggestions
made, it might be better to have a revised draft of the resolution so that members of the
Board could study it.
The CHAIRMAN suggested that those members who had proposed amendments submit them in
writing to the Secretariat； the draft resolution might then be reconsidered at a later stage.
It was so agreed.
page 273.)

(For continuation, see summary record of the seventeenth meeting,

Health manpower (programme 5) (continued from the twelfth meeting, page 195)
Consideration of a draft resolution
The CHAIRMAN drew attention to the following draft resolution on the promotion of
balanced health manpower development, proposed by a drafting group:
The Executive Board,
Having been informed of the conclusions of the Conference on health manpower out of
balance: conflicts and prospects, sponsored by the Council for International
Organizations of Medical Sciences (CIOMS) and held in Mexico in September 1986;
Considering that well-balanced health manpower development is crucial for Member
States to implement national strategies for health for all;
!•

THANKS CIOMS for having organized the Conference on this critical issue;

2.
REQUESTS the Director-General to make available the highlights of the
conference，1 and the comments of the Executive Board, to the Fortieth World Health
Assembly;
3.
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Having considered resolution EB79.R..• and the highlights of the Conference
sponsored by the Council for International Organizations of Medical Sciences
(CIOMS) on health manpower out of balance;1
Aware that health manpower development appropriate to people's health needs
and social and economic circumstances is essential for the attainment of health for
all;
Concerned that, while shortage of certain categories of health manpower is
still a problem in many countries, an increasing number of Member States have an
over-supply of certain categories of health professionals, leading to their
under-utilization, unemployment and migration to other countries;
Recognizing that over-supply of manpower is only one manifestation of health
manpower imbalances, which include discrepancies between, on the one hand, the
quality, numbers, types, functions, and distribution of health workers, and, on the
other, a country1 s needs for their services and its ability to employ, support and
maintain them；
Recalling that imbalances in health manpower exist in many countries and are
due to a failure of manpower planning, socioeconomic and political factors, and
therefore urgent preventive and corrective actions are needed at national level in
order to cope with current economic stringencies and not to retard the attainment
of health for all;
1.
THANKS the Government of Mexico, its various agencies, CIOMS and the other
nongovernmental organizations which co-sponsored the conference for their material
and technical support；
2.

URGES Member States:
(1) to undertake, as a matter of priority, the strengthening of their
national health manpower policies and systems, and ensure that they respond
fully to the strategies for the achievement of health for all through primary
health care;
(2) to develop sufficient relevant information about health manpower, a set
of reliable and realistic national norms and indicators based on accessible
data, and nationally appropriate mechanisms to identify and monitor changes;
(3) to reorient education and training of health manpower to respond fully to
local needs;
(4) to ensure that manpower is not only adequately planned for arid trained,
but also skilfully managed, including the improvement of career development
and incentive schemes, to ensure its most effective utilization;
(5) to employ measures urgently, when actual imbalances occur, to adjust the
production of health manpower in order to bring the supply and distribution
into line with expected future demand for services, bearing in mind the
country1 s ability to support such services;

1 Bankowski, Z. and Flilop, T.，ed. Health manpower oat of balance: conflicts and
prospects. Highlights of the XXth CIOMS Conference, Acapulco, Mexico, 7-12 September 1986.
Geneva, Council for International Organizations of Medical Sciences, 1987.

3.

REQUESTS the Director-General;
(1) to cooperate with Member States in strengthening their national health
systems consistent with the strategies for health for all;
(2) to promote urgent research into the fast-growing problem of health
manpower imbalances and the exchange between Member States of relevant
information and indicators concerning such imbalances;
(3) to intensify efforts to cooperate with all relevant national and
international agencies to stimulate awareness, promote balanced health
manpower development, and encourage prompt measures to deal with imbalances
when they arise•

Professor RUDOWSKI pointed out that the original text of the draft resolution, as
proposed by Dr Quijano and Dr Grech, had included a third preambular paragraph reading:
"Recognizing that the disproportionate growth of highly trained manpower, particularly
physicians and dentists, in relation to other categories of health personnel, and the
subsequent under-utilization and unemployment of skilled professionals, will hinder the
achievement of health for all".
That paragraph was important, since it accurately reflected the debate at the Acapulco
Conference. He therefore suggested that it should be reinstated in the final draft.
Professor MENCHACA explained that the drafting group had decided to delete the paragraph
because, if it had been retained, a number of further paragraphs would have had to be
included in order to reflect other important points. Moreover, during the discussion,
reference had been made to the recommendation made by the Acapulco Conference. However, one
member of the Board who had been present at that Conference had stated that no
recommendations had been made at it• Further clarification of that point was therefore
needed.
Professor RUDOWSKI thanked Professor Menchaca for his explanation. Nevertheless, he
felt that the part of the text in question was of crucial importance and could not be deleted
altogether. In any case, the imbalance of doctors and dentists should be stressed in the
final text•
Professor GIRARD, commenting on operative paragraph 2(2) of the resolution recommended
for adoption by the Health Assembly, said that the term "health manpower" was rather vague；
the demography of health manpower was presumably what was meant, and so the proposed wording
should be amended to that effect. Also, as far as the French text was concerned, the word
"norme" had a very precise meaning in French, perhaps too precise for the context•
"critères11 might therefore be better.
Dr VAN WEST-CHARLES said that the fifth preambular paragraph of the draft resolution
recommended for adoption by the Health Assembly seemed to be a diagnosis of the problem, in
that it stated that imbalances in health manpower were due to "a failure of manpower
planning, socioeconomic and political factors"• However, in the requests made to the
Director-General in operative paragraph 3, the importance of manpower planning was not
clearly spelt out. Although the words "promote balanced health manpower development" might
be taken to refer to such planning, they could have many other meanings.
Professor RAKOTOMANGA said that stress should be laid on the need for joint planning by
both the training department and the user department, since in many countries health manpower
training was the responsibility of ministries other than ministries of health. In the French
text of the resolution recommended for adoption by the Health Assembly, the word
"mairi-d ' oeuvre" might be replaced by "personnels de santé" •
Mr SONG Yunfu suggested that, in operative paragraph 2(2) of the resolution recommended
for adoption by the Health Assembly, the words "according to the conditions in each country11
should be inserted after the words "to develop sufficient relevant information about health
manpower", because the situation in each country was different. In some countries the
training of health manpower was the responsibility of the ministry of health, and in others
of the ministry of education. In China both ministries were involved.

Dr AASHI, referring to operative paragraph 2(5) of the resolution recommended for
adoption by the Health Assembly, said that the implication in the Arabic text was that there
was not yet any imbalance in health manpower. That point needed to be corrected.
The CHAIRMAN invited members wishing to submit amendments to the draft resolution to
hand them in to the Secretariat. The drafting group would reconsider the text accordingly.
(For continuation, see summary record of the twentieth meeting, section 2，page 329.)

2.

PAYMENT OF ASSESSED CONTRIBUTIONS :

Item 11 of the Agenda

Status of collection of assessed contributions and status of advances to the Working Capital
Fund: Item 11.1 of the Agenda (Document EB79/22 1 )
Mr FURTH (Assistant Director-General)，introducing the item, recalled that in
January 1986 the Director-General had submitted to the Board a comprehensive report on the
agenda item under consideration, providing a detailed analysis of the pattern of payment of
contributions covering a 10-year period up to the end of 1 9 8 5 T h e Board arid the
Thirty-ninth World Health Assembly had adopted resolutions calling for the prompt payment of
contributions by Member States• The Health Assembly resolution had been transmitted by the
Director-General to all Member States in June 1986，and a second time in September 1986 to
those Member States which had not yet settled their contributions in full by then.
At 31 December 1986， only 72.18% of 1986 contributions for the effective working budget
had been received by the Organization. That was the lowest rate of collection of current
year contributions achieved at year-end since 1950 and resulted in the unprecedented
shortfall of contributions of US$ 67 453 606, or 27.82% of total assessments. In view of
that shortfall, which was not entirely unexpected although it was much larger than originally
anticipated, the Director-General had taken steps early in 1986 to reduce the implementation
of activities included in the approved programme of work for the current financial period
1986-1987 in an amount of US$ 35 million, as outlined in document EB79/4 before the
Board•^ The annex^ to the report before the meeting (document EB79/22) showed the
contribution status of each Member State as at 31 December 1986. In view of the
unprecedented short fall in contributions, the Board might wish to consider the draft
resolution suggested by the Secretariat.
During the first 20 days of January 1987，contributions totalling US$ 799 477 had been
received from seven Member States 一 Algeria, Bangladesh, Costa Rica, Pakistan, Republic of
Korea, Singapore and United Republic of Tanzania - in respect of their assessments for 1986,
raising the percentage of 1986 contributions collected from 72.18% at 31 December 1986 to
72.51% at 20 January 1987.
According to the Financial Regulations, contributions for 1987 were due and payable on
1 January 1987. By 20 January 1987 WHO had received contributions from 26 Member States in
respect of 1987, 14 of which had paid in full - representing a total amount of US$ 13 737 557
collected or 5.67% of total assessments for 1987, Many countries appeared to be paying their
1987 contributions to the United Nations much more promptly than their contributions to WHO.
For example, the five Nordic countries (Denmark, Finland, Iceland, Norway and Sweden) had
paid their assessed contributions to the United Nations for 1987 in full by 5 January 1987，
but only one Nordic country - Sweden - had paid its 1987 contribution to WHO in full and none
of the others had so far paid anything in respect of 1987. In addition, on 6 January 1987
the Federal Republic of Germany had announced that it would pay the first half of its
assessed contribution to the 1987 United Nations budget on 16 January 1987，and in fact that
payment, amounting to nearly US$ 30 million, had been received; however, WHO had so far not
received any payment for 1987 from the Federal Republic of Germany or any promise that such
payment would be made• The United Kingdom had paid one-quarter of its assessed contribution
1

Document EB79/1987/REC/1, Part I, Annex 10.
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to the United Nations for 1987, nearly US$ 9 million, but WHO had received no indication from
that country that it would pay its contribution earlier than usual. The USSR, the
Byelorussian SSR and the Ukrainian SSR together had paid US$ 25 million of their 1987
assessed contributions to the United Nations at the end of December 1986; yet no payment had
been received by WHO from the USSR. Countries such as Austria, China, the German Democratic
Republic, Italy, Luxembourg and the Netherlands had all announced that they would pay their
1987 assessed contributions to the United Nations by the end of January, but WHO had received
no indication that such payments would be made to it• Three countries that had paid their
1987 contributions in full to the United Nations had also paid their contributions in full to
WHO; they were Canada, Kuwait and Sweden, In addition, Australia had made partial, but
substantial, payment s in respect of 1987 both to the United Nations and to WHO. In the light
of that information, WHO did not appear to be treated by Member States in the same way as
some other organizations, particularly the United Nations. The Director-General had remarked
that the relationship between quality of management and receipt of contributions seemed
unclear.
Sir John REID said that he was sure that all members of the Board were in agreement
regarding the importance of prompt payment and would wish to support the draft resolution
suggested by the Secretariat• However, in connection with item 20.4 of the agenda (Reports
of the Joint Inspection Unit), the Director-General had made certain suggestions concerning
the possibility of producing a scheme to encourage prompt payment. Thus it might be better
to consider the draft resolution in conjunction with that item of the agenda and to insert a
small additional operative paragraph requesting the Director-General to take whatever action
the Board agreed upon in respect of his report on that item.
и
Mr VOIGTLANDER (alternate to Professor Steinbach) informed the Board that the Federal
Republic of Germany had paid its contribution to WHO for 1987 in full. The transfer might
still be on its way, but he himself had signed the order for it some 10 days previously.
Dr AASHI said that the wording of operative paragraph 3 of the draft resolution
recommended for adoption by the Health Assembly might be inappropriate, since WHO could
hardly request Member States to provide in their national budgets for the payment to WHO of
their contributions when due. It might be advisable to delete that paragraph and to add
another paragraph concerning the prompt payment of assessed contributions. In any case, it
should be borne in mind that payments might be made at the beginning of January but they
might take some time to reach WHO•
Mr FURTH (Assistant Director-General) replied that operative paragraph 3 was identical
to a paragraph in resolution WHA39.3 on the same subject. He personally could see no
objection to the Health Assembly including such a request to Member States in its
resolutions. It was up to Member States to decide whether they wished to meet it or not.
Dr AASHI said that, even if the past practice had been to include such a request in
resolutions, it still seemed to him that WHO could not legitimately request Member States to
draw up their budgets in a particular way that happened to suit the Organization. Member
States were free to decide as they wished.
Dr VAN WEST-CHARLES agreed with Dr Aashi. If a State was a member of an organization,
it was certainly aware of its responsibilities and would make the necessary arrangement s to
pay its contributions. By requesting a State to make a provision within a specific
structure, WHO was going too far in its approach to such a sensitive issue•
The Board agreed to postpone further discussion of the draft resolution until item 20.4
of the agenda was considered. (See summary record of the twenty-first meeting, section 4.)
(For continuation of discussion on the payment of assessed contributions, see summary
record of the sixteenth meeting, section 3.)

SIXTEENTH MEETING
Tuesday, 20 January 1987, at I4h30
Chairman:

Dr Uthai SUDSUKH

The meeting was held in private from 14h30 to 15h3Q and resumed in public
session at 15h45.

1.

APPOINTMENT OF THE REGIONAL DIRECTOR FOR THE AMERICAS :
EB79/20)

Item 9 of the Agenda (Document

At the invitation of the CHAIRMAN, Dr MARKIDES (Rapporteur) read out the following
resolution adopted by the Board in private session:1
The Executive Board,
Having considered resolution II of the XXII Pan American Sanitary
Conference/thirty-eighth session of the WHO Regional Committee for the Americas；
1.
REAPPOINTS Dr Carlyle Guerra de Macedo as Regional Director for the Americas as
from 1 February 1987;
2.
AUTHORIZES the Director-General to issue a contract to Dr Carlyle Guerra de Macedo
for a further period of four years, subject to the provisions of the Staff Regulations
and Staff Rules.
The CHAIRMAN congratulated Dr Guerra de Macedo and extended the BoardT s best wishes for
continuing success in all his further endeavours in the Region of the Americas.
Dr GUERRA DE MACEDO (Regional Director for the Americas) expressed his gratitude to the
Board for the confidence it had shown not only in his own ability to carry out the tasks
incumbent on the Regional Director but also in the wisdom of the Regional Committee in
re-electing him for a further term of office. The Board1 s decision was a recognition of the
work accomplished not only by the Regional Director but also and more especially by the staff
of the Regional Office.
He was particularly conscious of the special nature of the present times. The current
and future problems and challenges facing the Organization were all too plain. Bearing in
mind the difficulties to come, hard work would be required from everyone, but it should also
not be forgotten that those difficulties and the present crisis would open up opportunities
as well. He and his colleagues in the Americas were optimistic that they would be able to
meet the difficulties ahead, to mobilize the will and the resources that that entailed, and
to maintain their commitment to the Organization's principles, doctrines and values, and to
the changes that would have to be made in order to attain the goal of health for all for the
peoples of the Region. He took the opportunity to reiterate his own personal commitment to
those principles and values and to meeting the challenges of the next four years.

1

Resolution EB79.R5.

2.

APPOINTMENT OF THE REGIONAL DIRECTOR FOR THE EASTERN MEDITERRANEAN： Item 10 of the
Agenda (Document EB79/21)

At the invitation of the CHAIRMAN, Dr MARKIDES (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 and recommendation made by the Regional Committee for
the Eastern Mediterranean at its thirty-third session；
1.
REAPPOINTS Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern
Mediterranean as from 1 September 1987；
2.
AUTHORIZES the Director-General to extend the appointment of
Dr Hussein Abdul-Razzaq Gezairy as Regional Director for the Eastern Mediterranean for a
further period of five years from 1 September 1987, subject to the provisions of the
Staff Regulations and Staff Rules.
The CHAIRMAN congratulated Dr Gezairy and extended the BoardT s best wishes for
continuing success in all his further endeavours in the Eastern Mediterranean Region.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) expressed his sincere
thanks to the Board for reappointing him to the post of Regional Director in confirmation of
the decision of the Regional Committee. The renewal of his term of office was a reiteration
of the Board’s confidence in the work of the Regional Office arid would allow all the staff of
the Regional Office and all those working with it to continue their efforts in Member
countries on the basis of effective and constructive dialogue. He hoped that with God's
assistance he would be able to serve as a catalyst in those endeavours.

3.

PAYMENT OF ASSESSED CONTRIBUTIONS：
meeting, section 2)

Item 11 of the Agenda (continued from the fifteenth

Members in arrears in the payment of their contributions to an extent which may invoke
Article 7 of the Constitution: Item 11.2 of the Agenda (Document EB79/41)
Mr FURTH (Assistant Director-General) said that the Director-General1s report (document
ЕВ79/41) indicated that， at 1 January 1987, the 21 Members listed in the Annex had been in
arrears for amounts which were equal to or which exceeded contributions for two full years
prior to 1987. The aumber of Members concerned had increased in recent years from four such
Members in 1982 to 15 in 1983, 14 in 1984, 18 in 1985, 19 in 1986 and 21 in 1987.
With reference to paragraph 5 of the report, a further amount of US$ 50 000 had been
received by the Organization from the Government of Romania on 5 January 1987. As a result,
of the total amount of USÍ 220 000 that was due to be paid by Romania prior to the end of
1986 under the provisions of resolution WHA39.16, a total of US$ 150 000 had been received,
leaving an unpaid balance of US$ 70 000. The Board might also wish to note that the
Dominican Republic and Paraguay had also not fulfilled the conditions previously accepted by
the Health Assembly in respect of payment in instalments of consolidated arrears of
contributions. Furthermore, the 10-year period of payment over which Paraguay undertook to
pay its consolidated arrears had expired on 31 December 1985. As a result of contributions
received since 1 January 1987 from Bolivia, Democratic Kampuchea and Iraq, those three
Members were no longer in arrears in the payment of their contributions to an extent which
might invoke Article 7 of the Constitution. Further, an amount of US$ 12 474, representing
part payment of the 1983 contribution, had been received from Guinea-Bissau on 7 January
1987. No further contributions had been received from the other Members listed in the
report. In a letter dated 15 December 1986, received by the Director-General on 8 January,
the Government of Burkina Faso confirmed the statement in the Government1 s earlier letter

dated 8 December 1986 to the effect that budgetary provision for the 1984, 1985 and 1986
contributions had been made in the Government's budget for the year 1987.
At previous sessions of the Executive Board, the Board had noted the report of the
Director-General on the subject and had requested the Director-General, first, to continue
his contacts with the Members concerned and, secondly, to submit his findings to the
committee of the Executive Board which considered certain financial matters immediately prior
to the Health Assembly. In addition, at its seventy-seventh session in January 1986, the
Board had recommended, by resolution EB77.R14, the suspension of the voting rights of Romania
at the Thirty-ninth World Health Assembly unless certain conditions were fulfilled. However,
by resolution WHA39.16 the World Health Assembly had decided to accept as an interim measure
Romania's proposal for settlement of its arrears of contributions.
In view of the increase in recent years in the number of Members iri arrears in the
payment of their contributions to an extent which might invoke Article 7 of the Constitution
and the concern expressed on the subject in the past by both the Executive Board and the
Health Assembly, the Board might wish to consider whether it should now recommend the
suspension of voting rights of some of the Members concerned unless certain conditions were
fulfilled prior to the opening of the Fortieth World Health Assembly, leaving it to the
Committee of the Executive Board meeting prior to the Health Assembly to make recommendations
to the Health Assembly on behalf of the Board regarding the remaining Members.
Sir John REID said that all failure to pay, except in the case of poor countries or
countries in particular difficulties, should be deplored. The long-standing situation of
Romania continued to be of considerable concern, since that country was not one of the
world1 s most impoverished States. Moreover it had time and again demonstrated its
unreliability by making promises to pay which it had not kept. The Thirty-ninth World Health
Assembly had been more than generous in its approach to the problem； if decisive action were
not taken on the next occasion the situation was likely to be perpetuated. He hoped that
Romania might be induced to reconsider its stance by comparing its position with that of
several very much poorer countries.
Professor MENCHACA commended both Burkina Faso and Romania for their efforts to pay
their arrears of contributions. He could not agree with Sir John Reid that Romania had acted
in bad faith; it was apparent from paragraph 10 of the report that its Government had made
some efforts to pay. While it was true that the amount owed was considerable, it should be
remembered that Romania, although not one of the poorest countries of the world, was
experiencing a severe economic crisis. There was therefore room for further discussion of
the situation between the Director-General and the Government of that country.
Decision： The Executive Board, having noted with concern 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, 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 Fortieth
World Health Assembly. That committee would then make recommendations to the Health
Assembly on behalf of the Board, taking account of the discussion in the Board.1
(See also summary record of the twenty-first meeting, section 4.)

4.

REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES： Item 3 of the Agenda
(Document EB79/2)

The CHAIRMAN said that, in compliance with the Regulations for expert advisory panels
and committees, the Director-General was reporting to the Board, in document EB79/2, on
appointments to those panels and committees.
Dr JAKAB (alternate to Professor Forgács) recalled that the Executive Board had already
discussed in depth the question of geographical distribution and equitable representation of
the sexes in the membership of expert advisory panels and committees. Since then, the
proportion of women appointed as members of panels and committees had increased to about

12%. While that percentage was still very low, the trend was encouraging and 49 women had
been appointed in 1986 out of a total of 202 members of panels and committees. While she
fully agreed with what the Director-General had said two years previously 一 that the most
important selection criteria should be competence, international standing and integrity, as
well as cultural representativity, she drew attention to the need for increased membership of
women and also for geographical representativity which, while not the only criteria, were
extremely important factors to be considered when choosing panel members. She felt that it
would be wise to review, in the not too distant future, the mechanism x/hereby such
appointments were made, together with the mobilization of expertise in other fields.
The DEPUTY DIRECTOR-GENERAL confirmed that, since the Board's discussion on the subject
two years previously, it had been possible to appoint more women to the expert advisory
panels and committees, especially at the regional level； he assured Dr Jakab that the
question was kept under constant review.
Nevertheless, a variety of problems had to be faced. It was not very easy to find women
with the requisite qualifications. Among the criteria to be taken into consideration were
experience in the relevant field of expertise, identification of the various disciplines, an
indication of continued interest and involvement in the panels1 and committees1 work, and
availability. In a number of research institutes and medical schools he had visited in
Europe, Canada and the United States of America in 1986, he had found that only 16 women were
full-time heads of departments, out of a total of 3800. Furthermore, information collected
between 1980 and 1986 in a large number of institutions in Europe, the United States of
America, Canada, Australia and the Soviet Union had shown that there were very few women in
senior posts. There remained, of course, some resistance in the scientific community to the
appointment of women, although the situation in Europe, for example, was certainly improving
and the professional climate was changing.
Mentioning a recently published book on women in science, which identified some of the
problems and constraints facing women who would like to pursue a scientific career, he said
that one of the major difficulties was availability, since many scientists acted as
consultants, which entailed field visits. There was also the difficulty of identifying and
contacting such women. He had written to a number of universities, particularly in Europe,
requesting names of women scientists who might be interested in membership of the expert
panels, but had received no reply. Despite all those difficulties, however, he assured Board
members that all efforts would continue to be made to re-examine panel membership and
regularize the situation with regard to women, the aim being to find people of the necessary
competence, international standing and integrity who could contribute to the scientific
research endeavours of WHO. He added that the situation in ministries of health was even
worse than in the academic world, and suggested that some Board members associated with
ministries of health might endeavour to promote the interests of women in those circles, and
also provide the Board with information about potential candidates.
Dr MARUPING wondered, with reference to the Deputy Director-Generalfs statement, whether
being the head of a department was a prerequisite for membership in addition to the other
qualifications mentioned. To her knowledge, there were many experienced, competent women
scientists who did not necessarily occupy senior positions.
The DEPUTY DIRECTOR-GENERAL replied that he had used the yardstick of head of department
or professorship merely to show how difficult it was for most women to reach the top or to
gain professional recognition. There had indeed been women members of panels or committees
who had not occupied such posts. He quoted paragraph 3.1 of the Regulations for expert
advisory panels and committees, which stated that "Any person possessing qualifications
and/or experience relevant and useful to the activities of the Organization in a field
covered by an established expert advisory panel may be considered for appointment as a member
of that panel after consultations with the national authorities concerned".
Dr HYZLER (alternate to Sir John Reid) said that, in the European Region, there was a
woman member of the Advisory Committee on Health Research who was a very well-known professor
in the United Kingdom. In fact, the United Kingdom had on many occasions offered to help the
Regional Office for Europe by providing a list of potential candidates； he now wished to
renew that offer. The United Kingdom would be glad to assist in any way possible.
Mr McKAY said that Australia, too, would take up the challenge； however, he stressed
that it was for WHO to meet it.

One way of remedying the imbalance referred to might be through secondments； there were
many talented women in Australia who could make an important contribution to WHO under a
system of short-term exchanges, a system which would be more appropriate for them in view of
their family situation.
The Executive Board noted the Director-General1 s report.

5.

REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS :
(Document EB79/3)

Item 4 of the Agenda

The CHAIRMAN invited the Board to consider the reports of the six expert committees and
one study group in the order in which they were reviewed in document EB79/3.
WHO Expert Committee on Venereal Diseases and Treponematoses:
Report Series, No.736)

sixth report (WHO Technical

Dr HYZLER (alternate to Sir John Reid) said the report was both useful and long overdue,
since the Expert Committee had last met in 1959. He suggested that the Secretariat might
consider it advisable, as a general rule, for expert committees to meet once every five years
to review the situation in their particular fields and, if necessary, update their
recommendations.
The report drew attention to the increasing public health problems of sexually
transmitted diseases, which had been brought into sharp focus by the emergence of the
acquired immunodeficiency syndrome (AIDS). Now that the world's attention was focused on
AIDS, the opportunity should not be lost of making a major effort to deal with the problem of
sexually transmitted diseases in a coherent and comprehensive way.
The Expert Committee's recommendations were pertinent and timely, and should be given
the widest possible circulation. In particular, the call for the establishment of an
international network of collaborating centres for disease surveillance should be acted on
urgently, and the Secretariat should consider setting up an advisory group to take that in
hand. Much more also needed to be done to encourage the inclusion of instruction in the
management and control of sexually transmitted diseases in the curricula of all medical
schools, as an essential part of postgraduate and continuing medical education. As far as he
knew, the United Kingdom was the only country where that subject was a recognized specialty,
with formal postgraduate training and certification. Perhaps other countries might wish to
learn from United Kingdom experience in that regard.
The suggested adoption of the term "sexually transmitted diseases" instead of "venereal
diseases" should present no problems, and should be welcomed. The suggestion that the
International Agreement of Brussels (1924) respecting Facilities to be given to Merchant
Seamen for the Treatment of Venereal Diseases should be re-examined also merited attention.
WHO Expert Committee on Malaria： eighteenth report (WHO Technical Report Series, No.735)
The DIRECTOR-GENERAL said he personally considered the report to be a landmark in the
evolution of the Expert Committee on Malaria. Those familiar with malaria programmes would
immediately recognize in it a remarkable change as compared to previous policies, attitudes
and practices.
It was highly significant that malaria specialists were proposing a course of action
based oil the principles of primary health care, one which called for integrated programme
delivery through the health infrastructure, in close interaction with specialists in malaria,
so as to ensure appropriate technical guidance at the different levels of the health system.
Thus, although the Committee1 s recommendations were technical in character, they also had
profound implications for the health infrastructure.
For as long as he could remember, antimalaria programmes had been conducted as though
malaria was a specific disease problem, with little regard for other health activities； to
say the least, the results had been poor. It was thus highly encouraging that the Expert
Committee advocated an epidemiological approach to the problem, as well as collaboration
between health infrastructure officials and malaria specialists. Such collaboration was

vital in order to promote sustained individual and community preventive measures, the
involvement of all sectors concerned, and appropriate vector control based on the local
epidemiological situation. Collaboration was also needed to improve the current diagnosis
and treatment of cases. He therefore agreed entirely with the Committee that, in future,
health resources should be directed towards achieving sustained malaria control, and that
that would best be achieved through the appropriate development and use of the health
infrastructure.
The report recommended training, as well as further research, to achieve that end.
However, the main obstacle to malaria control had not been lack of appropriate knowledge, but
the difficulties of adapting existing knowledge to local situations, and of making optimal
use of the health infrastructure, community participation and intersectoral cooperation.
Here the approach of the Indian Council on Medical Research seemed most promising.
Most leading specialists in malaria control recognized the need for change, but there
continued to be some resistance among a number of malariologists and public health
administrators. That resistance - much more than the resistance of vectors to insecticides was a serious impediment to progress. It was for that reason that the fullest possible
support from Board members would be needed in bringing about the necessary changes and in
bridging the gap between the formulation of recommendations and their implementation, both so
badly needed in so many developing countries.
Dr QUIJANO endorsed the ideas expressed by the Director-General. In Central America and
Panama, malaria had been a growing problem over the last ten years. It was only recently
that renewed impetus had been given to the efforts to control the disease, thanks to the
national and regional programmes introduced in the context of the plan of priority health
needs in Central America and Panama.
In Mexico, and in the whole region, there had been a considerable increase in resources
of all types, making possible a scientific approach to the control of malaria. Although the
principle of integrating malaria control with primary health care had initially been received
with a certain amount of scepticism, it had now been fully accepted. While no spectacular
results had yet been achieved, the malaria curve, which had been rising for some years, had
levelled off the previous year.
Dr AASHI said that malaria was a problem that still existed in many countries. In the
past, malaria control policies had been based on a vertical approach, which had led to many
problems, both in the material sense and where manpower was concerned. The new, integrated
approach would make increased manpower and greater resources available, and would be helpful
to a number of countries which were hampered in combating malaria by a shortage of finance.
He fully supported the integration of malaria control with primary health care.
Dr BART (adviser to Dr Young) said that the Expert Committee's report presented an
overview of worldwide malaria control activities and provided general guidelines and advice；
it was emphasized, in particular, that malaria control should be part of primary health
care. However, the burden of responsiblity lay with WHO to show that, except in special
situations, the primary health care system was in fact capable of carrying out malaria
control activities. If the quality of health was really to be improved in malaria-infected
communities, focused control efforts by responsible, separate programmes might well be
required. The inclusion of malaria control in the primary health care system was certainly
warranted in countries in which malaria was endemic, but the report did little to provide
specific guidelines on how to move beyond a curative to a preventive approach.
It would have been helpful if the report had included operational guidelines in relation
to primary health care involvement. Field evaluations of examples of the full integration of
malaria control into primary health care would be useful. Until a series of examples had
been studied, some reservations must remain in that regard. The report's review of the way
that communities could participate in self-help malaria control was also very useful.
However, there was little evidence that village malaria-control volunteer systems could carry
out sustained control activities, other than providing antimalarial drugs over the long
term. If it was believed that communities could undertake more than treatment activities,
more detail, together with examples, should be provided. It was to the report's credit that
it had strong sections on training, antimalarial drugs, operational research and donor
coordination, and made a case for supporting all those aspects. However, field operations
training had been generally neglected, including, in particular, environmental management.

Malaria vaccine was mentioned, but the report failed to point out that it was only one
of many tools to be used in an integrated approach to control and was not likely to be the
magic remedy once hoped for, nor had the availability, cost and usefulness of the vaccine in
controlling malaria been examined. ia conclusion, he wondered whether the approach adopted
had not been rather too aggressive in an effort to be acceptable to all and meet the deadline
of health for all by the year 2000, since it had not so far been fully adapted or
demonstrated, nor had its effectiveness been fally evaluated. Prudence was advisable while
efforts were continued with the aim of finding acceptable and appropriate mechanisms to serve
those who were underserved； there might be no single, uniform approach, and to include
everything under the umbrella of primary health care might be inappropriate. Before all
aspects of malaria control in all situations were integrated into primary health care,
further evaluation was needed.
Dr NAKAJIMA (Regional Director for the Western Pacific), complementing the
Director-General * s remarks, said that malaria control was a field where close links had
rapidly been established between, global, regional and country-level activities. For example,
following the Expert Committee meeting in September 1985, a regional workshop on malaria
control as part of primary health care had been organized in July 1986, whea al L technical,
operational and management aspects of the issue had been discussed. On that occasion two
countries - Papua New Guinea and Vanuatu 一 had volunteered to develop immediate research and
development activities. The exercise had been started in selected areas (district level)
with the support of voluntary contributions.
Referring to the question raised by Dr Bart about the full integration of malaria
programmes into primary health care, he drew attention to the serious problem experienced in
the Region in some areas of East Malaysia and the Indochinese peninsula, where multidrug
resistance had developed very rapidly and where forest and plantation workers had been
particularly affected. Employers of such workers, who tended either to be clandestine or to
have come from the cities and to be without immunity, had difficulty in providing them with
health care locally. At the same time, there was no way of bringing the workers to centres
where appropriate care, particularly quinine injections5 could be provided at a higher
level. The experience had led many experts to conclude that malaria could not be treated at
primary health care level, particularly in view of the possible side-effects of intravenous
quinine treatment, although there remained, of course, the possibility of oral administration
of quinine. However, such experiences must be studied indi\/idaally. In most of the Region,
however, it was hoped to develop malaria control programmes as part of primary health care.
As Dr Bart was aware, cooperative efforts were under way to organize joint malaria control
education, training and material in the Western Pacific and South-East Asia Regions, methods
being tested in several countries in the latter Region. Cooperative efforts were also under
way for a field training centre for malaria workers, involving the incorporation of malaria
control into primary health care activities, in Solomon Islands. Facilities had already been
offered and several countries, including Australia and Japan, were together developing field
training programmes.
Such multilateral ¿and bilateral cooperation meant that several approaches that had
initially been elaborated in the Expert Committee could be rapidly put into practice in the
Region. Even though multidrug resis tance in particular might cause some difficulty for the
full integration of malaria control into primary health care, malaria prevention and
environmental control could be expected to be appropriately integrated.
Dr HAPSARA expressed his appreciation of the excellent Technical Report. The Technical
Report Series highlighted the linkage between many activities in the health system
infrastructure. In 'Indonesia, such activities were being decentralized, special attention
being focused on the personnel required for development strategy.
Referring to paragraphs 8 and 9 of section 7 of the report, concerning research, he
would be grateful for some clarification as to research priorities in relation to health
development.
Dr MONEKOSSO (Regional Director for Africa), referring to the malaria situation and how
the Expert Committee report was being utilized in the African Region, said that the new
recommendations had created a certain amount of confusion among the lay population. A major
effort was being made to explain exactly what the Expert Committee had meant and the logic of
its recommendations, particularly in regard to cheraoprophylaxis. The spread of resistance to
chloroquine was the major event in the Region, and it was continuing from semester to

semester across national boundaries from the southern and eastern parts of the continent as
far as the Nigerian border, probably as a result of misuse of chloroquine in prophylaxis over
the last decades.
Integration of malaria control into primary health care was being recommended and
attempted, but the matter was more difficult than it appeared. It seemed clear that some
activities could and should be carried out within the primary health care system, although
there remained a number of major areas of activities which, from the tachnological point of
view, had to be organized at a higher level. However, one approach did not exclude the
other； they should rather be considered as being complementary. One of the main problems
arose from misunderstanding about community participation in malaria control, where vertical
malaria teams were inducing communities to carry out some of their work under the pretext of
integration into primary health care, but without any real participation in management. It
was disappoint ing to note that there was a general tendency for experts to focus on
technological matters to the extent that they were forgetting to recommend that people should
take simple measures that used to be taken in the past. A regional task force was working to
establish a division of responsibility so as to determine what measures could be undertaken
by families. For example, mothers no longer knew that they could protect babies, at least at
night, merely by covering them with simple low-cost mosquito nets. Emphasis was again being
placed on the availability of diagnostic facilities at health centres, in the form of simple
microscopy and personnel trained in its use, so that rapid diagnosis and treatment could be
effected. Health centre records provided a great deal of information about the prevalence of
the disease and if that information could be confirmed by means of selective microscopy, it
would in particular be possible to track chloroquine resistance. Another important aspect
was the opportunity offered by economic development projects, including factory sites and
schools, for measures to prevent the accumulation of water on si tes as a part of vector
control that would otherwise be too costly for ministries of health.
In conclusion, the Expert Committee report had aroused a great deal of interest and had
shaken people in the African Region out of a state of complacency.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the question as
to whether an approach should be vertical or horizontal, integrated or non-integrated was an
interesting one. Many countries had doubts in that respect. They considered the vertical
approach to be the one with which they were familiar and the horizontal or integrated
approach to be something entirely new. There was always a need for a strong headquarters
planning unit for malaria to prepare for training courses, microscopy, support services and
any intersectoral cooperation required for combating and controlling malaria. If it was
considered, however, that the integrated approach would provide the malaria control programme
with a much broader infrastructure, that approach would be more readily understood. It must
always be made clear that primary health care as such would never replace all the units of
any programme in the ministry of health or at headquarters. There was a need for someone to
be responsible for planning, supervision, follow-up, surveillance and so on, but the
implementation phase should be integrated into primary health care. Such integration was
clearly intended to support rather than replace what had been done in the past. There had
been many occasions on which malaria cases that had been diagnosed in a vertical programme
had had to wait a considerable time for treatment. On the other hand, when a programme was
integrated in the infrastructure, the treatment was given immediately on diagnosis and there
was immediate follow-up. The same applied to microscopy and early diagnosis.
Dr AASHI said that, if malaria was to be considered in the context of primary health
care delivery, Board members must take all the relevant points into consideration and the
philosophy underlying primary health care must be understood. It was undesirable to have
15 health ministries in a region working in isolation from one another on malaria prevention
or treatment measures. They must pool their efforts and use primary health care as a kind of
supermarket for the support of all kinds of malaria control activities. The philosophy,
which now had to be applied, was a matter of administrative organization. The existence of a
primary health care post which provided services to the population in the field and at the
community level should not preclude the existence of specialized services either at the level
of regional planning or of planning within individual ministries. All the bodies concerned
should work within the same framework. The same approach must be adopted in the case of
malaria as in the case of a patient who had to be referred to a specialized hospital for
surgery or other measures. The primary health care services must make the diagnosis, carry
out the necessary investigations, and select and provide the medical treatment required.
Whereas the term formerly used in the malaria strategy had been "malaria eradication" it was

now "malaria control". The primary health care centres should bring together all the
necessary services, including those for malaria.
Dr VAN WEST-CHARLES, referring to the integration of malaria control into the primary
health care system, said that the vertical system was a great financial burden for Guyana.
He agreed with the Regional Director for the Eastern Mediterranean, however, that every
decentralized programme needed a central focus. If the malaria programme was integrated in
the primary health care system, the work would be initiated in that programme, but a number
of other activities must also be carried out. In the vertical programme, environmental
matters and the education of the population had been ignored. There had merely been
coexistence within districts in which hospitals existed but were completely separate from the
programme. In Guyana, an effort had been made to involve the staff of such district
hospitals iri the programme and to place the malaria workers under the supervision of the
district health team, which included hospital personnel.
At the decentralized level, there was a beneficial cost-effective aspect and more people
were involved in control. The priority in malarious areas was to make rapid diagnosis, train
as many people as possible in microscopy, and secure broad coverage and rapid treatment. In
terms of the total health approach, however, the activity was linked with agricultural
activity, spraying taking place up to four times a year. Nurses and community health workers
were also directly involved. There should be a central epidemiological section, but there
was no reason why there could not be decentralized services, including the entomological
services, at the periphery. He preferred the term "decentralized system" to "vertical
system", although there should always be a unit at the centre for purposes of national
surveillance and to oversee malaria control activities from the epidemiological standpoint
within countries. The activity should certainly be decentralized in the implementation
phase, not only for greater effectiveness, including cost-effectiveness, but also for many
other reasons.
Dr NAJERA-MORRONDO (Malaria Action Programme) thanked Board members for the interesting
discussion and the attention that they had given to the report. He would deal with some of
the main issues that had been raised.
He did not think that the Expert Committee's intention had been to advocate a total
integration of services. It specifically recommended the maintenance of a core of competence
and the central guidance of the planning and development of antimalaria activities.
Paragraph 3(c) of the conclusions and recommendations stated that there was a need to develop
and maintain a nucleus of expertise to give guidance in the study of the malaria problem and
the planning and implementation of its control. That concept was developed broadly on
page 52 et seq. of the report, which referred to the support required at the central level,
and particularly on page 55, concerning the technical guidance system, in which the functions
of the central core in technical orientation, planning and supervision were specified.
Many of the questions raised by Dr Bart and other members were also concerns of the
Expert Committee. The main point was that there was no general policy that could be followed
by every country. Malaria showed a tremendous variation in its distribution and
concentration and in its impact on health and could not therefore be treated uniformly.
Following the meeting of the Expert Committee, therefore, WHO headquarters and the regional
offices had organized technical consultations at the regional level with a view to
translating the general recommendations into more specific guidance for countries sharing
common problems and similar cultures and social organization. Dr Nakajima had referred to
the meeting that had taken place in the Western Pacific Region. Others had been conducted in
the Americas and South-East Asia.
WHO recognized that the adoption of the principles concerned might create a problem in
the transformation of the existing malaria programmes and that there was a need for further
development of those principles into more specific guidance. The role of training and staff
development had also been dealt with, but it too required further development in a more
coordinated effort for the support of training institutions and the preparation of training
materials.
Dr Hapsara had referred to the question of research priorities. The Expert Committee
advocated a process of research and development based on the validation of experience and its
proper documentation, which could be used by other countries, making the necessary adjustment
for different cultural backgrounds, different epidemiological problems and different

ecology. Research priorities, therefore, had to be developed locally and could not be
prescribed at the global level. That approach would also meet Dr Bartf s concern as to the
possibility of documenting successful and less successful experiences, which would accumulate
as countries strove to tackle the problem of improving their malaria control with existing
resources. He welcomed the comments of those who had indicated that they were promoting or
supporting the acquisition of such experience. Its proper documentation should make it
possible to develop improved guidance for health services in dealing with their malaria
problems.
The changeover to horizontal programmes was based essentially on the recognition that
the capabilities of the health services had to be improved to deal with malaria as a disease
throughout the periphery and that that would require a proper referral system to handle cases
that could not be dealt with at the village level, though if proper early treatment was given
at that level the number of severe cases that had to be referred to the higher levels of the
health services could be diminished. Nevertheless, drug resistance everywhere posed the
problem that the referral system must be able to handle treatment failures as they occurred
at the periphery. Again, the Expert Committee had recognized the problem and given guidance
on how to deal with it. He did not think that the Expert Committee had any great
expectations as to the use of a vaccine, though the progress achieved was recognized in the
section on research, but its potential application and role in malaria control would depend
very much on its characteristics and the possibility of bringing it to the periphery.
(For continuation of the discussion on the report on meetings of expert committees and
study groups, see summary record of the seventeenth meeting, section 2.)

The meeting rose at I7h40.

Wednesday, 21 January 1987， at 9hOO
Chairman:
1.

Dr Uthai SUDSUKH

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989:
(Documents PB/88-89 and EB79/4 1 ) (continued)

GENERAL POLICY REVIEW:

Item 7 of the Agenda

Item 7.1 of the Agenda (continued)

Consideration of draft resolutions (continued from the fifteenth meeting, section 1， page 246)
The CHAIRMAN invited comments on two draft resolutions. The first， on cooperation in
programme budgeting, suggested by the Director-General and amended by Dr Law, read as follows:
The Executive Board,
Having considered the proposed programme budget for the financial period 1988-1989
submitted by the Director-General；
Bearing in mind WHO1 s fundamental constitutional purpose of cooperation among
Member States；
Convinced that such cooperation is essential for the exercise by WHO of its
constitutional function of acting as the directing and coordinating authority on
international health work and for the fulfilment by the Health Assembly of its
constitutional functions of determining WHO'S policies and approving its budget；
Realizing that agreement and consensus are the bases of fruitful cooperation;
Recalling that such cooperation has led in recent years to a truly remarkable
degree of agreement in the Health Assembly and the Executive Board concerning the
Organization1s programme budget, as illustrated by the outstanding manner in which the
Board has reached consensus regarding the 1988-1989 programme budget under such
difficult circumstances；
Mindful also that the goal of health for all by the year 2000 and the strategy for
achieving it were decided upon by Member States through unanimous agreement in such a
spirit of cooperation;
Emphasizing the importance of Member States making optimal use of WHO 1 s resources
to implement their strategies for health for all by the year 2000;
Further emphasizing the importance of their mobilizing all available domestic
resources and rationalizing their use to the above end and, as regards many developing
countries, for the purpose of increasing their capacity to absorb enlightened external
support to the same end；
Stressing the need for Member States to display individually and collectively
policy and fiscal responsibility and realism in reviewing regional and global programme
budgets;
Convinced of the need for Member States to discharge punctually and in full the
financial obligations incumbent upon them as Members of WHO;

1.

REQUESTS the Director-General:
(1) to ensure that all Member States have the possibility of being adequately
involved in the cooperative process of reaching agreement on regional and global
programme budgets;
(2) to continue to prepare and submit to the Executive Board programme budget
proposals that make most effective use of WHO'S resources at country, regional and
global levels and provide for the foreseeable future for zero budget growth in real
terms；
(3) to make explicit, in his programme budget proposals, the underlying factors
and assumptions of reasonably estimated cost increases resulting from inflation and
from the effects of currency fluctuations, and to absorb such increases to the
maximum extent possible；
(4) to continue to make every effort to seek extrabudgetary resources to finance
essential health activities for which sufficient resources may not be available in
the regular budget;

2.

DECIDES:
(1) to submit to the Health Assembly, after careful review of the
Director-General1 s programme budget proposals prepared along the above lines,
recommendations that are the result of a cooperative process in reaching consensus；
(2) to entrust its Programme Committee, or some other subsidiary group, working in
a cooperative process to achieve consensus on its recommendations, with
(a) reviewing the Director-General1 s proposed guidance to regional offices
and headquarters regarding the development of the next biennial programme
budget proposals, and making recommendations to the Director-General;
(b) reviewing in detail the global and interregional components of each
proposed programme budget, in the same manner that the regional committees
review the regional portions of the programme budget, and making
recommendations to the Director-General;

3.

REQUESTS the regional committees:
(1) to review regional programme budget proposals in the same spirit of
cooperation in order to arrive at consensus on their recommendations to the
Director-General；
(2) to submit their proposals to the Director-General within the constraints
referred to in operative paragraphs 1(2) and 1(3) above.

The second resolution, concerning management of WHO1s resources and proposed by
Sir John Reid, had been introduced at the fifteenth meeting (see pages 248-249)•
Dr LAW said that the two resolutions dealt with rather different issues although both
were related to the work of the regional committees. The first resolution dealt with an
ongoing process while the second was concerned with a short-term activity. It would
therefore be better to consider them separately•
The CHAIRMAN invited comments on the first resolution.
Miss AVELINE (adviser to Professor Girard) proposed that, in order to add greater
emphasis, the last preambular paragraph should become operative paragraph 1, being amended to
read:
1. REQUESTS Member States to discharge punctually and in full the financial obligations
incumbent upon them as Members of WHO;
the other operative paragraphs being renumbered accordingly. Professor Girard had proposed a
similar amendment during consideration of the first draft of the resolution.

Professor MENCHACA said that the fundamental constitutional purpose of WHO was not
cooperation among Member States as indicated in the second preambular paragraph but rather
the attainment of the highest possible level of health for all people. The wording of that
paragraph was therefore incorrect.
The DIRECTOR-GENERAL suggested that the paragraph should be amended to read：
Bearing in mind WHO1 s constitutional purpose of cooperation among Member States
leading to the attainment by all peoples of the highest possible level of health.
Professor MENCHACA supported that suggestion.
He requested further explanation concerning operative paragraphs 2(1) and 2(2).
Operative paragraph 2(1) mentioned recommendations that were the result of a cooperative
process in reaching consensus, while operative paragraph 2(2) mentioned a cooperative process
to achieve consensus on recommendations. The reasoning was not clear.
Dr LAW said that in considering Professor Girard' s earlier suggestion she had not been
certain whether it was constitutionally correct for the Executive Board to urge Member States
directly, and had therefore preferred not to include the statement as an operative
paragraph. Further, the Board had already adopted a resolution concerning the programme
budget in which the Board recommended to the Health Assembly that the Health Assembly itself
should urge Member States to pay their contributions punctually. She had wished, however, to
retain the idea in the resolution under discussion and had therefore preferred to leave it in
the preamble. She would have no objection to Miss Aveline*s proposal if it were acceptable
for the Executive Board to urge Member States directly.
In answer to Professor Menchaca, she said that operative paragraph 2(1) dealt with
recommendations that the Board was to submit to the Health Assembly, while operative
paragraph 2(2) was concerned with how the Board should be assisted by the Programme Committee
in arriving at those recommendations. Perhaps the wording might be improved to clarify that
meaning.
Professor MENCHACA said that he had perhaps not made his point clearly. He wished to
understand how one paragraph could indicate that recommendations were the result of the
process, while the next indicated that the process was based on the recommendations. In
operative paragraph 2(2) the wording of the Spanish text was "un consenso basado en sus
recomendaciones" ("a consensus based on its recommendations") while in the English text the
words used were "consensus on its recommendations".
The DIRECTOR-GENERAL said he thought that the problem was one of wording and translation
and it should be possible to redraft the paragraph to remove any ambivalence. It might also
be clearer if operative paragraph 2(2) were to be placed before operative paragraph 2(1), the
paragraphs being renumbered accordingly.
Professor MENCHACA agreed and hoped that the Board would have a chance to consider the
text after redrafting.
Operative paragraph 3(1) appeared to imply that in the past there might have been some
disagreement in the regional committees regarding their recommendations concerning regional
programme budget proposals. He wondered whether that was so. It had certainly not been
necessary to make such a request of the Regional Committee for the Americas.
The DIRECTOR-GENERAL said that as there could be grave questions at the regional
committee level, for example as to whether a region was getting a large enough allocation in
comparison to other regions, there was a need for the regional committees to consider their
actions within the overall context of the Organization. The same spirit of cooperation
should prevail at all levels in the Organization. It might be possible to find a better
wording to express that idea.
The CHAIRMAN said that there appeared to be no controversy regarding the substance of
the resolution and the Board might wish to adopt it, leaving the proposed amendments to the
wording to be made by the Secretariat.
Professor MENCHACA said he could not agree, as he was not entirely satisfied with the
substance of the resolution. He wondered whether it was necessary to include the fourth
preambular paragraph.

Dr LAW said that it had been shown that greater progress could be achieved if a
consensus could be reached. For example, in their discussions on the use of casual income,
members of the Board had been very concerned to reach a consensus rather than leave a sharp
division. If matters were decided by a vote, particularly if the result of the vote was
close, a significant number felt that they were losers and the resulting division sometimes
gave rise to difficulties in implementing the decision. It was sometimes useful to
incorporate in the preamble of a resolution ideas or objectives that were desirable although
recognizing that they were not always possible. The fourth preambular paragraph was intended
to indicate that wherever possible it was better to proceed by arriving at a decision by
consensus than by voting, which could be divisive.
Dr HYZLER (alternate to Sir John Reid) suggested the insertion of the word "desired"
before the words "bases of fruitful cooperation" which hopefully would meet the points raised
by both Professor Menchaca and Dr Law.
Professor MENCHACA said that he did not think that lack of consensus gave rise to
serious problems for the Organization. There was no mention of consensus in any of the basic
documents. Thus while it was his wish that all discussions should end in consensus he could
not agree that that aspiration should be included in the resolution. The ways of taking
decisions within the Organization had already been well defined. Further, although he would
not waste time by enumerating them all, there were many other factors involved in fruitful
cooperation.
The DIRECTOR-GENERAL said he would have no objection to the deletion of the paragraph if
there was a feeling that it did not conform to the provisions of the Constitution in any way.
Dr QUIJANO suggested that the words "one of" or the word "among" be inserted before the
words "bases of fruitful cooperation".
Mr ABI-SALEH supported Dr Quijano's proposal and suggested further that the word "sure"
or "secure" might be inserted before the words "bases of fruitful cooperation" to indicate
that agreement and consensus were not the only bases for such cooperation.
The CHAIRMAN asked whether the deletion of the fourth preambular paragraph was
acceptable to the Board.
Professor MENCHACA said he was in favour of its deletion. He was surprised that a
resolution on programme budgeting should lay so much stress on consensus. He repeated that
while consensus was a desirable aim its inclusion in the resolution might imply that the
Board was calling into question the established letter and spirit of the basic documents. If
the Board wished to call for consensus it might be more appropriate to do so in a separate
resolution. He would like to see the word "consensus" deleted wherever it appeared in the
resolution. The resolution inter alia requested the regional committees to reach consensus,
However, the Constitution did not provide for that. It was for the Member States in a region
to decide how they should take decisions. Consensus at all times would only be possible when
the ideal of universal brotherhood and equality became a reality. It was not appropriate to
include that aspiration in a resolution on programme budgeting.
Dr LAW said that one of the main reasons for proposing the resolution was to stress the
value of cooperation and consensus in the programme budgeting process and therefore she could
not agree to removal of the word "consensus" wherever it appeared. She had no objection to
the deletion of the fourth preambular paragraph. However, in operative paragraph 2(2) the
word "consensus" should be retained. The Programme Committee generally operated by consensus
and this was important since it enabled all members to participate in the discussions.
Operative paragraph 3(1) was directed to the regional committees, arid she suggested that the
wording might be amended in the light of Professor Menchacars views without removing entirely
the idea of consensus. Thus the words "aimed at arriving at consensus whenever possible"
might replace the words "in order to arrive at consensus". Alternatively some other wording
might be used to indicate that consensus was the ideal, while recognizing that it might not
always be possible.
Dr YOUNG said that during his brief experience of WHO he had been impressed by the fact
that the Organization worked best when consensus was reached. In the past few days the Board
had worked very hard to reach consensus on difficult issues, and again at a WHO meeting on

essential drugs held
to reach consensus.
Member States at the
principle that was a

in Nairobi, which he had attended, the participants had worked very hard
Consensus was thus a most important principle in cooperation both among
Health Assembly and among the individuals attending the Board 一 a
hallmark of WHO.

He supported the proposal made by Mr Abi-Saleh; a "secure base" on which to build in a
cooperative manner was precisely what was being sought.
Consensus was certainly the goal as far as operative paragraph 2 was concerned.
However, he agreed that the request to regional committees to arrive at consensus, contained
in operative paragraph 3(1)， was somewhat imperative in nature and should probably be
modified to avoid that and to remove any implication that there might have been problems in
the past. He therefore proposed that 仁he paragraph be amended by replacing the words "in the
same" by the words "a harmonious", which he hoped would enable WHO to retain the drive
towards consensus and move closer towards harmony .in the field of health.
Professor MENCHACA said it had been correctly pointed out that, whenever possible, all
WHO bodies strove for consensus. On the other hand, in operative paragraph 1(1)， the Board
was to request the Director-General to ensure that all Member States had the possibility of
being adequately involved in the cooperative process of reaching agreement on regional and
global programme budgets, whereas in operative paragraph 2(1) the Board decided to submit to
the Health Assembly recommendations that were the result of a cooperative process in reaching
consensus. In his opinion, the word "consensus" should be deleted from that paragraph and
replaced by a reference to general agreement, as in the first-mentioned paragraph.
The CHAIRMAN suggested that a small drafting group, consisting of Professor Menchaca,
Dr Law, Sir John Reid, Dr Young and other interested members, should be established to
prepare a revised text of the draft resolution.
It was so agreed.
section 2.)

(For continuation, see summary record of the eighteenth meeting,

The CHAIRMAN invited the Board to consider the draft resolution on the management of
WHOf s resources proposed by Sir John Reid.l
The resolution was adopted.2
ADJUSTMENT OF THE PROGRAMME BUDGET： ACTIVITIES IDENTIFIED DURING THE DISCUSSIONS
(Document EB79/INF.DOC./63) (continued from the fourteenth meeting, page 228)
The CHAIRMAN drew the Board's attention to document EB79/INF.DOC./6, entitled
"Reallocated programme budget implementation reductions planned for 1988-1989". As members
would recall, a question had been raised, during the consideration of the contingency plan
contained in document Е В 7 9 / 4 c o n c e r n i n g the distribution of programme budget
implementation reductions between headquarters and the regions, and between the different
regions. At the suggestion of Sir John Reid, it had been agreed to defer decision on the
matter pending detailed presentation of the proposed reallocation. The document before the
Board constituted such a presentation, with a breakdown of the programme budget
implementation reductions, amounting to US$ 50 million, planned for 1988-1989. If he heard
no objection, he would take it that the Board agreed to the proposed reallocation.^
The proposed reallocation was approved.

1 For text, see p. 249.
2
—
Resolution EB79.R7.
3

Document EB79/1987/REC/1, Part

Annex 2.

Part

Annex 1•

PROGRAMME REVIEW (continued)
Diarrhoeal diseases (programme 13.6) (continued)
Consideration of a draft resolution (continued from the fifteenth meeting, section 1，
page 251)
The CHAIRMAN invited the Board to consider the draft resolution on the Diarrhoeal
Diseases Control Programme suggested by the Director-General, revised by Dr Bart (adviser to
Dr Young) and amended by members of the Board, as follows:
The Executive Board,
Having examined the Director-General1 s report on the Diarrhoeal Diseases Control
Programme；
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution：
The Fortieth World Health Assembly,
Recalling resolutions WHA31.44 and WHA35.22;
Having considered the Director-GeneralTs report on the Diarrhoeal Diseases
Control Programme；
Having been informed (a) that by the end of 1985 104 countries (83% of the
125 target countries) had national diarrhoeal diseases control programmes, (b) that
access to oral rehydration salts increased from 4% in 1982 to almost 33% in 1984,
(c) that annual production of oral rehydration salts has risen from 60 million to
270 million one-litre equivalent packets, (d) that more than 40 countries have
conducted an evaluation of their progress in diarrhoeal diseases control
programmes, and (e) that the use of oral rehydration therapy may have prevented up
to 350 000 diarrhoea deaths in 1984, the last year for which data are available；
Considering that diarrhoeal diseases control includes both proper case
management and prevention of diarrhoea;
1.
EXPRESSES its satisfaction with the progress made in the implementation of
national diarrhoeal diseases control programmes and in research to develop new
approaches and tools for control；
2.
EXTENDS its appreciation to the United Nations Children's Fund, the United
Nations Development Programme, the World Bank, and other international, bilateral
and nongovernmental agencies, for their continued collaboration in and support to
the programme；
3.
URGES Member States to intensify their diarrhoeal diseases control activities
as a priority for achieving health for all by the year 2000 and as part of primary
health care, giving special attention to activities that can have an immediate
impact on childhood mortality, while at the same time implementing interventions,
including intersectoral ones, that can reduce diarrhoea morbidity；
4.
AFFIRMS that the establishment of an effective diarrhoeal diseases control
programme is the best means of ensuring the recognition and control of epidemics of
cholera；
5.
URGES Member States to recognize that an effective diarrhoeal diseases control
programme must include careful planning, adequate health manpower training,
effective communication and social marketing, adequate production and distribution
of oral rehydration salts, and appropriate supervision, monitoring, evaluation and
research;
6.
REAFFIRMS that for the prevention of diarrhoeal diseases it is necessary for
programmes also to stress improved nutrition, including breast-feeding, the use of

safe water, good personal and domestic hygiene, and immunization against measles；
and that treatment should consist of the administration of oral rehydration fluid,
together with adequate instruction in its use for mothers and others who care for
children, and appropriate feeding during and after diarrhoea, with referral when
necessary;
7.
EMPHASIZES the need for continued adequate financial support to enable the
programme to carry out its planned activities and achieve its objectives；
8.

REQUESTS the Director-General:
(1) to increase collaboration with Member States in strengthening national
control programmes, especially through activities in training, communications
(including social marketing) and evaluation in order to increase the
acceptance of oral rehydration therapy and effective case management of
diarrhoea and achieve the global targets of 80% access to oral rehydration
salts and 50% use of oral rehydration therapy by 1989；
(2) to continue to support biomedical and health services research relevant
to diarrhoeal diseases control；
(3) to maintain close collaboration with the United Nations Children's Fund,
the United Nations Development Programme, the World Bank, bilateral and other
agencies in carrying out programme activities；
(4) to make efforts to attract the necessary extrabudgetary resources to meet
the requirements of the programme；
(5) to keep Member States, the Executive Board and the Health Assemblyinformed of the progress made in the implementation of the Diarrhoeal Diseases
Control Programme.

The resolution was adopted,丄

2.

REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS： Item 4 of the Agenda
(Document ЕВ79/3) (continued from the sixteenth meeting, section 5)

Epidemiology and control of African trypanosomiasis :
(WHO Technical Report Series, No. 739)

report of a WHO Expert Committee

There were no comments•
Resistance of vectors and reservoirs of disease to pesticides : tenth report of the WHO
Expert Committee on Vector Biology and Control (WHO Technical Report Series, No. 737)
Dr HAPSARA said that the Expert Committee was to be congratulated on its excellent
report. Since the problem of vector resistance to pesticides had continued to spread to new
spheres and geographical areas, and new types of resistance had been encountered, there was a
need for clear directives and technical guidance. He wished to stress the importance of one
specific aspect of the recommendations for helping to counteract or delay the emergence of
resistance referred to in the penultimate subparagraph of recommendation 6 (at the bottom of
page 68, in section 7 of the report) : "more studies should be made of the processes by which
the agricultural use of pesticides influence the development of resistance in disease
vectors". That was a very important point, to which due attention should be paid. In that
connection, also, attention should be given to the careful mapping and continuous monitoring
of vector resistance, measures which required a sufficient number of skilled personnel.
Finally, he stressed the importance of recommendation 7 (page 69) concerning studies on
aspects of insect behaviour in relation to problems of resistance： the role of WHO in
promoting such studies was very significant.
Dr BART (adviser to Dr Young) said that the report was timely and well balanced, with a
realistic approach to the problems and careful indication of rational means of combating

pesticide resistance. Greater stress should, however, be laid on the major concern arising
from increased costs to user countries resulting from the development of resistance to less
expensive products and the users' consequent inability to continue public health measures.
Yet vector control measures might once again become critically important, particularly with
respect to malaria. A final point that he wished to raise was the fact that the Expert
Committee had emphasized intersectoral collaboration as a means of coordinating pesticide
use, but made no mention of collaboration with local agricultural authorities in order to
rationalize the use of pesticides for public health purposes.
Dr HYZLER (alternate to Sir John Reid) agreed that the Expert Committee was to be
congratulated on its report and on the valuable work that it was continuing to do in the
field of vector resistance. For the first time, it had included in its report a useful list
of species and countries where insecticide resistance had had an epidemiological or economic
impact. In that connection, he could support recommendation 5 for more studies of the field
impact of resistance, since those would be of much more assistance in making rational
decisions on whether and when to change the pesticide in use than would endlessly repeated
laboratory tests for resistance, the results of which were filed without being interpreted.
Section 6 of the report also dealt with the important issue of measures to counteract the
development of resistance. Although there was considerable theoretical speculation about
strategies for delaying the evolution of resistance, the only field example of its being
achieved in disease vectors was that of the Onchocerciasis Control Programme in West Africa；
it should be emphasized that West African onchocerciasis was the only tropical disease for
which the international community was providing assistance commensurate with the human
importance of the disease. The remarkable progress of that Programme in combating resistance
was just one indication of what could be achieved if proportional resources were provided to
attack other tropical diseases.
Dr KOSENKO (alternate to Professor Isakov) said that the recommendations of the Expert
Committee reflected actual needs and proposed many new approaches to the study of vector
resistance. The report was a valuable tool in combating transmissible diseases, and the
Expert Committeef s work deserved recognition and gratitude； WHO should not relax its efforts
to promote research into new, up-to-date and less cumbersome methods of determining
resistance, including biochemical methods. The proposals for limiting the use of
insecticides with a view to restricting development of resistance were also welcome, since at
the same time they helped to meet the ever-growing requirements of conservation of the
environment； in that context, it would also be desirable to extend the practical use of
biological methods of combating vectors.
Dr PANT (Ecology and Control of Vectors) thanked Board members for their appreciative
and encouraging statements on what was an important subject. In reply to the points raised,
he agreed that it was important to continue monitoring the geographical areas of vector
resistance and indicated that the Secretariat had recently begun to use microcomputers for
the rapid storage and retrieval of information for analysis and distribution to Member
States, with appropriate recommendations.
Of the total volume of insecticides produced, some 90% were used in agricultural
activities, which exerted a proportionate selection pressure for resistance development in
public health vectors, examples of which were given in the report. To the question on the
extent of intersectoral collaboration, he replied that there were also some examples, such as
that of Sri Lanka, where malathion was reserved for public health use and was not employed by
the Department of Agriculture• Insect behaviour, referred to by Dr Hapsara, was a very
Important subject, since WHO tests on susceptibility had very often been misinterpreted when
such behaviour had not been taken into account, and the Expert Committee had made
recommendations on the subject after discussing it in great detail.
On the question of new approaches to control, raised by Dr Kosenko, he said that in
addition to the Onchocerciasis Control Programme already mentioned, basic studies for the
management of resistance had probably saved WHO considerable expense； such studies were very
useful in deciding what insecticides to use for malaria control and which one to use first.
A good example was that of malaria programmes where there was resistance to DDT and the
question arose whether malathion or some other insecticide was to be used first. Studies had
shown that resistance imparted by malathion was due to a very narrow spectrum-producing
mechanism, whereas other insecticides produced rather a broad spectrum. Thus, an insecticide
chosen should be one producing a very narrow spectrum-type of resistance. That was just one
example of how basic research had helped in decision-making at the practical level.

The importance of new testing methods had been mentioned, and WHO was doing quite a lot
of work in that area, including the development of new colorimetric methods of detecting
resistance. Environmental measures and biological methods were dealt with by other expert
committees. The Expert Committee under consideration had, however, drawn attention to the
fact that, in order to use insecticides rationally and not to augment the selection process
leading to increased resistance, an integrated approach to vector control must be adopted,
including environmental measures, biological methods and other measures such as simple
self-protection against mosquito bites. Examples of such measures were given in the report
and had been stressed by the Expert Committee.
Joint FAQ/WHO Expert Committee on Brucellosis :
No. 740)

sixth report (WHO Technical Report Series,

Dr BART (adviser to Dr Young) said that brucellosis continued to be a major human health
problem and a drain on food animal productivity in most developing countries, as well as in a
number of industrial countries. The report addressed the problem in a comprehensive manner
and its reasonable recommendations deserved the BoardT s endorsement. The recommendations
focusing on the prevention of brucellosis in the population at large by appropriate measures
for food safety and hygiene were most important. The need to develop research and
development programmes in endemic areas was a particularly important point, and greater
prominence should be given to surveillance and epidemiological research in the
recommendations, for control programmes could not be successful without an appropriate
epidemiological base.
He noted the specific recommendation to WHO that it should issue a statement emphasizing
the need for the heat treatment of milk and dairy products, particularly in view of recent
outbreaks of infections attributable to Listeria monocytogenes.
Dr GRECH said that the report provided an authoritative reference manual on the
epidemiology and laboratory diagnosis of brucellosis in both animals and human beings. The
safety aspects of handling cultures or heavily infected material in the laboratory were
covered and deserved special mention. The recommendation on serum supplementation of
isolation media was in agreement with long-established practice, but there remained a great
need to develop a good, general—purpose， easy-to-prepare and serum-free medium for blood
culture work. Moreover, the undoubted proven value of the Castañeda technique for that type
of work deserved greater emphasis. Similarly, chemoprophylaxis after accidental exposure to
infection in the laboratory (section 6.3.3) required more attention than it had hitherto been
given. In his experience, a three-week course of co~trimoxazole at standard dosage, starting
within minutes of a major accidental exposure, as in the case of gross spillage of a heavy
culture of a freshly isolated strain of Brucella melitensis, was usually successful. The
report should prove to be of immense value to veterinary surgeons, public health officers and
bacteriologists.
Dr HYZLER (alternate to Sir John Reid) said that the Expert Committee was to be
congratulated on a very good report. The general recommendations in section 10.2 should be
adopted by all countries if there was ever to be a chance of eliminating the disease.
Perhaps the greatest emphasis should be given to health education and training included in
recommendations 10.2(7) and (8) and expanded upon in section 8.6. All the areas of research
recommended in section 10.1 were valid, but priority should be given to the development of
vaccines.
The advice given by the Expert Committee on the planning and management of brucellosis
control (section 9) was excellent, particularly the paragraphs in section 9.3 on
implementation schemes at different levels. The only possible criticism of that section
might be failure to re-emphasize specific methods of monitoring brucellosis-free herds and
areas (sections 8.1.1 and 8.2.1) 一 periodic serological tests and compulsory reporting of
abortion.
я
Dr BOGEL (Veterinary Public Health) thanked members of the Board for their encouraging
comments, which the Secretariat would certainly take into account in its work. He also
wished to take that opportunity of expressing gratitude to FAO for its close collaboration
over decades in the intersectoral area of zoonosis control. The report before the Board was
only one of the many results of that friendly cooperation and joint effort.

Regulatory mechanisms for nursing training and practice; meeting primary health care needs:
report of a WHO Study Group (WHO Technical Report Series, No. 738)
Dr DE SOUZA (alternate to Mr McKay) said that the Study Group1s report was excellent;
its recommendations for the nursing profession were very positive and it clearly identified
sound educational approaches for equipping those who would deliver primary health care.
There might be a need for a clear definition of a nurse as well as that of categories of
nurses, but apart from that comment he considered the report to be extremely valuable.
Mr SONG Yunfu thanked the Study Group for its report. He observed that if the extension
of nursing to primary health care was to be achieved, it would be essential to expand and
strengthen manpower training. In China there was a great shortage of nursing staff, and
efforts were being made to train officers in rural areas for nursing; rural staff were
responsible for all basic health activities including integrated prevention and therapy,
vaccination, family planning information and education, and curing common diseases. In the
cities, on the other hand, although there was a total of some 600 000 nurses, they worked
mainly in hospitals, and it would be very difficult to review nursing education programmes
and legislation on nursing to expand the nursing function to cover primary health care in the
urban environment.
With regard to recommendation 6.4 that Member States should vest the regulation of
nursing education and practice in a nursing board or council, he asked whether they were
intended to be academic or administrative institutions; if their function was to be purely
academic, without any administrative involvement, the task assigned to them could hardly be
accomplished.
Dr VAN WEST-CHARLES welcomed the report, but observed that the improved utilization of
manpower could not be appreciated unless the system was changed. The report drew attention
to the limitations of medical and pharmaceutical actions in relation to the abilities of
nurses, which emphasized the need for an overall look at the system. The impact of the
public health nurse was well known, but it should be borne in mind that it took four to five
years to train such nurses. In view of the expanding role of nurses in present-day
circumstances, it would be advisable to consider a change in the whole system and to see
whether nurses might not be classified in a different manpower structure. Stress was laid on
the inclusion of the midwifery component in nursing strategies, and in that connection he
considered that, at a time when male nurses performed obstetric duties all over the world, it
would be desirable to replace the term "midwifery" by a more generic word that would cover
both sexes.
Dr BART (adviser to Dr Young) said that health care systems were gradually being
reoriented to primary health care in all types of services and at all levels of care.
Nevertheless, the curricula of schools of nursing and other schools of health sciences had
often not been revised to meet some of the expanded roles that nurses were being asked to
assume•
While supporting the comments made in the report, he wished to express two concerns that
might have an impact on the nurse as a primary health care provider. In the first place,
many countries were start ing a trend away from the basic nursing programme and were beginning
to institute baccalaureate-level training programmes for nurses; yet nurses who completed
those programmes frequently did not end up in the role of primary health care providers.
Resources could therefore usefully be concentrated on analysing the tasks performed by the
primary health care nurse and revising the curricula of existing nursing programmes to meet
those needs. Further attention should also be paid to continuing education for primary
health care. Secondly, most countries had an overwhelming lack of relevant textbooks, since
very few texts had been produced that related to the realities of primary health care; all
too frequently, textbooks were scarce, out of date and reflected public health issues
prevailing in developed countries•
Dr GRECH said that the report before the Board comprehensively reviewed the world
situation with regard to the prevailing level of nursing education and practice and
underlined the need to mobilize and regulate support for their further expansion and
reorientation to primary health care. It should be read by all health administrators and
nursing registration and licensing authorities.
In both developing and developed countries, nursing could claim to be the major caring
profession, coming as it did in close and frequent contact with the individual, the family,

and the community. Yet, in spite of that central position the nurse1 s potential was riot
fully and logically harnessed, as the report pointed out. In that connection, one particular
constraint had been the not so determined effort by leaders of the nursing profession to move
away from the traditional structuring of educational and teaching programmes based almost
exclusively on hospital nursing care. Admittedly legal barriers were difficult to surmount,
but they were wont to give way in the face of a concerted, strongly motivated front.
The inescapable conclusion was that, whatever a country1s social and health needs, the
huge investment in skilled manpower should be capitalized upon. At the same time it must be
accepted that those needs varied• Thus, while he agreed with the Study Group's
recommendations, in the European context three salient factors had to be borne in mind;
first, the general practitioner remained the core member of the primary health care team and
there was no compelling reason for making a change in the practitioner1 s status; second,
there did not appear to be any lack of doctors or predominance of under-served population
groups； and thirdly, other key primary health care workers, such as the pharmacist, the
midwife and the social worker， were considered as belonging to well-organized professions,
each with an identity and a prescribed code of practice of its own.
Even against that background, however, there had been successful attempts in the past to
enlarge the responsibility of nurses employed mainly in a hospital setting - for example, in
anaesthesia and iri emergency interventions in intensive care. However, that had been a slow
process, spurred on in the former case by the then scarcity of anaesthetists and in the
latter by what the report described as "the reverse Cinderella syndrome", rather than by a
genuine recognition of the competence and capability of the nursing profession. More
promising and fulfilling was the increasing involvement of the nurse in preventive and
promotional activities in primary health care, such as immunization programmes, mother and
child services, health education, family planning and geriatric care.
He fully supported two measures stressed by the Study Group - namely, that the basic
education of all nurses should be modified so as to prepare all nurses for expanded roles in
primary health care (recommendation 6.2), and that WHO should develop guidelines as a basis
for regulatory changes governing nursing education and practice in order to enable nurses to
make their maximum contribution to primary health care (recommendation 6.6).
Miss HOLLERAN (International Council of Nurses), speaking at the invitation of the
Chairman, commended the Study Group on its report, which was very important if nurses were to
be more effective in delivering primary health care. The Council had prepared a report on
the same subject in 1984，and there had been some sharing of information with WHO. The
implementation of the reconimendations in the reports must now be given priority, and for that
purpose the Council was soon to initiate a five-year project with support from the
W. K. Kellogg Foundation. The project would bring together health services and national
nurses1 associations to work towards necessary changes in nursing education and in regulatory
mechanisms• Cooperation between such groups was essential and in some places long overdue.
WHO'S regional nursing consultants would be invited to participate in the project•
The Council offered its full cooperation in the efforts being made to cope with the
problem of acquired immunodeficiency syndrome (AIDS). Many nurses were still not very well
informed about the disease, and that situation must rapidly be changed. Nurses must play an
effective role in the care of patients, in preventive work and in public education. The
Council was developing guidelines for the care of patients with AIDS, had published relevant
material, and was planning an educational session for its leaders.
The Council had good working relations with WHO, and she offered its assistance in
achieving the common goal of improved access to health care of good quality for all.
Dr ASVALL (Regional Director for Europe) said that there were not many grounds for
optimism about health care teams being prepared to meet the new challenges in health for
all. There was wide agreement, however, on the implication that a general practitioner
should cover a broad range of health promotion, diagnostic and curative activities. On
nursing, however, there was no agreement. Different countries were in favour of different
types of nurses for primary health care. It had been realized, therefore, that a debate must
be initiated as to whether there was a need for the same kind of "general practitioner" in
the nursing field who could give the same wide type of care and counselling. The European
Region was to organize a large conference on nursing in 1988 in order to create European
motivation for such a principle. He welcomed the comments and recommendations of the Study
Group, which would have a great impact on the thinking of the countries in his Region.

Dr HYZLER (alternate to Sir John Reid) said that it was evident from the report that
much skilled manpower and financial resources would be wasted if nurses were prevented from
delivering primary health care within the national system.
The corner-stone of the role of nursing in primary health care was training for
participation in preventive and curative services and for the management of primary health
care activities. The report had mentioned several countriesf experiences in initiating new
regulations to reorient nursing curricula towards primary health care and in extending the
role of nurses to function fully in implementing all its eight essential components• Such
initiatives could go a long way to extending primary health care coverage to both rural and
urban populations.
He drew attention to the recommendations on pages 52-55 of the report which called for
countries to develop overall strategies for strengthening regulatory mechanisms that could
promote education and practice to enable nurses to make a maximum contribution to primary
health care.
The Study Group seemed to have achieved its objectives and produced an excellent report,
which could be recommended to all Member States as guidance for a review within their own
health care systems.
Professor MENCHACA endorsed the comments made by the previous speakers. The greater
attention being paid to nursing in WHO fitted in with the policy of primary health care and
during the past year a good number of activities had taken place.
He agreed with those who had stated that the vital question was the training of nurses
to implement primary health care. There were difficulties, however, in reorienting that
training. In the training of doctors, there were now medical schools oriented towards
teaching appropriate to primary health care, but that was not the case for nurses and other
paramedical health workers. He was therefore interested in Dr Asvallf s comments and
considered that the other regions should be encouraged to explore similar initiatives.
Dr HAPSARA asked how far implementation of recommendation 6.2(b) - that it would be
necessary to orient all teaching staff involved in such programmes to primary health care and
ensure their continuing education in that area - had progressed in the various regions. It
seemed to him that, although many efforts had been made, the reorientation of nursing towards
primary health care had proceeded slowly. He therefore placed great emphasis and hopes on
the substantial implementation of the Director-General1 s statement in 1985 that WHO would
certainly support nurses in their efforts to become agents of change in the move towards
health for all.
Dr MONEKOSSO (Regional Director for Africa) said that WHO nursing staff from the African
Region had not only participated in the Study Group but in the collection of the data and
opinions reviewed so expertly by the Group. For that reason he welcomed the report's
emphasis on the need to ensure the collaboration of all concerned.
Regulatory mechanisms for nursing education and practice were important in many African
countries, not only because such mechanisms defined the role of other health personnel,
especially physicians and pharmacists, whose functions (as in other countries) could
significantly limit the full functional capabilities of nurses. But there was also a need to
arrive at a clearer definition of the role of nurses in primary health care since, in many
countries, in the absence of regulation and because of a shortage of other health personnel,
some nurses were obliged to take on responsibilities and to take risks for which they were
not prepared and for which they were sometimes victimized or penalized 一 in his view unjustly.
Failure to define nursing roles had led to persistence in curricula based on traditional
models of hospital-based nursing care. But, since the African Region must proceed rapidly to
develop community level activities, it was important that it should implement the
recommendations in the report as quickly as possible.
The Regional Office for Africa had already taken steps to implement the
recommendations. They included the convening of two study groups in 1985 and 1986 - the
first to be devoted to nursing in the African Region for more than a decade. On the advice
of WHO headquarters, task forces of nursing leaders were being established to form a regional
network, and the first meeting of the main regional task force would take place shortly in

Brazzaville under the leadership of a former President of the International Council of
Nurses. Subregional networks would be designed to ensure that recommendations 6.1 and 6.2 in
the report were implemented at minimum cost to WHO and with the maximum participation of
governments and institutions concerned. He hoped and believed that as a result of those
initiatives the nurses in Africa, who had hitherto considered themselves to be an endangered
species, would feel that they were on the contrary important and effective leaders of the
fight for health for all, especially at the district level.
Dr MANGAY MAGLACAS (Nursing) thanked members of the Board and the Regional Directors for
their supportive comments.
Before replying to the questions raised, she informed the Board that since the adoption
of resolution WHA36.11 (1983) on the role of nursing/midwifery personnel in the strategy for
health for all, and after the subsequent discussions in the Board and at the World Health
Assembly, many steps had been taken to identify and strengthen nurses' roles in primary
health care. It had been realized that an impact on regulatory bodies which licensed nurses
was essential if nursing was to be reoriented towards primary health care. The report noted
that there were tasks in primary health care which nurses were not allowed to perform without
authorization and Dr Monekosso had mentioned some of the consequences of that situation.
Referring to the Director-General1 s 1985 statement quoted on pages 51-52 of the report,
that the millions of nurses in the world "could act as a powerhouse for change", she said
that the powerhouse was working and nurses had been encouraged by that statement and were
responding to the challenge to become effective agents of primary health care.
Turning to the questions raised during the debate, Mr Song Yunfu had asked whether a
nursing board or council was a governmental or nongovernmental or an academic or non-academic
body. The definition of a regulatory body on page 58 of the report might be helpful.
Determination of whether such a body was governmental or nongovernmental was a matter for
individual countries to decide. Dr Van West-Charles had made an important point in stressing
the need for a total review of the whole system of the scope of practice. Nursing practice
could not be looked at in isolation from the whole system of health manpower.
As regards the name "midwife", in recent years attempts had been made to remove the
connotation of gender from name s. People had spoken of "chairperson" and a suggestion had
been made that perhaps "midspoase" could be used! The question of names in health manpower
implied reviewing the whole structure of manpower classification and aligning them to the
functions expected of each named category. Perhaps countries could review those concerns in
their own contexts.
In reply to Dr Bart and Dr Hapsara on the continuing education of nurse educators as a
prime need, she informed them that there was to be an expert committee on continuing
education during the coming biennium. As regards Dr Hapsara1 s question on what progress had
been made in continuing education for nurses, the movement was there bat lack of resources
would be a constraint. Efforts were being made, however. The regional teacher training
centres had conducted continuing education courses for nursing educators.
Dr Asvall had mentioned the 1988 conference to be held in the European Region. Before
that conference was held, every nurse in Europe should be aware, through national meetings
taking place everywhere and the documentation being distributed, of the 38 targets
established by the Regional Committee for Europe, and of the role of nursing in primary
health care, including the changes needed for them to make their maximum contribution to that
care.
The lack of textbooks and the scarcity of resources was a cause for concern. In that
connection, she drew attention to WHO 1 s health learning materials project in which
20 countries were participating in the publication and dissemination of needed texts.
Dr Grech had mentioned that nurse leaders would need stimulation to change the
orientation of practice from the hospital to the community. WHO was trying to stimulate such
leadership and a meeting on leadership in nursing for health for all had been held in Tokyo
in 1986 followed by a regional meeting for the Americas. A "leadership resource package" for
use by countries wishing to embark on similar workshops for the training of leaders was being
developed by the Organization.

Finally, she urged members of the Board to bear in mind the conclusion of the report
about how progress could best be made and the reasons for slowness in achieving it. She had
been encouraged by the kind of interest shown and support provided by the Board and the
Health Assembly for making nurses agents for primary health care and health for all.
Occupational health for working women： report of a WHO Expert Committee (Document
WHO/OCH/86.1)
Dr LARIVIERE (alternate to Dr Law) said that he would limit his comments to one part of
the report, which otherwise he considered satisfactory.
His criticism was directed at section 2.3, on work psychology. His first point was that
opinions and conclusions should not necessarily be accepted as precepts. When there was a
great deal of overlap in testing, especially psychological testing, great care was needed in
interpreting results arid reaching scientific conclusions. There was a suggestion 一 or even
an assertion 一 in the report that some authors had arrived at conclusions about the
differences in analytical skills between men and women. Later on in the report those
suggestions appeared to have been accepted as facts which would seem to justify the view that
some of the support positions traditionally occupied by women were genetically determined.
Because of his doubts about that section, he was pleased to note that the report did not
constitute a formal publication, as a paragraph at the bottom of the cover page indicated.
As the second objective of the Expert Committee had been "to identify gaps in knowledge
requiring further research", he would suggest that section 2.3 in its entirety, should be the
subject of further research and not be allowed to destroy what had in fact been a
considerable effort to throw light on a complicated subject.
Dr DE SOUZA (alternate to Mr McKay) said that the occupational health of working women
was an area which had not been well dealt with in the past; the present document was thus
all the more welcome.
Generally speaking, the report was a good one, but he had some doubts with regard to the
formulation of the recommendations under paragraph 10 in section 6, and paragraph 9 of
section 8. Greater emphasis should - he believed 一 have been given to the first trimester of
pregnancy, which was a dangerous time for the fetus, especially in relation to radiation,
heavy metals, chemicals and drugs.
u
Mr VOIGTLANDER (alternate to Professor Steinbach) said that while agreeing with the
recommendations on the whole, he did not share the view expressed in the first sentence of
section 8, paragraph 1, that "the Committee finds no evidence to justify the exclusion of
women from any type of employment". Nowadays, it was obvious that a large number of
professions were open to women, which had not been the case formerly；
but the sentence
quoted implied that there were no differences between men and women while the rest of the
paragraph pointed to considerable differences, which must not be neglected. In accordance
with current findings in medicine and ergonomics and relevant experience in certain fields,
special employment protection for working women was essential and thus provisions for an
increased protection of women had been rightly enacted. Those provisions should be
maintained in so far as they were necessary for averting any hazardous conditions to which
women workers might be particularly susceptible and for preventing any impairment to the
unborn child. In that context, the statement in the sentence he had quoted was too
far-reaching or might be misunderstood.
Dr BART (adviser to Dr Young) said that the range of topics and issues covered in the
report was impressive； a commendable attempt had been made to sort out the health and safety
aspects which might be problematic for women.
In section 5.1, on nurses and other hospital personnel, he would recommend the
inclusion, as a health hazard, of exposure to acquired immunodeficiency syndrome (AIDS),
through needle puncture injuries and contact with body fluids. Basic hygienic techniques
must also be reinforced for other infectious diseases such as tuberculosis. Toxic exposure
to antineoplastic drugs and formaldehyde should also be mentioned as placing hospital
personnel at risk. Educational programmes and research should be focused on the hospital
which, despite its unique occupational hazards, was often overlooked in occupational health
matters.
He was concerned by the statement in the third paragraph of section 4.1.4 (Screening and
monitoring tests) that knowledge of occupational causes of congenital defects must be

acquired principally from epidemiological studies. The implication was that until there were
excess fetal deaths or birth defects among children of exposed workers, no action should be
taken in identifying causal agents: that was not a preventive approach. Experimental
studies using animal models, even with their limitations in extrapolation to humans, must be
undertaken as an alternative to "counting the bodies".
Professor FORGACS said that he appreciated the report, notwithstanding a number of
statements that were controversial from the scientific point of view. It took a useful and
concrete step towards equal rights and the accessibility of women to work and health, and
called timely attention to the need to approach the problem in a inore scientific manner.
Referring to section 4.2.4, on prematurity, he said it was his understanding that
prematurity could also be caused by the toxicokinetic effect of certain substances on the
neurohumoral regulation of the pregnant uterus.
It was evident that views differed on the subject of the health of working women and
research findings which might or might not be proven. However, it was indeed necessary to
draw the attention of practitioners dealing with working women's health to the findings of
the report, even if it contained statements that were open to question.
Dr EL ВATAWI (Office of Occupational Health) agreed that the issue was a complex one.
The report before the Board constituted the first attempt to produce a report by an Expert
Committee consisting of 50% women and 50% men. The Committee had reviewed all the literature
available, but many of the epidemiological studies used, especially those referring to the
reproductive function of women, had been incomplete or badly designed.
The report dealt with a number of important issues and drew attention to a new field in
which much research was still required. It recommended provisional precautions to be taken
within workers' health care programmes in the case of women's employment, drawing attention
to ergonomie characteristics in the avoidance of accidents and noting the differences between
men and women, including the fact that most machines, so far, had been designed mainly for
men's use, and the probable need to lower the exposure limits to various types of chemicals.
The hazards affecting women were, of course, also hazardous to men and both should be
protected. The Expert Committee therefore recommended that a thorough job analysis and
evaluation of work demands was necessary, together with a corresponding evaluation of human
capacity and limitations, prior to the employment of either a man or a woman.
That was the reason, i.e. provided all those precautions were taken, for the statement
that women should not be excluded from any type of employment. The sentence had been
insisted upon by a large number of members of the Expert Committee because they had wished to
state that the differences between men and women did not justify excluding the latter from
many types of employment and retaining the old patterns.
The report contained valid conclusions on many areas of study. As regards
epidemiological studies on toxic substances, it would be unethical to expose men or women to
a substance that had been proved in the laboratory to be hazardous to reproduction, involving
for example sterility in males and congenital malformation of the fetus in females. The
approach advocated was to register all cases of reproductive dysfunction, such as abortion
arid stillbirth, congenital malformations and childhood cancer over a period of time and to
look back at the occupational history of the person affected, and types of exposure and to
use a questionnaire on habits such as smoking, diet and the like. Eventually, a good deal of
information would be built up which could be analysed and from which conclusions could be
drawn. The report succeeded in raising a number of questions and in putting forward several
hypotheses for research workers to pursue. He thought that he had thus replied to the doubts
raised about work psychology and the differences between men and women where research was
still needed.
Decision： The Executive Board considered and took note of the Director-General1 s
report^- on the meetings of the following expert committees and study groups: the WHO
Expert Committee on Venereal Diseases and Treponematoses, sixth report； the WHO Expert
Committee on Malaria, eighteenth report; the WHO Expert Committee on the Epidemiology
and Control of African Trypanosomiasis； the WHO Expert Committee on Vector Biology and
Control, tenth report (Resistance of vectors and reservoirs of disease to pesticides)；
the Joint FAO/WHO Expert Committee on Brucellosis, sixth report； the WHO Study Group on

the Strengthening of Regulatory Mechanisms for Nursing Training and Practice relating to
Primary Health Care; and a WHO Expert Committee on Occupational Health for Working
Women. It thanked those experts who had taken part in the meetings, and requested the
Director-General to follow up the experts丨 recommendations, as appropriate, in the
implementation of the Organization1s programme, bearing in mind the discussion in the
Board.1

3.

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000 (PROGRESS REPORT) ;
Agenda (Resolution WHA35.23, para. 6; Document EB79/23)

Item 12 of the

Dr KHANNA (Director, Health-for-All Strategy Coordination), introducing document
EB79/23, said that the Director-General1s report on the progress made in implementing the
Strategy for Health for All had once again been combined with the short report which he made
to the Health Assembly in odd-numbered years on significant matters and developments in WHO 1 s
programmes during the preceding year. Seen in that perspective, the Organization1s
activities were just tools whose utility and effectiveness should be measured against the
progress made by Member States towards achieving their collective goal. Thus by its very
nature the report was selective, highlighting some activities and showing their relationship
to the progress made.
The most significant event in 1986 had been the first evaluation of the Strategy carried
out by 147 Member States. The Executive Board and the Health Assembly had reviewed the
report on that evaluation, had noted progress, as well as areas where lack of progress was
evident, and had identified the key challenges for Member States. The evaluation had
provided an important basis for further action by Member States and by WHO at the country,
regional and global levels. The major challenges identified had included increasing the
commitment and capacity of leadership to resolve the key issues affecting the implementation
of their national strategies； strengthening management, including information support；
promoting intersectoral action; harnessing further support and commitment from all groups,
including professionals, nongovernmental organizations, and people from all walks of life;
carrying out and using relevant research and applying appropriate technology; and increasing
economic support for health for all.
The Director-General1s report highlighted some of the activities undertaken in those
areas. For example, the development of leadership for health for all was providing a fresh
opportunity for dialogue with national policy-makers, administrators and educators on key
issues affecting the implementation of the Strategy and for generating further action. The
response had been enthusiastic• Some of the activities were described in paragraphs 13-16.
Many comments on them had also been made by members of the Board and by the Regional
Directors, and the initiative had begun to draw support from other agencies and foundations.
The Board might recall its decision to choose "Leadership development for health for all11 as
the topic for the Technical Discussions in 1988, when WHO would also be celebrating its
fortieth anniversary and 10 years would have elapsed since the International Conference on
Primary Health Care (Alma-Ata)• Thus a soul-searching discussion by leaders on what they
could do to accelerate action for achieving health for all was very opportune.
The Technical Discussions in 1986， on "The role of intersectoral action in national
strategies for health for all", had been a unique event, evoking the active collaboration of
several international agencies. A number of follow-up activities had been initiated, as
indicated in paragraphs 57-60 of the report•
The strengthening of the managerial capacity of the health system, particularly at the
intermediate level, had been considered an urgent task. In order to support countries in
that area, WHO had intensified its efforts to strengthen district health systems based on
primary health care. Those and other relevant activities were highlighted in section III of
the report, especially in paragraphs 19-35.
Information support for management and decision-making was receiving particular
attention. Some of the activities were mentioned in paragraphs 37-42. Member States would
be monitoring their national strategies and reporting to WHO in 1988-1989. The framework and

guidelines for that purpose had been completed and were being supplied to countries
one-and-a-half years in advance. That could provide Member States with an opportunity to
take a fresh look at their information support and to strengthen its weaker aspects•
The possible adverse effects of the economic crisis on the implementation of the
Strategy for Health for All had become a matter of great concern. Recognizing the need to
broaden the understanding of the economic issues and to intensify action to deal with them
effectively, the Board had decided that the topic for the Technical Discussions in 1987
should be "Economic support for national health-for-all strategies11. Preparatory work had
been done in 1986 with a view to identifying important and relevant country experiences in
coping with the economic aspects and in pin-pointing the key issues, challenges and
opportunities for Member States.
In sections IV and V the report also touched upon numerous activities relating to the
essential elements of primary health care and the areas of appropriate technology and
research development. Encouraging trends in intercountry cooperation continued to be
evident, as indicated in section VII.
Finally，mention should be made of the need to further increase or mobilize the
conrniitment of health professionals for primary health care and the Strategy for Health for
All, as well as the support of people in all sectors of society, including private and
voluntary organizations. That would require broadening the understanding of the Strategy for
Health for All, its value systems and its importance for the people, especially the poor, the
disadvantaged and the vulnerable. That was an important challenge for leadership. WHO was
taking a fresh look at its strategy for advocacy for health for all and for generating
commitment and support for it• In the current period of economic stringency, which was
likely to last for some years to come， there was an urgent need for increased productivity
through heightened health worker and community motivation and through the sharing of
responsibility by all partners in health.
Professor ISAKOV said that in 1986 positive progress had been made in implementing the
Global Strategy for Health for All. The evaluation carried out in 1985-1986 had acted as a
powerful new incentive to Member States. The progressive socioeconomic transformations and
the development of State health systems which had taken place in many countries, together
with extensive public participation in dealing with many health protection and promotion
problems, were undoubtedly of great significance.
Three points deserved special mention. First, the effectiveness of national health
systems needed to be enhanced by improving health services management and health worker
motivation. Second, the training of leadership for health for all activities also needed to
be improved. Third，and as had been consistently emphasized throughout the Board1 s
deliberations， the basis for the successful implementation of the Global Strategy for Health
for All was primary health care, as set forth in the Alma-Ata Declaration. Both moral and
financial support for it should therefore be intensified.
Finally, he fully endorsed all the remarks made in the report in connection with the
useful and necessary work done by WHO in support of the International Year of Peace.
Dr JAKAB (alternate to Professor Forgács) expressed appreciation of sections II， III and
IV of the Director-General1s report• In the country-wide integrated noncommunicable diseases
intervention programme for the European Region (CINDI)， basic principles such as
mult isectoral cooperation, community involvement, individual and family responsibility for
health, and the key role of primary health care, were all very much to the fore. Although an
extensive campaign in favour of that programme had already been carried out in Hungary, the
desired results had not yet been obtained. A visit by the Director-General would be of great
help in its promotion.
It was a pity that the report before the Board had been prepared too early for it to
include a reference to the excellent International Conference on Health Promotion held at
Ottawa in November 1986, which had been attended by several members of the Executive Board.
The Charter of the Conference had been distributed, but other background and working
documents were also worthy of study. Another interesting event had been the conference on
the role of nongovernmental organizations in the health-for-all by the year 2000 movement,
organized by the Regional Office for Europe, which had given extremely useful encouragement
to nongovernmental organizations to participate in the health-for-all movement； that
encouragement had borne fruit as far as Hungary1 s national programme was concerned.

The medium-term programme provided an excellent opportunity for making optimal use of
WHO resources and for efficient planning, monitoring and evaluation. Hungary was taking part
in the "Healthy cities" project mentioned in paragraph 55 of the report. It was too early to
foresee the outcome, but the project was an outstanding initiative and it was to be regretted
that more funds were not available for it in the Regional Office budget.
Finally, it was clear that success in achieving health for all by the year 2000 depended
on the solution of a whole range of socioeconomic problems and on the preservation of peace.
The many activities undertaken by WHO in conjunction with the United Nations were greatly
appreciated.
Dr GRECH said that if proof were ever needed of WHO'S positive impact on the world
health situation in the past decade, particularly in the developing countries, and of its
justifiable claim to be judged on its own merits, the evidence lay in the wide-ranging
activities undertaken by the Organization in 1986 and in the progress made to date in facing
up to vital health issues which only a few years previously had appeared to be intractable.
There was no need to dwell on the many developments in WHO* s programme of work, which
had been admirably covered by the Director-General, nor to recall past achievements such as
the eradication of smallpox, nor even to mention the wealth of informative material and
technical reports referred to in the Director—General1 s report, which represented an
accumulation of knowledge conveniently amassed by outstanding experts and made available
through the sole initiative of WHO. Instead, he preferred to focus on particular aspects of
the Organization* s contribution to the implementation of the Global Strategy of Health for
All by the Year 2000 which, constituting its bread-and-butter activities, were of extreme
importance but which were dealt with in a somewhat matter-of-fact manner in the
Director-General’s report. For example, it was clear from the report that at the end of
1986, 99% of the population of the developing world lived in countries with a well-formulated
plan of operations for the control of diarrhoeal diseases； that in all WHO regions
considerable progress had been reported in promoting the International Drinking Water Supply
and Sanitation Decade and in increasing public awareness of its implementation； that the
number of countries formulating and implementing essential drug programmes had exceeded the
target set for 1986； that it was now estimated that half of all children received three
doses of diphtheria/pertussis/tetanus and oral poliomyelitis vaccine before they reached the
age of one year; and that in the developing countries, excluding China, almost 40% of
infants received three doses of DPT/OPV. There was certainly no room for complacency, but
even the Director-General, in an understatement, had admitted that the situation represented
a major public health gain in the past 10 years. The developments in tropical disease
research, especially on leprosy and malaria control, were also heartening.
Another point that should be stressed was WHOT s tremendous ability to marshal expertise
and mobilize support promptly in health-damaging emergencies which were sometimes sprung,
with dire consequences, upon an unsuspecting world. Notable examples were the African
crisis, the epidemic of acquired immunodeficiency syndrome (AIDS) and the Chernobyl
accident. Possibly no other organization or international body could boast of a similar
collective initiative and, even more relevantly, no single country could cope alone with
disasters of such magnitude. He congratulated the Director-General on the laudable progress
made by the Organization.
Dr BART (adviser to Dr Young) supported the important WHO initiative for health for all
by the year 2000, as well as the report thereon, which reflected the vision of equity and
social justice shared by the Director-General and all Members of WHO.
The report described a multitude of activities directed towards the attainment of the
health-for-all goal, all appropriately focused oil the main issues of health education, food
and nutrition, safe water and basic sanitation, maternal and child health care including
family planning, immunization against major infectious diseases, and prevention and control
of locally endemic diseases, such as diarrhoea and acute respiratory infections. However, an
impression was conveyed that WHO was preoccupied more with the process of those activities
than with their substance or impact； indeed, there seemed to be inadequate emphasis on
impact or evaluation, WHOT s action appearing to consist largely of workshops, conferences and
training courses. For example, it was not clear what effect the training of over 2000
Diarrhoeal Disease Control Programme staff during 1986 had had on programme performance
worldwide and, more important, on diarrhoea morbidity and mortality； nor was there any
indication of the effect on morbidity and mortality of the fact that 99% of the population in

the developing world lived in countries whose plans .for control of diarrhoeal diseases were
well formulated.
While the various priorities were carefully enunciated in the report, it appeared from
the review of the regional programmes, which the Board had just completed, that those
priorities were not uniformly reflected everywhere； he had already had occasion to mention
the case of Africa.
Although the report referred to cooperation between WHO and other international bodies,
there was almost no discussion of how to effect the collaboration that was necessary to
maximize the strength of respective agency programmes, especially at the field level.
There could be no doubt that WHO was a rich source of new information, collated
worldwide, about many aspects of primary health care, health and biomedical research and
health technologies. Internal mechanisms already existed for its dissemination, both
centrally and at the field level. Nevertheless, in many countries and programmes, the
exchange of information was almost negligible； efforts to improve the situation were clearly
called for in the interest of all Member States.
He wished his comments to be. construed as constructive, and in no way as disparaging the
vision of the Organization or the Director-General. The goals of equity and social justice
for everyone were shared by everyone； if they could be achieved by the year 2000, so much
the better.
Professor MENCHACA said that the results outlined in the report were commendable; the
Organization could derive a great deal of satisfaction from all that had been achieved.
The comments he would make should not, therefore, be considered as detracting in any way
from WHO 1 s achievements. The report contained a great deal of detail on activities, and he
would point to the desirability of introducing a greater measure of emphasis on evaluation of
goals, for instance, in respect of such points as where and how targets were being achieved.
With regard to the development of human resources, and particularly to health manpower
policy referred to in paragraph 47 of the report, he said that while the problem of
overtraining of health personnel in a number of categories did exist, it should be borne in
mind that, in most countries where that happened, the population as a whole did not have
access to health services. Indeed that question had been taken into account by the Acapulco
Conference on "Health manpower out of balance： conflicts and prospects", although he was not
yet entirely clear as to the specific recommendations or conclusions of that conference,
regarding which he had previously requested clarification.
He believed that the question of tuberculosis had received inadequate coverage,
particularly since there still existed a serious problem in respect of information on that
disease•
Referring to the International Year of Peace, he expressed the opinion that the report
should include mention of resolution WHA39.19, which had reflected the concern of WHO and all
its Member States on that question.
Reverting to health manpower, he said that the stress laid on the leadership role of the
nurse in the health-for-all strategy should also extend to involving, as closely as possible,
universities and medical faculties, and also pharmacists as technicians or health
professionals.
Mr SONG Yunfu commended the Director-General on the detailed reporting on the
OrganizationT s work and on the progress in the Global Strategy. For their part, Member
States had concentrated, further strengthened and adjusted action at the national level, with
important results, albeit uneven and varying according to conditions in the different
countries, and as a result of the interaction of a number of factors.
Thus, gaps had become visible in the progress achieved, while health ministries had been
further hampered by the prevailing financial crisis. It was nevertheless heartening that
headquarters and the regional offices alike had made efforts to limit the repercussions of
the crisis.

He agreed with the emphasis laid in the report on the need to promote more actively
intercountry, interregional and interorganizatioaal cooperation in pursuit of the
health-for-all strategy. The exchange of ideas and experience was most important in that
connection.
Dr MARUPING expressed appreciation of the report and the oral presentation by
Dr Khanna. The sense of direction which the Organization continued to provide was
invaluable. In fact, that trend was increasingly being followed in practice by other
international and United Nations agencies in a manner from which countries continued to
benefit.
Stressing the importance of strengthening managerial processes for the implementation of
health for all, and commenting in particular on the situation in the African Region, she said
that the move to provide technical support services closer to countries through the
establishment of subregional offices was a positive development• However, in order to gain
the maximum from that effort, further strengthening, particularly with financial resources,
of such offices would be necessary to provide health teams with sufficient mobility to reach
countries at the operational level where they were required.
Providing the offices of WHO representatives with additional information and
administrative staff would further enhance not only the Organization1 s image, but also the
leadership displayed by WHO at country level. Support for health ministries and at the
district level could and should lead to improved results from close cooperation between
government officials, field staff and WHO technical staff.
A review of performance in programme implementation, and particularly of results in the
Expanded Programme on Immunization and the control of diarrhoeal diseases, clearly pointed to
the need for a close and real partnership, with leadership responsibilities shared between
Member States and the Organization itself.
In the race towards health for all by the year 2000, all those on the starting line of
what would in fact be a relay should retain a clear vision of the finishing line. As for any
relay team, the first part of the race was always the hardest, but it also determined the
outcome.
The evaluation process served as a good monitoring tool and had her full support.
Dr AASHI said that speakers before him had already made most of the pertinent points.
However, he wished to lay particular stress on one aspect of the subject. The report
indicated the sound and effective steps taken by the Organization towards the goal of health
for all, as well as referring to the economic obstacles； particular reference was made to
the development of health systems. It had therefore set out clearly what could be furnished
by the Organization in the way of support to Member States.
Although the Organization was indeed providing the maximum possible support, it must be
borne in mind that, in the final analysis, responsibility for implementation lay with Member
States themselves and that failure to attain goals would be laid at their own door. The
responsibility of WHO was limited to indicating the policies which should be followed and to
guiding their implementation. Therefore, the responsibility of Member States in assuring the
success of the health-for-all strategy could not be over-emphasized.
Dr QUIJANO praised the report, which seemed to him to show that there was room for a
measure of optimism on the basis of the successes achieved during the past decade, although
some had been slow in coming and incomplete.
The XXII Pan American Sanitary Conference in September 1986 had heard reports from all
countries in the Region on results achieved since the previous Conference held four years
earlier. The general tone had been positive, and a document had been produced setting out
orientation and programme priorities for the following four-year period. That document had
particularly emphasized the strengthening of health services infrastructure, as well as
pointing to the need for evaluation. He understood that the Regional Office for the Americas
would be assisting evaluation in 1987 in three or four countries of the Region. An
assessment of how cooperation was utilized would be extremely useful, and investigations
should be carried out in all countries regarding priority areas for action, so as to ensure
the best possible results.

Professor RUDOWSKI joined in congratulating the Director-General on an excellent report.
The aspect of programme orientation was very clearly presented in the document.
Conditions for final success of the programme were precisely enunciated, and priorities well
described. He stressed the importance of primary health care within that total orientation,
implying the development and strengthening of infrastructures and referral systems.
Dr GUERRA DE MACEDO (Regional Director for the Americas), clarifying a point made by
Dr Qui jano, stated that ten countries in the Region, and not three or four, had been selected
for a joint evaluation of cooperation activities and development of national health-for-all
strategies in the year 1987.
Dr ASVALL (Regional Director for Europe) said he believed that - as he had already
mentioned in connection with the presentation of regional developments 一 where policy
formulation and acceptance of the health-for-all goal at the senior level in countries were
concerned the most difficult stage had already been completed. There was now a need to
create a broader basis upon which national programmes could be built, and that would be the
subject of very intensive study and debate in the years ahead if the health-for-all movement
were really to gain momentum in Member States.
Replying to the comment made by Dr Jakab in regard to the "Healthy cities" programme and
the hope she had expressed that more funds could be made available for that activity, he
stated that that programme, which had been initiated only recently, was spreading rapidly.
The Regional Office had been considering its funding and had recently organized a special
consultation in order to ascertain whether it might not be possible to enter into a more
professional type of fund-raising for Regional Office activities, particularly with regard to
projects such as the "Healthy cities" programme, which he hoped could become self-financing
in view of the interest already shown by participating cities. He was confident that it
would be possible to provide Secretariat support for that programme in the years ahead.
Dr HAPSARA joined in congratulating the Director-General on an important and
comprehensive report. He also agreed with the six main challenges outlined by Dr Khanna,
which were in keeping with the points he himself had highlighted at the first meeting of the
Board's present session. Moreover, the evaluations showed that WHO1 s major functions as a
directing and coordinating authority on international health work were being increasingly
strengthened.
In the particular field of science and technology, he said that WHO should be enabled to
function as a global centre for research and the collection of data, as well as a
clearing-house. It was, however, even more important for the Organization to fulfil its role
as an innovator of fresh concepts of health development, designed to enhance the aspirations
and potential of its Member States, developed and developing alike.
Concerning the redistribution of resources, he believed that WHO1s efforts to
redistribute health resources from the developed or affluent to the developing countries
could be further accelerated.
As for the evaluations relating to the recommendations arising out of the Alma-Ata
Conference, he noted with satisfaction that, out of the 22 recommendations, 17 or 18 had been
adequately covered, further attention being required only concerning a number of activities,
namely, the interrelationship between health and development； incentives for service in
remote and neglected areas； administration and management for primary health care； health
services research and operational studies； and resources for primary health care.
Commenting on paragraph 54 of the report, he said that, in the light of five years of
experience in Indonesia, it might be desirable to refer at the end of that paragraph to the
need for the development of an integrated sector programme in support of health for all
through the establishment of integrated community health posts.
Professor RAKOTOMANGA praised the clarity of the report. Further attention should be
paid to an important matter of substance, namely that while Member States were aware of the
global importance of the challenge of the health-for-all goal and while national health
authorities were just about prepared for taking the required action, sectors other than that
of health seem to have been slower to realize fully the crucial importance of the problem and
the vital role incumbent on them. Might not other means be available, possibly through other

channels than national health authorities, to help in increasing awareness and mobilizing the
efforts of all sectors having a health component? The same thinking could, he believed, also
be applied to various types of international cooperation within bilateral or multilateral
frameworks.
Dr KHANNA (Director, Health-for-All Strategy Coordination) said that the encouraging
comments made by the Board had been duly noted.
A number of important concerns had been raised• On the question about certain
activities which had not been completely reported upon, she explained that, since the report
had been prepared for issue in early November 1986, it had not been possible to reflect
adequately activities which had taken place since the end of October. The report would be
completed before its submission to the forthcoming session of the Health Assembly.
Some questions had been raised as to what the document was endeavouring to reflect•
Dr Bart1 s comments were valid, but she would point out that the present report was of an
intermediate nature, and thus, by its very nature, was focusing on process rather than
impact. Member States periodically undertook the monitoring and evaluation of the Strategy,
and such occasions would allow for deeper probing of the actual impact on effectiveness of
actions being undertaken both by Member States and WHO.
The progress report represented a new type of report, based on information received on
WHO1 s action at the country, regional, interregional and global levels, and endeavours were
continuing in order to achieve a balance in terms of the content as well as in its analysis.
Efforts would be continued to improve the analytical aspects of the report• However, as ail
intermediate report reflecting only a few selected activities carried out during the year,
the report could not be too evaluative.
As to content, comments had been made regarding inadequate coverage of some items, such
as tuberculosis, as well as community involvement, and she, too, believed there was room for
improvement in that regard.
As to how the involvement of other sectors could best be brought about, she emphasized
the fact that that subject remained a persistent challenge both to Member States and to WHO
itself, At the international level, the Technical Discussions on the subject had brought
together a number of international agencies and other partners and had led to some new
initiatives, but she thought that the challenge rested more directly with leadership in the
countries themselves； it would essentially be their responsibility to bring in other
partners; indeed, some countries had already shown that that could be done effectively.
The DIRECTOR-GENERAL said that it might well interest the Board to know that he had
received from the outgoing Executive Director of the International Monetary Fund (IMF) a copy
of his most recent statement to the United Nations system. That statement clearly showed
that even a financial agency such as the IMF was indeed recognizing the importance of the
social sector in the structural adjustments taking place in many developing countries at the
present time. He himself was personally deeply concerned about those structural
adjustments. He had all too often been aware that ministries of health had no real
capability to defend or promote the interests of the social sectors. That was a very serious
matter.
He had no solution to the problem to offer, but he felt that the very fact that the
Executive Director of the IMF himself should warn against victimization of the social sector
in such structural adjustments could be a source of encouragement to ministers of health. It
was apparent that the system of values embodied in WHO, and in its health-for-all strategy
based on primary health care, was filtering through to such organizations as the IMF and also
to the World Bank. That was a very important development, and should be heartening to
ministries of health and other sectoral ministries involved with health. They should realize
that situation and make use of it in seeking to arrive at as favourable an arrangement as
possible for the social sectors, and within them for the health sector.
He wished to underline the comments made by Dr Aashi. In the last analysis, only Member
States and their peoples could take their development destiny into their own hands.
Development by proxy could not exist, and it was extremely important that the system of
values prevailing in WHO, i.e. the entire concept of the global, regional and national
strategies to develop national capabilities so that countries themselves could accelerate
their own development, should not succumb to futile supranational charities.

With regard to the question of resources raised by Dr Hapsara, he believed that those
countries abiding by the original promises made by the United Nations system, namely
transferring at least 0.7% of gross national product to support the development efforts of
developing countries, were investing in a balanced way between the economic and social
sectors. However, the truly rich countries, as all were aware, were falling far below that
level of 0.7%, arid, in addition to that, possibly made use of those development resources in
a less balanced way. Nevertheless, it was important to know that there were countries trying
to set the tone for the future, when it could be hoped that somehow the system of values in
international relationships would undergo a change for the better.
There appeared to be some concern as to the manner of reporting to WHO1 s governing
bodies. He would not enter into the history of that reporting at the present stage, but
suggested that, in a rational spirit seeking quality and economy, the Programme Committee
should be requested to study the reporting by the Director-General to the governing bodies,
both with regard to the Director-General1 s Biennial Report and to reporting by him on the
global strategy for health for all.
The CHAIRMA.N asked if members were in agreement with the Director-General1 s proposal to
submit the reporting procedures to the Programme Committee for consideration.
It was so agreed.

The meeting rose at 12h4Q.

Wednesday, 21 January 1987， at 14h35
Chairman:
1.

EIGHTH GENERAL PROGRAMME OF WORK:

Dr Uthai SUDSUKH

Item 13 of the Agenda (Document EB79/24)

The CHAIRMAN said that, in his capacity as Chairman of the eleventh session of the
Programme Committee of the Executive Board, held in October 1986, it was his privilege to
present its report, contained in document ЕВ79/24, on the agenda item before the Board. On
behalf of the Programme Committee, he thanked the Director-General for greatly facilitating
its work by preparing draft material for the Eighth General Programme of Work for
consideration by the Committee at that session. He felt that a general introduction to the
subject would be useful, and therefore invited the Secretary of the Headquarters Programme
Coramittee to present the structure and main thrusts of the Eighth General Programme of Work.
Dr CHOLLAT-TRAQUET (Secretary, Headquarters Programme Committee) said that, in view of
the importance and length of document EB79/24, it had been thought useful to sum up its
guiding principles and major thrusts and to describe the method used in preparing the Eighth
General Programme of Work. A computer-assisted projection had been prepared for that purpose.
The general programmes of work, which represented the first stage in the programming of
WHO1 s activities, were the basic link between the policies relating to the Global Strategy
for Health for All by the Year 2000 and WHO'S programme, and also between WHO 1 s long-term
health-for-all strategies, its medium-term programme and its short-term programme budgets.
Pursuant to Article 28(g) of the Constitution, it was for the Executive Board to submit
the general programme of work to the Health Assembly for approval. At its May 1986 session，
the Executive Board had approved the proposals submitted by the Director-General concerning
the nature, structure and method of preparation of the Eighth General Programme of Work and
had requested its Programme Coramittee to prepare a draft programme of work on the basis of
those proposals; that draft was now before Che Board (document EB79/24).
Recalling the preparation and approval process， she said that basic policy and programme
orientation were decided upon by the Health Assembly arid the Board, following which there was
the usual process of consultations with countries to determine their health needs and the
support they expected from WHO in the years to come. In addition, the evaluation of
health-for-all strategies carried out the previous year had provided the initial information
required in order to identify those needs. On the basis of the data collected as a result of
the evaluation and the consultation, it had been possible to elaborate contributions, first
at the regional level in consultation with the regional committees, and then at the global
level. The outcome of that exercise had been a draft programme submitted to the Programme
Committee of the Board, which had then reviewed and modified it. The Executive Board would,
in turn, submit the Eighth General Programme of Work, as modified and reviewed by the Board,
to the Health Assembly in May 1987 and, once it had been approved by the Health Assembly, it
would serve as the framework for the work of the Organization arid its Member States for the
period 1990-1995.
Like the Seventh General Programme of Work, the principal objective of the Eighth
General Programme of Work was to promote, coordinate and support the efforts of Member States
individually and collectively in implementing the Global Strategy for Health for All by the
Year 2000. It had four main thrusts, namely： direction, coordination and management；
health systems infrastructure; health science and technology; and programme support. Under
those four main headings, it would be observed that there were 15 objectives reflecting the
major health problems facing WHO and its Member States. They could be briefly summed up as

follows : WHO policies and monitoring of the implementat ion of the strategies； direction of
the Organization1 s programmes; development of health systems based on primary health care;
organization and operation of health systems； development of human resources for health;
public information and health education; promotion of scientific research in support of the
Strategy; protection and promotion of health in general； health of specific population
groups, particularly mothers, children, adolescents and the elderly; mental health,
including prevention and control of alcohol and drug abuse； environmental health；
diagnostic, therapeutic and rehabilitative technologies； control of major communicable and
noncommunicable diseases； ensuring availability to Member States of information relating to
health; and administrative support and services needed for WHO'S activities. Those
15 objectives covered all Member States' stated concerns and needs.
It was obvious, however, that priorities would vary from one country to another. As
stated in paragraphs 148 and 149 of document EB79/24, those priorities would be set by Member
States themselves, bearing in mind the financial resources available at the time, and
continuing dialogue with WHO would ensure that they were consonant with collectively agreed
policy.
The first two steps were therefore to ascertain global objectives and select priority
objectives at the national level• Since the areas covered by the 15 objectives were
extremely far reaching, a number of aspirational targets had been determined, in order to
quantify and specify goals for each of the Organization's programmes, and were deemed by the
Organization to be both reasonable and desirable. They would be met through a combination of
national and international efforts, and the Organization did not exercise exclusive control
over the extent to which they were attained.
The next step was to ensure that the Organization would cooperate as effectively as
possible with its Member States in attaining those objectives and targets. The Executive
Board, through the study of WHO’s structure in the light of its functions, had itself
assigned certain functions to each of the Organization's levels, country, regional and
global.1 The criteria formulated had been included in the Seventh General Programme of
Work and used systematically in medium-term programming for that period. It had been decided
to continue to use them in the Eighth General Programme of Work. On the basis of those
criteria, WHO'S activities could be described briefly as follows: (1) at the country level;
to provide governments with information on WHO'S policies, support the planning and
management of national programmes and assist in coordinating external resources for national
programmes; (2) at the regional level: to facilitate cooperation among Member States and
between them and WHO; (3) and at the global level : to ensure global coordination,
stimulation and management. Obviously those general approaches were adapted to the specific
content of each programme.
It would thus be observed that each programme in the Eighth General Programme of Work
was divided into targets and approaches, the latter including three subdivisions
corresponding to the country, regional and global levels• It would be noticed that most of
the approaches came under the country level, which highlighted WHO1 s role in directly
supporting national health programmes, accounting for 70% of the Organization's activities.
Turning to the classified list of programmes, which was the basis for the management of
WHO 1 s programme at all levels, she pointed out that it comprised four major prograrame areas,
corresponding to the major thrusts of the programme of work. It was identical to the list
contained in the Seventh General Programme of Work, with the exception of a few modifications
which had been approved by the Executive Board at its May 1986 session and the Programme
Committee at its October 1986 session, to which she drew the Board's attention. A separate
programme 2.5 (Managerial support to policies and strategies for health for all by the year
2000, including social and economic components) had been added in response to the need for
concerted support by WHO to countries in monitoring and evaluating their national strategies,
together with programme 2.6 (Informatics management). In order to stress the need to apply
the results of health research, programme 3•3 had become "Health systems research and
development"• Programme 5 had been renamed "Development of human resources for health". A
new programme 8.4 (Tobacco or health) had been established. The title of programme 10.1 had
been changed to "Psychosocial and behavioural factors in the promotion of health and human
development". A new programme 11.3 (Health risk assessment of potentially toxic chemicals)
1 See in this connection resolution WHA33.17.
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had been included. A new programme 13.12 (Research and development in the field of
vaccines), had been introduced to highlight new developments in the use of biotechnology for
vaccine production. Following the Programme Committee1s discussions at its eleventh session,
programme 13.13 on acquired immunodeficiency syndrome (AIDS) had been added. Lastly, in
response to resolution WHA38.19 recommending further activities to prevent deafness, a
programme on deafness had been added to that on blindness, as both dealt with sensory
impairments.
The document before the Board, enhanced by the suggestions of the Board and the Health
Assembly, would provide a sound basis for work in the years ahead. While it was true that
objectives, targets and approaches could be constantly refined, it was clear to all that the
Eighth General Programme of Work would remain a dead letter without the enthusiasm, the will
to succeed and the commitment of all countries.
The CHAIRMAN recalled that the recommendations made by the Programme Committee of the
Executive Board with regard to the draft programme of work had all been incorporated into
document EB79/24. It would be remembered that the Executive Board had recommended that
differences between the Seventh and Eighth General Programmes of Work should be as small as
possible, as both were intended to support governments in carrying out their strategies for
health for all.
Apart from the few changes in the classified list of programmes that had been pointed
out, one of the main innovations was that the level at which activities should be carried out
had now been identified, with the result that the Eighth General Programme of Work showed
what should be done by Member States, by the Board, by the Health Assembly and by the
Secretariat at the country, regional and global levels, with a view to providing coherent
support to countries. While that systematic application in the Eighth General Programme of
Work of decisions taken by the Thirty-third World Health Assembly might appear to be a minor
change, it was really a major one and had demonstrated that an enormous number of activities
had to be carried out in countries in conformity with the policy collectively agreed upon.
It represented, in fact, a substantive reorientation of WHO 1 s activities.
However, as Dr Chollat-Traquet had emphasized, within all the possible approaches
proposed by the Eighth General Programme of Work, priorities had to be set, not by the WHO
Secretariat but by the Member States themselves. The Programme Committee of the Executive
Board had stressed that such priority-setting was not a supranational endeavour, but a
national one aimed at promoting national action to support the national strategy for health
for all, and that, in turn, was consistent with the Global Strategy for Health for All by the
Year 2000. It would thus be noted that the Eighth General Programme of Work emphasized that
the process of setting priorities was a national responsibility within the collective
policies decided upon by the World Health Assembly; that priority activities within the
Programme would be arrived at through continuing dialogues between Member States and WHO;
and that they would have to be implemented within the budgetary framework prevailing at the
time.
Another innovation, which reinforced and complemented the principles that he had just
mentioned, was the introduction of new managerial approaches in order to ensure the
preferential allocation of resources to the national priorities identified. Managerial
arrangements for facilitating that allocation of resources, and for facilitating continuing
dialogue between Member States and WHO, had been set up in most countries. In that context,
every region had adopted a regional programme budget policy. In carrying out that policy,
one basic frame of reference should be the Eighth General Programme of Work.
The Programme Committee of the Executive Board had also discussed the implementation of
the Eighth General Programme of Work, and the financial constraints facing the Organization
as that Programme became operational. If the Programme was to be fully implemented, Member
States would have to be convinced that it was worth their while to use the Eighth General
Programme of Work. The Programme Committee had also spent some time discussing how Member
States should carry out the Programme, and how the more affluent countries should support the
less affluent ones, using the Programme as a basis together with the information arid
knowledge accumulated by WHO.
Similarly, the goals of the Global Strategy for Health For All by the Year 2000 would
only be achieved through the combined efforts of Member States，WHO, and people in all walks
of life， including individuals, families, communities, all categories of health personnel,
nongovernmental organizations, and associations of other kinds.

The Programme Committee had also reviewed the targets for the different programmes, and
had recommended that, where possible, quantifiable targets should be set. In Chapter 7 of
the draft before the Board, all targets had been modified accordingly•
The Programme Committee had had an animated debate on the title of programme 5. In view
of the reservations expressed by some members as to the use of the word "manpower", it had
been decided that the title be changed to "Development of human resources for health". The
term "health manpower" had also been replaced by "health personnel" throughout the text.
As far as programme 9.1 (Maternal and child health, including family planning) was
concerned, the Committee had recommended that issues relating to adolescent health should be
given greater prominence, and that recommendation had been taken into account in the draft•
In view of the growing awareness of the importance of behavioural aspects in human
development, the Committee had recommended that the title of programme 10.1 be changed to
"Psychosocial and behavioural factors in the promotion of health and human development"•
In view of the serious world situation regarding human immunodeficiency virus (HIV)
infections, and of the approaches being developed by the Director-General to respond to that
situation, the Committee had proposed that specific reference be made to AIDS• Following
further consultation between the Director-General and Committee members, it had been decided
to create a separate programme on AIDS, which had been included in the draft as
progratimie 13.13 (Acquired immunodeficiency syndrome) •
In accordance with the arrangement s made for prior consultation on work programmes
between organizations of the United Nations system, the Programme Committee had also had
before it comments made by other organizations in the United Nat ions system on material used
in the preparation of the Eighth General Programme of Work. Where appropriate, those
comments had been reflected in the draft document.
Finally, in the light of the discussions already held on the programme budget, he
emphasized that the Eighth General Programme of Work would be implemented within the
financial limits of the WHO biennial budgets for the period 1990-1995. It was to be hoped
that that would not be too constraining a factor.
He invited the Board to consider document EB79/24.
Professor ISAKOV said the draft text represented the outcome of fruitful work by the
Secretariat, the whole Organization, and the Director-General； it was a well-balanced
document and, as a whole, could be accepted.
The Eighth General Programme of Work had adopted a new method of defining the approach
to the various tasks included within the framework of specific programmes and, in particular,
at country, global arid regional levels； that made it easier not only to define the area of
responsibility for the implementation of those programmes, but also, arid more importantly,
helped in the monitoring and evaluation of the results achieved. There had also been some
restructuring, and a new chapter had been introduced on the optimal use of resources. He
endorsed the criteria proposed for utilization of resources at the various organizational
levels and supported the Eighth General Programme of Work.
Mr SHU Guoqing (alternate to Mr Song Yunfu) said that, since 1977，when WHO had set the
goal of health for all, the General Programme of Work had proved to be a valuable and
effective means of promoting progress towards that goal. The Eighth General Programme of
Work, as the second of three programmes within the context of the health-for-all strategy,
was a very important one. He agreed that the Eighth General Programme of Work should be
based oil the same general principles as the Seventh, namely emphasis on activities at country
level, support for further development of monitoring and evaluation of country health-for-all
strategies, the strengthening of dialogue between regions and between governments, and the
strengthening of each country1 s health infrastructure to enable it to implement its
programmes in an integrated way, and to make use of appropriate technology developed through
research.
He also agreed that the Eighth General Programme of Work should for the most part retain
the same structure as the Seventh, provided that the specific targets of each programme were
clarified, and the detailed measures for the attainment of those targets spelt out.

He supported the addition of five new programmes to the Eighth General Programme of Work
to meet current needs, namely managerial support to policies and strategies for health for
all by the year 2000, including social and economic components; informatics management；
tobacco or health; health risk assessment of potentially toxic chemicals; and research and
development in the field of vaccines. In addition, he endorsed the change of title made in
the case of health systems research and management, development of human resources for
health, and blindness and deafness. In conclusion, he urged that, in the transitional period
between the Seventh and Eighth General Programmes of Work, any break in continuity or
duplication of work should be avoided•
Dr FERNANDO said that the Programme Committee was to be congratulated on the very
comprehensive document that it had submitted. The clear identification of four broad
interlinked categories of programmes, with specific objectives, would help countries to
implement programmes smoothly.
However, caution might be called for in respect of some of the programmes, such as, for
example, those included under "Health science and technology". Since those programmes all
had their own directing units at WHO headquarters and in the regional offices, the enthusiasm
with which those units implemented and supported their own programmes at country level might
tend to result in a vertical approach, which was in conflict with the integrated approach to
primary health care now being developed in many countries. That risk was present
particularly where training was concerned; where each programme had its own training
component, duplication and disruption of service programmes might result.
The draft Programme of Work submitted did recognize that danger, as was indicated in
paragraphs 16 and 129. The Board should give careful thought to the matter, and perhaps
develop guidelines for divisions and units, both at headquarters and in the regions, so that
integrated service delivery programmes at country level were not thrown into disarray.
He suggested that it would be helpful for more consultations to be held at headquarters
between the personnel working on the various programmes, so that they could be made more
aware of other similar programmes being carried out in Member States. That would make it
possible to economize on WHO resources in support of such programmes in countries, and also
to avoid overlapping where similar activities were required in a number of different
programmes.
WHO should also make sure tliat the progirsmnies that it intended to support lii â country
could in fact be carried out with the infrastructure available. It should be made mandatory
that any infrastructure found to be weak should be strengthened by WHO before any new
programmes were introduced.
Dr HAPSARA joined in congratulating the Programme Coramittee and members of the
Secretariat on producing such full and comprehensive proposals.
His first question concerned planning methodology. What was the essential difference
between the methodological approach used in the preparation of the Seventh General Programme
of Work and that used in the Eighth General Programme of Work? Secondly, what was the
precise difference between the original terra "Health manpower development11 and the new term
"Development of human resources for health"? Was any change of strategy or tactics
involved? Thirdly, he suggested that it might now be opportune, in view of the change made
in the title of programme 10.1, and of the stress laid on intersectoral cooperation, to
define more exactly the terms "physical, mental and social" used in the definition of health
in the Constitution as "a state of complete physical, mental and social well-being"•
Dr CHOLLAT-TRAQUET (Secretary, Headquarters Programme Committee), replying to questions
raised, said that the methods used in the preparation of the Eighth General Programme of Work
had been approximately the same as those used in the preparation of the Seventh, but there
had been certain very important changes in management methods, and notably in the application
of criteria relating to the role of WHO at the various levels. Furthermore, in the
intervening period, mechanisms had been developed for the optimal use of WHO1 s resources, and
those mechanisms had greatly facilitated the work. As a result, the dialogue between WHO
representatives at country level and governments had gradually improved, and thus the
information received for the preparation of the Eighth General Programme had been superior
both in quantity and quality to that received for the Seventh. Thus, although in principle
the methods used were the same, they were being continually improved, with the result that
the Eighth Programme contained more detail and was also more specific than the Seventh.

Professor FORGACS said that the state of the economy was the real limiting factor in
health development. As had been indicated in documents put before the Board a year before,
the health situation in some parts of the world at that time had been worse than in the
1970s. In view of that fact, it seemed to him that in the draft General Programme of Work
some of the targets set were unduly high; e.g., those referred to in paragraphs 218, 298，
312(4)， 320(2)， 487， and 654(1).
He realized that, in a changing economic situation, medium-term planning, and even more
so, long-term planning, was extremely difficult. He suggested that a better approach would
be to set ranges of targets, rather than specific ones. Such ranges would allow different
methods, suited to different economic situations, to be applied during the phase of detailed
planning at regional and subregional levels.
Dr YOUNG said that he appreciated Professor Forgács1 s comment and had been pleased that
the Programme Committee had considered priorities arid periodic evaluation aimed at ensuring
that the need to match reality and resources was continually borne in mind. It was
heartening to note that the Programme Committee had emphasized the need for management
support in determining criteria.
Dr LARIVIERE (alternate to Dr Law), referring to the title of programme 13.13 (Acquired
immuriodef iciency syndrome), paragraphs 607 to 610, suggested that it should be changed to
take into account the fact that the problem being addressed by the Organization went far
beyond AIDS, as such, to include all aspects of human immunodeficiency virus (HIV)
infections. He was, however, aware that such a suggestion might be premature in view of the
importance assigned to terms among the general population and because the activities of WHO
had been identified with the pathology rather than the overall dimensions of HIV infections.
Dr YOUNG shared in part the sentiments expressed by the previous speaker. Nevertheless,
since the Programme Committee had met, the Executive Board had been further impressed by the
urgency of the AIDS epidemic, as the Director-General, Dr Mann and Dr Gallo had made clear.
He suggested that the Secretariat might reflect in the document the many comments pointing
out that current observations on clinical AIDS were the consequence of the infective process
some five years previously, and include a clearer message as to the urgency of efforts，not
only with regard to the treatment of the disease but also to prevention, on which emphasis
should be placed in the future. It might also be desirable to emphasize more strongly the
fact that there were to date no adequate means of therapy or prevention and that a new
concept of education was extremely important• To include such matters would require no
further action by the Executive Board and would simply mean that the Secretariat would
extract the relevant points from the presentations on the matter. As AIDS was not the only
sexually transmitted disease, the same comments concerning education and prevention should be
emphasized under other appropriate headings in similar fashion.
Dr KOINANGE said that the word "syndrome" was of course supposed to include the whole
range of issues relevant to the virus infection concerned. However, following Dr Gallo1s
brilliant presentation, the question of what was to happen in relation to other similar
viruses must be raised. He therefore agreed with Dr Larivi各re that some thought must be
given to adopting terminology which covered more than just the syndrome in question.
Dr HYZLER (alternate to Sir John Reid) said that, when he looked at a WHO document, he
always asked himself for whom it was intended. The answer to that question should be the
guiding principle in matters such as the one that had just been raised. While appreciating
the concern expressed by Dr Larivifere he pointed out that the one name which had not changed
in relation to the disease and had been recognized by all was that of AIDS. Changing the
title would tend to further confuse the issue and would in any case mean more to scientists
than to the people actually having to use the document in their everyday work. He therefore
suggested that the original title should be retained.
“ T h e DIRECTOR-GENERAL expressed his agreement with Dr Hyzler 1 s argument and suggested as
a consequence that the title of the programme should be AIDS (rather than acquired
immunodeficiency syndrome) , to be considered as a generic name for the whole AIDS-related
field and accompanied by an explanatory footnote•
Dr YOUNG asked whether, in view of the presentations and the Board1 s discussion on the
matter, the Director-General considered that the placing of the programme was such as to give
it sufficient prominence.

Dr HAPSARA said that it had become clear from the presentation on the Eighth General
Programme of Work that the general programme document was becoming more detailed and more
specific in relation to priorities and intentions than previous general programme documents.
In that context, he reiterated his concern that what was meant by such terms as "health" or
"health research development" should be clearly stated.
The DIRECTOR-GENERAL, in reply to Dr Young, said that if, for example, prograrame 13.5
(Tropical disease research), which was a huge and very important programme and which was
given a place similar to that of programme 13.13, was taken as a reference, it could be
considered that programme 13.13 was appropriately placed and sufficiently prominent. That
was not to say, of course, that there would be no expansion of the latter programme.
Dr MANN (Programme Manager, Control Programme on AIDS), referring to the question of the
title of the programme, agreed that AIDS was indeed the rubric which most people took to
refer to the whole gamut of the problem, even though that might not be correct from the
strictly technical point of view. For want of a better terminology to describe riot only
those diseases and conditions associated with HIV infection, but also conditions associated
with infections with similar retroviruses causing immunodeficiency, AIDS was probably the
best single name which could embrace the activities and concerns of the programme•
Dr CHOLLAT-TRAQUET (Secretary, Headquarters Programme Committee), referring to Professor
Forgács1s concern about targeting in the context of Chapter 7， said that the targets
described in the Eighth General Programme of Work were aspirational. Obviously, in that
context, information on the possible evolution of health matters had been gleaned from
successive evaluations of the Sixth and part of the Seventh General Programmes of Work, as
well as the previous year1s health-for-all strategy evaluation. She could not support the
technique whereby targets were expressed in the form of a range, because it then became all
too easy to aim for the lower end of that range. It was preferable to set targets at the
highest possible level so that attempts would be made to try to reach that level, even though
they might not be completely successful. In fact, the targets set in the Eighth General
Programme of Work were reasonable. For example, the target in dental care had been carefully
calculated and would no doubt be achieved by 1995,
Professor MENCHACA said that the Organization was faced by the challenge of adopting new
approaches in the health field which would make it possible to make proper use of the current
pool of scientific knowledge, while at the same time avoiding the dangers of a consumer
society. Efforts must obviously be made to carry out activities at all levels in order to
achieve the highest possible degree of health and ensure that people throughout the world
could lead socially and economically productive lives by the year 2000. That aim would not
be achieved without a firm political will to promote the required changes. Without
government, community, family and individual motivation and recognition of responsibilities,
the goal would be unattainable. Without multisectoral participation in social and economic
development, the objective of health for all would recede even further. Equitable
distribution of all available health resources and a spirit of international cooperation
transcending differences and based oil those points on which agreement did exist were
essential if progress was not to be made more difficult. It must be hoped that all concerned
would be able to understand and assume their responsibilities in achieving the ultimate
objective of the Organization; the well-being of all peoples.
Dr VARET (alternate to Professor Girard) joined other members of the Board in supporting
the Eighth General Programme of Work. The clarity of the oral presentation, the slides, the
concise summary at the beginning of document EB79/24 and the discussion concerning the use of
the word AIDS, showed that the Organization was continuing in its efforts to say everything,
although perhaps not always in a way accessible to the public at large. The document showed
that the rational development of the prograrame was possible within the limits of the
resources available. Since it relied on the national selection of priorities and aimed at
ensuring the continual exchange of experience at country, regional and global level, the
Eighth General Programme of Work was an excellent basis for continued monitoring and
evaluation of the activities of the Organization and for the regular adaptation of its work
to the economic and health situation in the different countries.
Professor MENCHACA suggested that in view of the recognition given to the importance of
adolescence, the title of programme 9.1, "Maternal and child health, including family
planning", might be changed to "Maternal, adolescent and child health, including family
planning"• Although those responsible for the programme had stated that adolescents were

already included in it, it might nevertheless be desirable to specify that they constituted a
specific group, since adolescents did not like to be considered as children.
Dr VARET (alternate to Professor Girard) supported Professor Menchaca1s suggestion,
Dr LARIVIERE (alternate to Dr Law) said that the Programme Committee had discussed the
matter and agreed to make reference in the document to the problems of adolescent health arid
the health of young adults, and to add an appropriate target. Referring to a possible change
in title, he wondered if it would riot have the effect of reducing the emphasis on traditional
maternal and child health programmes• He could accept a programme title such as "Health of
mothers, children and adolescents".
Dr MARUPING said that, as programme 9 was headed "Protection and promotion of the health
of specific population groups", adolescent health care might be included as a specific
programme numbered 9.5.
The CHAIRMAN said that, in the absence of any objection, adolescent health care would
become a separate section of programme 9.
It was so agreed.
The CHAIRMAN thanked members of the Board for their interesting comments and their
recognition of the work of the Programme Committee in supporting the Board in the preparation
of the Eighth General Programme of Work. The Secretariat had taken note of the points where
members of the Board had requested amendment s and would ensure that they were incorporated
into the text of the Eighth General Programme of Work to be presented by the Executive Board
to the World Health Assembly in May 1987. In the absence of any objection, he would ask the
rapporteurs to prepare a draft resolution submitting the Eighth General Programme of Work to
the World Health Assembly.
It was so agreed, (For the adoption of that draft resolution, see summary record of the
twentieth meeting, section 3.)

2.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989;
(Documents PB/88-89 and EB79/4 1 ) (continued)

GENERAL POLICY REVIEW:

Item 7 of the Agenda

Item 7.1 of the Agenda (continued)

Consideration of a draft resolution (continued from the seventeenth meeting, page 268)
The CHAIRMAN invited the Board to consider the following draft resolution on cooperation
in programme budgeting, proposed by a drafting group:
The Executive Board,
Having considered the proposed programme budget for the financial period 1988-1989
submitted by the Director-General;
Bearing in mind WHO1 s constitutional purpose of cooperation among Member States
leading towards its objective of the attainment by all peoples of the highest possible
level of health;
Convinced that such cooperation is essential for the exercise by WHO of its
constitutional function of acting as the directing and coordinating authority on
international health work and for the fulfilment by the Health Assembly of its
constitutional functions of determining WHO 1 s policies and approving its budget；

Recalling that such cooperation has led in recent years to a truly remarkable
degree of agreement in the Health Assembly and the Executive Board concerning the
Organization1s programme budget, as illustrated by the outstanding manner in which the
Board has reached consensus regarding the 1988-1989 programme budget under such
difficult circumstances；
Mindful also that the goal of health for all by the year 2000 and the strategy for
achieving it were decided upon by Member States through unanimous agreement in such a
spirit of cooperation;
Emphasizing the importance of Member States' making optimal use of WHO1s resources
to implement their strategies for health for all by the year 2000;
Further emphasizing the importance of Member States1 mobilizing all available
domestic resources and rationalizing their use to the above end and, as regards many
developing countries, for the purpose of increasing their capacity to absorb enlightened
external support to the same end；
Stressing the need for Member States to display individually and collectively
policy and fiscal responsibility and realism in reviewing regional and global programme
budgets;
1.

REQUESTS the Director-General;
(1) to ensure that all Member States have the possibility of being adequately
involved in the cooperative process of reaching agreement on regional and global
programme budgets;
(2) to continue to prepare and submit to the Executive Board programme budget
proposals that make most effective use of WHO1s resources at country, regional and
global levels and provide for the foreseeable future for zero budget growth in real
terms ；
(3) to make explicit, in his programme budget proposals, the underlying factors
and assumptions of reasonably estimated cost increases resulting from inflation and
from the effects of currency fluctuations, and to absorb such increases to the
maximum extent possible；
(4) to continue to make every effort to seek extrabudgetary resources to finance
essential health activities for which sufficient resources may not be available in
the regular budget;

2.

DECIDES;
(1) to entrust its Programme Committee, or some other subsidiary group, working in
a cooperative process aimed at achieving consensus on its recommendations, with
(a) reviewing the Director-General1s proposed guidance to regional offices
and headquarters regarding the development of the next biennial programme
budget proposals, and making recommendations to the Director-General;
(b) reviewing in detail the global and interregional components of each
proposed programme budget, in the same manner that the regional committees
review the regional portions of the programme budget, and making
recommendations to the Director-General;
(2) to submit to the Health Assembly, after careful review of the
Director-General1s programme budget proposals prepared along the lines referred to
in operative paragraph 1， recommendations that are the result of a cooperative
process aimed at reaching consensus;

3.

REQUESTS the regional committees:
(1) to review regional programme budget proposals in a harmonious spirit of
cooperation aimed at arriving at consensus on their recommendat ions to the
Director-General;

(2) to submit their proposals to the Director-General within the constraints
referred to in operative paragraphs 1(2) and 1(3) above;
4.

URGES Member States to discharge punctually and in full the financial obligations
incumbent upon them as Members of WHO.

Dr NSUE-MILANG, referring to the Spanish text of the draft resolution， suggested that in
operative paragraph 2(1)(b), the words "las partidas regionales del presupuesto" should be
replaced by "el capitulo regional del presupuesto1 •
The CHAIRMAN said that the Spanish text would be examined in the light of that
suggestion.
Professor MENCHACA said that since the meeting of the drafting group, which had
endeavoured to produce a text acceptable to all, some Board members had suggested certain
amendments which should be taken into consideration.
Dr SAVEL'EV (adviser to Professor Isakov) said that the drafting group had done useful
and important work in preparing the draft resolution arid had well reflected the various
suggestions and amendments put forward earlier. He wished, however, to propose a further
amendment to the revised text, which should not give rise to any objection. The amendment
was designed, firstly, to avoid any apparent commendation by the Board of its own actions
and, secondly, to reflect more clearly and precisely the agreement reached on the programme
budget•
He therefore suggested that the word "outstanding" in the fourth preambular paragraph be
deleted and that the words "has reached consensus regarding" be replaced by the word
"adopted".
The amendment was adopted.
Dr BELLA said that in the French text the words "soit agir" in the third preambular
paragraph should be replaced by the words "d'agir"•
It was so agreed.
The resolution， as amended, was adopted.!
(For consideration of a further draft resolution under agenda item 7.1， concerning the
involvement of the Director-General in the appointment of all Regional Directors, see
summary record of the twenty-first meeting, section 3.)

3.

STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS:
(Document EB79/25)

Item 14 of the Agenda

The CHAIRMAN invited the representative of the WHO Staff Associations to make a
statement•
Mrs HARPER (representative of the WHO Staff Associations) , speaking on behalf of the
staff associations of WHO1 s six regional offices, the International Agency for Research on
Cancer and WHO'S Geneva office， thanked the Board for having once again shown its willingness
to hear staff views•
The gathering was sadly not an optimistic event in the history of WHO, all of whose
staff were anxious and disoriented. She had always felt that they had a great advantage over
the staff of other international organizations in knowing their goal and being moved by a
conviction that what they were doing was good, worthwhile and appreciated. She feared that
that advantage was now lost and serious doubt was cast on the ability of the Organization
itself to survive until the year 2000.

While discussions continued on the subject of attracting the best professionals,
especially women, there might be some reluctance in recotnmending a talented specialist with
good national career prospects to apply for a post in WHO, knowing the limited career
prospects in an organization whose future appeared so threatened.
Similarly, the highly competent health professionals at present working in WHO might
seize any chance given them to accept posts elsewhere, since their prospects if they remained
were rather bleak. Salaries had remained the same in real terms since 1975, and post
adjustment increases, which were intended to compensate for cost-of-living differentials, had
been frozen since 1984. The currency fluctuations that had crippled the Organization1s
budget had had a direct impact on professional salaries also, and worse was to come. As a
result of an arbitrary decision of the United Nations General Assembly in December 1986
pensionable remuneration - the amount derived from a staff member* s salary and used as a
factor in determining pension contributions - had for the second time in two years been
reduced across the board, and that would result in not inconsiderable reductions in future
pension levels. For example, pensionable remuneration for a top-step P.5 post was 12,9%
lower in 1987 than on 31 December 1984.
If both present and future security was jeopardized, what was left? To add insult to
injury, WHO staff were hit by the backlash of the recommendations of the Group of 18
high-level experts, aimed primarily at curing the United Nations managerial and financial
ills. Two recommendations in particular would affect staff throughout the common system:
first, the proposed reduction of annual leave entitlement, and, secondly, the elimination of
the entitlement of expatriate professional staff to partial reimbursement of the cost of
post-secondary education of their children. The International Civil Service Commission had
been requested to report on those matters to the next session of the United Nations General
Assembly, where the final decision would be taken.
It was a strange system, in which WHO staff had two masters. The first was the master
they served daily, and whom they knew; the Organization devoted to the attainment by all
peoples of the world by the year 2000 of a level of health that would permit them to lead a
socially and economically productive life. The Board had reaffirmed its confidence in the
ability of WHO1 s staff to execute its wishes, yet the carpet was being dragged from under
them by their other master, the United Nations General Assembly, which had no interest in
their past achievements or future goals and no regard for the quality of their work. That
master, moreover, was the one with the power to destroy the foundations of quality and
commitment on which WHO1s Global Strategy was based. Time and again, the United Nations
General Assembly had proved that it did not care what happened to the specialized agencies of
the common system and that the wise recommendations of an executive head counted for
nothing. The General Assembly, which made unilateral decisions concerning WHO'S conditions
of employment, had no time for the Global Strategy for Health For All or for WHO'S total
commitment to fulfil the solemn agreement outlined in resolution WHA34.36. Staff were
therefore as anxious as the Director-General to stress WHO1s unique character and to play
their role in the projection of the Organization1s public image as a distinct entity.
At a time of scarce financial resources, the quality of human resources became even more
crucial. People were not expendable. Alongside the specialized knowledge of WHO 1 s health
professionals was the wealth of experience and understanding of Member States' problems
accumulated by WHO1s general service support staff, who had served the Organization
faithfully for many years, but whose past efforts were not recognized frequently enough. The
desire to grow in the service of the Organization did not meet with enough encouragement, and
more incentives were needed.
There appeared to be little or no systematic provision for career progress. That was
particularly wasteful of resources in the case of the many well-qualified women who
constituted a large proportion of the support staff. The promotion within the Organization
of staff who had proved their dedication did not entail financial cost - rather the reverse•
The time had come to exploit internal talent and experience to the full.
At a time of worldwide financial stringency and expected shortfalls in the payment of
assessed contributions to the Organization, the staff of WHO were not pleading for
improvements in their conditions of employment； but they were hardly flattered by the
knowledge that the most damaging financial cuts were to be regarded as an expression of
gratitude for past efforts to manage the Organization as efficiently as possible. Added to

the victimization resulting from political tensions in other forums was the penalization for
good work.
The staff of WHO urged Board members to support WHO, its Director-General and its staff
on every occasion, to give them the means to fulfil the expectations placed in their work,
and to maintain the self-respect of those whose goal was clear.
No voice should be silent
when the future of the Organization was at stake.
Sir John REID said that many of the points made by Mrs Harper had been precisely those
with which the Board had been concerned during the past week, and he hoped that some of the
steps taken would bear fruit. He had referred on an earlier occasion to WHO's position vis â
vis other organizations as members of the United Nations system, and there could be no doubt
that there were differences• A UNITAR publication which he had consulted made it abundantly
clear that WHO was more highly regarded by diplomats than any other member of the United
Nations system. That must never be forgotten. Members of the Board attended in their
individual capacity, but they nevertheless had a duty to make countries aware of the fact
that WHO was not just a small offshoot of the United Nations but an Organization in its own
right and one that was highly regarded by those experienced in international matters and by
ordinary people who depended heavily on WHO 1 s efforts for their health and well-being.
On the question of pensionable remuneration levels, he had been appointed by the Health
Assembly as a member of the WHO Staff Pension Committee and had also attended meetings of the
United Nations Joint Staff Pension Board. Critical comments had been made about the recent
lack of adequate collaboration between the latter body and the International Civil Service
Commission. He unhesitatingly agreed that the United Nations Joint Staff Pension Board was
willing to cooperate and that the failure to do so had been on the part of the International
Civil Service Commission. He could vouch for that from what he had seen and heard during his
period of service on the WHO Staff Pension Committee.
It was important that members of the Organization* s staff should know that the Executive
Board was not unmindful of their problems as part of the wider problems of the Organization.
Dr LARIVIERE (alternate to Dr Law) observed that many of the decisions that affected the
day-to-day life of WHO 1 s staff and the efficiency of their work were initially taken in
New York by the Fifth Committee of the United Nations General Assembly, and he understood
that the latest decisions had been taken by consensus after virtually open warfare. Since
most Board members were representatives of the health sectors in their own countries, they
had a responsibility to make their national representatives in the Fifth Committee aware of
the implications of decisions taken there. Such decisions could have a different impact on
different organizations, and the dialogue between national representatives in that body and
the representatives of the health sector should be an ongoing process•
Dr MARUPING, supporting previous speakers, said that it was important for the
Organization to maintain a spirit of togetherness, for any issues that adversely affected
staff morale to be taken very seriously and for Board members to continue to make every
effort to support and sustain togetherness in the service of the Organization throughout its
six regions.
The DIRECTOR-GENERAL said that during the past few years he had endeavoured to compare
the situation with respect to relationships between employers and workers within the
so-called United Nations common system with his own experience, and he had never before seen
such a contempt for stability, dignity or willingness for dialogue between the two sides.
The CHAIRMAN requested Mrs Harper to make it known to all the staff of TOO that he
shared their views. He also wished to join Sir John Reid and other Board members in
expressing his deepest sympathy with the staff in the present financial crisis that was
unjustly affecting the backbone of the Organization. All members of the Board appreciated
the quality of the staff arid wished to support them at all times. He hoped everyone would
come through the present difficult times physically, psychologically and morally intact.
In the absence of further comments, he would assume that the Board wished to take note
of the statement by the representative of the WHO Staff Associations•

4.

CONFIRMATION OF AMENDMENTS TO THE STAFF RULES:
and EB79/INF.DOC./21)

Item 15 of the Agenda (Documents EB79/26

Mr FURTH (Assistant Director-General), introducing the item, said that document
EB79/INF.DOC./2 gave the texts of the revised Rules referred to in the Director-General1 s
report (document EB79/26). The amendments to the Staff Rules resulted from recommendations
of the International Civil Service Commission and the decisions of the United Nations General
Assembly at its most recent session on those recommendations• As usual, the amended Rules
had involved full consultation with the staff associations and regional administrations.
Section 1 described the amendments that concerned revisions to the assessment rates for
salaries for the professional and higher categories and to the schedule of salaries for
professional and directors' posts. Both those amendments would become effective on 1 April
1987. The section also dealt with revisions to the assessment rates for salaries for the
general service category. The revised scale had been determined on the basis of the
conclusions of a tripartite working group on staff assessment that had met in January 1986.
Section 2 contained details of the modifications in the gross salary levels of the
Assistant Directors-General, the Regional Directors, the Deputy Director-General and the
Director-General which were required as a result of the changes in the staff assessment rates
for the professional and higher categories. There were also some minor revisions to the net
salaries at the single rate, but no changes to the net salaries at the dependency rate.
There were no budgetary implications arising out of those amendments.
The Board was invited to consider two draft resolutions relating to the item.
The CHAIRMAN invited the Board to take a decision on the first draft resolution,
concerning the confirmation of amendments to the Staff Rules (revision of assessment rates
for salaries of staff of general service and professional categories and directors).
The resolution was adopted.

p

The CHAIRMAN invited the Board to take a decision on the second draft resolution,
concerning salaries and allowances for ungraded posts and the Director-General•
The resolution was adopted.

5.

RECRUITMENT OF INTERNATIONAL STAFF IN WHO: BIENNIAL REPORT: Item 16 of the Agenda
(Resolution WHA38.12, para. 5; Documents EB79/27 and EB79/39 4 )

Mr FURTH (Assistant Director-General), introducing the item, stated that it arose from
the Boardf s request at its seventy-fifth session, confirmed by the Thirty-eighth World Health
Assembly (resolution WHA38.12), that the Director-General should report on recruitment of
international staff in WHO in odd-numbered years•
He drew attention to the change in reporting on the subject. Previously, the
geographical representativeness of the staff and the employment of women in WHO had been
reported on in the same document. It would be recalled that in 1984 the Director-General had
appointed a consultant, Dr Law, to report to him on the recruitment of professional women;
in her report to the Director-General on the subject - on which she addressed the
seventy-fifth session of the Board 一 Dr Law had specifically asked that the Director-General
report separately on progress in the area of the recruitment and employment of women. The
Director-General had agreed to that request, and the two areas had thus been divided between
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Document EB79/1987/REC/1, Part I, Annex 3.
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Resolution EB79.R11.

3

Resolution EB79.R10.

two reports: document EB79/27, on geographical representativeness； and document EB79/39, on
the participation of women in WHO, which would be introduced later.
As regards the geographical representativeness of the staff (document EB79/27), the
Director-General was pleased to be able to report that, despite a number of constraints, the
encouraging trends which he had reported two years previously had been fully maintained. The
target set by the Board and the Health Assembly that 40% of all appointments be of nationals
of un- or under-represented countries was being met. The number of nationals of
over—represented countries had gone down significantly by a further 21% since October 1984.
Although two new Members had joined the Organization over the past two years (normally new
Member States were not represented), the number of unrepresented countries had actually
decreased by three. The number of adequately represented countries (the ultimate test of
geographical representativity of the staff) had again gone up, from 82 to 87 in the biennium
under review. Lastly, and perhaps most importantly, more countries were represented on the
staff than ever before.
In October 1986, 127 out of 164 countries were represented on the staff (in comparison
with 92 countries in December 1968, 104 countries in December 1973 and 109 countries in
December 1978) - five countries more than in October 1984. That was both the highest actual
number of countries represented on the staff and the highest percentage of all Members and
Associate Members (7 7.4%) since December 1948. Among those 127 countries, there was a good
balance between developed and developing countries•
There were many difficulties in maintaining such progress in attaining the 40% target of
all appointments being nationals of un- or under-represented countries and in maintaining the
balance between developed and developing countries. The primary aim in staffing policy must
be that of securing staff with the highest standards of efficiency, competence and
integrity. It was within that context that the twin objectives of geographical
representativity and the increased employment of women had to be attained. At the same time,
the total number of staff was decreasing. Those were real constraints on the Organization's
recruitment efforts. Some Member States were also constrained in the extent to which,
because of their extremely small populations, they could release their own health specialists
to work with WHO. Yet another factor that complicated recruitment efforts was the
unwillingness of qualified candidates to apply for posts. In some cases that unwillingness
might relate to uncertainty about security of tenure in the present financial crisis. In
others, equal uncertainty about the apparent instability of the conditions of employment and
social security provisions, including the United Nations Pension Fund, might discourage some
applicants.
In introducing the Director-General's report on the subject two years previously he had
said that further adjustments to the desirable ranges would be required in order to reflect
the reduced number of posts in the present formula. Paragraph 4.4 of the report contained a
proposal to reduce the number of posts in the present formula by 200, from 1650 to 1450, in
proportion with the reduction in the number of staff in posts subject to geographical
distribution. The consequences of the change were indicated in Annex 5 to the report,1
where the revised desirable ranges were shown. They took into account the change in the
number of posts used from 1650 to 1450, as well as the changes in membership and in the scale
of assessments. The most notable consequences which would result from the change in the
number of posts used in the formula would be the movement of nine countries from the
adequately represented to the over-represented category and of one country from under- to
adequately represented, as detailed in paragraph 4.5 of the report.
In section 5 of the report the Director-General reported positively on the continuing
efforts to improve geographical representation; yet of course it would be preferable to see
more countries in the adequately-represented category. To keep up present momentum, the
Director-General proposed to maintain the 40% target as set out in the draft resolution on
the subject.
The DIRECTOR-GENERAL said he wished to highlight the need for every effort to be made to
preserve the international character of the Secretariat as a whole 一 in the regions as well
as at headquarters 一 as he had had occasion to discuss with the Regional Directors during the

past two years. The regionalizing of recruitment by increasing recourse to candidates from
within the geographical limits of any particular WHO region could riot be countenanced. Nor
could the Organization afford to appear to be creating an atmosphere of cultural isolation
that might discourage fully qualified candidates from outside the geographical limits
concerned from applying for regional or field posts. Such a policy would be harmful, damage
the Organization's credibility and call the neutrality of the WHO Secretariat into question.
No field, regional or headquarters post should become the preserve of any particular group of
nationals. No efforts should therefore be spared to maintain the international character and
motivation of the staff in order to ensure that the Organization's aims were pursued with a
clear unity of purpose• His colleagues took the matter as seriously as he did himself. He
therefore welcomed the efforts that were being initiated in that direction, one very
significant example of which had been the recent appointment of a highly qualified candidate
from outside the Region to the important post of Director of Programme Management in the
European Region.
Dr VAN WEST-CHARLES asked the reasons for making a detailed analysis of the geographical
representativeness of WHO staff. In his view, it was more important to concentrate on
attaining the objectives of the Organization. Although he considered geographical
representativeness a useful concept, when urgent problems needed a solution, getting the
professional staff required was more important than questions of representativeness.
Although he was a strong advocate of equal opportunities for women and supported the
employment and participation of women in WHO, he was nevertheless concerned that setting
specific percentage targets for the employment of women might lead to cases where posts
remained unfilled because a suitable female candidate had not come forward. It would be
preferable to fill posts as they became vacant with the most suitable candidate, whether male
or female, and concentrate efforts on trying to encourage more applications for all posts
from suitably qualified women - among other things, by adequate advertizing.
Professor ISAKOV said that a correct staff recruitment policy was a prerequisite for an
international organization such as WHO, success in whose work depended not only on the high
professional qualifications and capabilities of its staff but also on the adequate
representativeness of its membership among its staff. He commended the high quality of the
report and the detailed and comprehensive information that it contained. However, although
he conceded that the Secretariat had found and would probably continue to find it difficult
to recruit nationals from some unrepresented and under-represented Member States, that did
not obviate the need for a policy that would enable such countries to play their proper part
in the work of the Organization. The report showed clearly that the number of
over-represented countries had gone up by three (that group now representing about one-fifth
of the total membership), and that the degree of over—representedness of five of the
countries concerned had even increased. He therefore suggested, in view of the continuing
lack of success in solving the problem and the need for new approaches in order to attain the
target more speedily, that an additional preambular paragraph should be inserted in the draft
resolution recommended for adoption by the Health Assembly, as follows: "Concerned at the
continuing imbalance in the geographical distribution of professional and higher-graded posts
at WHO;".
Dr FERNANDO noted that it was proposed to reduce the number of posts considered as
geographically distributable from 1650 to 1450 (a reduction of 12%). As a result, many
countries whose existing ranges were 1 to 7 such posts would come into the range 1 to 6,
However, as the factors responsible for difficulties in recruiting staff from unrepresented
or under-represented countries would most likely continue to exist for the next few years, it
was very likely that some countries would still be over-represented if WHO was to function
efficiently at optimum staff levels. At the same time it was imperative that every effort be
made to overcome constraints in recruitment from unrepresented or under-represented
countries, and WHO should continue its efforts vigorously towards that end.
In such a situation it was extremely important that when WHO recruited staff from
adequately represented or over-represented countries very close dialogue and full
communication should be maintained between a focal ministry (the ministry of health in most
countries) and WHO through its country representative. Indeed it was the view of several
Member States that staff should not be recruited without the approval of the ministry
concerned under any сireumstances• That would be particularly applicable in cases of
recruitment of retired persons or nationals who had emigrated. Some countries were of the
opinion that that criterion should also apply to the recruitment of short-term staff.

Furthermore, it was the experience of many countries that very often particular
individuals were repeatedly recruited by WHO for a short period as consultants, with the
result that the individual concerned was not available within the country to discharge his
normal duties- The ministry of health or organization that employed such individuals was put
into an embarassing position in such instances because the person concerned often knew that
he was to be recruited before the official communication from WHO to the government was
received, and if he was not released it led to frustration and a low output of work. He
suggested that all divisions and units of WHO both at headquarters and the regions should
have access to data on all previous assignments of individuals they intended to recruit.
Such information would reveal how often an individual had been recruited, and the recruiting
unit should consider objectively whether recruiting a particular individual again would have
a negative impact on his country1 s programme. Such an approach would avoid the country
having to refuse recruitment and face the above-mentioned difficulties. It was imperative
that WHO should communicate only with the government concerned when inquiring into ari
individual1s availability for work as a WHO short-term consultant.
He requested the Board to give careful consideration to the matter and to review the
Organization1 s mechanisms for recruiting long- and short-terra staff.
Dr JAKAB (alternate to Professor Forgács), commending the report on the geographical
representativeness of the staff, welcomed the considerable improvement it showed and noted
that the target set had been met• She was convinced that the widest possible geographical
basis was required to conduct the Organization1s work effectively and implement the
health-for-all strategy. The health-for-all targets could only be successfully achieved by
taking full account of the wide national experience accumulated in countries and regions and
communicated to WHO through the representation of its Member States, That was the standpoint
from which the problem should be regarded. She was therefore pleased to see that, despite a
reduction in the number of staff, the number of unrepresented countries had decreased，the
number of adequately represented countries had increased， and 40.2% of all appointments had
been made from un- or under-represented countries.
She fully endorsed the Director-General1s proposal to maintain the target for the next
biennium in order further to increase the number of adequately represented countries and
decrease the number of un- and under-represented countries (about orie-third of total
membership). She noted the proposal for calculating the desirable ranges on the basis of
posts available and asked the Secretariat for an example of how that calculation would
operate in practice.
Dr AASHI, noting the Organization1s efforts to improve the geographical
representativeness of its staff, asked what recruitment criteria were applied when more than
one candidate came forward for a single vacancy. He asked, further， why some countries were
not represented； was it that they afforded no candidates of a suitable calibre or that their
governments could not spare such staff for work outside the country? Lastly, he asked what
practical action the Organization had in mind for reducing the numbers of staff from
over-represented countries.
Mr SHU Guoqing (alternate to Mr Song Yunfu) welcomed the Director-General's report and
the efforts that had been made to improve geographical representativeness. He asked whether
the principle of geographical distribution of staff applied to all posts within the
Organization. In addition, he noted from paragraph 4.3 of the report that the United Nations
formula applied by WHO was based on three factors; population, membership, and scale of
assessments, and asked for an explanation of how the population factor operated.
Professor RAKOTOMANGA said that in his view the geographical imbalance in the staff was
primarily due to the unequal availability of candidates from the different Member States. In
order to remedy that situation, he suggested that support for the training of health
professionals should be strengthened, which would automatically increase the number of
potential candidates for international service, and that information on vacancies should be
made more widely available in Member States, since governments were not always informed of
all possible candidates.
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(Resolution WHA38.12, para. 5; Documents EB79/27 and EB79/391) (continued)

Mr FURTH (Assistant Director-General), replying to comments made in the debate on
document EB79/27, said that Dr Van West-Charles had asked what was the objective of the
comprehensive analysis of geographical representation and how the whole system of dividing
Member States into unrepresented, under-represented, adequately represented and
over-represented countries had come into being. The answer to that question was somewhat
complex. It would be seen from Article 35 of the WHO Constitution that the paramount
consideration in the employment of staff should be to assure that the efficiency, integrity
and internationally representative character of the Secretariat should be maintained at the
highest level. There was no need to expatiate on efficiency and integrity, and there could
be no question but that WHO had an internationally representative Secretariat, because
various groups of countries, including regional groupings and various political systems, were
all represented on the staff. But Article 35 contained another sentence, stipulating that
due regard should be paid also to the importance of recruiting the staff on as wide a
geographical basis as possible. While the criterion of geographical distribution was clearly
subsidiary to and less important than the sentence he had cited first, members of the Board
and delegates to the Health Assembly had felt in the mid-1970s that not enough attention was
being paid to that secondary criterion since a number of Member States were riot represented
on the staff, some were under-represented and others over-represented. If WHO were to take
action to improve the situation, the question arose of the criteria to be applied, and a
number of Board members and delegates to the Health Assembly had advocated application of the
criteria established for geographical distribution by the United Nations General Assembly: a
complex system of desirable ranges and different formulae had been used in the United Nations
for many years, and by resolution WHA34.15, adopted in 1981, the Health Assembly had decided
that WHO should consistently use those formulae for assessing geographical distribution.
That was why the Secretariat had reported, at first every year and now every second year, on
the geographical representation of the staff in the manner set out in document EB79/27.
Professor Isakov had made the point that there was still a considerable imbalance in the
representation of various countries on the staff, and had particularly stressed the fact that
the number of over-represented countries had not declined. The table in paragraph 2,3 indeed
showed that there had been no decrease in such countries in the past two years, but it should
be noted that there had been a significant decrease over the past decade: there had been 39
over-represented countries in December 1975, but that figure had been reduced to 30 by
October 1982 and had decreased by three since then. It was also true that some countries
were added to the list from time to time； thus, Ethiopia, Guatemala, Nigeria, Sweden and
New Zealand had been added during the biennium, but the increase was offset by the fact that
Madagascar, Peru, Iran, Jordan and the Republic of Korea had ceased to be over-represented
during the period. In his own view, the number of staff from over-represented countries was
perhaps more important than the number of countries which were still over-represented, and
the table in paragraph 2.5 giving those figures for 1982-1986 showed that, whereas in
October 1982 there had been on the staff 265 nationals of over-represented countries in
excess of the upper limit of their respective desirable ranges, that figure had been reduced
by 86, or 32%, to 179 by October 1984 and that there had been a further reduction of 38 staff
members, or 21%, to 141 by October 1986 in that category. Moreover, the trend was
continuing, since whenever a post held by a national of an over-represented country fell

vacant, there were considerable barriers, established by the Director-General, to the
appointment of another national of an over-represented country to that post. That did not
mean, however, that a person from an over-represented country could never be appointed, for
there were good reasons for some such persons still being recruited in exceptional
circumstances. One reason was, of course, the overriding need, with regard to certain highly
specialized functions, to appoint persons of the calibre required to maintain the highest
standards of technical excellence 一 including linguistic abilities, which were very
important• Secondly, there was the need to obtain an infusion of the special qualities that
could be contributed to WHO1 s activities by nationals of the developing countries，which
constituted the overwhelming majority of the over-represented countries. Finally, there was
the need to appoint women staff members, and excellent women candidates could often be found
in over-represented countries. To sum up, while it was true that the number of
over-represented countries had not declined at all in the past two years, the number of staff
from those countries was decreasing quite rapidly - and that was hardly surprising in view of
the current situation where there was relatively little new recruitment and the number of
posts had been declining considerably over the past decade. Those comments also provided a
partial answer to Dr Aashi1 s question; staff members from over-represented countries were
not terminated, but when their contracts came to an end or when they retired，the
Director-General only appointed another person from an over-represented country in the
exceptional circumstances to which he had referred.
Dr Jakab had asked for an example of how desirable ranges of representation were
calculated. That was a complicated matter, as would be seen from paragraph 4.3 of the paper,
and instead of attempting to give the Board a long mathematical explanation, he suggested
that he should give Dr Jakab a copy of the calculations made by the Secretariat of the
desirable range for Hungary. Similar calculations could be provided for any given country at
the request of members of the Board.
.
Mr Shu Guoqing had asked whether posts, not only staff members, were subject to
geographical distribution. The answer was that posts as such were not subject to that
distribution, but reference was made to posts being exempted from geographical distribution
in connection with recruitment for certain posts, such as those in the linguistic services
and in the International Agency for Research on Cancer and in a few other areas, to indicate
that there were no nationality restrictions in such recruitment. Reference also had to be
made to posts in connection with the calculation of desirable ranges, since those
calculations must be based on the hypothetical situation in which all posts were filled. Yet
although posts had to be mentioned in those cases, he wished to make it quite clear that no
posts were assigned to any Member States, so that it could not be said that posts were
subject to geographical distribution.
Mr Shu Guoqing had also asked for an explanation of the so-called population factor - a
concept which was very difficult to understand. In WHO, that factor represented 7.2% of the
existing 1650 posts and was not used to calculate the desirable ranges of individual
countries. In fact, the 118 posts concerned were set aside for the calculation of a purely
theoretical regional range, illustrated in Annex 4;^ it was purely theoretical because the
regional ranges had so far found no practical application either in the United Nations or in
WHO• The underlying idea was that the population factor, 118 posts in the case of WHO, was
divided between the regions according to their populations to represent the number of
nationals of any given region that could be appointed over and above the upper limit of the
range of the country of their nationality without in principle preventing other
under-represented countries from being adequately represented. The concept was indeed
difficult to grasp, for since desirable ranges were applied to individual Member States, it
was hard to see h o w the over-representation of one Member State could prevent
under-represented countries from being adequately represented. The United Nations General
Assembly must have had some doubts about the practical application of the system, since it
had recently adopted resolution 41/206， requesting the Secretary-General to submit updated
calculations on desirable ranges for all Member States by the next General Assembly session,
taking into account views expressed by Member States during the forty-first session and, in
particular, four criteria, which he would read out although some of them seemed to go beyond
the population factor. Those criteria were, first, the desirability of the base figure for
the calculation being related to the actual number of posts subject to geographical
distribution; secondly, the movement towards the establishment of parity between the
membership and contribution factors； thirdly, the posts subject to the population factor

of 7.2% being allocated directly to Member States in proportion to their population 一 a
criterion that would bring about a substantial change in the desirable ranges and would
certainly increase the lower and upper limits of the ranges of such populous countries as
China and India; and finally, the need for upward and downward flexibility from the midpoint
of the desirable ranges•
Dr Fernando had stressed the importance of a dialogue with the authorities of countries
from which WHO was recruiting. The Secretariat agreed that that was au important point and
entered into such dialogues wherever that was possible and appropriate. If there had been
instances when WHO had begun to recruit staff members belonging to a ministry or governmental
institution and had failed to consult the authority in question, it certainly apologized for
doing so, but it must be understood that WHO often recruited private individuals who had no
connection with the government and might even be residing outside the country of their
nationality； in such cases, the Director-General had the authority to recruit the persons
concerned without the prior approval of the government, since under the WHO Constitution he
was under an obligation to recruit whomever he considered to be best suited for work in the
Organization; his authority in that respect could not be subject to the agreement of the
government concerned.
Professor Rakotomanga, in referring to the imbalance still existing in the geographical
distribution of WHO staff, had observed that that situation was largely due to the
nonavailability of candidates from various Member States and had suggested that the solution
might lie in training. That might be so， but WHO had no funds for providing training for
prospective staff members, although it had occasionally provided for linguistic training for
staff already appointed. It was generally felt, however, that WHO should recruit staff who
already had the necessary qualifications and that it was not for the Organization to impart
those qualifications to candidates. Professor Rakotomanga had further suggested that the
vacancy notices should be made more readily available to Member States, A WHO personnel
officer had been requested to get in touch with him and obtain his suggestions on how vacancy
notices could be better distributed in Madagascar.
The CHAIRMAN invited the Board to adopt the draft resolution suggested by the
Secretariat, on recruitment of international staff, with the amendment proposed by
Professor Isakov for the addition of a new preambular paragraph reading "Concerned at the
continuing imbalance in the geographical distribution of professional and higher-graded posts
at WHO;".
The resolution, as thus amendeda was adopted.丄
Mrs KALM (consultant to the Director-General), introducing the Director-General's report
on the participation of women in WHO (document EB79/39),^ said that two years previously,
when the Board had last considered the subject of employment of women, Dr Law had reported on
the findings of the study the Director-General had asked her to undertake, focusing
essentially on women at headquarters. Since then, and thanks to the conrniitment of the
Director-General, several measures had been initiated with the cooperation of the
Organization1s management to enhance the participation of women in WHO,
As Mr Furth had pointed out in his introduction, the Director-General1s report in
document EB79/39 was now a separate paper and much more comprehensive than earlier reports
presented on the subject. In addition to reviewing the current staffing situation, it
contained other indicators relevant to any assessment of the extent of women1s involvement in
the Organization.
Indeed, among other recommendations, Dr Law had emphasized the need for increasing the
number of women advisers, consultants and participants in expert and scientific groups.
Women serving in those capacities had the immediate opportunity to make a contribution to the
development of WHO1 s policies arid programmes and might some day also become staff members•
Accordingly, with the help of all directors and programme managers, data had been collected
for the report not only on staffing and recruittnetit9 but on women1 s involvetnetit in various
other capacities. The multiplicity of indicators assembled would serve as a broad baseline
for the next biennial evaluation by the Executive Board in 1989.

Turning to the actual situation of women in the Organization in 1986, she observed that
progress had been made in relation to 1984. The percentage of professional and higher-graded
posts iri established offices occupied by women had risen from 18.2% to 20.3%. Measured
against the World Health Assembly1s target of 30%, there was clearly still a considerable
distance to be covered - at a faster rate, it was to be hoped, than the 2• 1% increase
achieved over the 1984 figure. There had been progress, too, in placing women in positions
of higher responsibility; 43 women now occupied posts graded at P.5 and above, eight more
than in 1984; the number of women directors at D.2 level had risen from one to four, and
four women had recently been appointed as WHO representatives. There was, however, still a
striking disproportion between men and women at the higher levels, and there was as yet no
woman among the 14 ungraded posts. That emerged very clearly from the chart at the end of
the report，1 which showed that women at grade P.5 and above represented only about 6% of
the total.
With regard to women working in short-term and advisory capacities, their proportion was
roughly the same as that of women on the staff* That was one of the areas where positive
change could be brought about most rapidly• Special attention needed to be paid to the
composition of the expert advisory panels, since women had comprised only 10.7% of their
membership in 1986. The Board had already held an exchange of views on that subject at its
sixteenth meeting in connection with item 3 of the agenda (Report on appointments to expert
advisory panels and committees)•
The action that the Director-General intended to undertake to further enhance the
participation of women was outlined in sect ion 5 of the report, which also contained a
summary and conclusions. While constraints did exist, the key to continuing progress was a
determined effort by the Organization, as well as by governments, to locate more women
recognized for their excellence and suitable for working in and with WHO, The
Director-General hoped that he could count on the full support and cooperation of Member
States, which was crucial for the success of the enterpriseSir John REID said he was glad that the report submitted to the Board was more
comprehensive than before and that it recorded progress made in the recruitment of
well-qualified women in professional and higher-graded posts. On the other hand, a great
deal still remained to be done to reach the 30% target agreed upon by the Board and the
Health Assembly. There was also a need to increase the number of women serving as
consultants, advisers and short-term experts, as well as the number of women who were awarded
WHO fellowships. The proportion of women attend ing the Health Assembly and serving on the
Board was still disappointingly low, and he believed that, while some of the necessary action
should certainly be taken by the Organization, much more must be done by individual
governments; it must be brought home to them that there were few countries which did not
have well-educated, well-qualified women who would be suitable for work in WHO. In addition,
continuing attention must be paid to the number of women in higher-graded posts, which he
considered to be quite ludicrously low. He was sure that the Board would approve the draft
resolution suggested by the Secretariat, and hoped that that text would be fully debated in
the Health Assembly, for it was only by making individual Member States aware of the problem
that WHO could move more rapidly towards attaining the 30% target,
Dr GUERRA DE MACEDO (Regional Director for the Americas) said that although the figures
for the Americas in the report were correct they did not reflect what was really happening in
the Region. The reason for that was that the Americas had two Organizations and two budgets,
those of the Pan American Health Organization (РАНО) and of WHO. Despite that division, the
figures had been dealt with as though only one single organization was involved, and the
report did not take into account what was happening in РАНО. During the past two years,
changes in the organization of the staff had led to loss of control over one of the variables
which had always been taken into considérât ion 一 the distribution of posts held by women so
as to keep the same proportion in both Organizations； owing to the reorganization, some of
the posts held by women in WHO had been transferred to РАНО, so that the total number of
staff working in the Region, irrespective of the Organization by which they were paid, would
show a situation quite different from that described in the report. There had in fact been
no reduction in the number of women holding posts in the central office in Washington, D.C.,
to which the report basically referred. However, there had in fact been a very small
percentage reduction, from 31.78% in 1984 to 31.63% in 1986, due riot to a decrease in the
number of women staff members, but to the appointment of one more man. Accordingly, no

progress had been made at the Washington office but no reduction had been recorded. On the
other hand, advances had been made in the field offices, which had allowed an increase to be
made in the total figures (for central office and field staff) from 22.23% to 23.77% between
1984 and 1986， if the source of funding of posts was disregarded.
There were two major stumbling blocks to improving the situation in the Region. In the
first place, the reduction in the number of professional posts which had prevailed throughout
the Organization had been nothing short of spectacular in the Americas. the figure of 1756
such posts in the regular budget in 1981 had been reduced to 1268 by 1986, and the downward
trend was continuing; that of course stood in the way of increasing the representativeness
of any group. But the main difficulty was that of recruitment; he agreed that women capable
of working in the Organization could be found in many countries, but the capacity of women to
accept the working conditions of an international organization was relatively limited. That
factor was followed closely by WHO in its recruitment policies with a view to an increased
participation of women； womens1 organizations were also watching the situation, the Regional
Office had three advisory committees on the subject, and those responsible, particularly the
Regional Director, the WHO representatives and the coordinators of the various programmes,
had been asked to give the matter special attention. The Office was actively seeking
candidates who were not only scientifically and technically capable but were also capable of
accepting the working conditions； it must be borne in mind that in the Americas women would
often sacrifice their professions in order to accompany their husbands, but that their
husbands were not prepared to make similar sacrifices； women tended to resign themselves to
that situation and generally would not accept ail international posting, or would accept it
only if work could also be found for their husbands, which was not always possible•
Mr BOYER (adviser to Dr Young) expressed his appreciation of the document under
consideration. It was important that WHO should continue to place emphasis on involving
women in both staff and programme activities. He commended Dr Guerra de Macedo1s statement.
The Regional Office for the Americas had made outstanding progress in involving women not
only in WHO, but in the whole United Nations system. It had produced effective documents on
the subject and had made actual progress in implementation.
In the draft resolution recommended for adoption by the Health Assembly, on the
participation of women, he proposed deleting, in operative paragraph 2， the word "potential"
and, after the word "assignments", adding "and for fellowships".
Dr MONEKOSSO (Regional Director for Africa) said that the efforts being made in the
African Region met with the same cultural problems as had been mentioned concerning other
regions, in particular, the fact that some of the best qualified candidates were married
women. In the African culture it was practically impossible for a woman to leave her family
to take up an international appointment unless her husband agreed to accompany her - and that
had very rarely happened.
к suggestion had been made by a woman in the Region that it might be possible for women
to work in their own countries as national professional officers. If that could be done, it
would be possible for some of the very excellent personnel to remain at home and help in the
work of the Organization in a technical capacity. If they were not classified as full staff
members, that would not make a difference to the draft resolution, but it would have an
important effect in making available the very substantial talent which at present remained
unused.
Dr GUERRA DE MACEDO (Regional Director for the Americas) said that he had been reminded
by Mr Boyer1s statement that he had omitted to inform the Board that the Region of the
Americas had already surpassed the WHO target and had reached almost 32% in professional
posts held by women at its headquarters. The governing bodies had set a new goal, which was
perhaps somewhat optimistic, of 40%.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that it might be
helpful if the Board could agree that, for the employment of women, the regions might be
exempted from keeping to the rule of geographical distribution. In many cases his Region had
been unable to recruit certain outstanding women simply because of that constraint. In the
previous year, the first woman WHO representative in the Region had been appointed; some
progress had therefore been made. He had asked for exemption from the geographical
distribution rule for a nursing position, but it had been denied, and the Regional Office had
now been waiting for about eight years to fill that position. He hoped the Board would bear
that matter in mind.

The CHAIRMAN invited the Executive Board to adopt the draft resolution on the
participation of women with the amendments proposed by Mr Boyer.
The resolution， as thus amended, was adopted,1
Dr AASHI said that in the Arabic text "recruitment" should be translated by a more
accurate word.
Mrs KALM (consultant to the Director-General) thanked the members of the Board for their
support.
On the point made by Dr Van West-Charles at the eighteenth meeting on the effect of
setting targets, she explained that the target had been established by the Board and the
Health Assembly riot only to redress an imbalance but out of the conviction that women had a
contribution to make to the work of the Organization, The target in the area under
discussion, as in any others, had two purposes; it provided a useful goal towards which to
strive and a yardstick against which progress could be measured. So long as the paramount
consideration remained that of excellence and quality, there need not be any concern that it
was a constraint•

2.

REAL ESTATE FUND:

Item 17 of the Agenda (Documents EB79/292 and EB79/INF.DOC./3)

Mr FURTH (Assistant Director-General), introducing the item, said that document ЕВ79/29
contained the Director-General1s report on the status of projects being financed from the
Real Estate Fund and on the estimated requirements of the Fund for the period 1 June 1987 to
31 May 1988.
In part I of the report the Board would find information on the status of projects in
the regions and headquarters undertaken before 31 May 1987. Paragraphs 1.1 to 1.8 reported
on details of approved projects for the Regional Office for Africa. Projects described in
paragraphs 1.1 to 1.6 had been completed or virtually completed; a few outstanding accounts
remained to be settled; none of those projects, however, were expected to exceed the
previously estimated amounts. As regards the extension of the Regional Office building,
reported in paragraph 1.7, the contracts were now being awarded and the construction should
be completed by the end of 1987.
Paragraph 2• 1 reported oil the status of the work to be carried out on the façade of the
РАНО/WHO office building. Paragraph 3.1 indicated the completion of the extension of the
Regional Office for South-East Asia. Paragraph 4.1 reported on the decision to abandon the
construction of an industrial lift in the Regional Office for Europe in view of the high
cost • Paragraph 5.1 confirmed the complet ion of an extension to the Regional Office for the
Eastern Mediterranean building. Paragraphs 6,1 to 6.3 reported on the completion of approved
projects at the Regional Office for the Western Pacific. The remodelling of the conference
hall had cost US$ 57 000 more than had been estimated but, on the other hand, it had been
possible to realize an economy of US$ 115 000 on the new telephone exchange. Paragraph 7.1
indicated that the work to ensure the structural safety of the eighth floor of the
headquarters building had been completed, and paragraph 7.2 reported on the status of the
remodelling of the eighth floor.
In part II of the Director-General• s report, the Board would find the estimated
requirements of the Real Estate Fund for the period 1 June 1987 to 31 May 1988. The details
of the requirements for the Regional Offices for the Americas, South-East Asia arid the
Eastern Mediterranean were shown in paragraphs 8.1 to 10.1. He thought that those paragraphs
were self-explanatory, but was sure that the Regional Directors concerned would be glad to
give any additional information that might be desired. He pointed out， however, with respect
to paragraph 8.1，that the lowest bidder for the job of remodelling РАНО1 s computer centre
had now withdrawn, and that therefore the job would have to be done by another contractor,
whose bid at US$ 134 350 was US$ 25 850 above the original estimate of US$ 108 500.
Consequently, the financial participation from the WHO Real Estate Fund, in accordance with

the formula of 25% participation, would now be US$ 33 588, instead of the US^ 27 125
indicated in paragraph 8.1.
Finally, part III of the report summarized the estimated requirements of the Real Estate
Fund for the period of 1 June 1987 to 31 May 1988. The figure of
254 125 in the last
paragraph of the draft resolution suggested by the Secretariat would have to be changed to
US$ 260 588 in order to take into account the estimate of the additional cost to be incurred
for the remodelling of the РАНО computer centre, to which he had just referred. The
consequential amendments would be to replace the word "expenditures" in the last paragraph of
the draft resolution by the word "projects" , and the word "revised" should be added before
the word "estimated".
Document EB79/INF.D0C./3 was a report providing information on the Regional Office
accommodation in the Eastern Mediterranean Region. Paragraph 18 of that document summarized
resolution EM/RC33/R.15, adopted by the Regional Committee for the Eastern Mediterranean at
its session in Kuwait in October 1986. The Board might wish to take note of that report,
It was so agreed.
Professor MENCHACA asked what would be done with the considerable savings which it
seemed would be made• Would they be allowed to accumulate or would they be spent on
something else?
Mr BOYER (adviser to Dr Young) said that the proposed new funding appeared to be
reasonable and did not require an additional appropriation, which would be pleasing to all.
He was also pleased to note that virtually all of the more recently approved projects had
been completed at less cost than originally anticipated. The only exception was that in the
Regional Office for the Western Pacific, the installation of new interpretation equipment had
cost more than originally planned because the system had been changed. He understood that at
the Regional Committee session held there in September 1986, the new equipment had failed;
possibly the cheaper equipment might have worked better.
Dr NAKAJIMA (Regional Director for the Western Pacific) said that the cost of the
interpretation equipment had increased because the system had been upgraded on the strong
recommendation of a headquarters expert. The Western Pacific Region had no expertise on such
equipment and it was therefore necessary to depend on headquarters recommendations. The cost
had been further increased by the installation of an additional channel for the future use of
an additional language if that were later required. However, due to the saving on the
telephone exchange, total savings of US$ 58 000 had been achieved,
Mr FURTH (Assistant Director-General), replying to Professor Menchaca, said that the
savings ultimately accrued to all Member States. Net savings remained in the Real Estate
Fund where they earned interest and, if authorized by the Health Assembly, could be used to
finance additional projects in a subsequent year without there being a need for an additional
appropriation of casual income to the Real Estate Fund.
The CHAIRMAN invited the Executive Board to adopt the resolution suggested by the
Secretariat with the amendment proposed by Mr Furth.
The resolution, as amended, was adopted.丄

3.

CONFIRMATION OF AMENDMENTS TO THE FINANCIAL RULES;
EB79/282)

Item 18 of the Agenda (Document

Mr FURTH (Assistant Director-General) said that the Director-General was reporting, in
document EB79/28, on the amendments made to the Financial Rules which, in accordance with
Financial Regulation 16.1, were submitted for confirmation by the Executive Board. The
previous and new texts were shown, with additions underlined and deletions indicated in

square brackets. The majority of the amendments were long overdue, as they related to the
references to the annual programme of work， the annual budget and annual financial report.
Those provisions had been amended to reflect the biennial programme of work, the biennial
budget and the interim and biennial financial reports.
In view of the different sources of funds available to finance the Organization's
activities, Financial Rule 101.2 had been expanded to provide that all financial transactions
of the Organization were subject to the budgeting and accounting principles and rules
applicable to the source of the funds concerned.
Editorial changes had been introduced to reflect minor modifications in financial
practices.
The establishment since 1971 of an advisory committee to assist the Director-General in
framing broad investment policies had been reflected in new Financial Rule 109.7.
As stated in paragraph 9 of the Director-General1s report, there were no budgetary
implications arising from the amendments. Should the Executive Board agree with the
amendments reported by the Director-General， it might wish to adopt the resolution suggested
by the Secretariat, confirming the amendment s to the Financial Rules which had been made by
the Director-General with effect from 1 October 1986.
Professor GIRARD asked the reasons for the establishment of the advisory committee
referred to in Rule 109.7, who would sit on that Committee and what were its functions?
Mr FURTH (Assistant Director-General) said that the Advisory Investment Committee had
been established by the Director-General in 1971 and had thus functioned for 16 years. It
was composed of staff members particularly concerned with the subject, including himself,
plus three outside bankers representative of French, Swiss and United States banks
respectively. The Committee met twice a year to review the banks in which WHO funds should
be placed, especially from the point of view of security of the deposits. It reviewed the
prospects for interest rates and exchange rates, the currencies in which TOO funds should be
held, the maximum limits of amounts which should be deposited in any given bank, the
distribution of investments as regards safety - so that not too much money was placed in any
one country or bank 一 and matters of that kind. It offered practical advice to the staff
responsible for the safe keeping of WHO funds and for earning the maximum possible amount of
casual income, for casual income was largely composed of interest on bank deposits ~ having
due regard to the safety of the investments. The term "investment" was perhaps ambiguous
since in fact most of WHO 1 s funds were held in short-term deposits in banks. When a
voluntary or an assessed contribution was received by WHO, it was immediately placed in a
bank, either in a cal 1 account or on a term deposit, the aim being to earn the highest
possible interest having due regard to the safety of the funds•
Dr KOSENKO (alternate to Professor Isakov) requested some clarification regarding the
proposed amendment to Rule 116,3, where the amount under which purchases and contracts did
not need a competitive bid was to be raised from US$ 1000 to
2500. He would also like to
know why the amendments had been brought into force on 1 October 1986 without waiting for a
decision by the Board.
ii
Mr VOIGTLANDER (alternate to Professor Steinbach) noted that in Rules 103,2 and 103.4
the term "casual income" had been introduced. It replaced the term "miscellaneous income"
defined in Financial Regulations 6.1 and 7.1. Would that change have any effect on the
situation with regard to the surpluses paid back to Member States? Normally such payments
were made only in the following biennium - two or even three years later. Would it be
possible to have some written information on the Advisory Investment Committee, about which
questions had been asked in the Federal Republic of Germany?
Mr FURTH (Assistant Director-General), replying to Dr Kosenko, explained that in
Rule 116,3 the floor for purchases or contracts on the basis of competitive bids had been
raised because of inflation. The figure had last been reviewed 27 years earlier, and what
had cost US$ 1000 then would cost at least US$ 2500 now. The raising of the figure would
avoid a lot of paperwork for minor purchases. The Internal Auditor had been consulted on all
the amendments and had expressed his agreement• The amendments had been brought into force
on 1 October 1986 before the Board had confirmed them because Financial Regulation 16.1
stated that "The Director-General shall report annually to the Health Assembly such financial

rules and amendments thereto as he may make to implement these regulations, after
confirmation by the Board". The same principle applied to the Staff Rules: the amendments
to the Staff Rules that were made by the Director-General went into effect on any date that
he determined, but at the first opportunity he reported to the Board, which could either
confirm them or reject them. In the latter event, they lost all validity.
Replying to the question put by Mr Voigtlander concerning the replacement of the
Miscellaneous Income and Assembly Suspense Accounts by a single Casual Income Account, he
explained that the two accounts had been merged in the early 1970s because it had been felt
that it was impractical to keep two separate accounts. There had once been a question as to
what should be done with the budget, surpluses that had arisen as a result, he believed, of
the attempted withdrawal of some Member States from the Organization. When those States had
resumed their active participation in the Organization some arrears of contributions had been
paid and had gone into a newly created Assembly Suspense Account. That account had later
lost all practical application, and consequently the two accounts, which, when considered
together, had already been called "casual income", had been merged. The change would have no
effect on any of the procedures； it was merely a confirmation of a situation that had
existed for a long time.
Material on the Advisory Investment Committee was available and could be supplied to
Mr Voigtlander.
The CHAIRMAN invited the Board to adopt the draft resolution on confirmation of
amendments Co the Financial Rules.
The resolution was adopted,丄

4.

METHOD OF WORK OF THE WORLD HEALTH ASSEMBLY (REPORT BY THE PROGRAMME COMMITTEE)：
Item 19 of the Agenda (Document EB79/30 2 )

Sir John REID (Vice-Chairman of the Programme Committee), introducing the report, said
that it had been adopted unanimously by the Committee. Considerable time had been spent in
discussing various aspects of the Health Assembly's work with a view to finding ways of
improving them. The Programme Committee had studied all the suggestions made by members of
the Board and had also fully reviewed the report of the 1982 working group on the same
subject. The group had spent three days in close debate, and the great majority of its
conclusions had been accepted by the Board and by the Health Assembly. At the seventy-eighth
session of the Board the question had arisen as to whether there was a case for setting up a
new working group on the methods of work of the Health Assembly. The Programme Committee had
come to the conclusion that it was not necessary to do so and that the Board, on the basis of
the report now before it, could reach conclusions on the only matters that seemed to be
outstanding.
The CHAIRMAN suggested that the different issues dealt with in the report be taken one
by one.
Duration of the Health Assembly
In connection with the suggestion that the duration of the Health Assembly should remain
at not more than two weeks in budget and non-budget years alike, Sir John REID (Vice-Chairman
of the Programme Committee) said that during the discussion of the programme budget, the
Director-General had indicated that, as an economy measure, the financial allowance had been
cut so that in the forthcoming budgetary year the Health Assembly would last for only two
weeks. The Programme Committee had noted that it had been possible to respect such a
limitation in the past, and had welcomed the Director-General's proposal that certain of the
ceremonial proceedings might be reviewed to see whether they might be curtailed, to allow the
maximum time for discussion of the very important issues with which the Health Assembly was
always faced.

1

?

Resolution EB79.R15.

Dr FERNANDO agreed that the Health Assembly should last two weeks. The developing
countries valued the opportunity afforded by its sessions to inform other countries of
national health concerns which had a bearing beyond their own frontiers. Pointing out that
under Rule 55 of the Rules of Procedure the President of the World Health Assembly could call
a speaker to order if his remarks were not relevant to the subject under discussion, he
argued that the restriction of delegates1 statements in the main committees to five minutes
would impose severe restrictions on the relation of the experiences and expression of the
views of all Member countries. That would - he submitted - have a particularly adverse
effect on the pursuit of the goal of health for all; he would consequently recommend that
the imposition of time-limits should be left to the authority of the President of the Health
Assembly and the committee chairmen. That would ensure that all countries could benefit from
the valuable contributions made by delegates, with the added guarantee that they would be
relevant•
Dr JAKAB (alternate to Professor Forgács) said that the question of whether the durât ion
of the World Health Assembly should be limited to two weeks in years when there was a
proposed programme budget to consider was a very complex issue, on which a careful decision
must be taken if the pressure of an overloaded agenda experienced on the previous two such
occasions was to be avoided. In the past，the deferral of consideration of some agenda items
from one Health Assembly to the next had caused difficulties, while the transfer of items
from one of the two main committees to the other had caused great confusion among the
specialists, whose presence was thus sometimes required simultaneously in both. She was not
opposed to night meetings, but whether they actually took place or were merely threatened,
they had the effect of disrupting plans. If the proposed limitation was endorsed by the
Board, much more careful considérât ion would have to be given to the number of items on the
agenda. In fact, the only advantage of limiting the duration of the Health Assembly to two
weeks in programme budget years was the financial saving made. Might not a wiser decision be
to leave it to the General Committee to determine the closing date, as in the past?
Professor MENCHACA said that the case for limiting the duration of the Health Assembly
to two weeks in odd-numbered years seemed well-just if ied, and agreed that to do so would
result in savings. The Board was empowered to fix the duration of the Health Assembly each
year at its January session (resolution EB63.R33) and the Health Assembly itself had
determined that its durât ion in odd-numbered years should be limited to as near to two weeks
as was consistent with the efficient and effective conduct of business (resolution
WHA36.16). Subject to that proviso, and to the understanding that agenda items would not in
consequence have to be deferred to subsequent Health Assemblies, he could endorse the
Programme 01011!11111:亡66丨8 recommendation.
Dr AASHI said that the proposal was more than timely. Reduction of the duration of the
Health Assembly, in order to make savings for the Organization, would also be of benefit to
Member States, because all who attended the Health Assembly occupied high official posts at
home； they would be away from home for shorter periods. Provided that the reduction did not
affect its work, it might even be possible for the Health Assembly to meet for less than two
weeks•
Pointing out that heads of delegations came to the Health Assembly at great expense in
order to lay their projects and achievements before it, he suggested that since that process
took up much time，it might be more economical to publish country statements in booklet
form; did not what was read usually make a more lasting impression than what was heard?
Mr FURTH (Assistant Director-General) pointed out that the programme budget for
1988-1989， already approved by the Board， provided for a Health Assembly of only two weeks
every year, as indicated on page 44 of the budget document, under programme 1.1. The result
in real terms would be a budget decrease of US$ 194 100. Consequently, the Board had already
taken a decision on the matter for the biennium 1988-1989. Ай for 1987, the Director-General
had included in his contingency programme budget implementation reduction plan,^ which had
also been reviewed by the Board, a reduction of US$ 210 000 resulting from the shortening of
the 1987 Health Assembly to two weeks. Again it seemed that the Executive Board had already
taken a decision on the matter, at least in financial terms. If the Board should now take a
different decision, additional provision would have to be made in the budget for 1988-1989

and the Director-General would have to programme other reductions in 1987 in order to make
the difference in the contingency plan for 1986-1987.
Dr QUIJANO warmly endorsed the Programme Committee's recommendation.
Dr GRECH joined in agreeing that the duration of the Health Assembly should be two
weeks, provided that did not make it necessary to defer the consideration of agenda items to
subsequent Health Assemblies.
Professor MENCHACA reiterated his concern with respect to the proviso that the
t
arrangement must be compatible with the efficient and effective conduct of business. It
should be understood that if any anomalous situation were to arise, the time-limit would not
apply.
Dr LARIVIERE (alternate to Dr Law) asked how Professor Menchaca1s substantive comments
were to be handled. The Programme Committee1 s report was not subject to amendment. He
presumed that the suggestions embodied in those comments would be reflected in the summary
records made available to the Health Assembly.
Mr FURTH (Assistant Director-General) explained that the Programme Committee had
reported to the Board and that the Board would not make any report of its own on the matter
to the Health Assembly. The remarks made during the present discussion would be included in
the summary records and Che attention of the Health Assembly would be drawn to them when the
matter was discussed.
Professor MENCHACA thanked Mr Furth for his explanation. However, he found it hard to
believe that the Board could not amend the report of its Programme Committee.
Sir John REID (Vice-Chairman of the Programme Coramittee) said that it was his
understanding that a committee of the Board was reporting to the parent body； the latter
was 一 he believed 一 entirely at liberty to deal with the report as it wished.
Professor MENCHACA said he shared Sir John Reid 1 s understanding of the situation.
Proceedings of main committees
Sir John REID (Vice-Chairman of the Programme Committee) recalled that a member of the
Board had suggested that it might be possible， in the main committees of the Health Assembly,
for delegates1 statements to be inserted in the summary records without necessarily having
been delivered orally• It seemed that an analogy was being drawn with certain arrangements
for the plenary, where it had been decided that written texts might be submitted for
inclusion in the verbatim records as a means of encouraging delegates to limit the duration
of their statements in the general debate. The Programme Committee had, however, felt there
to be a distinction between the plenary and the main committees； in the latter, there was a
genuine exchange of views, together with the compromises and changes of position on which
consensus generally depended. Consequently, it did not seem appropriate to suggest that
delegates1 statements should s imply be handed in in writing, because they would be quite
disjointed from the actual debate. On the other hand, the Programme Committee had
appreciated that country experiences were often of great value; it therefore recommended
that country experiences might be related in documentât ion to be made available by delegates
to those interested.
The question of placing a time-limit on statements in the main committees was a
difficult one. There was a recommendation on that matter for plenary meetings - 10 minutes and it had been thought that a time-limit of five minutes would be appropriate for the main
committees. If those recommendations were adopted, a number of amendment s to the Rules of
Procedure would be required, as well as an "escape clause" allowing for substantially longer
statements in special circumstances. The suggested amendments were set out in paragraph 5 of
the report.
Professor MENCHACA expressed his support for the recommendations made by the Programme
Committee in paragraph 4 of its report. However, he thoroughly disagreed with the
recommendation in paragraph 5 for the establishment of a time-limit for the delivery of
delegates1 statements in the main committees of the Health Assembly. There were no reasons
for adopting such a measure, particularly when it was borne in mind that the Thirty-sixth and

Thirty-eighth World Health Assemblies had concluded their business early even though they had
had to consider programme budget proposals. The amendments would not make the proceedings
more fluid but would merely create restrictions. Long and repetitive statements were already
taken care of in the existing Rules of Procedure, particularly in Rule 51 • There was no need
to change that Rule, but only to apply it properly, in combination with Rule 27 on the role
of the President of the Health Assembly, and Rule 55 by which the President was authorized to
call speakers to order; operative paragraph 2(3) of resolution WHA30.50 on the role of
chairmen of the main committees was also relevant•
The Rules of Procedure of the United Nations General Assembly also applied to the
question under consideration, since it had also concerned itself with the question of
efficacy of its meetings• He drew attention to several of those Rules of Procedure, which
laid down the functions of the President of the General Assembly as well as of the chairmen
of the committees. It had been established by the special committee whose responsibility it
was to consider amendments aimed at improving the satisfactory working of the General
Assembly that the role of the President and of those chairmen was of vital importance in
ensuring the effective functioning of meetings, while fully safeguarding the rights of all
members. That committee had stated, with regard to applying a time-limit to representatives
interventions, that, while all statements should be sufficiently brief so that all
delegations had the opportunity of putting their respective governments1 point of view, it
did not seem appropriate to apply a strict rule.
He believed that the President of the Health Assembly and the Secretariat already had
available to them the necessary means for directing the proceedings and making the fullest
effective use of the time available at sessions.
Dr QUIJANO stated that he was fully in agreement with the proposals of the Programme
Committee set out in paragraphs 4 and 5. All the more so because, in the course of past
conversât ions with representatives of some of the Latin American missions to the United
Nations in Geneva, he had very often heard it said that WHO meetings were considered as the
most effective of all those which took place within the organizations of the United Nations
system. That was not only due to the recommendations of the Director-General and the
Secretariat, but also to the fact that delegations to the Health Assembly and members of the
Board had developed a succinct form of expressing their viewpoints•
Dr JAKAB (alternate to Professor Forgács) said that the limitation of delegates1
intervent ions in the main committees to five minutes would be acceptable, provided that the
chairmen of those committees not only had the right to waive that restriction, but were
prepared to exercise it in all seriousness. It did not seem to her appropriate for written
statements to be handed in to the main committees, since that would prevent proper discussion
on agenda items• In fact, five minutes would not be sufficient for making a statement
concerning a document under review as well as sharing some interesting and useful references
to achievements at the national level with other delegates. Accordingly, if the Programme
Committee1 s recommendations were accepted, the chairman of a committee would be faced with
the task of deciding objectively which cases should not be subject to that time restriction.
Since the question was of such great importance, it seemed to her that the Board should
consider carefully all the reservations voiced by Professor Menchaca; was an immediate
decision required?
Professor GIRARD said that, as a member of the Programme Committee, he shared
Sir John Reid1 s interprétât ion of its responsibility before the Board,
As regards the method of work of the Health Assembly, he wished to stress that the
measures advocated in the Committee1 s report in reality constituted a whole. Paragraph 3,
which recommended the limitation of the duration of all future Health Assemblies to not more
than two weeks, should not merely remain a pious hope; indeed that limitation had already
been accepted in principle. The means had to be found to put that recommendation into
practice, with due regard to the expressed insistence on the quality of the work of the
Health Assembly and on the need to implement that limitation without having to defer agenda
items to subsequent Health Assemblies, Paragraphs 4 and 5 of the report therefore followed
logically upon paragraph 3，in that they set out the methods of achieving that objective.
Where paragraph 5 was concerned he did not believe that any of the members of the
Programme Committee had had the slightest intention of diminishing the quality or quantity of
interventions; moreover the "escape clause" referred to by Sir John Reid should dispel any

remaining apprehensions. The question was basically one of efficacy, measured in terms of
cost. The length of sessions obviously affected expenditure; all Member States were
responsible to the Organization, not only for its effectiveness but also for its financial
equilibrium, to which such considerable reference had been made in the course of the current
session. It was therefore logical to think the matter through, and that involved an
evaluation of the time/cost relationship. That seemed to him the basis on which the
recommendations had to be considered.
Dr Jakab had said that night meetings, because they were not scheduled in advance, gave
rise to planning difficulties within a full programme of activities. He suggested a
practical solution to that problem, which would be for night meetings (two each week if
necessary) to be scheduled, for dates that would be announced on the first day of the Health
Assembly, with the understanding that they would be cancelled if not required; the result
would be that while social activities might be expanded at short notice, they would not be
curtailed.
Dr YOUNG supported the statement by Professor Girard. All the propositions must be
looked at as a whole; the recommended mechanisms were merely a logical response to the basic
decision to limit the duration of the Health Assembly to not more than two weeks•
Mr VOIGTLANDER (alternate to Professor Steinbach) echoed Dr Jakab* s concern that the
Health Assembly was to an ever greater extent deferring from one session to the next items
which were of direct, immediate relevance to the health sector and were not of a sensitive
political nature. Procedures must be rationalized to prevent such occurrences in the future.
Experience taught that it was possible to propound a well-conceived idea in five
minutes, while a concept lacking in precision could take longer to present. However, from
his own experience as Vice-Chairman of one of the main committees at the previous Health
Assembly, he was fully aware that it was a very delicate matter to attempt to dissuade a
delegate from speaking at undue length on a subject which lay within the agenda item without
seeming discourteous; and courtesy must, of course, prevail.
Iri the light of those considerations, and, unless any better proposals were advanced, he
would endorse the recommendations of the Programme Committee. The time-limit should be
introduced, even if it were hard to apply, and the situation could be reviewed after some Lwo
years or so with a view to deciding whether the new procedure had proved satisfactory or
not.
Dr GRECH agreed that delegations should still be required to present their statements
orally in the main committees• He also agreed that a time-limit of five minutes should be
impose'd, with the "escape clause" that the Programme Committee recommended. It seemed to him
that it should be possible for speakers to expound the main thrust and direction of their
arguments in five minutes. However, to meet the reservations voiced by Professor Menchaca,
it should be made possible for delegates to elaborate on those arguments in a written
statement to be annexed to the summary record. Such a procedure should, he believed, allay
the concern of the Programme Committee that delegates must be able to make their proper
contribution in arriving at a consensus on the issues under discussion.
Dr DE SOUZA (alternate to Mr McKay), speaking also as a member of the Programme
Committee, said that there was most certainly no intention of muzzling speakers in any way in
the recommendations before the Board. However, substantial concern had been expressed at the
amount of time spent, even at the previous Health Assembly, on some items of the agenda; at
times there had been as many as seventy or more speakers on a particular item. If each had
spoken for five minutes, that would have amounted to almost six hours, whereas some debates
had in fact gone on for two days because many delegates had spoken for more than five
minutes, in some cases a great deal more. He had heard some very interesting statements, but
also an enormous amount of repetition; the chairmen had at times even appealed to speakers
to refrain from raising points already made by others, arid merely to allude to them, and not
necessarily to adhere to long prepared texts.
That was the background against which the Programme Committee had prepared its
proposals； it was attempting to encourage succinct presentation and concentration on the
subject under discussion. It had also felt that to specify a certain time-limit would
reinforce the chairmen's ability to intervene should they consider that necessary.

He accepted Professor Menchaca1s point that the Rules of Procedure already allowed the
chairmen to intervene. The reality of the situation, however, was that, for the reason
described by Mr Voigtlander, that happened extremely rarely; adoption of the proposal would
merely strengthen the position of the chairmen and give them the opportunity to invoke that
rule，which was - in any case - accompanied by an "escape clause" •
Professor RAKOTOMANGA agreed with Dr Grech that delegates should be allowed to amplify
their statements in writing. He added that speakers could, in all events，ask for the floor
more than once on a single item. He fully endorsed the recommendat ions by the Programme
Committee as embodying, at the least, an objective to be aimed at.
Dr KOINANGE fully endorsed the recommendation that the time allowed for statements be
limited. From his own experience as Chairman of one of the main committees, he thought the
suggestion had much in its favour and would constitute the wisest course of action at the
present juncture.
Professor RUDOWSKI observed that the problem of a time-limit to speeches had already
been solved in several scientific groups by means of the introduction of a system of lights:
green signified that the speaker had four minutes; yellow that it was time to begin to
conclude; red, that time was up. Unfortunately, that system had been disregarded in plenary
session in the World Health Assembly by many speakers, and he would agree with Mr Voigtlander
that it was sometimes almost impossible to curtail long interventions.
Accordingly, taking into account the number of Member States and the programme of the
Health Assembly, he would support the concept of introducing a time-limit. It would also be
desirable to suggest that all speakers should organize their interventions, proceeding from a
brief introduction to the main substance and then concluding remarks. It seemed to him that,
if statements were properly structured, considerable substance could be expressed even in
five minutes.
Professor MENCHACA referred to the esteem in which the Board held the integrity and
ability of the Programme Committee, which had worked in the best interests of the Health
Assembly; he said that while that was in no way questioned, no one could be considered
infallible ； it seemed to him perfectly valid for members of the Programme Committee to
review their stand in the light of any additional information which had come to light or as a
result of considering the situation from another angle.
He agreed with Dr Quijano on WHO 1 s reputation for having the most effective meetings of
all the international agencies. Naturally, it could be said that that was no reason not to
pursue efforts to reach a perfect state of affairs• He wished first of all to stress the
fact that the Health Assembly and the Organization were not in any sense facing a crisis of
any magnitude calling for changes of the type proposed• Moreover, it should be recalled that
the method of work of the Health Assembly had been thoroughly reviewed only three years
earlier.
Reference had been made by Professor Girard to the fact that paragraphs 4 arid 5 of the
report of the Programme Committee could be considered a logical extension of paragraph 3.
However, it should be borne iri mind that, without the adoption of a measure for specific
limitation of statements, two recent sessions of the Health Assembly had completed their work
within two weeks. Furthermore, the President of the Health Assembly, the chairmen of the
main committees and the Secretariat already had at their disposal the necessary legal tools
to ensure the satisfactory functioning of the session. Therefore, since there was no crisis
as far as he could see, he was unable to accept the new proposals.
To Dr Young, who had supported Professor Girard, he would say that the proposals simply
did not seem to him to reflect an appropriate mechanism. He saw no reason not to admit that
a mistaken course had been suggested on the basis of inadequate information, without in any
way reflecting on members of the Programme Committee or the Board.
He entirely agreed with Mr Voigtlander that it was desirable to rationalize procedures
for the most effective use of the time available, but there was no need to amend the Rules of
Procedure to bring that about. He also agreed with Mr Voigtlander that it was a delicate
matter for a chairman to cut short a speaker. However, that was sometimes necessary, even at
the risk of appearing discourteous• He saw that risk as being part of the responsibilities
of a chairman. Indeed, no one should accept the office of chairman unless he were fully

prepared to assume all the responsibilities it entailed, even if that were to prove
difficult• Personally, he would find it even more difficult to agree to an amendment to the
Rules of Procedure which could, in Dr de Souza1s term, result in the "muzzling" of speakers.
He was therefore unable to accept the Programme Committee1 s recommendation, which did
not appear justified in view of the adequate means already available to ensure the
satisfactory and effective functioning of the Health Assembly, particularly taking into
account the fact that two recent Health Assemblies had completed their work successfully in
two weeks.
Dr SAVEL'EV (adviser to Professor Isakov) suggested another possibility, dictated by
past experience. Since the recommendations of the Programme Committee had met with a certain
measure of disagreement， the Board might propose that they be applied by the Health Assembly
on an experimental basis, say for two years, following which the situation could be
re-examined and a final decision taken as to whether to adopt those changes permanently or to
revert to the original position.
Dr DE SOUZA (alternate to Mr McKay) said he considered Professor Menchaca to be an
eloquent and formidable advocate• However, it seemed to him that Professor Menchaca1s
impressions of sessions of the Health Assembly differed very substantially from his own and
those of other members of the Programme Committee, He stressed once again that there was no
attempt to muzzle speakers, and that the chairmen of the main committees would be empowered
to waive the proposed limitation at any time•
The compromise suggested by the previous speaker could well be considered if there were
any very real concerns in regard to the Programme Committee1s recommendations; obviously
Professor Menchaca had such concerns and there might be others. He would accordingly be
perfectly prepared to support that compromise if it were put to the Board.
Dr BELLA concurred with the two previous speakers.
Professor MENCHACA said that of course impressions were personal and would vary
according to one1 s personality and immediate surroundings - it was always interesting to see
how an event was retold by different people. However, he had not referred to his own
impressions but to the objective facts as stated by the Programme Committee that, in the twc
Health Assemblies examined, it had been possible to complete the work quickly because of the
way the work had been conducted, as a result of the actions of the Secretariat and the
chairmen of the main committees, without any amendments being made to the Rules of
Procedure. If the Health Assembly had had to be extended for a further week, entailing
additional expenses, he could have understood the need to make formal changes.
He noted Dr Savel1ev1s proposal. However, it should be possible for the Secretariat to
recommend to the chairmen of the main committees that they should limit statements using the
existing Rules of Procedure. The Health Assembly could take a decision on that, thereby
avoiding the problems that might arise from the Board1s proposal. He agreed that no members
of the Programme Committee or the Board wished to muzzle speakers. However, the proposal
might be received with a quite different set of reactions at the Health Assembly. Member
States might consider that it was an attack on the rights ensured by the basic documents.
Further, it was in the main committees that the most extensive discussions were usually
needed.
Board members should realize that the issues under discussion were very serious and
deserved the most careful attention. It was true that the Programme Committee had already
considered the matter carefully； however, further information was now available. In his
view, it was not necessary to go to the lengths of amending the Rules of Procedure as it
would be sufficient for the President to propose to the Health Assembly that such procedures
be instituted. It should not be forgotten that the Health Assembly was the supreme body of
the Organization and that Member States might perhaps not wish to have such a limitation.
Professor GIRARD recalled that Dr Savel1ev had proposed a compromise whereby the
Executive Board might re-examine the change, with hindsight, after a period of two years.
While he felt that the possibility of such a re-examination was probably implicit in the
adoption of any new measure, it was reasonable to specify in writing the duration of such an
experimental period. If the measures taken were found to be unrealistic they could then be
re-examined with the help of the Programme Coramittee. He would support such a proposal.

Mr VIGNES (Legal Counsel) said that the compromise suggested might be implemented in the
following way. The Executive Board could adopt a resolution submitting the recommendat ion to
the Health Assembly that it should amend the Rules of Procedure as recommended by the
Programme Committee, and, at the same time, the Board could decide to ask the Health Assembly
to reconsider the position in the light of experience after a set period of time. If adopted
by the Health Assembly, the modified Rules of Procedure would enter into force but the
position would be reassessed after the agreed number of years to determine whether any
further modification was needed.
Dr JAKAB (alternate to Professor Forgács) asked whether it was necessary for the
Executive Board to take a decision since the matter would be discussed again at the Health
Assembly. It might be sufficient to draw the Health Assembly's attention to the Board1 s
discussions•
Dr YOUNG supported Dr Savel1ev1 s proposal, which had a good scientific basis 一 WHO was
always seeking ways of evaluating its actions. He understood Professor Menchaca1 s
reservations, as he too had no wish to see free speech compromised. The level of concern was
reflected in the substantial length of time spent both by the Programme Committee and the
Board in discussing the issue. New methods could not be evaluated before they had been
tried. A period of two to three years would allow time for the new rules to be tried out•
He therefore felt that the experiment should be carried out, with the assurance that the new
measures would not be institutionalized without further examination.
Sir John REID (Vice-Chairman of the Programme Coramittee) assured Professor Menchaca on
its behalf that it by no means considered itself infallible. He supported the proposal by
Dr S ave11ev as developed by the Legal Counsel, believing that the Programme Committee would
certainly welcome an evaluation.
If the Board agreed that that approach was a good one, some thought should be given to
timing, taking account of the steps involved: submission of the proposal to the Health
Assembly; implementation of the change if adopted; measurement of its effects over a
reasonable period； and evaluation.
The CHAIRMAN asked whether there were further comments on Dr Savel1ev1 s proposal.
Dr JAKAB (alternate to Professor Forgács) asked whether a decision was called for
immediately.
Mr VIGNES (Legal Counsel) explained that the Board was in the process of considering
making a recommendation to the Health Assembly that it should amend the Rules of Procedure•
A compromise seemed to be emerging whereby the Executive Board recommend that the Health
Assembly should make those amendment s but that after a period of perhaps two years the
functioning of the new rules should be evaluated. The evaluation would show whether the new
procedures should be continued or whether further modification would be necessary.
The CHAIRMAN said he intended to put that proposed course of action to the vote•
Professor MENCHACA made the alternative proposal that the Director-General be requested
to invite the President of the Health Assembly in turn to call for appropriate measures,
without making any formal amendment to the Rules of Procedure. Such measures could then be
evaluated after a period of time.
Sir John REID (Vice-Chairman of the Programme Committee) said
clear as to what it decided arid that the Health Assembly should be
Executive Board was recommending. He would therefore suggest that
expressed in writing and circulated to the Board for consideration

that the Board should be
quite clear as to what the
the two proposals be
at a later stage•

Professor RUDOWSKI requested that in the drafting of those proposals, "experimental’1
methods of work be avoided as somewhat discouraging. He would prefer a reference to
"modified methods of work".
period of three years would be suitable; that
of the new rules at two Health Assemblies where
provide an adequate period for assessment•

Professor MENCHACA reminded members that a modified way of conducting business had
already been tried for several years. As the Programme Committee had pointed out, the
Thirty-sixth and Thirty-eighth World Health Assemblies had completed their business in the
desired time and yet there had been no amendment of the Rules of Procedure.
Dr LARIVIERE (alternate to Dr Law) said that it appeared that the Health Assembly in
1987 would be reduced, in practice, to two weeks. Any proposals submitted by the Executive
Board to the Health Assembly would have to be adopted by the Health Assembly before they were
applied, so that the new rules could not be put into practice before 1988, Thus a period of
three years, as suggested by Professor Girard, would not cover two years in which the
programme budget was discussed.
There were a number of issues that should be clarified, and he supported Sir John Reid1 s
suggestion that the proposals be circulated in writing.
Sir John REID (Vice-Chairman of the Programme Committee) agreed that Dr Savelfev's
proposal should allow for an effective trial period, which was why he hoped that Dr Savel1ev
would consult with Mr Vignes in drafting his proposal. He repeated his call for the two
proposals to be circulated in writing.
The DIRECTOR-GENERAL agreed with Sir John ReidTs suggestion. However, there might be a
way of meeting Professor Menchaca's concern by reporting to the Health Assembly that, though
Board Member's views had differed, there had been a consensus that it would be worthwhile to
try out the proposed changes in the Rules of Procedure, with the proviso that the trial would
be evaluated after a period of two to three years.
The CHAIRMAN invited the Board to postpone further discussion until a later meeting,
after the proposals had been circulated.
It was so agreed.

(See summary record of the twenty-first meeting, section 2.)

Procedures for roll-call votes
Sir John REID (Vice-Chairman of the Programme Committee) recalled that Rule 74 provided
that if any single delegate should so request a roll-call vote had to be held before business
could proceed. The procedure for a roll-call vote, which he outlined, took at least 20
minutes. As stated in paragraphs 6 and 7 of its report, the Programme Committee had examined
the procedures followed elsewhere in the United Nations family and had discussed various ways
and means of saving time. It had been decided that to change the Rule so that the request
should be made by at least two delegates would make little difference. The Programme
Committee had concluded that while roll-call voting was a proper procedure and should be
retained, it should only be undertaken if desired by the Health Assembly as a whole, being
decided by a show of hands, thus bringing it into line with the current procedure for holding
a secret vote. The Programme Committee had also decided that the President should have the
right to call for a roll-call vote if there was any doubt.
Professor MENCHACA said that the amendment to Rule 74, like those to Rules 27, 55
and 57, had been proposed with the aim of saving time at the Health Assembly. The basis for
the Programme Committee1 s conclusion was outlined in paragraphs 6 and 7, He could not
understand why it should be necessary for the President to have the right to ask for a
roll-call vote if the result of the previous vote was in doubt, since if that were the case
the vote could surely be retaken. The sovereign rights of Member States to request such a
type of vote should not be limited. The special committee responsible for examining
procedures for the United Nations General Assembly had also been concerned with accelerating
procedures but had not found it necessary to make any amendment to its regulations for
roll-call votes. It would not be appropriate for WHO to take measures which might be
interpreted as an unprovoked and unjustified attack on MembersT rights. The Board should
reflect carefully on the drawbacks of such a change. Measures to improve the effectiveness
of the Health Assembly already existed. Duration had been reduced progressively simply
through the cooperation of Members. The effectiveness of the work had improved and could be
improved still further in that way. No repressive measures could supplant self-control and
goodwill on the part of delegates - they would only lead to suspicion and resentment.
Sir John REID (Vice-Chairman of the Programme Committee) proposed approval by the Board
of the Programme Committee1 s recommendation to amend Rule 74.

Professor MENCHACA said that he did not think that consensus, the great concern of the
Board, had been reached on the issue.
Sir John REID (Vice-Chairman of the Programme Coramittee) proposed that a vote be taken.
The Programme Committee1 s recommendation to amend Rule 74 was approved by 24 votes to
none, with four abstentions.
Professor MENCHACA wished to record his grave concern that no attempt whatsoever had
been made to reach a consensus prior to the vote, despite the Board1s expressed preoccupation
with the importance of so doing.

The meeting rose at 12h30.

TWENTIETH MEETING
Thursday, 22 January 1987， at 14h35
Chairman: Dr Arabang P. MARUPING
later: Dr A. GRECH
1.

METHOD OF WORK OF THE WORLD HEALTH ASSEMBLY (REPORT BY THE PROGRAMME COMMITTEE) ;
19 of the Agenda (Document EB79/301) (continued)

Item

The CHAIRMAN invited the Board to continue its consideration of the Programme
Committee1s report on the method of work of the Health Assembly (document EB79/30).
Procedures for roll-call votes (continued)
Dr GRECH said that, with hindsight, he agreed with the concern expressed by
Professor Menchaca that more time should have been allowed for debate on the method of work
of the Health Assembly, with a view to arriving at a consensus. He believed that, in future
discussions, the Board should not be too precipitate in taking a decision on an item if there
were conflicting views•
Dr YOUNG supported those comments• He, too, appreciated the concern expressed by
Professor Menchaca that action had been taken too rapidly. The Board should allow time for
as full a discussion as possible.
Preparation of the work and provisional agenda of the Health Assembly
Sir John REID (Vice-chairman of the Programme Committee) said that the suggestions of
the Programme Committee in the matter should not lead to any great difficulties where the
Board was concerned. Those suggestions, which were set out in paragraph 8(i)-(v) of the
report, reflected the view that the existing mechanisms for preparing the Health Assembly1 s
work were quite satisfactory, and that there was little need for change.
Professor MENCHACA said that there seemed to be some discrepancy between words and
meaning in paragraphs 9 and 12， according to both of which the established rules and
practices should be applied as before; paragraph 9 endorsed the recommendation in paragraph
8(iii) that no technical item should be included in the Health Assembly1s agenda unless it
had been fully discussed previously iri the Board, As he saw it, at present any Member State
might ask for an item to be included in the Health Assembly1 s agenda, regardless of whether
or not it was technical in character. The question was not merely one of semantics and of
the meaning of the word "technical"•
Sir John REID (Vice-Chairman of the Programme Committee) stressed that the sole purpose
of paragraph 8(iii) was to help the Health Assembly by suggesting that the Board should look
at certain matters in advance. Because of the more highly concentrated nature of its work,
the Board was sometimes better able to find ways of linking one subject to another, or of
suggesting alternative ways of tackling a problem. There had been no intention of making any
change in the rules, or of interfering with the right of Member States to submit items
directly to the Health Assembly.
Professor MENCHACA said that he had not been referring to the question of whether or not
a technical subject would be better discussed in advance, but to the assertion in
paragraph 8(iii) that no technical item should be included in the Health Assembly's agenda
unless it had been previously discussed by the Board. Rule 5(d) of the Rules of Procedure of

the Health Assembly provided that the Board should include in the provisional agenda of the
Health Assembly "••• any item proposed by a Member or Associate Member". There thus appeared
to be a logical inconsistency between paragraph 8(iii) and what was stated in paragraph 12.
Mr VIGNES (Legal Counsel) said that the Programme Coramittee's suggestions on the point
did not include any proposal to amend the Rules of Procedure of the Health Assembly, Rule 5
would continue to apply, in that any question proposed by a Member State would always be
included on the Health Assembly1s agenda; all that was being suggested was that technical
problems should only be included after previous discussion by the Board. That suggestion
related to a general principle and not a binding rule, and the Rules of Procedure would thus
remain unchanged, so that there would be no contradiction in the legal sense.
Professor MENCHACA stressed that he had not suggested that there was any legal
contradiction, but rather that two completely contradictory recommendations were being put
forward. It was not logical for the Board, on the one hand, to propose that no technical
subject should be included on the Health Assembly1s agenda, unless it had first been
discussed by the Board and, on the other, to propose that the Health Assembly should proceed
as before. The Board was not entitled to forbid a Member State to introduce a technical
item; the wording should be changed accordingly.
Professor ISAKOV pointed out that paragraph 8(iii) meant that technical items for
inclusion in the agenda of the Fortieth World Health Assembly would have to be discussed by
the Board at its present session. There was quite a long interval between the Board session
and the next Health Assembly， during which time Member States could raise questions that they
wished to be included in the Health Assembly1s agenda. In his view, the wording of
paragraph 8(iii) was too categorical.
The DIRECTOR-GENE RAL said that as he saw it the Board was merely acting in accordance
with Article 28(e) of the Constitution, which defined one of the Board1s functions as "to
submit advice or proposals to the Health Assembly on its own initiative11. The proposal being
submitted by the Programme Committee in paragraph 8(iii) was simply intended to help the
Health Assembly by suggesting that it might be preferable for Member States not to propose
inclusion of technical items in the Health Assembly1s agenda that could be considered and
deliberated first by the Board. It did not in any way conflict with the right of Member
States to request inclusion of items in accordance with Rule 5 of the Rules of Procedure of
the Health Assembly.
Professor MENCHACA said that, although the Programme Committee had taken Article 28 of
the Constitution as the basis for its proposal, that proposal would give rise to a legal
contradiction in that it amounted to a change in current practice which was governed by the
Rules of Procedure of the Health Assembly, He agreed with Professor Isakov that the text of
paragraph 8(iii) should be worded in a less categorical way.
Dr GRECH suggested that a better form of wording might be: "Without prejudice to
Rule 5(d) of the Rules of Procedure of the Health Assembly, it is generally recommended Chat
any technical item to be included on the Health Assembly1s agenda should be fully discussed
previously in the Board"•
Sir John REID (Vice-President of the Programme Committee) said he could support that
formulation. There had indeed been no intention of infringing the rights of Member States,
Professor MENCHACA drew attention to the last sentence of paragraph 11 of the Programme
Committee's report, which indicated continued support for the practice of not forwarding to
the Health Assembly certain technical items discussed by the Board• Did the Director-General
consider that practice a beneficial one? Might it riot be interpreted by some as depriving
the Health Assembly of knowledge of subjects discussed by the Board?
The DIRECTOR-GENERAL said that, as far as he was concerned, his only wish was to try to
assist the Health Assembly in rationalizing its agenda and its debate as much as possible.
If a Member State insisted that a technical item be included on the Health Assembly1 s agenda,
all that the Board could do would be to advise the Health Assembly that the subject could riot
properly be debated for lack of adequate information or technical preparation; however, such
a view would be a recommendation only.

Technical Discussions
Sir John REID (Vice-Chairman of the Programme Committee) said that the Committee had
recalled that a full debate on the subject of the Technical Discussions had been held in
January 1984. Since the Board had been satisfied with the new approach introduced at the
previous year1s Health Assembly, the Committee had concluded that no change in the present
arrangements was called for.
Draft resolutions
Sir John REID (Vice-Chairman of the Programme Committee) said the Committee had
considered that the late introduction of draft resolutions involving important policy matters
might cause difficulty for some Member States located far from Geneva in consulting with
their governments. It had therefore felt that it would be an advantage if all draft Health
Assembly resolutions could be submitted not later than the end of the first week.
That suggestion would involve an amendment to Rule 52 of the Health Assembly1s Rules of
Procedure, an amendment which was set out in paragraph 15 of the report. It would still be
open to the President to waive that rule, but the main object was to bring important issues
before the Health Assembly as early as possible, to allow time for them to be discussed and
mutual agreement reached,
Dr YOUNG suggested that time at week-ends should be made available for the Health
Assembly to review and discuss resolutions put before it.
Sir John REID (Vice-Chairman of the Programme Committee) said that he would have no
objection in principle to that proposal； however, only the Secretariat could advise on the
mechanics involved.
Mr VIGNES (Legal Counsel) said that, as he understood it, Dr Young wanted the phrase
"within six days11 in the proposed Rule 52 of the Rules of Procedure of the Health Assembly to
be replaced by "within five days"•
Professor ISAKOV said that that point had already been discussed by the Programme
Committee on a number of occasions. He believed that the text of Rule 52, as proposed in
paragraph 15 of the Programme Committee1 s report, fully reflected the Committee1 s views, and
should be left unchanged.
Professor MENCHACA feared that the proposed new wording for Rule 52， as set out in
paragraph 15， might lead to confusion, because it implied that there was a distinction
between a proposal and a draft resolution.
He drew attention to the fact that, within the United Nations system, no such
distinction was made. Indeed, the Rules of Procedure of the United Nations General Assembly
stated that only 24 hours were required before consideration of a draft resolution and the
special committee responsible for examining those Rules of Procedure had made it clear that
it would be inappropriate to establish a hard and fast rule but that it was more appropriate
for delegations to decide on the matter on a case-by-case basis. It would be equally
inappropriate for WHO to take a rigid stand on the matter and every Member State should be
allowed to choose for itself the time at which it submitted its draft resolutions.
In addition, the introduction of any new procedure would entail amendment of Rule 50 of
the Rules of Procedure of the World Health Assembly. Rule 52 had in any case been amended by
resolution WHA36.16 in May 1983. He could not accept that, in the space of three years, it
had become necessary to reopen the matter. The proposals were untimely and unjustified and
could only create a climate of irritation and discord. Time would be wasted. It would be
more appropriate to promote a climate of understanding and cooperation so as to promote
agreement and unity among Member States• He urged Board members to give serious
considérât ion to the consequences of taking a decision of the kind proposed,
Dr GRECH asked, for purposes of clarification, what the difference was between proposal
and resolution.
Mr VIGNES (Legal Counsel) agreed with Professor Menchaca that a draft resolution was a
proposal• However, the suggested amendment to Rule 52 made a distinction between different
types of proposal: there were proposals which were not resolutions, although resolutions

were always proposals. For example, an amendment to a resolution was, of course, not a
resolution but was also a proposal. The same was true for a decision of the Executive
Board. Thus Rule 52 required any proposal to be circulated two days previously; in
addition, the text of a draft resolution should be handed to the Director-General within six
days from the day of the opening of the session.
Professor MENCHACA thanked the Legal Counsel for his explanation. No doubt previous
legislators had introduced two separate rules precisely in order to avoid confusion. He
stood by his previous remarks.
Dr GRECH suggested that, in order to avoid confusion and instead of making two separate
rules, revised Rule 52 might state: "Except as may be decided otherwise by the Health
Assembly, no proposal other than a resolution shall •••"•
Professor GIRARD pointed out that, in the French text at least, the matter was one of
drafting; there was a clear distinction in French legislation between "proposition" and
"projet" • The latter should be replaced by "proposition" or deleted. The same applied to
"proposal" and "draft" in English.
―一―
“
Mr VIGNES (Legal Counsel) suggested that the words "proposition de résolution"
("proposal for a resolution") could be used to refer to a draft resolution, thereby making it
clear that the latter was a specific type of proposal.
Professor MENCHACA again drew attention to the need to consider Rule 52 together with
Rule 50. There was agreement that a draft resolution was a proposal though not all proposals
were draft resolutions； it must therefore be covered by Rule 50, which referred to "formal
proposals" • He was surprised that an amendment to Rule 52 should have been proposed that
brought it into conflict with Rule 50.
Dr GRECH agreed with the previous speaker that, if Rule 52 was amended, there must also
be a consequential amendment to Rule 50. He suggested that the latter might be amended to
read "Formal proposals other than for resolutions
， w h i c h would be in line with the
suggestion that he had made regarding Rule 52.
Mr VIGNES (Legal Counsel) suggested that Rule 50 might be amended so that it would
begin: "Without prejudice to Rule 52，formal proposals . . .
Professor MENCHACA reminded Board members that he was opposed to any amendment and that
he had merely wished to explain the way in which it seemed to him that an error had arisen.
He still maintained that the Board could not justify the amount of time that it was spending
on the matter nor the time that would be spent on it later at the Health Assembly.
Referral of resolutions and issues to regional committees for prior review
Sir John REID (Vice-Chairman of the Programme Committee) , introducing the section, said
that the Programme Committee had considered that the existing mechanisms were adequate and
therefore did not propose any change•
The CHAIRMAN noted that there were no comments.
Politicization of the Health Assembly
Sir John REID (Vice-Chairman of the Programme Committee) said that the Committee had
taken into account the lengthy discussion which had taken place at the previous session of
the Board, Firstly, the suggestion that a third committee should be established to deal with
political matters had not been favoured by the Programme Committee, which did not consider
that that would be beneficial to the work of the Health Assembly. Secondly, the Programme
Committee had agreed that there were existing mechanisms which the Director-General could use
in the event of difficulty where he wished to have the support of the officers of the Health
Assembly, Thirdly, and most important, it had been pointed out that the work of the
Organization could best be promoted by the exercise of restraint and a spirit of goodwill.
The CHAIRMAN, having rioted that there were no comments, said that, if there was no
objection, she would ask the Rapporteurs to prepare a draft resolution taking into account
the Board1 s discussion on agenda item 19. The Rapporteurs would consult the Legal Counsel on

the formulation of proposals for amendments to Rules 27, 50, 55 and 57. Following
distribution of the draft resolution, members would be in a better position to consider those
aspects on which no clear decision had been taken.
It was so agreed.
Professor MENCHACA hoped that the Secretariat, in preparing the report of the Board to
the Health Assembly, would reflect the points discussed and the different views expressed in
such a way as to draw the attention of the Health Assembly to the fact that the matter had
been discussed at length and that no agreement had been reached on a number of points.
(For continuation, see summary record of the twenty-first meeting, section 2.)

2.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989:
(Documents PB/88-89) (continued)

PROGRAMME REVIEW:

Item 7 of the Agenda

Item 7.2 of the Agenda (continued)

Health manpower (programme 5) (continued from the fifteenth meeting, page 256)
Consideration of the revised draft resolution
The CHAIRMAN invited the Board to consider the revised draft resolution on the promotion
of balanced health manpower development, proposed by a drafting group, which had taken into
account all amendment s proposed by members of the Board. The draft resolution read:
The Executive Board,
Having been informed of the conclusions of the conference on health manpower out of
balance: conflicts and prospects, sponsored by the Council for International
Organizations of Medical Sciences (CIOMS) and held in Mexico in September 1986;
Considering that well-balanced health manpower development is crucial for Member
States to implement national strategies for health for all;
1.

THANKS CIOMS for having organized the conference on this critical issue;

2.
REQUESTS the Director-General to make available the highlights of the
conference,1 and the comments of the Executive Board, to the Fortieth World Health
Assembly；
3.
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Having considered resolution EB79.R16 and the highlights of the conference
sponsored by the Council for International Organizations of Medical Sciences
(CIOMS) on health manpower out of balance;1
Aware that health manpower development appropriate to people1s health needs
and social and economic circumstances is essential for the attainment of health for
all;
Concerned that, while shortage of certain categories of health manpower is
still a problem in many countries, an increasing number of Member States have an
over-supply of certain categories of health professionals, such as physicians and
dentists, leading to their under-utilization, unemployment and migration to other
countries;
1 Bankowski, Z. and Flilop, T•， ed. Health manpower out of balance: conflicts and
prospects. Highlights of the XXth CIOMS Conference， Acapulco， Mexico, 7-12 September 1986.
Geneva, Council for Organizations of Medical Sciences, 1987•

Recognizing that over-supply of manpower is only one manifestation of health
manpower imbalances, which include discrepancies between， on the one hand, the
quality, numbers, types, functions, and distribution of health workers, and, on the
other, a country1 s needs for their services and its ability to employ, support and
maintain them;
Recalling that imbalances in health manpower exist in many countries and are
due to socioeconomic and political factors, and to a failure of manpower planning,
and therefore urgent preventive and corrective actions are needed at national level
in order to cope with current economic stringencies and not to retard the
attainment of health for all;
1.
THANKS the Government of Mexico, its various agencies， CIOMS and the other
nongovernmental organizations which co-sponsored the conference for their material
and technical support；
2.

URGES Member States:
(1) to undertake, as a matter of priority, the strengthening of their
national health manpower policies and systems, including manpower planning,
and ensure that they respond fully to the strategies for the achievement of
health for all through primary health care;
(2) to develop sufficient relevant demographic information about health
manpower, a set of reliable and realistic national criteria and indicators
based on accessible data, and appropriate mechanisms to identify and monitor
changes according to the actual needs of countries；
(3) to reorient education and training of health manpower to respond fully to
local needs in the light of integrated development of health systems and
manpower;
(4) to ensure that manpower is not only adequately planned for and trained,
but also skilfully managed, including the improvement of career development
and incentive schemes, to ensure its most effective utilization;
(5) to employ measures urgently, when actual imbalances exist or occur, to
adjust the production of health manpower in order to bring the supply and
distribution into line with expected future demand for services, bearing in
mind the country1s ability to support such services；
(6) to take steps, where necessary, to extend or complete the coverage of
their national health services to meet the needs of the entire population;

3.

REQUESTS the Director-General:
(1) to cooperate with Member States in strengthening their national health
manpower systems, including manpower planning, consistent with the strategies
for health for all;
(2) to promote urgent research into the fast-growing problem of health
manpower imbalances and the exchange between Member States of relevant
information and indicators concerning such imbalances；
(3) to intensify efforts to cooperate with all relevant national and
international agencies to stimulate awareness, promote balanced health
manpower development, and encourage prompt measures to deal with imbalances
when they arise.

Professor RUDOWSKI expressed his satisfaction with the text and proposed its adopt ion.
The resolution was adopted.丄

Drug and vaccine quality, safety, and efficacy (programme 12.3) (Document EB79/9^-)
(continued from the eleventh meeting, page 184)
Consideration of a draft resolution
The CHAIRMAN drew attention to the following draft resolution on the use of alcohol in
medicines, proposed by Dr Aashi, Dr Ayoub, Dr Koinange, Dr Larivibre, Mr McKay and Dr Young;
The Executive Board,
Having reviewed the report by the Director-General on the use of alcohol in
medicines；
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Aware of the risks of excessive alcohol consumption to the individual1 s health;
Noting that alcohol is present in many medicines, including medicine
administered to children, in unnecessary concentrât ions which may even have a
deleterious effect;
Recognizing the harmful effects of alcohol, especially during pregnancy, and
the interactions that take place when alcohol is taken at the same time as other
medicines；
Noting the increasing concern felt by physicians and pharmacists at the
unnecessary and improper use of alcohol in medicines；
Taking into account the feasibility, proved by scientific research, of
replacing alcohol in many medicines by non-alcoholic substances without affecting
the efficacy of the medicines；
Noting that acceptance of the concept of the use of essential drugs in
accordance with previous resolutions of the World Health Assembly should exclude a
large number of medicines on the market which contain alcohol；
Taking note of resolution EM/RC32/R.9 on the use of alcohol in medicaments,
adopted by the Regional Committee for the Eastern Mediterranean at its thirty-second
session;
1.

URGES Member States;
(1) to reconsider the registration of medicines containing alcohol as an
active ingredient with a view to reducing its use as much as feasible, in
particular where it can be replaced by a non-alcoholic substance；
(2) to take steps to reduce as much as possible the alcohol concentration in
medicines in cases where no effective alternative to alcohol is available；
(3) to make a comprehensive inventory of all pharmaceutical preparations
containing alcohol in their countries, stating the indications for the use of
alcohol in those preparations；
(4) to intensify efforts, and encourage scientific research, to find
alternative pharmaceutical preparations which contain no alcohol and are
equally effective;

2.

REQUESTS the Director-General:
(1) to provide Member States with the technological assistance and information
necessary to undertake the above-mentioned activities；
(2) to follow up the implementation of this resolution and report on action
taken in this regard.

Dr LARIVIERE (alternate to Dr Law) , introducing the draft resolution, said that the text
reflected fairly faithfully the resolution submitted at the previous session of the Health
Assembly by Member States of the Eastern Mediterranean Region. Modifications had been made to
take into consideration a much wider population and cross-section of cultural and social
settings. The authors had agreed that the problems and difficulties addressed by the
resolution were universal and reflected a concern common to many Member States； the draft
resolution therefore warranted adoption by consensus. The authors suggested that, to make it
easier to understand3 the penultimate preambular paragraph of the draft resolution recommended
for adoption by the Health Assembly should be amended to read;
Believing that national essential drugs lists should include drugs that contain alcohol
only when alcohol is an essential ingredient；.
Sir John REID said that he had no objection to the spirit of the text, but suggested the
following editorial amendments; the insertion of "may" in the third preambular paragraph so
as to make it read
the interactions that may take place . ..11 ; the replacement of
"unnecessary and improper" by 11 inappropriate11 in the fourth preambular paragraph; the
replacement of "reconsider11 by "review" in operative paragraph 1(1); and the replacement of
"effective" by "suitable" in operative paragraph 1(2).
if
Mr VOIGTLANDER (alternate to Professor Steinbach) said that the harmful effects of
alcohol among certain high-risk groups, such as pregnant women, were of increasing concern iri
many countries• For that reason, regulations had been introduced in a number of countries to
ensure that the alcohol content of medicines was stated and that the labels of such medicines
carried a warning addressed to high-risk groups. He agreed with the draft resolution that
alcohol should be replaced, where that was scientifically and medically feasible, and that
research aimed at reducing the use of alcohol should be promoted. However, it would be a
time-consuming and labour-intensive exercise to draw up comprehensive inventories of the type
referred to in operative paragraph 1(3) in those countries where large numbers of drugs were
marketed. It was not clear what purpose such inventories would serve, as the label would
carry a warning to the consumer, who would not in any case have access to, or understand the
inventories, which did not seem to be of any particular value to doctors either. They would
in any case not be comparable because, in countries with many drugs on the market, they would
be very long, whereas in countries using the list of essential drugs only, the inventory would
be very short. He therefore suggested that operative paragraph 1(3) should be omitted； the
draft resolution would still fulfil the purpose for which it was intended•
Dr LARIVIERE (alternate to Dr Law) said that the intention of operative paragraph 1(3)
was to ensure that Member States, governments and regulatory agencies had the necessary
information to make available to consumers on the composition of both prescription and
over-the-counter medicines. He agreed with Mr Voigtlander that an inventory per se would
probably not be a useful document ； the process that led to the development of such an
inventory was probably more important• The Board should perhaps focus on the intention of the
paragraph, which was aimed at meeting the need of countries, authorities and consumers to know
what a particular package contained. Rather than focus on the development of an inventory,
therefore, Member States should perhaps be urged to obtain the necessary information on the
alcohol content of medicines. It would be useful for Member States, and even more important
for consumers，to know what was contained in the medicines that they purchased.
Professor GIRARD said that the draft resolution before the Board appeared to reconcile
the various views put forward during the initial discussion of the item, and despite certain
differences the Board was moving towards the common goal of tackling a basic health problem.
He therefore supported the proposal in general terms since it appeared to be on the right
path. However, the words "unnecessary and improper use of alcohol" in the fourth preambular
paragraph appeared to imply that there was a necessary and proper use. He agreed with
Sir John Reid that the words "unnecessary and improper" might be replaced by "inappropriate"•

The word "ingrédient" in the French text of operative paragraph 1(1) was a term used to
refer to a constituent of secondary importance. From informal discussions, he had concluded
that a better term to use would be "principe actif", which indicated the main constituent of a
medicine. Operative paragraph 1(2) related to the quantity of alcohol contained in the
medicine in general, whether as the active ingredient or as a substance of secondary
importance, i.e.， an excipient• The text would be improved by the use of more precise
language•
Dr YOUNG suggested that the word "other"，before the word "medicines11, in the third
preambular paragraph should be deleted so as to avoid any implication that alcohol was a
medicine. He further suggested that operative paragraph 1(3) be amended to read; "to review
available pharmaceutical preparations so as to ascertain their alcohol content11. That should
meet the points raised by Dr Larivière and Mr Voigtlander.
Dr LARIVIERE (alternate to Dr Law) said that, since the proposed changes were of an
editorial rather than a substantive nature, he assumed that the co-sponsors would have no
difficulty in accepting them.
Dr AASHI, agreeing with Dr Larivière1s comment, said that substantive changes should be
avoided.
The CHAIRMAN, noting that the proposed amendments were of a minor and editorial nature,
asked whether the Board was prepared to adopt the draft resolution with the amendment s
suggested.
The resolution, as amended, was adopted.丄
(For consideration of the Executive Board1s draft report on the proposed programme budget
for 1988-1989, see section 5 below.)

3.

EIGHTH GENERAL PROGRAMME OF WORK; Item 13 of the Agenda (Document EB79/24) (continued
from the eighteenth meeting, section 1)
Consideration of a draft resolution

The CHAIRMAN drew attention to the following draft resolution, which she hoped could be
adopted as it stood, since it reflected the conclusions of the Board1s discussions:
The Executive Board,
Having reviewed the draft of the Eighth General Programme of Work covering a
specific period (1990-1995 inclusive), presented to it by its Programme Committee;
Noting with satisfaction that the lessons learned from the first monitoring and
evaluation of the Global Strategy for Health for All, and from the implementation of the
Seventh General Programme of Work, have been applied in the preparation of the Eighth
General Programme of Work;
1.
THANKS the Programme Committee for its work, and requests it to review the
implementation of the Programme on a continuing basis in accordance with resolution
EB58.R11;
2.
THANKS the regional conmiittees for their important contribution to the development
of the Programme；
3.
SUBMITS the draft of the Eighth General Programme of Work to the Fortieth World
Health Assembly；
4.
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:

The Fortieth World Health Assembly,
Having reviewed, in accordance with Article 28 (g) of the Constitution, the
draft of the Eighth General Programme of Work covering a specific period (1990-1995
inclusive) submitted by the Executive Board;
Realizing that the Eighth General Programme of Work is the penultimate
Programme in support of the Global Strategy for Health for All by the Year 2000;
Convinced that the Eighth General Programme of Work constitutes a satisfactory
response of the Organization to that Strategy;
Believing that the Programme provides an appropriate framework for the
formulation of the Organization1s medium-term programmes and programme budgets and
that its content has been sufficiently specified to permit programme monitoring and
evaluation;
Recognizing the important contribution of the regional committees to the
development of the Programme；
1.

APPROVES the Eighth General Programme of Work;

2.
CALLS ON Member States to use it in their cooperative activities with WHO in
support of their national strategies for health for all;
3.
URGES the regional committees to ensure that regional programmes and programme
budgets are prepared on the basis of the Eighth General Programme of Work, and to
implement the regional programme budget policies to this end;
4.
REQUESTS the Director-General to ensure that the Eighth General Programme of
Work is translated forthwith into medium-term programmes for implementation through
biennial programme budgets, and is properly monitored and evaluated;
5.

REQUESTS the Executive Board:
(1)

to monitor the implementation of the Programme on a continuing basis；

(2) to review the progress and to evaluate the effectiveness of the Programme
in supporting the goals of the Global Strategy for Health for All by the
Year 2000;
(3) to ensure in its biennial reviews of programme budget proposals that these
properly reflect the Programme；
(4) to carry out in-depth reviews of particular programmes as necessary to
ensure that the work of the Organization is proceeding in conformity with the
Eighth General Programme of Work.
Dr LARIVIERE (alternate to Dr Law) said that he had a minor point to make reflecting a
comment in earlier discussions made by Mr Voigtlander and endorsed by Dr Law. Operative
paragraph 2 of the draft resolution recommended for adoption by the Health Assembly referred
to "their [Member States1] national strategies for health for all11 • For a federal country
such as the Federal Republic of Germany or Canada it would be more appropriate for the passage
to read
in support of their strategies for health for all"， omitting the word "national".
An amendment to that effect was adopted.
The resolution， as amended, was adopted,丄

4.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 20 of the Agenda (continued)

General matters: Item 20.1 of the Agenda (Resolution EB59.R8， paragraph 4(2); Documents
EB79/31, EB79/31 Add.l, and EB79/40) (continued from the twelfth meeting, section 1)
Mrs BRUGGEMANN (Director, Programme for External Coordination) emphasized that in its
collaboration within the United Nations system, WHO endeavoured in a selective way to maintain
the strategy of promoting health policies as an integral part of development and to be
involved where and when it really mattered for the Organization1s mandate and interests.
The Director-General1s report and its addendum (document EB79/31 and Add.1) provided a
brief summary of recent developments within the United Nations system which were considered to
be of interest to members of the Board. The document therefore did not attempt to do justice
to all ongoing activities within the United Nations system, since it was the agreed practice
to provide a fuller report oil collaboration within the United Nations system to the Health
Assembly and to concentrate at the present stage on specific events of particular relevance.
The report briefly described the work carried out by the scientific WHO Management Group
on the Effects of Nuclear War on Health and Health Services, established by the
Director-General as a follow-up to resolution WHA36.28 and relevant resolutions of the General
Assembly of the United Nations• The information before the Board outlined briefly the key
issues that would be dealt with in an updated report to be presented to the Health Assembly in
May 1987. The issues concerned problems such as the most recent information on the climatic
effects of nuclear war, effects on survivors, etc.
The second issue dealt with in the report was that of international collaboration for
radiation protection, which had been of particular concern in 1986, and which the Board had
already reviewed during its discussion on the programme for the promotion of environmental
health. The Board had received a special information document (document EB79/INF.DOC./1) on
the question, describing in detail WHO 1 s involvement in international collaboration for
radiation protection particularly with the International Atomic Energy Agency. The Regional
Director for Europe had also given an account of the activities undertaken in 1986.
A matter of particular concern in the United Nations system - the review of the
efficiency of the administrative and financial functioning of the United Nations - was
reported upon in section III of the report. The Board had already referred in its discussions
to the report of the High-Level Intergovernmental Experts, known as the Group of 18, calling
for improved efficiency in the administration and functioning of the United Nations. The
intensive debate and negotiations which had taken place over a number of weeks in the General
Assembly of the United Nations at the end of 1986 had finally resulted in the adoption of
resolution 41/213, details of which were explained in the addendum to the report (document
EB79/31 Add.l). The resolution dealt with the recommendations of the Group of 18 which should
be implemented by the relevant organs of the United Nations, The second part of the
resolution dealt with the planning, programming and budget process which should be governed by
a number of clearly identified principles, and an annex to the resolution set out the
procedure to be adopted for the programming and budgeting process.
Another important issue concerned the international campaign against traffic in narcotic
drugs. At the end of 1986 the General Assembly had adopted a number of resolutions strongly
urging governments to combat the illicit consumption of narcotic drugs as part of national
strategy on that subject, and WHO would take part in the preparations for the international
conference on drug abuse and illicit trafficking which was to be held in Vienna in July 1987
and would be represented there. The Board had received a report by the Director-General on
action taken in respect of international conventions on narcotic drugs and psychoactive
substances (document EB79/6) giving information on the subject.
Section V of the report before the Board referred briefly to a number of social
development issues relevant to health, such as the question of aging and the implementation of
the Nairobi forward-looking strategies for the advancement of women. An inter-divisional
Steering Committee on Women, Health and Development set up in WHO was in the process of
identifying specific activities to enable WHO at all its levels to support women in their role
as providers of health care, as well as through education and information on their rights and
needs.
Finally, in section VI， reference was made to WHO'S cooperation with some specific bodies
such as UNICEF, UNDP, UNFPA and the World Bank. Again, the report did not claim to give

complete details of such collaboration but briefly indicated the type of joint activities
undertaken in 1986.
A unique example of collaboration which had been mentioned earlier in the Board1 s
discussions was that of the UNICEF/WHO Joint Committee on Health Policy, whose meeting was to
take place the following week and which would focus in particular on strengthening the two
organizations1 complementarity in support of primary health care. The importance of that
cooperation had been stressed by the Executive Director of UNICEF in his recent statement to
the Board.
WHO continued to collaborate with UNDP， which played an important financial and
operational role in work for health. It had also taken part in donor coordination meetings
called by developing countries with the support of UNDP, for example in Guinea-Bissau. WHO
and UNFPA had continued to cooperate closely, mainly at the country level iri support of the
implementation of national maternal and child health programmes, including family planning, in
some 90 countries •
Collaboration with the World Bank had also grown, not only in established
collaborative activities, but also in a variety of health-related programmes in Member States,
particularly in Africa. Meetings between the World Bank and WHO, both at headquarters and at
regional level, had explored policy questions and ways of further enhancing collaboration in
such areas as the economic strategies for health for all and the methodology for improved
health surveys•
Her remarks were just an indication of WHO 1 s collaboration within the United Nations
system, without any reference to the intensive cooperation with other multilateral and
bilateral organizations supporting health development.
Dr SAVEL1EV (adviser to Professor Isakov) recalled that a more extensive report on
collaboration within the United Nations system would be presented at the Fortieth World Health
Assembly, but even the brief information given in the report before the Board gave a good idea
of the importance of such collaboration for tackling the problems facing the Organization.
The report gave information on the work of the WHO Management Group which, in accordance with
resolution WHA36.28 and United Nations General Assembly resolutions 34/58 and 40/10，was
studying the effects of nuclear war on health and health services. It was not by accident
that that work was referred to at the beginning of the report, since it was concerned with the
safeguarding and strengthening of peace, which had been recognized by the World Health
Assembly as the most important prerequisite for achieving health for all• The Management
Group had carried out a great deal of serious work and its wide-ranging and up-to-date report
on the effects of nuclear war on health and health services, which was to be submitted to the
Fortieth World Health Assembly, deserved approval. The Management Group should continue its
activities and, in particular， should study such problems as the short-term and long-term
demographic effects of nuclear war and the health effects of possible climatic changes
resulting therefrom. The problems concerned were particularly relevant at the present time.
He could only welcome, therefore, the fact that, under the Organization1 s programme budget,
there would be no reduction in the efforts aimed at implementing resolution WHA36.28, in which
International Physicians for the Prevention of Nuclear War, with which the Organization had
official relations, should participate actively.
The United Nations had proclaimed 1986 as the International Year of Peace and that body,
together with the specialized agencies and a number of governments, including his own, had
carried out many activities to ensure that it lived up to its name. He referred in that
connection to the Soviet Union1s proposals on disarmament and its unilateral moratorium on
nuclear tests introduced a year-and-a-half earlier.
The information on the recent session of the United Nations General Assembly showed
clearly the close similarity of the problems facing both WHO and the United Nations and the
common interests of the two organizations. WHO 1 s efforts to comply with the General Assembly
resolution on the establishment of a comprehensive system of international security covering
disarmament, economic development and cooperation, and the safeguarding of basic human rights,
including the right to life and the right to health, were particularly important. The United
Nat ions had appealed to the international community to concentrate its efforts on ensuring
security for all States on an equal footing in all spheres of international relations. That
was entirely relevant to WHO 1 s activities in the international health field. The
collaboration between WHO and the United Nations contributed significantly to the
implement at ion of the Global Strategy for Health fof All，enhanced the Organization* s prestige
and authority, and strengthened its work.

Sir John REID requested that the report of the WHO Management Group on the Effects of
Nuclear War on Health and Health Services be circulated to Member States well ahead of the
Health Assembly in order to allow sufficient time for consideration of its contents.
The CHAIRMAN said that the Secretariat had taken note of that request.
Dr GRECH said he understood that it had been decided that WHO would be actively involved
in the development of two draft conventions oil early notification and on assistance in the
case of nuclear accident. He asked what progress had been made in that direction.
Information on the problem of contaminated foodstuffs was not always reliable, and
post-accident assessment was called for. Studies on the subject might be taken up in
conjunction with FAO and, in particular， the Codex Alimentarius Corranission,
With respect to collaboration on social development issues relevant to health, he
recalled that the global programme on health of the elderly had been transferred to the
Regional Office for Europe, and he asked what mechanism was being established for
collaboration with the United Nations in implementing the International Plan of Action on
Aging.
Dr HAPSARA commended WHO 1 s efforts to maintain good relations with other related bodies.
Paragraph 19 of the report referred to collaboration with the World Bank and its support to
WHO programmes. He asked what the magnitude of that cooperation was, and what was the
relationship between the two organizations concerning the studies on the cost and financing of
health care. It would also be interesting to know what the future prospects were for the
studies• In addition, he asked how the improvement of the planning, programming and budgeting
process, foreseen in paragraph 2 of the addendum, was progressing; was that activity to be
strengthened, or were there any constraints on it?
Professor GIRARD said that the role of physicians and other health workers in the
preservation and promotion of peace was a particularly complex subject, some of whose aspects
entered more properly into the sphere of action of other organizations. WHO had to respect
those areas of competence, and he hoped that would be taken into account in the Management
Group1s report. He shared Sir John Reid 1 s concern that that document should be made available
to Member States as early as possible before the Health Assembly.
Professor MENCHACA endorsed the views expressed by Dr Savel1ev. In addition, he
expressed satisfaction with the work being done by the Management Group which had been
established in pursuance of resolution WHA36.28 and a number of United Nations General
Assembly resolutions. He eagerly awaited the outcome of that highly qualified Group1 s work,
which, he was confident, would be comprehensive and cover all aspects of interest and
importance for the future work of the Organization. He also welcomed the expanding
cooperation between the organizations of the United Nations system, and in particular that
between WHO and UNICEF, UNFPA and UNDP,
•i
Mr VOIGTLANDER (alternate to Professor Steinbach) said that everyone was fully aware of
the severe effects of all types of war, including nuclear war. The highest priority therefore
had to be given to preventing war at all. The discussion of the issue was, however, more
appropriate to other international forums within the United Nations. Reference was made in
section I of the report to the preparation of a second report； if it was felt desirable to
consider the matter further, that report might well include consideration of those concerned
by wars actually in progress. He stressed that, in a period of financial stringency, it was
important to concentrate the work of the Organization clearly within WHO 1 s specific terms of
reference and to avoid any overlapping or duplication,
Mr BOYER (adviser to Dr Young) said he hoped that when the Management Group1 s report was
submitted to the Health Assembly it could be done in a non-contentious way and approach the
subject in a spirit of consensus. The subject had already been before the Assembly twice, and
on both occasions there had been a highly divided debate and vote. That did not augur well
for the Organization, especially since there was an ongoing debate as to whether it was
appropriate for issues of a political nature to be discussed by the Health Assembly 一 which,
in his view, should devote its time to topics directly related to health.
Mr MILLER (adviser to Dr Law) endorsed the views expressed by Professor Girard.
Professor MENCHACA pointed out that, in submitting the Management Group1 s report to the
Health Assembly, the Director-General was doing no more than complying with resolution

WHA36.28 and United Nations General Assembly resolutions 34/58 and 40/10. That Group had been
established to report on the effects of nuclear war on health and health services； in his
opinion it was fully competent to do so,
Mr KHALLAF (adviser to Dr Ayoub) said that collaboration within the United Nations system
was extremely important. It was enshrined in the principles and general objectives contained
in the United Nations Charter, which was binding on the United Nations and its specialized
agencies, although their fields of competence might differ, and was thus incumbent on
governments, peoples, institutions and international officials. New international challenges
in the way of economic, financial and management constraints facing the United Nations and its
specialized agencies had, however, increased the need for collaboration. It was not true that
the developed countries were more conscious of the need for rationalization and coordination
within the United Nations system in order to increase its efficiency. The developing
countries, in fact, had a much greater interest in not wasting available resources through
duplication of work or any other action that would hamper their development programmes. The
United Nations General Assembly, in December 1986, had adopted resolution 41/171 proposed to
it by the Economic and Social Council with a view to increasing coordination and efficiency
within the United Nations system on development and, more particularly, operational matters.
That resolution mentioned a number of areas of activity for special attention, including some
connected with the fields of technical competence of the various specialized agencies. In
that connection, the Joint Inspection Unit had made the point in its reports that each
organization had its own needs, and that evaluation ought to be more systematic and more
realistic•
WHO had not been able to respond to the request made by the Secretary-General of the
United Nations to the specialized agencies because the Board had not had time to consider the
matter before the most recent session of the Economic and Social Council, which had examined
development activities within the United Nations system as a whole. That did not mean,
however, that WHO was not interested in achieving maximum coordination with the other
organizations in the United Nations system carrying out activities affecting health. That was
illustrated by the Director-General1s report (document EB79/31), which could be considered as
a preliminary response by WHO to the Secretary-General1 s request. Evaluation of the
coordination and efficiency of operational activities within the United Nations system was a
process that took place once every three years； the Board1 s conclusions on the matter would
thus be submitted to the next session of the Economic and Social Council.
Any strategy for health comprised many aspects that lay outside the health field in the
strict sense of the term and саше within the purview of other international organizations,
whose activities were thus complementary to WHO1 s activities in pursuit of health for all by
the year 2000, He therefore welcomed the Director—General1 s report on the coordination
process in operation between WHO and UNICEF, UNDP, UNFPA, UNEP, IAEA and the Codex
Alimentarius Commission, It was particularly necessary to expand coordination between WHO and
the World Bank not only on field studies and in dialogue, but also in order to ensure
financing for WHO programmes and projects.
In conclusion, he commended the Director-General on his report on the thirteenth special
session of the United Nations General Assembly on the critical economic situation in Africa
(document EB79/32), which not only reflected the realities of the situation but also contained
specific recommendations regarding the health situation and the attention that should be given
to the African recovery programme.
The CHAIRMAN, speaking in her personal capacity, said she shared many of the views that
had been expressed. It was particularly important that every effort should be made to ensure
that the issues concerned were submitted to the Health Assembly in a non-contentious way.
Dr ASVALL (Regional Director for Europe), replying to the questions from Dr Grech, said
that the Regional Office had for some considerable time maintained links with other United
Nations organizations, and in particular with the Centre for Social and Humanitarian
Development in Vienna, in connection with the global programme for the elderly, the budget
allocation for which had recently been transferred to the Regional Office for Europe. That
programme had in fact been with the Regional Office since 1980; the budget transfer therefore
did not affect the way in which the programme was being operated and organized.
Subsequent to the Chernobyl accident, the Regional Committee in September 1986 had
adopted a special resolution on the problems of transboundary pollution from radioactive
fallout (resolution EUR/RC36/R8), which, among other things, stressed that responsibility for

the health aspects of radiation protection clearly lay with the public health sector within
governments and thus, by inference, with WHO as far as international organizations were
concerned. The resolution asked the Regional Office to undertake a number of activities,
including the initiation of comprehensive studies on the epidemiology of the implications for
affected populations； those studies were now going to be designed in collaboration with IARC，
and IAEA would also be invited to join. It also called for the convening of an expert meeting
to identify the areas appropriate for European harmonization of measures to limit the health
effects of transboundary radioactive сontaminat:ion in the future. That meeting would be held
in late 1987， and would, among other things, consider safety levels in food, a topic on which
the Regional Office was also cooperating with FAO and other concerned organizations. The
relevant unit at headquarters was looking at intervention levels, and those data would also be
considered at the meeting.
Dr KREISEL (Director, Division of Environmental Health), replying to Dr Grech, said the
IAEA Convention on Early Notification of a Nuclear Accident came into force on 27 October
1986， having so far been ratified by three Member States of IAEA. The Convention on
Assistance in the Case of a Nuclear Accident or Radiological Emergency was not yet in force,
having so far been ratified by only one Member State, although it had been signed by 57
countries as of 27 October 1986. WHO had been represented at the preparatory drafting
meetings held during the summer of 1986 and had attended the IAEA General Conference in Vienna
in September 1986, when the two conventions had been adopted. WHO was following developments
very closely, and could supply Board members, on request, with a copy of either or both
conventions.
On the subject of radioactivity in food, WHO had initiated work in collaboration with
other international agencies for the preparation and issue of WHO guidelines for health-based
derived intervention levels for radiation in food, air and water. The basic approach to the
development of guidelines had been completed in late 1986 and work was at present well under
way. Several inter-agency meetings had taken place and more were planned for 1987. F AO had
had a consultation on recommended limits for radionuclide contamination of foods in Rome in
December 1986 in response to requests from several Member States for advice on action with
regard to such contamination, particularly in foods concerned in international trade. WHO had
been represented at that meeting.
u

Mrs BRUGGEMANN (Director, Programme for External Coordination) said that every effort
would be made to meet the requests regarding the report to be submitted to the Health Assembly.
In reply to Dr Hapsara1s question, the World Bank had, for example, contributed
US东 2.5 million in 1985 and US东 3 million in 1986 (12% of total support) to the
UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases, as well
as US东 2.5 million to the Onchocerciasis Control Programme. More complete information on the
World Bank contribution to WHO programmes could be supplied later.
Other forms of collaboration included WHO collaboration for the past two years with the
World Bank, OECD (the Club du Sahel)， and with USAID in a study group dealing with health
financing and recurring cost issues in health. Those were part of broader efforts being
carried out with the World Bank that had been discussed at the Thirty-ninth World Health
Assembly and would be a particular subject for consideration during the Technical Discussions
at the Fortieth World Health Assembly.
With regard to Mr Khallaf1 s comment on the operational activities within the United
Nations system, it was true that there had been difficulties in producing a written report in
view of the way in which information had been requested. However, an oral contribution had
been made and the Organization was also actively participating in the meetings being held and
in the preparation of the resolution. It would also, of course, be participating in the
implementat ion of the resolution.
The CHAIRMAN drew attention to the following draft resolution on the International Year
of Shelter for the Homeless, proposed by Mr Abi-Saleh, Dr Camanor, Dr Fernando, Dr Koinange
and Dr Maruping；
The Executive Board,
Taking into consideration resolution 37/221 adopted in December 1982 by the
United Nations General Assembly at its thirty-seventh session, proclaiming the year 1987
International Year of Shelter for the Homeless;

Aware of the strong linkages between health and decent shelter;
Further aware that the goal of health for all by the year 2000 cannot be attained
without due emphasis being given to the provision of adequate shelter;
Appreciative of WHO1 s proposed programme of activities to coincide with the
designation of the year 1987 as the International Year of Shelter for the Homeless;
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Taking into consideration résolut ion 37/221 adopted in December 1982 by the
United Nations General Assembly at its thirty-seventh session, proclaiming the year
1987 International Year of Shelter for the Homeless;
Bearing in mind WHO'S fundamental commitment to attaining the goal of health
for all by the year 2000;
Noting the positive influence that adequate shelter has on the health of
individuals；
Aware that homelessness is a global problem affecting all nations, especially
the developing countries, and that, despite the efforts of governments and
international organizations at national and local level to improve the living
conditions of people living in slums, squat areas and rural settlements, the
situation continues to deteriorate in both absolute and relative terms；
1.

URGES Member States:
(1) to promote human health through the improvement of living conditions
(habitat)；
(2) to initiate the establishment of regional research groups to undertake
studies on the improvements in health conditions that result from adequate
housing；
(3) to support the creation of a global housing and shelter bank in order to
harness capital resources；
(4) to support the extension of the International Year into an international
decade of shelter for the homeless, so as to permit the implementation of a
truly global shelter programme, consistent with the goal of health for all by
the year 2000;

2.
REQUESTS the Director-General to maintain and strengthen collaboration with the
United Nations Environment Programme, the United Nations Centre for Human
Settlements (HABITAT), the World Bank, and other multilateral and bilateral agencies
and nongovernmental organizations involved with shelter and health issues•
Mr SAMARAS INGHE ( alternate to Dr Fernando) , introducing the draft resolution, said that
the identification of Sri Lanka with the International Year of Shelter for the Homeless went
back to the statement made by the Prime Minister of that country to the United Nations General
Assembly in September 1980. Calling for the proclamation of an International Year, the Prime
Minister had said that the provision of decent housing lay at the very core of development and
was an investment in mankind• In December 1982, by General Assembly resolution 37/221, the
United Nations had declared 1987 International Year of Shelter for the Homeless. The
correlation between the provision of organized decent shelter and improvements in overall
human health conditions was clear. Decent housing went hand in hand with a cleaner
environment, basic sanitation facilities, a lower incidence of communicable diseases, less
water pollution, better delivery of health services and a healthy life-style for individuals
and families•
When inaugurating the International Year in Sri Lanka, the Prime Minister had said that,
in a world of diverse faiths, ideologies and social systems, shelter today was a matter of

universal human concern, and would help to advance international understanding, promote peace
and accelerate economic development to eradicate poverty and want. Shelter, a basic need, had
acquired a new meaning, developing into a wider philosophy of human, socioeconomic and
cultural development. Since 1978 Sri Lanka had made considerable investments in human and
economic resources for housing, focusing on the family and the village, and making housing a
national priority and a national success. Many of the problems of modern society had been
caused by the alienation of the individual from the home and the family. The International
Year of Shelter for the Homeless sought to restore the home to its focal point in social
evolution.
The provision of decent housing was a basic step towards a true recognition of the human
dignity of the poor and the destitute• The building of a healthy environment in which they
could flourish was intrinsic to the fundamental objective of WHO - the Global Strategy for
Health for All by the Year 2000.
That meant that the hopes and aspirations embodied in the International Year of Shelter
for the Homeless must continue beyond the year 1987, and Sri Lanka had made a number of
proposals to that end. They included the establishment of regional research groups on
settlements technology and education to evolve technology appropriate to the geographical and
cultural conditions of each region; the creation of a global housing and shelter bank to
harness international capital resources； the acceleration of settlements building, involving
an increased commitment to building houses by establishing realistic targets, allocating
global resources and measuring performances internationally; and the extension of the
International Year into an International Decade of Shelter for the Homeless to allow for a
time frame resulting in the implementation of a truly global shelter programme. Those
proposals had been embodied in slightly modified form in the draft resolution now before the
Board.
The strong linkages between the International Year and the Global Strategy for Health for
All by the Year 2000 also brought into focus the vital need for intersectoral cooperation. A
comprehensive health strategy must work towards, inter alia, decent shelter, adequate
nutrition and educational standards, safe water supply and sanitation and a decent source of
inc ome.
As early as 1961 a WHO Expert Committeee had discussed the public health aspects of
housing, and that work had been continued by several other committees and publications. It
was gratifying to note that, with the declaration of the International Year, WHO had embarked
on various new activities. An interregional consultation on "Housing - the implications for
health" was to be held in Geneva in June 1987， its principal purpose being to support efforts
currently being made by Member States to take health-promoting action in the field of
housing. The consultation planned to review the current global situation with respect to
health and housing, consider principles relating to Che health implications of housing,
identify options for act ion on the part of the community and levels of government concerned,
and provide tools for technical cooperation with Member States, The conclusions of the
consultation would be circulated among Member States and international organizations
concerned• In addition to that excellent initiative, WHO had organized several other
workshops and seminars at regional and intercountry level in connection with the International
Year, A special issue of World Health would be published on the theme "Health arid habitat" in
July 1987, WHO'S ready response to the International Year was consistent with its
constitutional objectives and obligations, notably Article 2(i) of the Constitution. He
expressed the hope that the Organization would continue to accord high priority to those
matters in its future programme budgets so that it might achieve sustained results in the
areas of shelter and human health.
The draft resolution before the Board was intended to draw the attention of Member States
to the very clear linkages between decent shelter and human health. It urged Member States to
commit themselves to a programme of action in order to combat global homelessness and its
adverse effects on health. He hoped that it would be unanimously endorsed by the members of
the Board for adoption by the Fortieth World Health Assembly.
Dr SAVELfEV (adviser to Professor Isakov) said that all Board members would doubtless
agree on the importance of providing people with shelter and on the close link between shelter
conditions and health. He therefore had no comments on the substance of the draft resolution,
but wished to propose two minor amendments, which perhaps reflected more accurately the
current situation. In the last preambular paragraph of the resolution recommended for

adoption by the Health Assembly, he suggested that the words "all nations" be replaced by
"many nations", and that the words "in many countries11 be inserted after "rural settlements".
Mr KHALLAF (adviser to Dr Ayoub) expressed full support for the draft resolution; the
lack of adequate housing was a problem for many countries, including Egypt. Many developing
societies were faced with a lack of adequate shelter, not only because of the housing crisis
resulting from economic difficulties, but also because of unhealthy conditions, especially in
peri-urban areas•
Other significant questions connected with the provision of shelter, discussed at the
meeting on environmental health organized in Kuwait by the Regional Office for the Eastern
Mediterranean, included the provision of an adequate water supply, lack of drinking-water
networks, inadequate hygiene, water pollution as a result of the release of toxic substances,
and the lack of spare parts to repair water mains• All those questions must be kept under
review - for instance, by the regional research groups referred to in the draft resolution.
He wished to pay tribute to WHO for the efforts it had made, as well as those of other
organizations dealing with questions of town planning and the provision of housing. He
appealed to all parties which might have a contribution to make to consider the human right to
adequate housing and to provide technical expertise and resources， where possible, for the
purpose of housing in developing countries,
Dr KOINANGE said that the need for shelter was a matter of great concern to millions of
people throughout the world� The Health Assembly had acknowledged that need， aware as it was
of the importance of housing for health and development. He proposed that at the end of the
second preambular paragraph of the Board1s resolution, after the word "shelter", the phrase
"as reaffirmed in resolution WIÍA39.22 on intersectoral cooperation in national strategies for
health for all" and at the end of the fourth preambular paragraph,after " h o m e l e s s t h e
words 1 and future activities pertinent to health and habitat contained in the proposed Eighth
General Programme of Work" should be added.~
Dr HAPSARA expressed full support for the draft resolution, as amended, bearing in mind
the plight of the homeless, especially with regard to their health situation,
Dr A. Grech took the Chair.
Professor RAKOTOMANGA said that, while the draft resolution spoke for itself, he had some
misgivings about the inclusion of the word "habitat" in parentheses after "living conditions"
in operative paragraph 1(1). Since habitat was only one aspect of living conditions, he
suggested that the parentheses be removed and that that part of the phrase be amended to read
"the improvement of living conditions with regard to habitat11. Secondly, operative
paragraph 1(3), calling for the creation of a global housing and shelter bank, was somewhat
vague； it might be asked, for instance, what its role was and who its beneficiaries might be.
Professor GIRARD said that the subject of the draft resolution was a difficult one,
since, as usual, the problem was multifactorial and intersectoral iri character. It was also a
painful issue, for obvious reasons. However, with reference to operative paragraph 1(3)， he
failed to see in what way members of the Executive Board of WHO could take a position on the
creation of a global housing and shelter bank, as proposed in the draft resolution, since it
was not clear what that meant•
Mr SAMARASINGHE (alternate to Dr Fernando) explained that the proposal had originally
been made by the Prime Minister of Sri Lanka at Kingston, Jamaica, in 1985, at the eighth
session of the United Nations Centre for Human Settlements and had been repeated at the
fortieth anniversary session of the United Nations General Assembly. It was made at a time in
international affairs when financing institutions were under pressure to lend and/or
reschedule demand. It had been felt that it was desirable to work towards the establishment
of such a bank in order to mobilize international resources, channel them into country
programmes and organize funding and repayments on a viable basis•
A feasibility study had subsequently been undertaken by a consultancy group set up for
that purpose under the aegis of the United Nations Centre for Human Settlements. While the
work done by the Centre was appreciated, it must be recognized that it had not always been
successful in attracting donor funds. Moreover it was not itself a lending institution.
There was thus a need for a special bank capable of specialized lending in the field of

shelter-related activities that could provide the resources so badly needed at the country
level•
Dr DE SOUZA (alternate to Mr McKay) said that, although he was sympathetic to the aims of
the draft resolution, he had reservations about it. Since international activities in support
of the International Year of Shelter for the Homeless were being coordinated by the United
Nations Centre for Human Settlements, it was questionable whether WHO ought to be making
recommendat ions to governments on the subject, which did not strictly fall within its
mandate• Thus, while he would not oppose adoption of the resolution by consensus, he reserved
his position on the issue when it came to be considered in the Health Assembly.
Professor MENCHACA said that he wished to hear the views of the Secretariat regarding
operative paragraph 1(3) on the creation of a global housing and shelter bank. He expressed
support for the remainder of the draft resolution and thanked Dr Fernando for bringing the
subject to the attention of the Board.
Dr LARIVIERE (alternate to Dr Law) said that the aim of operative paragraph 1(3) was to
raise what might be called extrabudgetary funds for shelter activities. However, as it stood,
the paragraph raised various questions of an operational nature, which went beyond the mere
request for additional resources• In view of operative paragraph 2, which requested the
Director-General to maintain and strengthen collaboration with other United Nations agencies,
it might be appropriate to replace paragraph 1(3) by a paragraph urging Member States to
support the activities of the United Nations Environment Programme and the United Nations
Centre for Human Settlements.
Mr SONG Yunfu expressed the opinion that WHO should do something with regard to the
International Year of Shelter for the Homeless, and supported the submission of the proposed
draft resolution to the Health Assembly. However, he thought that more information was needed
on paragraph 1(3)•
Professor GIRARD supported the amendment proposed by Dr Larivière, urging collaboration
with specialized bodies, without reference to a global housing and shelter bank.
Mr SAMARASINGHE (alternate to Dr Fernando) expressed support for Dr Larivière1s
suggestion that Member States should be urged to support the United Nations Centre for Human
Settlements， but thought that that could be included as an extra paragraph. Regarding
paragraph 1(3), he stressed that he had already explained the background to that part of the
resolution and again made reference to the study being carried out on the feasibility of the
proposal• He suggested that paragraph 1(3) be left in and discussed further at the Health
Assembly, when more information would probably be available.
Mr BOYER (adviser to Dr Young) said that he shared the reservations that had been
expressed by other members of the Board. He thought that the ideas expressed in the draft
resolution were not sufficiently clarified. In addition it was inappropriate for WHO to ask
Member States to support either the creation of a global housing and shelter bank or the
extension of the International Year into a decade, both of which were outside WHO'S area of
responsibility. He proposed that the paragraph suggested by Dr Larivière be substituted for
paragraphs 1(3) and 1(4)•
Mr SAMARASINGHE (alternate to Dr Fernando) said that the proposal to extend the
International Year of Shelter for the Homeless to a decade of shelter stemmed from a desire to
take advantage of the opportunity to focus attention on homelessness. A decade would provide
a more realistic time frame in which to implement a global shelter programme. The declaration
of such an international decade would bring certain obligations to Member States and relevant
organizations within the United Nations system. The International Drinking Water Supply and
Sanitation Decade had provided a good example of how much progress could be made within the
framework of an international decade. Within the United Nations system, the declaration of an
international decade invited relevant organizations to submit proposals for a global plan of
action and to develop interagency projects. The proclamation of a decade for shelter would
also call upon various regional commissions to develop and implement effective strategies at
regional level. It was thus very relevant for WHO to subscribe to the declaration of a decade
for shelter, which would entail responsibilities and obligations on the part of countries and
international organizations•
Mr BOYER (adviser to Dr Young) said that he understood the motivation for trying to
expand the International Year of Shelter for the Homeless into a decade, but he reiterated his

concern that WHO was not the appropriate organization to endorse such a move. In addition,
the Member States of WHO and the Organization itself were not in a position to commit
themselves to new responsibilities and obligations such as would be required by an
international decade.
Dr AYOUB suggested that consideration of the proposed draft resolution be deferred until
the Health Assembly, at which time more informat ion would be available. Alternatively, since
there appeared to be agreement concerning the necessity for adequate shelter if the goal of
health for all was to be attained, the Board could express its desire to support the
declaration of an international decade. In place of paragraph 1(4) a separate paragraph could
be added asking the Health Assembly to request the United Nations General Assembly to
investigate ways and means of extending the International Year into a decade for shelter of
the homeless.
Sir John REID said that more information was needed on this important subject, and asked
for the Director-General1 s views on how the topic might be presented to the Health Assembly.
The DIRECTOR-GENERAL replied that there were two ways of bringing the subject to the
attention of the Health Assembly. Firstly, the representatives of the Board could report to
the Health Assembly on the Board1 s discussion. If that approach were adopted, it would be
possible to reflect the different opinions expressed by the Board members. Alternatively,
the subject could be raised via a resolution. With regard to the proposed draft resolution
under consideration, it was likely that the United Nations would resent WHO1 s adopting what
could be construed as a lobbying role in relation to the creation of a global housing and
shelter bank. That could create an awkward situation. Also the decision to declare an
international decade would have to be taken by those who had declared the international year,
and it was not the responsibility of WHO to make recommendations in that regard. Once a
decade had been declared, WHO would then have an obligation to give its full support. Those
topics could be discussed at the Health Assembly if and when they were raised by the
appropriate United Nations bodies. As the draft resolution stood, there were problems related
to paragraphs 1(3) and 1(4)，and a compromise such as the amendment suggested by Dr Larivifere
seemed to be the most appropriate solution.
The CHAIRMAN suggested that the amendments proposed by Dr Larivière and Mr Boyer might be
made by replacing operative paragraphs 1(3)，1(4) and 2 by the following:
(3) to increase their support to the United Nations Centre for Human Settlements
(HABITAT), the United Nations Environment Programme, the World Bank, arid other
agencies and nongovernmental organizations involved with shelter and health issues；
2.
REQUESTS the Director-General to maintain and strengthen collaboration between WHO
and the relevant organizations and agencies mentioned in 1(3) •
He asked whether the Board was willing to adopt the draft resolution with that amendment
and the amendments proposed by Dr Savel1 ev and Dr Koinange•
The resolution， as thus amended， was adopted.丄
United Nations Conference on the Law of Treaties between States and International
Organizations or between International Organizations (Document EB79/40)
Mr VIGNES (Legal Counsel) introduced the item by referring to the plenipotentiary
conference held in Vienna in February-March 1986，in which WHO had participated. The
Conference had adopted the Vienna Convention on the Law of Treaties between States and
International Organizations or between International Organizations, which WHO had the right to
sign. In 1969 a codification conference had adopted the Vienna Convention on the Law of
Treaties, and it had been in force since 1980; it dealt with the legal rules governing
treaties between States• The Convention adopted in 1986 dealt with the legal rules applicable
to treaties between States and international organizations and between international
organizations. It could in general be said to consist of the legal rules in the earlier
Convention, adapted where necessary to take account of the differences between the nature of
intergovernmental organizations and that of States.

There were two questions for WHO to consider: (a) whether it should sign the
Convention; and (b) whether it should become a party to the Convention once it entered into
force• The second question was not so urgent, since some time would elapse before the
Convention came into force. There was, however, a time-limit for signature of the
Convention; 30 June 1987. Before making a decision, the Board should be aware that there was
an important safeguard for international organizations in the Convention, in that its
application was to be without prejudice to the provisions of each organization1s Constitution
and relevant rules and established practices. The only legal consequence of signing the
Convention would be that, until it decided whether or not to become a party to the Convention,
WHO would have to refrain from any act that would defeat the Convention1s purposes. Signing
the Convention would essentially be a demonstration of WHO1s support to the work on
codification carried out by the United Nations Conference.
The Director-General considered it appropriate for the Organization to sign the
Convention, and that was why the Board1 s authorization to do so was being sought.
Miss AVELINE (adviser to Professor Girard) said that the two Conventions dealt with
international law, involving matters far beyond the everyday management of the Organization.
There was in any case no practical purpose in WHO signing the Convention, since according to
Article 85 it would in any case enter into force on ratification by 35 States; it was not,
however, appropriate at the present time for WHO to sign the Convention.
Dr LARIVIERE (alternate to Dr Law) considered it to be reasonable for WHO to associate
itself with other signatories of the Convention, but asked whether there were any cost
implications.
The CHAIRMAN said that the decision before the Board was whether WHO should sign the
Convention or not. Signing it would not make the Organization a party to the Convention. To
sign the Convention by the deadline of 30 June 1987 would mean that, if WHO wanted to become a
party to the Convention later on, only a formal act of confirmation would be required;
whereas if it did not sign and later wished to become a party, a formal instrument of
accession would be needed.
Mr VIGNES (Legal Counsel) confirmed that the Chairman1s understanding was correct.
Dr HYZLER (alternate to Sir John Reid), supported by Dr YOUNG, said that, having listened
to Mr Vignes' explanation and Miss Aveline1s intervention, he was, oil balance, in favour of
WHO1s signing the Convention, and the Board should authorize the Director-General to do so.
The CHAIRMAN noted that the majority of the members of the Board were of the opinion that
WHO should be authorized to sign the Convention, but that a member of the Board was not in
favour of the authorization.
Decision: The Executive Board, having considered the Director-General1s report on the
United Nations Conference on the Law of Treaties between States and International
Organizations or between International Organizations, decided to authorize the
Director-General to arrange for the signature, on behalf of WHO, of the Convention on the
Law of Treaties between States and International Organizations or between International
Organizations， adopted in Vienna in 1986.1
Report on the special session of the United Nations General Assembly on the critical economic
situation in Africa: Item 20.2 of the Agenda (Resolution EB77.R17; Document EB79/32)
Dr MUTALIK (WHO Liaison Office with the United Nations, New York), introducing the
Director-General1s report (document EB79/32), said that he intended to focus on the main
issues and conclusions of the thirteenth special session of the United Nations General
Assembly on the critical economic situation in Africa, and to report on developments occurring
after the document had been prepared• In response to resolution EB77.R17, the
Director-General had submitted a policy statement both to the Organization of African Unity
and to the Secretary-General of the United Nations as input to the preparation for the special
session, and had provided information on WHO 1 s activities and plans. The main points of that
statement had been included in the Secretary-General1 s submission to the General Assembly. It
had been gratifying that, in the country profiles prepared by the Organization of African
Unity and the Economic Commission for Africa on the basis of submissions from Member States

defining their priority programmes， 14 countries had included health needs. The submission
of the Director-General to the Preparatory Committee had focused on points made during
deliberations within WHO and in particular had stressed the importance of addressing the
underlying causes of the crisis from a long-term perspective, and of strengthening or
formulating specific strategies in each key sector. The main thrust of the health-for-all
strategy in Africa had been outlined and the importance of multisectoral support to health
had been emphasized•
At the special session itself, held from 27 to 31 May 1986，the deliberations had
concentrated on complex economic issues. The discussions, although intricate and difficult,
had been conducted in a positive atmosphere of give and take, and had resulted in the
unanimous adoption of resolution S-13/15， containing the United Nations Programme of Action
for African Economic Recovery and Development, 1986-1990.
That Programme, as might be expected, emphasized economic action and agriculture, but
the social development aspect was implicit in its main thrust• It acknowledged the leading
role of the African governments in the recovery and reconstruction process and laid emphasis
on community involvement and on the development of infrastructure and human resources. It
also contained a commitment to assistance by the international community and particularly by
donors.
Since then the Office of the United Nations Emergency Operation in Africa, based in
New York, had been closed, but continuity of action had been ensured by the retention of both
a focal point and the Emergency Task Force made up of participating organizations, including
WHO •
To ensure implementation of the United Nat ions Programme of Action, a steering committee
had been established, whose main tasks were to facilitate resource mobilization and
coordinate international action. WHO had been invited to attend meetings of that committee.
Meanwhile, the United Nations General Assembly had adopted resolution 41/29, which urged
international support for the implementation of the Programme of Action.
The renewed commitmeiit to development on the part of African States and the
international community presented important challenges for WHO, as well as opportunities to
intensify cooperation with governments at national and regional level and to stimulate
ministries of health to ensure that national plans and proposals based on health-for-all
strategies were brought to the attention of the donor community. Health matters should be
made more visible at such forums for the mobilization of resources as the United Nat ions
Development Programme round-table meetings and the World Bank consultation mechanism.
Dr MONEKOSSO (Regional Director for Africa) rioted that, in Africa as elsewhere, health
and economic matters were inextricably linked. Unfortunately, economists and health workers
often tended to look at situations from opposite points of view.
The Regional Office for Africa had not been well organized in 1985 to cope with the
emergency situation. For that reason a unit had since been established to deal with the
health aspects of emergency relief operations in Africa. The Regional Office was
collaborating with WHO headquarters in this regard，and efforts were being made to find
extrabudgetary funding for the programme, which it was hoped would be implemented in the near
future.
In addition, posts had been established within the multidisciplinary teams set up in the
three subregions, which should permit timely assistance to be given to countries in need. In
addition to their duties in relation to emergency action， these teams would also be
responsible for training and research and for the supervision of stores in the subregions.
The Regional Office proposed that the Government of Ethiopia, in collaboration with the
Government of Italy, should establish ail African regional training and research centre in
Addis Ababa to meet the management needs of countries regarding emergency preparedness.
Dr Monekosso thanked the Government of Italy and staff at WHO headquarters for their efforts
in that field•
Following the crisis, it was necessary to look at health development as a way of
improving the socioeconomic situation. The Economic Commission for Africa had already agreed
to carry out joint action with Member States and WHO within countries at the district level,
to deal with economic projects through community participation, using a multisectoral

approach and appropriate technology. UNICEF was collaborating in this effort, and it was
hoped that other agencies would also cooperate. A meeting of health ministers would take
place in April 1987 to discuss the projects and it was hoped that in July the matter would be
brought to the attention of the heads of African States. The Regional Office had thus
undertaken activities to cooperate with Member States in dealing with emergencies, and was
fully aware of the importance of economic development for the achievement of health for all.
Dr BART (adviser to Dr Young) said that WHO had reason to be proud of its efforts in
Africa. Its part iri the concerted emergency relief operation in Ethiopia and the Sudan was
the most comprehensive and effective contribution it could make to global health. The
programme was gradually being transformed into one of emergency preparedness and the
management of disasters. Such events did not always respond to conventional planning
patterns. Nevertheless, it was possible to develop a programme of preparedness in order to
minimize the effects of disasters on health. He asked what, despite the continuing efforts
of WHO, would be the implications for the health sector of the closure of the Office of the
United Nations Emergency Operation in Africa at the United Nations in New York, Referring
members of the Board to paragraphs 18， 19 and 20 of document ЕВ79/32, in particular the last
sentence of paragraph 18 regarding the strengthening of health infrastructures at district
and local level, he said that, while they were important, such unfocused goals could only
dilute emergency preparedness and management energies, which were too important to be lost
within the rhetoric being used in promoting the development of the rest of the health sector.
Dr MUTALIK (WHO Liaison Office with the United Nations, New York) , thanking Dr Bart for
his encouraging comments, said that when the Secretary-General of the United Nations had
decided to close the Office of the Emergency Operation he had designated a person to act as
the focal point for health matters. That person also represented UNDRO at New York. He and
representatives of the participating agencies met every month to monitor the emergency
situation in order to be able to intervene when necessary, and to try and create an
"institutional memory11 so that the experience accumulated was not lost•
Dr MONEKOSSO (Regional Director for Africa) referred to the closure of the United
Nations Office at Addis Ababa. It was the space of that office that was to be taken over by
the African regional training and research centre for emergency measures and rehabilitation
on a long-term basis. Obviously, efforts would not be limited to the health sector. The
strengthening of health infrastructures at district level was a vital component of
rehabilitation, not a matter for rhetoric. Indeed the extent and seriousness of the
emergency would have been much less had the infrastructure riot been so weak; aid would have
reached the people much more quickly had an efficient infrastructure existed, not only as it
related to health but also to other sectors, such as transport, roads, etc.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) referred to the situation
in the Sudan, where, after the first emergency measures, rehabilitation had started. The
infrastructure had in fact been so weak for so many years that the emergency was the "straw
that broke the camel's back"; the "emergency" that now existed was the need to strengthen
the infrastructure•
After a visit he and the Director-General had made to the Sudan it had been decided to
attempt to attract contributions from major donors by introducing rehabilitative measures in
selected districts in the most cost-effective manner possible, and thus to show them the
maximum benefit that could be derived with the minimum of resources. One district hospital
or primary health centre had been chosen from each of the 10 provinces. The Regional Office
for the Eastern Mediterranean had contributed US$ 1 100 000 of the total of US^ 10 million
needed for rehabilitative measures throughout the country• The initial pilot activities in
the 10 provinces were almost complete and were the catalysts in attracting further funds and
fostering activities. USAID had contributed US$ 308 000 and now the Government of the Sudan
had asked for help in strengthening another 50 to 60 hospitals.
Dr ELO (Emergency Relief Operations) said that, with the guidance of the World Health
Assembly and the Executive Board, the emergency preparedness programme was being strengthened
in all the regions, not just the African and Eastern Mediterranean Regions, in order to
support Member States in their own programmes. With the aid of the donor community the
results of practical operations in the field should soon become available.
Mr FARAG (Organization of African Unity), speaking at the invitation of the CHAIRMAN,
thanked WHO for its continuous efforts for health and development in Africa. Referring to
paragraph 13 of document EB79/32, he said that social and economic development must be

complementary. Although Africa's priority programme for economic recovery in 1986-1990 did
not spell out the social or health aspects in detail, the guiding principles were there, from
which the necessity for a sound infrastructure for health and social development could be
derived. One of the obstacles to the implementation of such health projects was the lack of
country profiles, in the preparation of which he appealed for the assistance of the two
Regional Offices 一 for Africa and the Eastern Mediterranean. He asked for more details
regarding the plans for various activities mentioned in the document and in the Board's
discussion.
The CHAIRMAN confirmed that the information required by Mr Farag could be obtained
outside the meeting from various members of the Secretariat.
The Board took note of the Director-General1 s report on the thirteenth special session
of the United Nations General Assembly on the critical economic situation in Africa (Document
EB79/32).
(For continuation of discussion on collaboration within the United Nations system, see
section 6 below.)

5.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989:
(Document PB/88-89) (resumed from section 2)

Item 7 of the Agenda

Consideration of the draft report of the Executive Board (Document (draft) EB79/42)
The CHAIRMAN drew attention to the draft report of the Executive Board on its review of
the proposed programme budget and invited comments on it section by section, and category by
category of the programmes.
Introduction (paragraphs 1-3)
There were no comments.
I.

General policy matters (paragraphs 4-17)
There were no comments.

II.

Programme policy matters (paragraphs 18-77)

In regard to adjustments in resource allocation (paragraphs 76-77), Dr SAVELfEV (adviser
to Professor Isakov) recalled that the Director-General in his Introduction to the proposed
programme budget had singled out the weakness of health infrastructures as the greatest
obstacle to achieving health for all. As that sentiment had been echoed by most members of
the Board, he proposed that programme 4 (Organization of health systems based on primary
health care) should be recommended to the Health Assembly for additional funding from the
Director-General's Development Programme, as was already proposed for programme 13.1
(Immunization).
It was so agreed.
III. Budgetary and financial policy matters (paragraphs 78-94)
On budgetary policy, casual income, the scale of assessments, and the budget level and
Appropriation Resolution, there were no comments.
The report of the Executive Board on its review of the proposed programme budget for
1988-1989 was adopted as amended in accordance with comments made during the
discussion. 1
~
Professor MENCHACA said he had reservations about the Board's approval of its draft
report. He doubted whether members had really had enough time for careful study of the
document, distributed only that morning.

The CHAIRMAN observed that the report did in fact reflect the various signals that the
Board had been sending to the Director-General through its discussions.
Professor MENCHACA, without disagreeing with the Chairman1s observation, considered that
the Board1 s approval had been conducted mechanically and under pressure of time; after all,
the Board was not infallible. As a Board member it was his duty to express his reservations
and request that they be recorded in the summary records.

6.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM;
section 4)

The Codex Alimentarius Commission:

Item 20 of the Agenda (resumed from

Item 20.3 of the Agenda (Document EB79/331)

The CHAIRMAN drew attention to the Director-General1 s report contained in document
EB79/33， which gave information on the nature and activities of the Codex Alimentarius
Commission, an intergovernmental body established in 1962 to implement the Joint FAO/WHO Food
Standards Programme• The Board might wish to consider how the participation of the health
sector in this programme could be increased. He welcomed Mr E• F. Kimbrell, Chairman of the
Commission.
Mr KIMBRELL (Chairman, Codex Alimentarius Commission) expressed appreciation for the
great support provided by WHO, along with F AO, during the past 25 years and in particular for
the fine cooperation of the Director-General. The various expert groups convened under the
authority of WHO and FAO and the joint funding for the Codex secretariat formed the
underpinning of the Commission's accomplishments.
The excellent report by the Director-General of WHO, which he hoped all Board members
would take the time to read, made it clear that the Commission's work went far beyond the
preparation of standards for food products, to encompass work oil food additives and
contaminants, food labelling, and food hygiene, including microbiological standards. The
Board was surely aware of the magnitude of food safety problems throughout the developing and
developed world. In the United States of America, for example, there were an estimated
20-80 million cases yearly of illness related to food-borne disease, while a WHO expert
committee had estimated that more than 5 million child deaths occurred each year from acute
diarrhoea, which was frequently attributable to contaminated food and/or water.
What could the Coimnissiori do about such problems? The four regional coordinating
committees could play a major role by helping to bridge the gap between the acceptance of
food standards and their implementation in developing countries• Having attended one session
of each of the four committees as Chairman of the Commission, he had found varying degrees of
involvement of FAO and WHO representatives in the different regions. For example, WHO
regional representation in the Asian and African committees was much less evident than in the
Americas, although he had been informed that more recently regional representation at those
committees had already improved• He had also learned of the committees1 unanimous agreement
that countries could make better use of the Commission1 s recommendations if only they could
find the resources for implement ing them. In that connection, he recalled the Commission1 s
unique method of funding: most expenses were incurred by and paid for directly by the
countries who hosted the many committees of the Commission. Lastly, there had been unanimous
agreement that food safety was an integral part of primary health care.
The Board had been invited to consider how the health sector could participate more
actively in the Commission1s work and take greater advantage of it. He stressed that the
Commission was prepared to follow the Board's lead. He believed that WHO could play a major
role in making the work of the Commission better known around the world and in collaborating
with countries in need of adequate laboratories, equipment and trained personnel, without
which they could not implement a safe-food policy.
The work of the Commission continued to require a competent secretariat, and he hoped
that the joint FAO/WHO budget, which had remained stable in actual dollar terms for several
years, could be kept at its present level at least.

Professor MENCHACA said that the Director-General1 s report was a complete and concise
account of the Commission1 s work on the protect ion of consumers1 health. Despite its small
budget, it was an exemplary programme, promulgating equitable standards in food trade that
were of particular benefit to developing countries.
Paragraph 21 of the report summarized the major factors inhibiting countries from
accepting and implementing Codex standards. In developing countries the constraints, in his
view, were of a financial and technical nature； legal problems were most often found in
developed countries and stemmed indirectly from the ferocious competition in the
international food trade.
Given the critical importance of food safety and the important benefits deriving from
the Commission's work for the developing countries, the WHO regional directors and the
Organization as a whole should continue to give it full support•
и
•
Mr VOIGTLANDER (alternate to Professor Steinbach) expressed his appreciation of the work
of the Commission. He stressed that its success could not be measured s imp ly by the number
of acceptances of Codex standards• The latter were used in a wide variety of ways 一 as
reference material, as the basis for national standards, as a unique source of information
for traders as well as governments; many directives of the European Economic Community, for
example, were based on Codex standards. While the number of acceptances could of course be
greater, they had shown a considerable increase in recent years.
Mr SONG Yunfu considered that a great deal had been accomplished by the Commission since
its founding but that greater health sector involvement was definitely needed. In China much
work was being done in this area, as shewn by the fact that more than 200 food hygiene
standards, many of them based on Codex standards, had been issued in the past five years.
Regrettably, those involved in this work were prevented from collaborating as much as they
required because of funding problems• To enable developing countries to make better use of
the Commission, perhaps some financial support could be envisaged to help selected people
attend the necessary international meetings. Overall, the joint WHO/FAO budget remained low,
and he hoped that that situation could be improved.
Dr SAVEL 'EV (adviser to Professor Isakov) praised the work of the Conimission. As
regards the future direction of its activities, he felt that WHO1 s involvement was important,
especially with regard to work on residues of pesticides and veterinary drugs as well as
natural and other contaminants of food.
Dr YOUNG congratulated the Director-General on the excellent report before the Board.
Strong continuing support for the Commission was indeed needed, as all speakers had
stressed. The Commission1s work was important not only for consumer protection through the
development of uniform guidelines but also for the promotion of international trade. He
supported the aim of enabling Member States to make greater use of Codex standards. He also
welcomed the Commission's intention to deal with the problem of food contamination by
radionuclides, as well as that of veterinary drug residues in food.
Dr DE SOUZA (alternate to Mr McKay) complimented Mr Kirabrell and the Commission warmly
and associated himself with the appreciative remarks of previous speakers. As regards the
factors inhibit ing countries from fuller participation in the work of the Commission, as
referred to by Professor Menchaca, he personally felt that lack of awareness of its work was
a crucial constraint. To promote this awareness, he proposed that the Executive Board should
submit the Director-General1 s report to the forthcoming World Health Assembly, possibly with
an accompanying resolution.
Dr KAFERSTEIN (Food Safety) thanked members of the
comment s • It was heartening that the first-ever report
the Board had received such support. He would be happy
Dr de Souza had suggested ； it would indeed be a unique
and problems of the Commission to a world forum.

Board for their encouraging
on the programme to be presented to
to help to draft a resolution such as
opportunity to bring the achievements

In the absence of objections, the CHAIRMAN asked Dr de Souza to draft a resolution with
Dr Kaferstein ( see summary record of the twenty-second meeting, section 3).
(For continuation of discussion on collaboration with the United Nations system, see
summary record of the twenty-first meeting, section 4-)

TWENTY-FIRST MEETING
Friday, 23 January 1987, at 9hQ0
Chairman:

Dr Uthai SUDSUKH

The meeting was held in private from 9hQ0 to 9h5Q, when it resumed in public session.
1.

AWARDS：

Item 22 of the Agenda

At the invitation of the CHAIRMAN, Dr MARKIDES, Rapporteur, read out the following
decisions adopted by the Board in private session:
Léon Bernard Foundation Prize (report of the Leon Bernard Foundation Committee):
of the Agenda

Item 22.1

9

Decision: The Executive Board, after considering the report of the Léon Bernard
Foundation Committee, awarded the Léon Bernard Foundation Prize for 1987 to
Sir John Reid for his outstanding service in the field of social medicine.1
Dr A. T. Snousha Foundation Prize and Fellowship (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 1987 to
Professor Ahmed Mohamed El-Hassan for his outstanding contribution to the improvement of
the health situation in the Eastern Mediterranean Region.^
Child Health Foundation Prize (report of the Child Health Foundation Committee):
of the Agenda

Item 22.3

Decision: The Executive Board, after considering the report of the Child Health
Foundation Committee, awarded the Child Health Foundation Prize for 1987 to
о
Professor José R. Jordan for his outstanding service in the field of child health.^
At the request of the CHAIRMAN, Dr DIALLO, Rapporteur, read out the following decisions
adopted by the Board in private session:
Child Health Foundation Fellowship (report of the Child Health Foundation Committee):
22.3 of the Agenda

Item

Decision: The Executive Board, after considering the report of the Child Health
Foundation Committee, awarded the Child Health Foundation Fellowship for 1987 to
Professor Sanath Punsara Lamabadusuriya.^
Sasakawa Health Prize (report of the Sasakawa Health Prize Committee):
Agenda

Item 22.4 of the

Decision： The Executive Board, after considering the report of the Sasakawa Health
Prize Committee, awarded the Sasakawa Health Prize for 1987 to Sister Marie Joan Winch
for her innovative work in health development. Sister Winch will receive an amount of
US$ 30 ООО.5

2

Decision EB79(5)

Decision EB79(6)
3 Decision EB79(7)
4 Decision
EB79(8)
5 Decision EB79(9)

The CHAIRMAN extended congratulations to all the prize winners and, in particular, to
Sir John Reid for his outstanding achievements. He wished him every success in the future
and hoped he would continue to contribute to the work of the Organization.

2.

METHOD OF WORK OF THE WORLD HEALTH ASSEMBLY (REPORT BY THE PROGRAMME COMMITTEE)：
Item 19 of the Agenda (Document EB79/301) (continued from the twentieth meeting,
section 1)

Draft resolution proposed by the Rapporteurs
The CHAIRMAN drew the attention of the Executive Board to the draft resolution entitled
"Method of Work of the World Health Assembly", proposed by the Rapporteurs, which read as
follows :
The Executive Board,
Having reviewed the report of its Programme Committee on the method of work of the
Health Assembly,1 which includes suggestions for amendments to various provisions of
the Rules of Procedure of the World Health Assembly;
^
Convinced that the amendments suggested for Rules 52 and 74 would facilitate the
work of the Health Assembly;
Considering that the amendments suggested for Rules 27, 55 and 57 should be applied
for a trial period of three years；
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Recalling resolution WHA36.16 and previous resolutions on the method of work
and duration of the Health Assembly;
Recognizing that the decision to limit the duration of the Health Assembly
makes it desirable whenever possible to further rationalize its proceedings with a
view to the most efficient and effective conduct of business；
Having considered the recommendations of the Executive Board (resolution
EB79.R..) in this respect；
1.
ADOPTS the following amendments to Rules 50, 52 and 74 of the Rules of
Procedure of the World Health Assembly:
Rule 50
Replace by the following text :
Without prejudice to Rule 52, formal proposals relating to items of the
agenda may be introduced at plenary meetings up to the date on which all items
of the agenda have been allocated to committees or until fourteen days after
the opening of the session, whichever date is the earlier.
Rule 52
Replace the second and third sentences of the present text by the following:

The word 11 ingrédient" in the French text of operative paragraph 1(1) was a term used to
refer to a constituent of secondary importance. From informal discussions, he had concluded
that a better terra to use would be "principe actif", which indicated the main constituent of a
medicine. Operative paragraph 1(2) related to the quantity of alcohol contained in the
medicine in general, whether as the active ingredient or as a substance of secondary
importance, i.e., an excipient. The text would be improved by the use of more precise
language.
Dr YOUNG suggested that the word "other", before the word "medicines", in the third
preambular paragraph should be deleted so as to avoid any implication that alcohol was a
medicine. He further suggested that operative paragraph 1(3) be amended to read; "to review
available pharmaceutical preparations so as to ascertain their alcohol content"• That should
meet the points raised by Dr Larivi^re and Mr Voigtlander.
Dr LARIVIERE (alternate to Dr Law) said that, since the proposed changes were of an
editorial rather than a substantive nature, he assumed that the со-sponsors would have no
difficulty in accepting them.
Dr AASHI, agreeing with Dr Larivifere1s comment, said that substantive changes should be
avoided.
The CHAIRMAN, noting that the proposed amendments were of a minor and editorial nature,
asked whether the Board was prepared to adopt the draft resolution with the amendment s
suggested.
The resolution, as amended， was adopted.1
(For consideration of the Executive Board1 s draft report on the proposed programme budget
for 1988-1989, see section 5 below.)

3.

EIGHTH GENERAL PROGRAMME OF WORK: Item 13 of the Agenda (Document EB79/24) (continued
from the eighteenth meeting, section 1)
Considérât ion of a draft resolution

The CHAIRMAN drew attention to the following draft resolution, which she hoped could be
adopted as it stood, since it reflected the conclusions of the Board1 s discussions:
The Executive Board,
Having reviewed the draft of the Eighth General Programme of Work covering a
specific period (1990-1995 inclusive), presented to it by its Programme Committee;
Noting with satisfaction that the lessons learned from the first monitoring and
evaluation of the Global Strategy for Health for All, and from the implementation of the
Seventh General Programme of Work, have been applied in the preparation of the Eighth
General Programme of Work;
1.
THANKS the Programme Committee for its work, and requests it to review the
implementation of the Programme on a continuing basis in accordance with resolution
EB58.R11;
2.
THANKS the regional committees for their important contribution to the development
of the Programme；
3.
SUBMITS the draft of the Eighth General Programme of Work to the Fortieth World
Health Assembly；
4.
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;

The Fortieth World Health Assembly,
Having reviewed, in accordance with Article 28 (g) of the Constitution, the
draft of the Eighth General Programme of Work covering a specific period (1990-1995
inclusive) submitted by the Executive Board;
Realizing that the Eighth General Programme of Work is the penultimate
Programme in support of the Global Strategy for Health for All by the Year 2000;
Convinced that the Eighth General Programme of Work constitutes a satisfactory
response of the Organization to that Strategy；
Believing that the Programme provides an appropriate framework for the
formulation of the Organization's medium-term programmes and programme budgets and
that its content has been sufficiently specified to permit programme monitoring and
evaluation;
Recognizing the important contribution of the regional committees to the
development of the Programme；
1.

APPROVES the Eighth General Programme of Work;

2.
CALLS ON Member States to use it in their cooperative activities with WHO in
support of their national strategies for health for all;
3.
URGES the regional committees to ensure that regional programmes and programme
budgets are prepared on the basis of the Eighth General Programme of Work, and to
implement the regional programme budget policies to this end；
4.
REQUESTS the Director-General to ensure that the Eighth General Programme of
Work is translated forthwith into medium-term programmes for implementation through
biennial programme budgets, and is properly monitored and evaluated；
5.

REQUESTS the Executive Board:
(1)

to monitor the implementation of the Programme on a continuing basis；

(2) to review the progress and to evaluate the effectiveness of the Programme
in supporting the goals of the Global Strategy for Health for All by the
Year 2000;
(3) to ensure in its biennial reviews of programme budget proposals that these
properly reflect the Programme；
(4) to carry out in-depth reviews of particular programmes as necessary to
ensure that the work of the Organization is proceeding in conformity with the
Eighth General Programme of Work.
Dr LARIVIERE (alternate to Dr Law) said that he had a minor point to make reflect ing a
comment in earlier discussions made by Mr Voigt lander and endorsed by Dr Law. Operative
paragraph 2 of the draft resolution recommended for adoption by the Health Assembly referred
to "their [Member States 1 ] national strategies for health for all11. For a federal country
such as the Federal Republic of Germany or Canada it would be more appropriate for the passage
to read 11 •. . in support of their strategies for health for all", omitting the word "national".
An amendment to that effect was adopted.
The resolution， as amended, was adopted.丄

4.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:

Item 20 of the Agenda (continued)

General matters: Item 20.1 of the Agenda (Resolution EB59.R8, paragraph 4(2); Documents
EB79/31, EB79/31 Add.l, and EB79/40) (continued from the twelfth meeting, section 1)
Mrs BRUGGEMANN (Director， Programme for External Coordination) emphasized that in its
collaboration within the United Nations system, WHO endeavoured in a selective way to maintain
the strategy of promoting health policies as an integral part of development and to be
involved where and when it really mattered for the Organization1s mandate and interest s•
The Director-General1s report and its addendum (document EB79/31 and Add.1) provided a
brief summary of recent developments within the United Nations system which were considered to
be of interest to members of the Board. The document therefore did not attempt to do justice
to all ongoing activities within the United Nations system, since it was the agreed practice
to provide a fuller report on collaboration within the United Nations system to the Health
Assembly and to concentrate at the present stage on specific events of particular relevance.
The report briefly described the work carried out by the scientific WHO Management Group
on the Effects of Nuclear War on Health and Health Services, established by the
Director-General as a follow-up to resolution WHA36.28 and relevant resolutions of the General
Assembly of the United Nations. The information before the Board outlined briefly the key
issues that would be dealt with in an updated report to be presented to the Health Assembly in
May 1987• The issues concerned problems such as the most recent information on the climatic
effects of nuclear war, effects on survivors, etc•
The second issue dealt with in the report was that of international collaboration for
radiation protection, which had been of particular concern in 1986, and which the Board had
already reviewed during its discussion on the programme for the promotion of environmental
health. The Board had received a special information document (document EB79/INF.DOC./1) on
the question, describing in detail WHO 1 s involvement in international collaboration for
radiation protection particularly with the International Atomic Energy Agency. The Regional
Director for Europe had also given an account of the activities undertaken in 1986.
A matter of particular concern in the United Nations system - the review of the
efficiency of the administrative and financial functioning of the United Nations - was
reported upon in section III of the report• The Board had already referred in its discussions
to the report of the High-Level Intergovernmental Experts, known as the Group of 18, calling
for improved efficiency in the administration and functioning of the United Nations. The
intensive debate and negotiations which had taken place over a number of weeks in the General
Assembly of the United Nations at the end of 1986 had finally resulted in the adoption of
resolution 41/213， details of which were explained in the addendum to the report (document
EB79/31 Add.1)• The resolution dealt with the recommendations of the Group of 18 which should
be implemented by the relevant organs of the United Nations. The second part of the
resolution dealt with the planning, programming and budget process which should be governed by
a number of clearly identified principles, and an annex to the resolution set out the
procedure to be adopted for the programming and budgeting process.
Another important issue concerned the international campaign against traffic in narcotic
drugs. At the end of 1986 the General Assembly had adopted a number of resolutions strongly
urging governments to combat the illicit consumption of narcotic drugs as part of national
strategy on that subject, and WHO would take part in the preparations for the international
conference on drug abuse and illicit trafficking which was to be held in Vienna in July 1987
and would be represented there. The Board had received a report by the Director-General on
action taken in respect of international conventions on narcotic drugs and psychoactive
substances (document EB79/6) giving information on the subject•
Section V of the report before the Board referred briefly to a number of social
development issues relevant to health, such as the question of aging and the implementation of
the Nairobi forward-looking strategies for the advancement of women. Ail inter-divisional
Steering Committee on Women, Health and Development set up in WHO was in the process of
identifying specific activities to enable WHO at all its levels to support women in their role
as providers of health care, as well as through education and information on their rights and
needs•
Finally, in section VI， reference was made to WHO 1 s cooperation with some specific bodies
such as UNICEF, UNDP, UNFPA and the World Bank. Again, the report did not claim to give

complete details of such collaboration but briefly indicated the type of joint activities
undertaken in 1986.
A unique example of collaborat ion which had been mentioned earlier in the Board1 s
discussions was that of the UNICEF/WHO Joint Committee on Health Policy, whose meeting was to
take place the following week and which would focus in particular on strengthening the two
organizations1 complementarity in support of primary health care. The importance of that
cooperation had been stressed by the Executive Director of UNICEF in his recent statement to
the Board.
WHO continued to collaborate with UNDP, which played an important financial and
operational role in work for health. It had also taken part in donor coordination meetings
called by developing countries with the support of UNDP, for example in Guinea-Bissau. WHO
and UNFPA had continued to cooperate closely, mainly at the country level in support of the
implementation of national maternal and child health programmes, including family planning, in
some 90 countries.
Collaboration with the World Bank had also grown, not only in established
collaborative activities, but also in a variety of health-related programmes in Member States,
particularly in Africa. Meetings between the World Bank and WHO, both at headquarters and at
regional level, had explored policy questions and ways of further enhancing collaboration in
such areas as the economic strategies for health for all and the methodology for improved
health surveys•
Her remarks were just an indication of WHO1 s collaboration within the United Nations
system, without any reference to the intensive cooperation with other multilateral and
bilateral organizations supporting health development•
Dr SAVEL1EV (adviser to Professor Isakov) recalled that a more extensive report on
collaboration within the United Nations system would be presented at the Fortieth World Health
Assembly, but even the brief information given in the report before the Board gave a good idea
of the importance of such collaboration for tackling the problems facing the Organization.
The report gave information on the work of the WHO Management Group which, in accordance with
resolution WHA36.28 and United Nations General Assembly resolutions 34/58 and 40/10，was
studying the effects of nuclear war on health and health services. It was not by accident
that that work was referred to at the beginning of the report，since it was concerned with the
safeguarding and strengthening of peace, which had been recognized by the World Health
Assembly as the most important prerequisite for achieving health for all. The Management
Group had carried out a great deal of serious work and its wide-ranging and up-to-date report
on the effects of nuclear war on health and health services, which was to be submitted to the
Fortieth World Health Assembly, deserved approval. The Management Group should continue its
activities and, in particular, should study such problems as the short-term and long-term
demographic effects of nuclear war and the health effects of possible climatic changes
resulting therefrom. The problems concerned were particularly relevant at the present time.
He could only welcome, therefore, the fact that, under the Organization1s programme budget,
there would be no reduction in the efforts aimed at implementing resolution WHA36.28, in which
International Physicians for the Prevention of Nuclear War, with which the Organization had
official relations, should participate actively.
The United Nations had proclaimed 1986 as the International Year of Peace and that body,
together with the specialized agencies and a number of governments, including his own, had
carried out many activities to ensure that it lived up to its name. He referred in that
connection to the Soviet Union1s proposals on disarmament and its unilateral moratorium on
nuclear tests introduced a year-and-a-half earlier.
The information on the recent session of the United Nations General Assembly showed
clearly the close similarity of the problems facing both WHO and the United Nations and the
common interests of the two organizations. WHO'S efforts to comply with the General Assembly
resolution on the establishment of a comprehensive system of international security covering
disarmament, economic development and cooperation, and the safeguarding of basic human rights,
including the right to life and the right to health, were particularly important• The United
Nat ions had appealed to the international community to concentrate its efforts on ensuring
security for all States on an equal footing in all spheres of international relations. That
was entirely relevant to WHO 1 s activities in the international health field. The
collaboration between WHO and the United Nations contributed significantly to the
implementation of the Global Strategy for Health for All, enhanced the Organization1 s prestige
and authority, and strengthened its work.

Sir John REID requested that the report of the WHO Management Group on the Effects of
Nuclear War on Health and Health Services be circulated to Member States well ahead of the
Health Assembly in order to allow sufficient time for consideration of its contents.
The CHAIRMAN said that the Secretariat had taken note of that request.
Dr GRECH said he understood that it had been decided that WHO would be actively involved
in the development of two draft conventions on early notification and on assistance in the
case of nuclear accident. He asked what progress had been made in that direction.
Information on the problem of contaminated foodstuffs was not always reliable, and
post-accident assessment was called for. Studies on the subject might be taken up in
conjunction with FAO and, in particular, the Codex Alimentarius Conmiission.
With respect to collaboration on social development issues relevant to health, he
recalled that the global programme on health of the elderly had been transferred to the
Regional Office for Europe, and he asked what mechanism was being established for
collaboration with the United Nations in implementing the International Plan of Action on
Aging.
Dr HAPSARA coxranended WHO 1 s efforts to maintain good relations with other related bodies.
Paragraph 19 of the report referred to collaboration with the World Bank and its support to
WHO programmes. He asked what the magnitude of that cooperation was, and what was the
relationship between the two organizations concerning the studies on the cost and financing of
health care. It would also be interesting to know what the future prospects were for the
studies. In addition, he asked how the improvement of the planning, programming and budgeting
process, foreseen in paragraph 2 of the addendum, was progressing; was that activity to be
strengthened, or were there any constraints on it?
Professor GIRARD said that the role of physicians and other health workers in the
preservation and promotion of peace was a particularly complex subject, some of whose aspects
entered more properly into the sphere of action of other organizations. WHO had to respect
those areas of competence, arid he hoped that would be taken into account in the Management
Group's report. He shared Sir John Reid1 s concern that that document should be made available
to Member States as early as possible before the Health Assembly.
Professor MENCHACA endorsed the views expressed by Dr Savel1ev. In addition, he
expressed satisfaction with the work being done by the Management Group which had been
established in pursuance of resolution WHA36.28 and a number of United Nations General
Assembly resolutions. He eagerly awaited the outcome of that highly qualified Group's work,
which, he was confident, would be comprehensive and cover all aspects of interest and
importance for the future work of the Organization, He also welcomed the expanding
cooperation between the organizations of the United Nations system, and in particular that
between WHO and UNICEF, UNFPA and UNDP,
•i
Mr VOIGTLANDER (alternate to Professor Steinbach) said that everyone was fully aware of
the severe effects of all types of war, including nuclear war. The highest priority therefore
had to be given to preventing war at all. The discussion of the issue was, however, more
appropriate to other international forums within the United Nations. Reference was made in
section I of the report to the preparation of a second report； if it was felt desirable to
consider the matter further, that report might well include consideration of those concerned
by wars actually in progress. He stressed that, in a period of financial stringency, it was
important to concentrate the work of the Organization clearly within WHO 1 s specific terms of
reference and to avoid any overlapping or duplication.
Mr BOYER (adviser to Dr Young) said he hoped that when the Management Group's report was
submitted to the Health Assembly it could be done in a non-contentious way and approach the
subject in a spirit of consensus. The subject had already been before the Assembly twice, and
on both occasions there had been a highly divided debate and vote. That did not augur well
for the Organization, especially since there was an ongoing debate as to whether it was
appropriate for issues of a political nature to be discussed by the Health Assembly - which,
in his view, should devote its time to topics directly related to health.
Mr MILLER (adviser to Dr Law) endorsed the views expressed by Professor Girard.
Professor MENCHACA pointed out that, in submitting the Management Group1 s report to the
Health Assembly, the Director-General was doing no more than complying with resolution

WHA36.28 and United Nations General Assembly resolutions 34/58 and 40/10. That Group had been
established to report on the effects of nuclear war on health and health services； in his
opinion it was fully competent to do so.
Mr KHALLAF (adviser to Dr Ayoub) said that collaboration within the United Nations system
was extremely important. It was enshrined in the principles and general objectives contained
in the United Nations Charter, which was binding on the United Nations and its specialized
agencies, although their fields of competence might differ, and was thus incumbent on
governments, peoples, institutions and international officials. New international challenges
in the way of economic, financial and management constraints facing the United Nations and its
specialized agencies had, however, increased the need for collaboration. It was not true that
the developed countries were more conscious of the need for rationalization and coordination
within the United Nations system in order to increase its efficiency. The developing
countries, in fact, had a much greater interest in not wasting available resources through
duplication of work or any other action that would hamper their development programmes• The
United Nations General Assembly, in December 1986， had adopted resolution 41/171 proposed to
it by the Economic and Social Council with a view to increasing coordination and efficiency
within the United Nations system on development and, more particularly, operational matters.
That resolution mentioned a number of areas of activity for special attention, including some
connected with the fields of technical competence of the various specialized agencies. In
that connection, the Joint Inspection Unit had made the point in its reports that each
organization had its own needs, and that evaluation ought to be more systematic and more
realistic•
WHO had not been able to respond to the request made by the Secretary-General of the
United Nations to the specialized agencies because the Board had not had time to consider the
matter before the most recent session of the Economic and Social Council, which had examined
development activities within the United Nations system as a whole. That did not mean,
however, that WHO was not interested in achieving maximum coordination with the other
organizations in the United Nations system carrying out activities affecting health. That was
illustrated by the Director-General1 s report (document EB79/31), which could be considered as
a preliminary response by WHO to the Secretary-General1 s request. Evaluation of the
coordination and efficiency of operational activities within the United Nations system was a
process that took place once every three years； the Board1 s conclusions on the matter would
thus be submitted to the next session of the Economic and Social Council.
Any strategy for health comprised many aspects that lay outside the health field in the
strict sense of the term and came within the purview of other international organizations,
whose activities were thus complementary to WHO1 s activities in pursuit of health for all by
the year 2000. He therefore welcomed the Director-General1s report on the coordination
process in operation between WHO and UNICEF, UNDP, UNFPA, UNEP, IAEA and the Codex
Alimentarius Commission. It was particularly necessary to expand coordination between WHO and
the World Bank not only on field studies and in dialogue, but also in order to ensure
financing for WHO programmes and projects.
In conclusion, he commended the Director-General on his report on the thirteenth special
session of the United Nations General Assembly on the critical economic situation in Africa
(document EB79/32)， which not only reflected the realities of the situation but also contained
specific recommendat ions regarding the health situation and the attention that should be given
to the African recovery programme.
The CHAIRMAN， speaking in her personal capacity, said she shared many of the views that
had been expressed. It was particularly important that every effort should be made to ensure
that the issues concerned were submitted to the Health Assembly in a non-contentious way.
Dr ASVALL (Regional Director for Europe), replying to the questions from Dr Grech, said
that the Regional Office had for some considerable time maintained links with other United
Nations organizations, and in particular with the Centre for Social and Humanitarian
Development in Vienna, in connection with the global programme for the elderly, the budget
allocation for which had recently been transferred to the Regional Office for Europe. That
programme had in fact been with the Regional Office since 1980; the budget transfer therefore
did not affect the way in which the programme was being operated and organized.
Subsequent to the Chernobyl accident, the Regional Committee in September 1986 had
adopted a special resolution on the problems of transboundary pollution from radioactive
fallout (resolution EUR/RC36/R8), which, among other things, stressed that responsibility for

the health aspects of radiation protection clearly lay with the public health sector within
governments and thus, by inference, with WHO as far as international organizations were
concerned. The resolution asked the Regional Office to undertake a number of activities,
including the initiation of comprehensive studies on the epidemiology of the implieat ions for
affected populations； those studies were now going to be designed in collaboration with IARC,
and IAEA would also be invited to join. It also called for the convening of an expert meet ing
to identify the areas appropriate for European harmonization of measures to limit the health
effects of transboundary radioactive contamination in the future. That meeting would be held
in late 1987, and would, among other things, consider safety levels in food, a topic on which
the Regional Office was also cooperating with FAO and other concerned organizations. The
relevant unit at headquarters was looking at intervention levels, and those data would also be
considered at the meeting,
Dr KREISEL (Director, Division of Environmental Health), replying to Dr Grech, said the
IAEA Convention on Early Notification of a Nuclear Accident came into force on 27 October
1986, having so far been ratified by three Member States of IAEA. The Convention on
Assistance in the Case of a Nuclear Accident or Radiological Emergency was not yet in force,
having so far been ratified by only one Member State， although it had been signed by 57
countries as of 27 October 1986. WHO had been represented at the preparatory drafting
meetings held during the summer of 1986 and had attended the IAEA General Conference in Vienna
in September 1986, when the two conventions had been adopted. WHO was following developments
very closely, and could supply Board members, on request, with a copy of either or both
conventions•
On the subject of radioactivity in food, WHO had initiated work in collaboration with
other international agencies for the preparation and issue of WHO guidelines for health-based
derived intervention levels for radiation in food, air and water. The basic approach to the
development of guidelines had been completed in late 1986 and work was at present well under
way. Several inter-agency meetings had taken place and more were planned for 1987. FAO had
had a consultation on recommended limits for radionuclide contamination of foods in Rome in
December 1986 in response to requests from several Member States for advice on action with
regard to such contamination, particularly in foods concerned in international trade. Ш 0 had
been represented at that meeting.
u

Mrs BRUGGEMANN (Director, Programme for External Coordination) said that every effort
would be made to meet the requests regarding the report to be submitted to the Health Assembly.
In reply to Dr Hapsara1s question, the World Bank had, for example, contributed
US东 2.5 million in 1985 and US$ 3 million in 1986 (12% of total support) to the
UNDP/World Bank/WHO Special Programme for Research and Training in Tropical Diseases, as well
as US东 2.5 million to the Onchocerciasis Control Programme. More complete information on the
World Bank contribution to WHO programmes could be supplied later.
Other forms of collaboration included WHO collaboration for the past two years with the
World Bank, OECD (the Club du Sahel), and with USAID in a study group dealing with health
financing and recurring cost issues iri health. Those were part of broader efforts being
carried out with the World Bank that had been discussed at the Thirty-ninth World Health
Assembly and would be a particular subject for consideration during the Technical Discussions
at the Fortieth World Health Assembly.
With regard to Mr Khallaf1 s comment on the operational activities within the United
Nations system, it was true that there had been difficulties in producing a written report in
view of the way in which information had been requested. However, an oral contribution had
been made and the Organization was also actively participating in the meetings being held and
in the preparation of the resolution. It would also, of course, be participating in the
implementat ion of the resolution.
The CHAIRMAN drew attention to the following draft resolution on the International Year
of Shelter for the Homeless, proposed by Mr Abi-Saleh, Dr Camanor, Dr Fernando, Dr Koinange
and Dr Maruping:
The Executive Board,
Taking into consideration resolution 37/221 adopted in December 1982 by the
United Nations General Assembly at its thirty-seventh session, proclaiming the year 1987
International Year of Shelter for the Homeless;

Aware of the strong linkages between health and decent shelter;
Further aware that the goal of health for all by the year 2000 cannot be attained
without due emphasis being given to the provision of adequate shelter;
Appreciative of WHO1 s proposed programme of activities to coincide with the
designation of the year 1987 as the International Year of Shelter for the Homeless;
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Taking into consideration resolution 37/221 adopted in December 1982 by the
United Nations General Assembly at its thirty-seventh session, proclaiming the year
1987 International Year of Shelter for the Homeless;
Bearing in mind WHO1 s fundamental commitment to attaining the goal of health
for all by the year 2000;
Noting the positive influence that adequate shelter has on the health of
i rid ividuals ;
Aware that homelessness is a global problem affecting all nations, especially
the developing countries, and that, despite the efforts of governments and
international organizations at national and local level to improve the living
conditions of people living in slums， squat areas and rural settlements, the
situation continues to deteriorate in both absolute and relative terms；
1.

URGES Member States:
(1) to promote human health through the improvement of living conditions
(habitat)；
(2) to initiate the establishment of regional research groups to undertake
studies on the improvements in health conditions that result from adequate
bousing；
(3) to support the creation of a global housing and shelter bank in order to
harness capital resources；
(4) to support the extension of the International Year into an international
decade of shelter for the homeless, so as to permit the implementation of a
truly global shelter programme, consistent with the goal of health for all by
the year 2000;

2.
REQUESTS the Director-General to maintain and strengthen collaboration with the
United Nations Environment Programme, the United Nations Centre for Human
Settlements (HABITAT), the World Bank, and other multilateral and bilateral agencies
and nongovernmental organizations involved with shelter and health issues.
Mr SAMARASINGHE (alternate to Dr Fernando) , introducing the draft resolution, said that
the identification of Sri Lanka with the International Year of Shelter for the Homeless went
back to the statement made by the Prime Minister of that country to the United Nations General
Assembly in September 1980. Calling for the proclamation of an International Year, the Prime
Minister had said that the provision of decent housing lay at the very core of development and
was an investment in mankind• In December 1982，by General Assembly resolution 37/221，the
United Nations had declared 1987 International Year of Shelter for the Homeless. The
correlation between the provision of organized decent shelter and improvements in overall
human health conditions was clear. Decent housing went hand in hand with a cleaner
environment, basic sanitation facilities, a lower incidence of communicable diseases, less
water pollution, better delivery of health services and a healthy life-style for individuals
and families.
When inaugurating the International Year in Sri Lanka, the Prime Minister had said that,
in a world of diverse faiths, ideologies and social systems, shelter today was a matter of

universal human concern, and would help to advance international understanding, promote peace
and accelerate economic development to eradicate poverty and want. Shelter, a basic need, had
acquired a new meaning, developing into a wider philosophy of human, socioeconomic and
cultural development• Since 1978 Sri Lanka had made considerable investments in human and
economic resources for housing, focusing on the family and the village, and making housing a
national priority and a national success. Many of the problems of modern society had been
caused by the alienation of the individual from the home and the family. The International
Year of Shelter for the Homeless sought to restore the home to its focal point in social
evolution.
The provision of decent housing was a basic step towards a true recognition of the human
dignity of the poor and the destitute. The building of a healthy environment in which they
could flourish was intrinsic to the fundamental objective of WHO - the Global Strategy for
Health for All by the Year 2000.
That meant that the hopes and aspirations embodied in the International Year of Shelter
for the Homeless must continue beyond the year 1987, and Sri Lanka had made a number of
proposals to that end. They included the establishment of regional research groups on
settlements technology and education to evolve technology appropriate to the geographical and
cultural conditions of each region; the creation of a global housing and shelter bank to
harness international capital resources； the acceleration of settlements building, involving
an increased commitment to building houses by establishing realistic targets, allocating
global resources and measuring performances internationally; and the extension of the
International Year into an International Decade of Shelter for the Homeless to allow for a
time frame resulting in the implementation of a truly global shelter programme. Those
proposals had been embodied in slightly modified form in the draft resolution now before the
Board•
The strong linkages between the International Year and the Global Strategy for Health for
All by the Year 2000 also brought into focus the vital need for intersectoral cooperation. A
comprehensive health strategy must work towards, inter alia, decent shelter, adequate
nutrition and educational standards, safe water supply and sanitation and a decent source of
inc ome •
As early as 1961 a WHO Expert Committeee had discussed the public health aspects of
housing, and that work had been continued by several other committees and publications. It
vjas gratifying to note that, with the declaration of the International Year, WHO had embarked
on various new activities. An interregional consultation on "Housing - the implications for
health11 was to be held in Geneva in June 1987, its principal purpose being to support efforts
currently being made by Member States to take health-promoting action in the field of
housing. The consultation planned to review the current global situation with respect to
health and housing, consider principles relating to the health implications of housing,
identify options for act ion on the part of the community and levels of government concerned,
and provide tools for technical cooperation with Member States. The conclusions of the
consultation would be circulated among Member States and international organizations
concerned. In addition to that excellent initiative, WHO had organized several other
workshops and seminars at regional and intercountry level in connection with the International
Year. A special issue of World Health would be published on the theme "Health and habitat" in
July 1987. WHO'S ready response to the International Year was consistent with its
constitutional objectives and obligations, notably Article 2(i) of the Constitution. He
expressed the hope that the Organization would continue to accord high priority to those
matters in its future programme budgets so that it might achieve sustained results in the
areas of shelter and human health.
The draft resolution before the Board was intended to draw the attention of Member States
to the very clear linkages between decent shelter and human health. It urged Member States to
commit themselves to a programme of action in order to combat global homelessness and its
adverse effects on health. He hoped that it would be unanimously endorsed by the members of
the Board for adoption by the Fortieth World Health Assembly.
Dr SAVEL'EV (adviser to Professor Isakov) said that all Board members would doubtless
agree on the importance of providing people with shelter and on the close link between shelter
conditions and health. He therefore had no comments on the substance of the draft resolution,
but wished to propose two minor amendments, which perhaps reflected more accurately the
current situation. In the last preambular paragraph of the resolution recommended for

adoption by the Health Assembly, he suggested that the words "all nations11 be replaced by
"many nations"9 and that the words "in many countries" be inserted after "rural settlements".
Mr KHALLAF (adviser to Dr Ayoub) expressed full support for the draft resolution; the
lack of adequate housing was a problem for many countries, including Egypt• Many developing
societies were faced with a lack of adequate shelter, not only because of the housing crisis
resulting from economic difficulties， but also because of unhealthy conditions, especially in
peri-urban areas•
Other significant questions connected with the provision of shelter, discussed at the
meeting on environmental health organized in Kuwait by the Regional Office for the Eastern
Mediterranean, included the provision of an adequate water supply, lack of drinking-water
networks, inadequate hygiene, water pollution as a result of the release of toxic substances,
and the lack of spare parts to repair water mains. All those questions must be kept under
review - for instance, by the regional research groups referred to in the draft resolution.
He wished to pay tribute to WHO for the efforts it had made, as well as those of other
organizations dealing with questions of town planning and the provision of housing. He
appealed to all parties which might have a contribution to make to consider the human right to
adequate housing and to provide technical expertise and resources, where possible, for the
purpose of housing in developing countries.
Dr KOINANGE said that the need for shelter was a matter of great concern to millions of
people throughout the world� The Health Assembly had acknowledged that need, aware as it was
of the importance of housing for health and development. He proposed that at the end of the
second preambular paragraph of the Board1 s resolution, after the word "shelter", the phrase
"as reaffirmed in resolution ША39.22 on intersectoral cooperation in national strategies for
health for all" and at the end of the fourth preambular paragraph,after "homeless," t h e ^
words and future activities pertinent to health and habitat contained in the proposed Eighth
General Programme of Work should be added.
Dr HAPSARA expressed full support for the draft resolution, as amended, bearing in mind
the plight of the homeless, especially with regard to their health situation.
Dr A. Grech took the Chair.
Professor RAKOTOMANGA said that, while the draft resolution spoke for itself, he had some
misgivings about the inclusion of the word "habitat" in parentheses after "living conditions"
in operative paragraph 1(1). Since habitat was only one aspect of living conditions， he
suggested that the parentheses be removed and that that part of the phrase be amended to read
"the improvement of living conditions with regard to habitat". Secondly, operative
paragraph 1(3)， calling for the creation of a global housing and shelter bank, was somewhat
vague； it might be asked, for instance, what its role was and who its beneficiaries might be.
Professor GIRARD said that the subject of the draft resolution was a difficult one,
since, as usual, the problem was multifactorial and intersectoral in character. It was also a
painful issue, for obvious reasons. However, with reference to operative paragraph 1(3)， he
failed to see in what way members of the Executive Board of WHO could take a position on the
creation of a global housing and shelter bank, as proposed in the draft resolution, since it
was not clear what that meant.
Mr SAMARASINGHE (alternate to Dr Fernando) explained that the proposal had originally
been made by the Prime Minister of Sri Lanka at Kingston, Jamaica, in 1985, at the eighth
session of the United Nations Centre for Human Settlements and had been repeated at the
fortieth anniversary session of the United Nations General Assembly. It was made at a time in
international affairs when financing institutions were under pressure to lend and/or
reschedule demand. It had been felt that it was desirable to work towards the establishment
of such a bank in order to mobilize international resources, channel them into country
programmes and organize funding and repayments on a viable basis.
A feasibility study had subsequently been undertaken by a consultancy group set up for
that purpose under the aegis of the United Nations Centre for Human Settlements, While the
work done by the Centre was appreciated, it must be recognized that it had not always been
successful in attracting donor funds. Moreover it was not itself a lending institution.
There was thus a need for a special bank capable of specialized lending in the field of

shelter-related activities that could provide the resources so badly needed at the country
level.
Dr DE SOUZA (alternate to Mr McKay) said that, although he was sympathetic to the aims of
the draft resolution, he had reservations about it. Since international activities in support
of the International Year of Shelter for the Homeless were being coordinated by the United
Nations Centre for Human Settlements, it was questionable whether WHO ought to be making
recommendations to governments on the subject, which did not strictly fall within its
mandate. Thus, while he would not oppose adoption of the resolution by consensus, he reserved
his position on the issue when it came to be considered in the Health Assembly.
Professor MENCHACA said that he wished to hear the views of the Secretariat regarding
operative paragraph 1(3) on the creation of a global housing and shelter bank. He expressed
support for the remainder of the draft resolution and thanked Dr Fernando for bringing the
subject to the attention of the Board.
Dr LARIVIERE (alternate to Dr Law) said that the aim of operative paragraph 1(3) was to
raise what might be called extrabudgetary funds for shelter activities. However, as it stood,
the paragraph raised various questions of an operational nature, which went beyond the mere
request for additional resources• In view of operative paragraph 2, which requested the
Director-General to maintain and strengthen collaboration with other United Nations agencies,
it might be appropriate to replace paragraph 1(3) by a paragraph urging Member States to
support the activities of the United Nations Environment Programme and the United Nations
Centre for Human Settlements.
Mr SONG Yunfu expressed the opinion that WHO should do something with regard to the
International Year of Shelter for the Homeless, and supported the submission of the proposed
draft resolution to the Health Assembly. However, he thought that more information was needed
on paragraph 1(3)•
Professor GIRARD supported the amendment proposed by Dr Larivi各re， urging collaboration
with specialized bodies, without reference to a global housing and shelter bank.
Mr SAMARASINGHE (alternate to Dr Fernando) expressed support for Dr Larivi^re1s
suggestion that Member States should be urged to support the United Nations Centre for Human
Settlements, but thought that that could be included as an extra paragraph. Regarding
paragraph 1(3), he stressed that he had already explained the background to that part of the
resolution and again made reference to the study being carried out on the feasibility of the
proposal. He suggested that paragraph 1(3) be left in and discussed further at the Health
Assembly, when more information would probably be available.
Mr BOYER (adviser to Dr Young) said that he shared the reservations that had been
expressed by other members of the Board. He thought that the ideas expressed in the draft
resolution were not sufficiently clarified. In addition it was inappropriate for WHO to ask
Member States to support either the creation of a global housing and shelter bank or the
extension of the International Year into a decade, both of which were outside WHO 1 s area of
responsibility• He proposed that the paragraph suggested by Dr Larivière be substituted for
paragraphs 1(3) and 1(4).
Mr SAMARASINGHE (alternate to Dr Fernando) said that the proposal to extend the
International Year of Shelter for the Homeless to a decade of shelter stemmed from a desire to
take advantage of the opportunity to focus attention on homelessness. A decade would provide
a more realistic time frame in which to implement a global shelter programme. The declaration
of such an international decade would bring certain obligations to Member States and relevant
organizations within the United Nations system. The International Drinking Water Supply and
Sanitation Decade had provided a good example of how much progress could be made within the
framework of an international decade. Within the United Nations system, the declaration of an
international decade invited relevant organizations to submit proposals for a global plan of
action and to develop interagency projects. The proclamation of a decade for shelter would
also call upon various regional commissions to develop and implement effective strategies at
regional level• It was thus very relevant for WHO to subscribe to the declaration of a decade
for shelter, which would entail responsibilities and obligations on the part of countries and
international organizations•
Mr BOYER (adviser to Dr Young) said that he understood the motivation for trying to
expand the International Year of Shelter for the Homeless into a decade, but he reiterated his

concern that WHO was not the appropriate organization to endorse such a move. In addition,
the Member States of WHO and the Organization itself were not in a position to commit
themselves to new responsibilities and obligations such as would be required by an
international decade•
Dr AYOUB suggested that consideration of the proposed draft resolution be deferred until
the Health Assembly, at which time more information would be available. Alternatively, since
there appeared to be agreement concerning the necessity for adequate shelter if the goal of
health for all was to be attained, the Board could express its desire to support the
declaration of an international decade• In place of paragraph 1(4) a separate paragraph could
be added asking the Health Assembly to request the United Nations General Assembly to
investigate ways and means of extending the International Year into a decade for shelter of
the homeless.
Sir John REID said that more information was needed on this important subject, and asked
for the Director-General1s views on how the topic might be presented to the Health Assembly.
The DIRECTOR-GENERAL replied that there were two ways of bringing the subject to the
attention of the Health Assembly. Firstly, the representatives of the Board could report to
the Health Assembly on the Board1 s discussion. If that approach were adopted, it would be
possible to reflect the different opinions expressed by the Board members. Alternatively,
the subject could be raised via a resolution. With regard to the proposed draft resolution
under consideration, it was likely that the United Nations would resent WHO'S adopting what
could be construed as a lobbying role in relation to the creation of a global housing and
shelter bank. That could create an awkward situation. Also the decision to declare an
international decade would have to be taken by those who had declared the international year,
and it was not the responsibility of WHO to make recommendations in that regard. Once a
decade had been declared, WHO would then have an obligation to give its full support. Those
topics could be discussed at the Health Assembly if and when they were raised by the
appropriate United Nations bodies. As the draft resolution stood, there were problems related
to paragraphs 1(3) and 1(4)，and a compromise such as the amendment suggested by Dr Larivière
seemed to be the most appropriate solution.
The CHAIRMAN suggested that the amendments proposed by Dr Larivière and Mr Boyer might be
made by replacing operative paragraphs 1(3)，1(4) and 2 by the following:
(3) to increase their support to the United Nations Centre for Human Settlements
(HABITAT), the United Nations Environment Programme， the World Bank, and other
agencies and nongovernmental organizations involved with shelter and health issues；
2.
REQUESTS the Director-General to maintain and strengthen collaboration between WHO
and the relevant organizations and agencies mentioned in 1(3).
He asked whether the Board was willing to adopt the draft resolution with that amendment
and the amendments proposed by Dr Savel1 ev and Dr Koinange.
The resolution， as thus amended， was adopted.1
United Nations Conference on the Law of Treaties between States and International
Organizations or between International Organizations (Document EB79/40)
Mr VIGNES (Legal Counsel) introduced the item by referring to the plenipotentiary
conference held in Vienna in February-March 1986，in which WHO had participated. The
Conference had adopted the Vienna Convention on the Law of Treaties between States and
International Organizations or between International Organizations, which WHO had the right to
sign. In 1969 a codification conference had adopted the Vienna Convention on the Law of
Treaties, and it had been in force since 1980; it dealt with the legal rules governing
treaties between States• The Convent ion adopted in 1986 dealt with the legal rules applicable
to treaties between States and international organizations and between international
organizations. It could in general be said to consist of the legal rules in the earlier
Convention, adapted where necessary to take account of the differences between the nature of
intergovernmental organizations and that of States.

There were two questions for WHO to consider: (a) whether it should sign the
Convention; and (b) whether it should become a party to the Convention once it entered into
force. The second question was not so urgent, since some time would elapse before the
Convention came into force. There was, however, a time-limit for signature of the
Convention: 30 June 1987. Before making a decision, the Board should be aware that there was
an important safeguard for international organizations in the Convention, in that its
application was to be without prejudice to the provisions of each organization1s Constitution
and relevant rules and established practices. The only legal consequence of signing the
Convention would be that, until it decided whether or not to become a party to the Convention,
WHO would have to refrain from any act that would defeat the Convention1s purposes. Signing
the Convent ion would essentially be a demonstration of WHO1s support to the work on
codification carried out by the United Nations Conference.
The Director-General considered it appropriate for the Organization to sign the
Convention, and that was why the Board's authorizat ion to do so was being sought•
Miss AVELINE (adviser to Professor Girard) said that the two Conventions dealt with
international law, involving matters far beyond the everyday management of the Organization.
There was in any case no practical purpose in WHO signing the Convention, since according to
Article 85 it would in any case enter into force on ratification by 35 States; it was not,
however, appropriate at the present time for WHO to sign the Convention.
Dr LARIVIERE (alternate to Dr Law) considered it to be reasonable for WHO to associate
itself with other signatories of the Convention, but asked whether there were any cost
implications.
The CHAIRMAN said that the decision before the Board was whether WHO should sign the
Convent ion or not. Signing it would not make the Organization a party to the Convention, To
sign the Convention by the deadline of 30 June 1987 would mean that, if WHO wanted to become a
party to the Convention later on, only a formal act of confirmation would be required；
whereas if it did not sign and later wished to become a party, a formal instrument of
accession would be needed•
Mr VIGNES (Legal Counsel) confirmed that the Chairman1s understanding was correct•
Dr HYZLER (alternate to Sir John Reid), supported by Dr YOUNG, said that, having listened
to Mr Vignes1 explanation and Miss Aveline1s intervention, he was, on balance, in favour of
WHO1s signing the Convention, and the Board should authorize the Director-General to do so.
The CHAIRMAN noted that the majority of the members of the Board were of the opinion that
WHO should be authorized to sign the Convention, but that a member of the Board was not in
favour of the authorization.
Decision: The Executive Board, having considered the Director-General1s report on the
United Nations Conference on the Law of Treaties between States and International
Organizations or between International Organizations, decided to authorize the
Director-General to arrange for the signature, on behalf of WHO, of the Convention on the
Law of Treaties between States and International Organizations or between International
Organizations, adopted in Vienna in 1986.1
Report on the special session of the United Nations General Assembly on the critical economic
situation in Africa: Item 20.2 of the Agenda (Resolution EB77.R17; Document EB79/32)
Dr MUTALIK (WHO Liaison Office with the United Nations, New York), introducing the
Director-General1s report (document EB79/32), said that he intended to focus on the main
issues and conclusions of the thirteenth special session of the United Nations General
Assembly on the critical economic situation in Africa, and to report on developments occurring
after the document had been prepared. In response to resolution EB77.R17, the
Director-General had submitted a policy statement both to the Organization of African Unity
and to the Secretary-General of the United Nations as input to the preparation for the special
session, and had provided information on WHO 1 s activities and plans. The main points of that
statement had been included in the Secretary-General1 s submission to the General Assembly. It
had been gratifying that, in the country profiles prepared by the Organization of African
Unity and the Economic Commission for Africa on the basis of submissions from Member States

defining their priority programmes, 14 countries had included health needs. The submission
of the Director-General to the Preparatory Committee had focused on points made during
deliberations within WHO and in particular had stressed the importance of addressing the
underlying causes of the crisis from a long-term perspective, and of strengthening or
formulating specific strategies in each key sector. The main thrust of the health-for-all
strategy in Africa had been outlined and the importance of multisectoral support to health
had been emphasized•
At the special session itself, held from 27 to 31 May 1986, the deliberations had
concentrated on complex economic issues• The discussions, although intricate and difficult,
had been conducted in a positive atmosphere of give and take, and had resulted in the
unanimous adoption of resolution S-13/15， containing the United Nations Programme of Action
for African Economic Recovery and Development, 1986-1990.
That Programme, as might be expected, emphasized economic action and agriculture, but
the social development aspect was implicit in its main thrust• It acknowledged the leading
role of the African governments in the recovery and reconstruction process and laid emphasis
on community involvement and on the development of infrastructure and human resources. It
also contained a commitment to assistance by the international community and particularly by
donors.
Since then the Office of the United Nations Emergency Operation in Africa, based in
New York, had been closed, but continuity of action had been ensured by the retention of both
a focal point and the Emergency Task Force made up of participating organizations, including
WHO •
To ensure implementation of the United Nations Programme of Action, a steering committee
had been established, whose main tasks were to facilitate resource mobilization and
coordinate international action. WHO had been invited to attend meetings of that committee.
Meanwhile, the United Nations General Assembly had adopted resolution 41/29, which urged
international support for the implementation of the Programme of Action.
The renewed commitment to development on the part of African States and the
international community presented important challenges for WHO, as well as opportunities to
intensify cooperation with governments at national and regional level and to stimulate
ministries of health to ensure that national plans and proposals based on health-for-all
strategies were brought to the attention of the donor community. Health matters should be
made more visible at such forums for the mobilization of resources as the United Nations
Development Programme round-table meetings and the World Bank consultation mechanism.
Dr MONEKOSSO (Regional Director for Africa) rioted that, in Africa as elsewhere, health
and economic matters were inextricably linked. Unfortunately, economists and health workers
often tended to look at situations from opposite points of view.
The Regional Office for Africa had not been well organized in 1985 to cope with the
emergency situation. For that reason a unit had since been established to deal with the
health aspects of emergency relief operations in Africa, The Regional Office was
collaborating with WHO headquarters in this regard，and efforts were being made to find
extrabudgetary funding for the programme, which it was hoped would be implemented in the near
future.
In addition, posts had been established within the multidisciplinary teams set up in the
three subregions, which should permit timely assistance to be given to countries in need. In
addition to their duties in relation to emergency action, these teams would also be
responsible for training and research and for the supervision of stores in the subregions.
The Regional Office proposed that the Government of Ethiopia, in collaboration with the
Government of Italy, should establish an African regional training and research centre in
Addis Ababa to meet the management needs of countries regarding emergency preparedness.
Dr Monekosso thanked the Government of Italy and staff at WHO headquarters for their efforts
in that field.
Following the crisis, it was necessary to look at health development as a way of
improving the socioeconomic situation. The Economic Commission for Africa had already agreed
to carry out joint action with Member States and WHO within countries at the district level,
to deal with economic projects through community participation, using a multisectoral

approach and appropriate technology. UNICEF was collaborating in this effort, and it was
hoped that other agencies would also cooperate, A meeting of health ministers would take
place in April 1987 to discuss the projects and it was hoped that in July the matter would be
brought to the attention of the heads of African States. The Regional Office had thus
undertaken activities to cooperate with Member States in dealing with emergencies, and was
fully aware of the importance of economic development for the achievement of health for all.
Dr BART (adviser to Dr Young) said that WHO had reason to be proud of its efforts in
Africa, Its part in the concerted emergency relief operation in Ethiopia and the Sudan was
the most comprehensive and effective contribution it could make to global health. The
programme was gradually being transformed into one of emergency preparedness and the
management of disasters. Such events did not always respond to conventional planning
patterns. Nevertheless, it was possible to develop a programme of preparedness in order to
minimize the effects of disasters on health. He asked what, despite the continuing efforts
of WHO, would be the implications for the health sector of the closure of the Office of the
United Nations Emergency Operation in Africa at the United Nations in New York. Referring
members of the Board to paragraphs 18, 19 and 20 of document EB79/32, in particular the last
sentence of paragraph 18 regarding the strengthening of health infrastructures at district
and local level, he said that, while they were important, such unfocused goals could only
dilute emergency preparedness and management energies, which were too important to be lost
within the rhetoric being used in promoting the development of the rest of the health sector.
Dr MUTALIK (WHO Liaison Office with the United Nations, New York) , thanking Dr Bart for
his encouraging comments, said that when the Secretary-General of the United Nations had
decided to close the Office of the Emergency Operation he had designated a person to act as
the focal point for health matters. That person also represented UNDRO at New York. He and
representatives of the participating agencies met every month to monitor the emergency
situation in order to be able to intervene when necessary, and to try and create an
"institutional memory" so that the experience accumulated was not lost•
Dr MONEKOSSO (Regional Director for Africa) referred to the closure of the United
Nations Office at Addis Ababa. It was the space of that office that was to be taken over by
the African regional training and research centre for emergency measures and rehabilitation
on a long-term basis• Obviously, efforts would not be limited to the health sector. The
strengthening of health infrastructures at district level was a vital component of
rehabilitation, not a matter for rhetoric. Indeed the extent and seriousness of the
emergency would have been much less had the infrastructure not been so weak; aid would have
reached the people much more quickly had an efficient infrastructure existed, not only as it
related to health but also to other sectors, such as transport, roads, etc.
Dr GEZAIRY (Regional Director for the Eastern Mediterranean) referred to the situation
in the Sudan, where, after the first emergency measures, rehabilitation had started. The
infrastructure had in fact been so weak for so many years that the emergency was the "straw
that broke the camel's back"; the "emergency" that now existed was the need to strengthen
the infrastructure.
After a visit he and the Director-General had made to the Sudan it had been decided to
attempt to attract contributions from major donors by introducing rehabilitative measures in
selected districts in the most cost-effective manner possible， and thus to show them the
maximum benefit that could be derived with the minimum of resources. One district hospital
or primary health centre had been chosen from each of the 10 provinces. The Regional Office
for the Eastern Mediterranean had contributed USt 1 100 000 of the total of US^ 10 million
needed for rehabilitative measures throughout the country. The initial pilot activities in
the 10 provinces were almost complete and were the catalysts in attracting further funds and
fostering activities. USAID had contributed US$ 308 000 and now the Government of the Sudan
had asked for help in strengthening another 50 to 60 hospitals.
Dr ELO (Emergency Relief Operations) said that, with the guidance of the World Health
Assembly and the Executive Board, the emergency preparedness programme was being strengthened
in all the regions, not just the African and Eastern Mediterranean Regions, in order to
support Member States in their own programmes. With the aid of the donor community the
results of practical operations in the field should soon become available.
Mr FARAG (Organization of African Unity), speaking at the invitation of the CHAIRMAN,
thanked WHO for its continuous efforts for health arid development in Africa. Referring to
paragraph 13 of document EB79/32, he said that social and economic development must be

complementary. Although Africa1 s priority programme for economic recovery in 1986-1990 did
not spell out the social or health aspects in detail, the guiding principles were there, from
which the necessity for a sound infrastructure for health and social development could be
derived. One of the obstacles to the implementation of such health projects was the lack of
country profiles, in the preparation of which he appealed for the assistance of the two
Regional Offices 一 for Africa and the Eastern Mediterranean. He asked for more details
regarding the plans for various activities mentioned in the document and in the Board's
discussion.
The CHAIRMAN confirmed that the information required by Mr Farag could be obtained
outside the meeting from various members of the Secretariat.
The Board took note of the Director-GeneralT s report on the thirteenth special session
of the United Nations General Assembly on the critical economic situation in Africa (Document
EB79/32).
(For continuation of discussion on collaboration within the United Nations system, see
section 6 below.)

5.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989：
(Document PB/88-89) (resumed from section 2)

Item 7 of the Agenda

Consideration of the draft report of the Executive Board (Document (draft) EB79/42)
The CHAIRMAN drew attention to the draft report of the Executive Board on its review of
the proposed programme budget and invited comments on it section by section, and category by
category of the programmes.
Introduction (paragraphs 1-3)
There were no comments.
I.

General policy matters (paragraphs 4-17)
There were no comments.

II.

Programme policy matters (paragraphs 18-77)

In regard to adjustments in resource allocation (paragraphs 76-77), Dr SAVELfEV (adviser
to Professor Isakov) recalled that the Director-General in his Introduction to the proposed
programme budget had singled out the weakness of health infrastructures as the greatest
obstacle to achieving health for all. As that sentiment had been echoed by most members of
the Board, he proposed that programme 4 (Organization of health systems based on primary
health care) should be recommended to the Health Assembly for additional funding from the
Director-Generalf s Development Programme, as was already proposed for programme 13.1
(Immunization).
It was so agreed.
III. Budgetary and financial policy matters (paragraphs 78-94)
On budgetary policy, casual income, the scale of assessments, and the budget level and
Appropriation Resolution, there were no comments.
The report of the Executive Board on its review of the proposed programme budget for
1988-1989 was adopted as amended in accordance with comments made during the
discussion. 1
“
Professor MENCHACA said he had reservations about the Board's approval of its draft
report. He doubted whether members had really had enough time for careful study of the
document, distributed only that morning.

The CHAIRMAN observed that the report did in fact reflect the various signals that the
Board had been sending to the Director-General through its discussions.
Professor MENCHACA, without disagreeing with the Chairman1s observation, considered that
the Board1s approval had been conducted mechanically and under pressure of time; after all,
the Board was not infallible• As a Board member it was his duty to express his reservations
and request that they be recorded in the summary records.

6.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM:
section 4)

The Codex Alimentarius Commission:

Item 20 of the Agenda (resumed from

Item 20.3 of the Agenda (Document EB79/33^)

The CHAIRMAN drew attention to the Director-General1s report contained in document
EB79/33, which gave information on the nature and activities of the Codex Alimentarius
Commission, an intergovernmental body established in 1962 to implement the Joint FAO/WHO Food
Standards Programme• The Board might wish to consider how the participation of the health
sector in this programme could be increased. He welcomed Mr E• F• Kimbrell, Chairman of the
Commission.
Mr KIMBRELL (Chairman, Codex Alimentarius Commission) expressed appreciation for the
great support provided by WHO, along with FAO, during the past 25 years and in particular for
the fine cooperation of the Director-General. The various expert groups convened under the
authority of WHO and FAO and the joint funding for the Codex secretariat formed the
underpinning of the Commission's accomplishments.
The excellent report by the Director-General of WHO, which he hoped all Board members
would take the time to read, made it clear that the Commission1s work went far beyond the
preparation of standards for food products, to encompass work on food additives and
contaminants, food labelling, and food hygiene, including microbiological standards. The
Board was surely aware of the magnitude of food safety problems throughout the developing and
developed world. In the United States of America, for example, there were an estimated
20-80 million cases yearly of illness related to food-borne disease, while a WHO expert
committee had estimated that more than 5 million child deaths occurred each year from acute
diarrhoea, which was frequently attributable to contaminated food and/or water.
What could the Commission do about such problems? The four regional coordinating
committees could play a major role by helping to bridge the gap between the acceptance of
food standards and their implementation in developing countries. Having attended one session
of each of the four committees as Chairman of the Commission, he had found varying degrees of
involvement of FAO and WHO representatives in the different regions. For example, WHO
regional representation in the Asian and African committees was much less evident than in the
Americas, although he had been informed that more recently regional representation at those
committees had already improved. He had also learned of the committees' unanimous agreement
that countries could make better use of the Conrniission1 s recommendations if only they could
find the resources for implementing them. In that connection, he recalled the Commission1 s
unique method of funding; most expenses were incurred by and paid for directly by the
countries who hosted the many committees of the Commission. Lastly, there had been unanimous
agreement that food safety was an integral part of primary health care.
The Board had been invited to consider how the health sector could participate more
actively in the Commission1s work and take greater advantage of it. He stressed that the
Commission was prepared to follow the Board's lead. He believed that WHO could play a major
role in making the work of the Commission better known around the world and in collaborating
with countries in need of adequate laboratories, equipment and trained personnel, without
which they could not implement a safe-food policy.
The work of the Commission continued to require a competent secretariat, and he hoped
that the joint FAO/WHO budget, which had remained stable in actual dollar terms for several
years, could be kept at its present level at least•

Professor MENCHACA said that the Director-General1 s report was a complete and concise
account of the Commission1 s work on the protect ion of consumers1 health. Despite its small
budget, it was ail exemplary programme, promulgating equitable standards in food trade that
were of particular benefit to developing countries.
Paragraph 21 of the report summarized the major factors inhibiting countries from
accepting and implementing Codex standards. In developing countries the constraints， in his
view, were of a financial and technical nature； legal problems were most often found in
developed countries and stemmed indirectly from the ferocious competition in the
international food trade•
Given the critical importance of food safety and the important benefits deriving from
the Commission1 s work for the developing countries, the WHO regional directors and the
Organization as a whole should continue to give it full support.
к
Mr VOIGTLANDER (alternate to Professor Steinbach) expressed his appreciation of the work
of the Commission. He stressed that its success could not be measured simply by the number
of acceptances of Codex standards• The latter were used in a wide variety of ways 一 as
reference material, as the basis for national standards, as a unique source of information
for traders as well as governments; many directives of the European Economic Community, for
example, were based on Codex standards. While the number of acceptances could of course be
greater, they had shown a considerable increase in recent years.
Mr SONG Yunfu considered that a great deal had been accomplished by the Commission since
its founding but that greater health sector involvement was definitely needed. In China much
work was being done in this area, as shown by the fact that more than 200 food hygiene
standards, many of them based on Codex standards, had been issued in the past five years.
Regrettably, those involved in this work were prevented from collaborating as much as they
required because of funding problems. To enable developing countries to make better use of
the Commission, perhaps some financial support could be envisaged to help selected people
attend the necessary international meetings• Overall, the joint WHO/FAO budget remained low,
arid he hoped that that situation could be improved.
Dr SAVEL fEV (adviser to Professor Isakov) praised the work of the Commission. As
regards the future direction of its activities，he felt that Ш 0 1 s involvement was important，
especially with regard to work on residues of pesticides and veterinary drugs as well as
natural and other contaminants of food.
Dr YOUNG congratulated the Director-General on the excellent report before the Board.
Strong continuing support for the Commission was indeed needed, as all speakers had
stressed. The Commission1s work was important not only for consumer protection through the
development of uniform guidelines but also for the promotion of international trade. He
supported the aim of enabling Member States to make greater use of Codex standards. He also
welcomed the Commission's intention to deal with the problem of food contamination by
radionuclides, as well as that of veterinary drug residues in food.
Dr DE SOUZA (alternate to Mr McKay) complimented Mr Kirabrell and the Commission warmly
and associated himself with the appreciative remarks of previous speakers. As regards the
factors inhibiting countries from fuller participation in the work of the Commission, as
referred to by Professor Menchaca, he personally felt that lack of awareness of its work was
a crucial constraint. To promote this awareness, he proposed that the Executive Board should
submit the Director-General1s report to the forthcoming World Health Assembly, possibly with
an accompanying resolution.
Dr KAFERSTEIN (Food Safety) thanked members of the
comments. It was heartening that the first-ever report
the Board had received such support. He would be happy
Dr de Souza had suggested； it would indeed be a unique
and problems of the Commission to a world forum.

Board for their encouraging
on the programme to be presented to
to help to draft a resolution such as
opportunity to bring the achievements

In the absence of objections, the CHAIRMAN asked Dr de Souza to draft a resolution with
Dr Kaf erstein ( see summary record of the twenty-second meeting, section 3).
(For continuation of discussion on collaboration with the United Nations system, see
summary record of the twenty-first meeting, section 4.)

TWENTY-FIRST MEETING
Friday, 23 January 1987, at 9hOO
Chairman:

Dr Uthai SUDSUKH

The meeting was held in private from 9h00 to 9h50, when it resumed in public session.
1.

AWARDS： Item 22 of the Agenda

At the invitation of the CHAIRMAN, Dr MARKIDES, Rapporteur, read out the following
decisions adopted by the Board in private session:
Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee):
of the Agenda
о

Item 22.1

Decision: The Executive Board, after considering the report of the Léon Bernard
Foundation Committee, awarded the Léon Bernard Foundation Prize for 1987 to
Sir John Reid for his outstanding service in the field of social medicine.1
Dr A. T. Shousha Foundation Prize and Fellowship (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 1987 to
Professor Ahmed Mohamed El-Hassan for his outstanding contribution to the improvement of
the health situation in the Eastern Mediterranean Region.^
Child Health Foundation Prize (report of the Child Health Foundation Committee):
of the Agenda

Item 22.3

Decision: The Executive Board, after considering the report of the Child Health
Foundation Committee, awarded the Child Health Foundation Prize for 1987 to
Professor José R. Jordán for his outstanding service in the field of child health.^
At the request of the CHAIRMAN, Dr DIALLO, Rapporteur, read out the following decisions
adopted by the Board in private session:
Child Health Foundation Fellowship (report of the Child Health Foundation Committee):
22.3 of the Agenda

Item

Decision: The Executive Board, after considering the report of the Child Health
Foundation Committee, awarded the Child Health Foundation Fellowship for 1987 to
Professor Sanath Punsara Lamabadusuriya.^
Sasakawa Health Prize (report of the Sasakawa Health Prize Committee):
Agenda

Item 22.4 of the

Decision: The Executive Board, after considering the report of the Sasakawa Health
Prize Committee, awarded the Sasakawa Health Prize for 1987 to Sister Marie Joan Winch
for her innovative work in health development. Sister Winch will receive an amount of
US$ 30 ООО.5
1

Decision EB79(5).

2

Decision EB79(6).

3

Decision EB79(7).

4

Decision EB79(8).

The CHAIRMAN extended congratulations to all the prize winners and, in particular, to
Sir John Reid for his outstanding achievements. He wished him every success in the future
and hoped he would continue to contribute to the work of the Organization.

2.

METHOD OF WORK OF THE WORLD HEALTH ASSEMBLY (REPORT BY THE PROGRAMME COMMITTEE)：
Item 19 of the Agenda (Document EB79/30 1 ) (continued from the twentieth meeting,
section 1)

Draft resolution proposed by the Rapporteurs
The CHAIRMAN drew the attention of the Executive Board to the draft resolution entitled
"Method of Work of the World Health Assembly", proposed by the Rapporteurs, which read as
follows :
The Executive Board,
Having reviewed the report of its Programme Committee on the method of work of the
Health Assembly,1 which includes suggestions for amendments to various provisions of
the Rules of Procedure of the World Health Assembly;
Convinced that the amendments suggested for Rules 52 and 74 would facilitate the
work of the Health Assembly；
Considering that the amendments suggested for Rules 27, 55 and 57 should be applied
for a trial period of three years；
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution:
The Fortieth World Health Assembly,
Recalling resolution WHA36.16 and previous resolutions on the method of work
and duration of the Health Assembly;
Recognizing that the decision to limit the duration of the Health Assembly
makes it desirable whenever possible to further rationalize its proceedings with a
view to the most efficient and effective conduct of business
Having considered the recommendations of the Executive Board (resolution
E B 7 9 . R " ) in this respect；
1.
ADOPTS the following amendments to Rules 50, 52 and 74 of the Rules of
Procedure of the World Health Assembly:
Rule 50
Replace by the following text :
Without prejudice to Rule 52, formal proposals relating to items of the
agenda may be introduced at plenary meetings up to the date on which all items
of the agenda have been allocated to committees or until fourteen days after
the opening of the session, whichever date is the earlier.
Rule 52
Replace the second and third sentences of the present text by the following:

Except as may be decided otherwise by the Health Assembly, no proposal
shall be discussed or put to the vote at any meeting of the Health Assembly
unless copies of it have been circulated to all delegations at least two days
previously and, in the case of a proposal for a resolution, unless the text
has been handed to the Director-General within six days from the day of the
opening of the session.
The President may, however, permit the discussion
and consideration of amendments, even though they have not been circulated•
Rule 74
Replace by the following text :
The Health Assembly shall normally vote by show of hands.
It may vote
by roll-call if it has previously so decided by a majority of the Members
present and voting.
The decision whether or not to vote by roll-call may
only be taken by a show of hands.
A roll-call vote shall also be carried out
if the President so decides when the result of a previous vote is in doubt•
The roll-call shall be taken in the English or French alphabetical order of
the names of the Members, in alternate years.
The name of the Member to vote
first shall be determined by lot.
2.
ALSO ADOPTS the following amendments to Rules 27, 55 and 57 of the said Rules
of Procedure, on the understanding that the application of these amendments will be
reviewed at the end of a three-year trial period:
Rule 27
Replace the last sentence of the present text by the following：
The President may, in the course of the discussion of any item, propose
to the Health Assembly the suspension of the limitation on the time allowed to
each speaker.
He may also propose the closure of the list of speakers.
Rule 55
Replace the last sentence of the present text by the following：
The President may call a speaker to order if his remarks are not relevant
to the subject under discussion or if he has exceeded the time allowed to him.
Rule 57
Replace by the following text:
Except as may be decided otherwise by the Health Assembly or the main
committee concerned, the time allowed to each speaker shall be limited to ten
minutes at plenary meetings arid to five minutes at meetings of the main
committees.
3.
REQUESTS the Executive Board to evaluate the appropriateness and effectiveness
of the amendments set out in paragraph 2 above, in the light of their application
in practice, and to report to the Forty-third World Health Assembly, making such
further recommendations as may be necessary.
Professor MENCHACA reminded the Secretariat of his earlier request that his reservation
be duly recorded, together with the statement that consensus had not been achieved on the
matter.
Mr BOYER (adviser to Dr Young) reminded the Board of Dr Young1s proposal that the word
"six", in the revised Rule 52, recommended by the Programme Committee, be replaced by the
word "five". The purpose of that amendment, which had not been incorporated in the text now
before the Board, was that delegates to the Health Assembly should have the entire weekend to
review draft resolutions, since any new proposal for a resolution would have to be handed in

by the Friday. To ensure distribution on the Saturday morning, it would also be advisable to
fix a deadline on the Friday.
Dr VIGNES (Legal Counsel) explained that Dr Young1 s suggestion had not been included as
he had understood that Dr Savelfev had objected and that therefore an agreement had not been
reached. The original text had thus been retained. Although a deadline of six days had thus
been recommended for the submission of draft resolutions, it should be remembered that no
resolution could be discussed until two days after its distribution. Consequently, if a
draft resolution was submitted on the Saturday, i.e., six days after the start of the
session, it could not be discussed until the Monday, which was two days later.
Professor ISAKOV recalled that the matter had been extensively discussed by the
Programme Committee, which had agreed to recommend a six-day limit. There was thus no point
iri reopening the matter.
Mr BOYER (adviser to Dr Young) agreed that the Programme Committee had discussed the
question, but his own understanding was that a consensus had been reached on a five-day
limit. Admittedly, the exact wording had not been determined, but had not the Programme
Committee agreed that all draft resolutions should be distributed no later than the Saturday
morning?
Dr LARIVIERE (alternate to Dr Law) recalled that, during the Programme Committee's
discussion, it had been argued that it would be desirable to have the weekend for study and
consultations and to allow time for the Secretariat to complete the necessary translations.
Obviously, not all proposals for resolutions would be submitted at the last moment； indeed,
it was to be hoped that there would only be a few late-comers. His own concern was that the
spirit of the proposal, namely that proper time be allowed for study, would be borne in mind
regardless of the specific time limit. He had endorsed the report of the Programme
Committee, in which a six-day limit was recommended； he believed that recommendation should
be maintained.
Sir John REID (Vice-Chairman of the Programme Committee) recalled that during the
Programme Committee1 s discussions, he had indicated that a five-day limit would present no
problems to him personally; Professor Isakov was, however, correct in stating that six days
had been agreed on by the Committee. He hoped that the resolution would be adopted by
consensus, bearing in mind Professor Menchaca1 s earlier reservation, and that delegates could
be trusted to show good will and submit their proposals for resolutions in good time.
Mr BOYER (adviser to Dr Young) said that, Dr Young*s proposal having received no
support, he would accept the recommendation of a six-day limit.
The resolution was adopted.丄

3.

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-丄989:
(Documents PB/88-89 and EB79/4) (continued)

GENERAL POLICY REVIEW:
section 2)

Item 7 of the Agenda

Item 7.1 of the Agenda (continued from the eighteenth meeting,

Consideration of a draft resolution
The CHAIRMAN drew the attention of the Board to the draft resolution entitled
"Appointment of Regional Directors", proposed by Dr Van West-Charles and Dr Young, which read
as follows :
The Executive Board,
Taking into account the authority to appoint Regional Directors assigned to the
Board under Article 52 of the Constitution;

Noting that Article 53 of the Constitution gives the Director-General
responsibility for agreeing to the manner of appointment of the staff of each regional
office, and believing that the Director-General should similarly have a role in the
selection of each Regional Director；
Having considered the Director-General * s introduction to the 1988-1989 proposed
programme budget, particularly the paragraphs relating to the involvement of the
regional offices in the implementation of WHO programmes；
Desiring to strengthen the relationships between the headquarters and the regional
offices；
Seeking to enhance the involvement of the Executive Board in the implementation of
WHO programmes at the regional level and its responsibility for the appointment of
Regional Directors；
Noting that Article 54 of the Constitution, relating to the integration of the Pan
American Health Organization into the World Health Organization, has not yet been
implemented；
1.
DECIDES that in carrying out the duty of appointing each Regional Director, a duty
assigned to it by Article 52 of the Constitution, the Board will henceforth consider
only candidates whose names have been proposed by the Director-General to, and agreed
upon by, each respective regional committee, except that, pending implementation of
Article 54 of the Constitution, nomination to the Board of the proposed Regional
Director for the Americas must continue to be made by the Pan American Health
Organization;
2.
URGES the Director-General to give increased emphasis to his authority, set out in
resolution WHA33.17, paragraph 6, to take all measures within his constitutional powers
to redefine the functions of the regional offices and to ensure the provision of
Secretariat support to the Member States of the Organization;
3.
REQUESTS the regional committees to revise their rules of procedure, in so far as
necessary, to take into account the above decision.
Mr BOYER (adviser to Dr Young) introduced the draft resolution in the absence of the two
proposers.
At the private meeting held to appoint two Regional Directors, there had been some
discussion of the Director-General1 s comments, in his Introduction to the proposed programme
budget, regarding the regional offices and their relationship with headquarters. At that
time, it had been considered that a strengthening of the involvement of the Director-General
in the appointment of Regional Directors might be appropriate. The draft resolution before
the Board represented an effort to increase the role of the Director-General in that process.
Article 53 of the Constitution already gave the Director-General a strong role in
relation to the appointment of the rest of the staff of the regional offices. The effect of
the proposal now submitted would be to give him a role in the selection of Regional Directors
which, somewhat strangely, he did not have at present.
Under Article 52 of the Constitution, the Executive Board was responsible for the
appointment of Regional Directors. According to the proposed resolution, when a vacancy in a
regional directorship occurred, the Director-General would propose one or more candidates to
the Regional Committee. The Regional Committee would select one of those candidates• The
Executive Board would then formally appoint the Regional Director, as it did at present•
There would be no need to amend the Constitution to implement the proposal； nor would
it be necessary to submit it to the Health Assembly, since it constituted merely a
clarification of the procedure under which the Executive Board already appointed the Regional
Directors.
Concerning the Region of the Americas, there was some complexity. The Regional Director
was the same person as the Director of the Pan American Health Organization (РАНО), which had
its own constitution and membership besides serving as the Regional Office of WHO. РАНО's

Constitution contained explicit rules for the election of its Director, which could not be
changed unless the Constitution itself was changed. With regard to the proposal now before
the Board, an exception would therefore have to be made for РАНО, pending implementation of
Article 54 of the Constitution of WHO.
Members of the Board might perhaps wish to adjust the wording of the proposed resolution
or have the issue addressed in some other way. He knew there was interest in the question
and believed the general concept proposed to be worthy of consideration. Its acceptance
would - he believed 一 be an important step forward in the progress of WHO towards the goal of
health for all by the year 2000. The opinions of other members of the Board would be most
welcome.
Dr KOINANGE agreed that the Director-General should have an important share in the
decision concerning the appointment of Regional Directors, but had reservations on the draft
resolution. In the first place, there should be uniformity in all the regions. It had taken
more than 40 years for the Region of the Americas to agree to be on the same footing as other
regions. There was no guarantee that the proposals in the draft resolution would be
implemented in РАНО1 s case.
Secondly, he believed that the accepted practice in
be respected. He suggested that the regional committees
of candidates to the Director-General and to consult and
would afford the Director-General a role in choosing the

appointing Regional Directors should
might be invited to submit the names
reach agreement with him; that
Regional Directors.

Mr Hong-Yoon LEE (alternate to Dr Sung Woo Lee) inquired whether the phrase "candidates
whose names have been proposed by the Director-General", in operative paragraph 1 of the
draft resolution, meant that the Director—General would submit names after receiving them
from the Regional Committee or whether he could submit names without necessarily consulting
Member States beforehand.
Dr FERNANDO said that, while appreciating the Director-General * s difficult position, he
had certain reservations about the draft resolution. Like Dr Koinange, he could see no
justification for the exemption of any one region.
In connection with the Eighth General Programme of Work, regional autonomy had been
emphasized. It was therefore logical that the regions should be able to suggest the name of
the Regional Directors. After all, the Executive Board had the power to oppose their
suggestions, in consultation with the Director-General. That procedure should be continued.
At present, it was, in essence, the Prime Ministers or Heads of State of countries who
decided on the candidate for appointment as Regional Director. The proposed draft resolution
would remove that prerogative and he could not agree to it. It might be best, however, to
submit the idea to the regional committees for further examination.
Dr CAMANOR said that Dr Koinange had already voiced his own two main concerns. The
exemption of one region was not appropriate. A great deal of time had elapsed since
Article 54 of the Constitution had been formulated and the integration of the Region of the
Americas into WHO should have been completed. To accord further exemption to the Region
would perpetuate the present situation. He also agreed that the present accepted practice of
allowing regions to elect their Regional Director would be difficult to discontinue. On the
other hand a mechanism might be devised to permit some kind of cooperation between the
regional committees and the Director-General in the matter of selection.
Dr BELLA agreed that the Director-General's authority should be increased, but said that
the draft resolution as it stood did not have his support. Mention was made of Articles 52
and 53 of the Constitution, but in Article 51 thereof it was made quite clear that the
Regional Directors acted subject to the authority of the Director-General. He entirely
agreed with that. On the other hand, the selection of a Regional Director was a matter for
the regional committee, whose choice expressed the will of the Member States concerned. No
representative went without instructions from his government to a regional committee session
at which a Regional Director was to be nominated. He was thus led to the same conclusion as
had been reached by Dr Koinange.
Dr DE SOUZA (alternate to Mr McKay) said that he was somewhat concerned by the fact that
the Board seemed to be concentrating its attention on the question of the appointment of

Regional Directors, whereas it was his own recollection that the Director-General, in his
Introduction to the proposed programme budget for 1988-1989, had expressed concern regarding
a number of points relating to the decision-making process, the question being whether or not
the current organizational structure was really satisfactory for the effective implementation
of WHO1s programmes. That had led to the submission of a draft resolution reflecting
concerns which had also been expressed at the private meeting on the appointment of Regional
Directors.
Believing, therefore, that the issue went beyond the appointment of Regional Directors,
and that the whole organizational structure of WHO needed to be examined, he considered that
it would be much better to refer the question of WHO1 s organizational structure to the
Programme Committee for careful consideration. He had accordingly prepared an alternative
draft for submission at a later stage, when other members of the Board had expressed their
views on the present proposal.
Dr JAKAB (alternate to Professor Forgács) proposed two amendments to the draft
resolution, in line with the Constitution.
First, a sixth preambular paragraph would be added, to read as follows : "Taking into
account that, in accordance with Articles 44, 45 and 51 of the Constitution, regional
organizations are an integral part of the Organization as established by the Health Assembly
and regional offices carry out within the region the decisions of the Health Assembly and the
Board, in addition to being the administrative organs of the regional committees；".
Secondly, in operative paragraph 2, the passage up to the words "to redefine" should be
replaced by the words "URGES the Director-General to give increased emphasis to his powers
and authority, as set out in the Constitution and particularly in resolution WHA33.17,
paragraph 6, to take all measures within his constitutional powers and authority ...".
Dr QUIJANO begged leave to deliver a statement on behalf of Dr NSUE-MILANG, who had been
obliged to leave Geneva.
Dr Nsue-Milang considered that he was not enough of a legal expert to cast doubt on the
interpretations given to the articles of WHOf s Constitution; on logical grounds, however, he
felt that individual articles in the Constitution should be interpreted in the light of their
complete text. The situation under review should thus be seen against the background of
Articles 46, 47, 49 and 52 of the Constitution. So far, when Regional Directors were to be
appointed Member States submitted the names of candidates, one of whom was accepted by the
regional committee on a vote； the name of the candidate so elected was submitted to the
Board for approval - a procedure which was, in his view, in keeping with Articles 49 and 52
of the Constitution. He was thus surprised that a proposal had been submitted to change the
constitutional procedure before the relevant provisions in the Constitution had been amended.
Furthermore, although Article 53 of the Constitution, as was indicated in the draft
resolution stated that the staff of the regional office were to be appointed in a manner to
be determined by agreement between the Director-General and the Regional Director, that had
no bearing whatever on the proposal that the Director-General nominate or propose to the
regional committee candidates for the post of Regional Director.
Article 52 empowered the Board to appoint Regional Directors, but always in agreement
with the regional committee, which comprised the Member States in the region concerned. It
seemed to him that the Board would be acting in violation of the Constitution if it
unilaterally adopted a draft resolution which did not reflect the contents of Article 52 in
full by mentioning the participation of the regional committees. As he understood the
present situation, if the draft resolution was adopted, the Director-General would propose a
candidate for the post of Regional Director to the regional committee and, when the candidate
had been approved by the regional committee, the latter would submit his name to the Board.
In his opinion, that would impinge upon the right of Member States to propose their own
candidates to their regional committees, since the draft resolution implied that Member
States would first of all submit the names of their respective candidates to the
Director-General, who would in turn submit them to the regional committees.
Dr Nsue Milang’s conclusion was thus that the procedure followed so far was in keeping
with the Constitution, and that the Board should not seek to modify that procedure.
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Dr MARUPING agreed on the need to strengthen the relationships between headquarters and
the regional offices, as reflected in the fourth preambular paragraph of the draft
resolution. However, many more considerations, in a much broader context, had to be taken
into account in the Board ’ s review of that draft resolution. She could not support the text
as it stood, since it was important that the regional committees, expressing the collective
will of the Member States concerned, should select the candidate considered most suitable by
those States.
Professor MENCHACA said that it was clear that most, if not all, members of the Board
wished the relationship between headquarters and the regional offices to be strengthened.
The Board1 s interest in enhancing the Director-General1 s authority was also apparent.
Nevertheless, the debate had shown that there were a number of important objections to the
adoption of the draft resolution. Also disturbing was the fact that it had been submitted to
the Board by members from the Region of the Americas, which would not be affected by its
terms.
He therefore proposed that the debate be discontinued and that the matters dealt with in
the draft resolution, especially the need to strengthen the relationship between headquarters
and the regional offices and the need to enhance the Director - General * s authority, be given
further consideration elsewhere and be referred back to the Board at a later stage.
Mr OBADI apologized on behalf of Dr Nasher for his inability to attend the current
session of the Board, due to unforeseen circumstances.
The draft resolution under consideration was very sound. However, the text, especially
operative paragraph 1, did not take into consideration several important points. Regional
committees should be free to select their Regional Directors, since they represented the
views of their constituent Member States. Moreover, the proposed text was rather selective
in so far as it accorded preferential treatment to one particular region. Precipitate action
by the Board must be avoided; he considered that it would be advisable to wait until
Article 54 of the Constitution had been put into effect.
On the other hand, operative paragraph 2 of the draft resolution had his support；
increased emphasis should indeed be given to the authority of the Director-General especially
with regard to the redefinition of the functions of the regional offices.
Mr SONG Yunfu stressed the need to strengthen the relationship between headquarters and
the regional offices. Noting that two Regional Directors had recently been appointed, he
said that as a new member of the Board, he would welcome an explanation of how candidates for
such posts were nominated.
Sir John REID submitted that notwithstanding the interest and importance of the subject
under discussion, no decision should be taken at the present meeting. Mr Song Yunfu had
raised an issue which was not officially before the Board. Pointing out that the procedure
in question was described in the Constitution, he suggested that to open a debate on all the
various aspects of the matter might be counterproductive. It was, of course, important that
those aspects be studied, and he consequently endorsed Dr de Souza's view that the whole
matter should be looked at in a broader context. His own proposal would be that the Board
should express its interest in the suggestions in the draft resolution and indicate that it
considered them to merit further study, to be undertaken by the Programme Coramittee.
Professor ISAKOV concurred in that proposal.
Dr DIALLO, after stressing the importance of obtaining the support of political leaders
for the implementation of the Strategy for Health for All in the regions, particularly in
Africa, agreed that the matters raised in the draft resolution needed to be studied much more
thoroughly. That was particularly true of operative paragraph 3. If the text were adopted
at once, disagreements might subsequently arise between governments and the Director-General,
placing the latter in an awkward situation.

Dr MARKIDES noted that thus far the power in the matter of selecting the Regional
Directors had remained with the countries of the region concerned. That practice had, of
course, its weaknesses, and he believed that the Director—General must have a say in such
selections. The whole matter needed more serious consideration, and he agreed with previous
speakers that farther discussion should be postponed to allow for the preparation of a draft
resolution that could be accepted by consensus. Such a resolution would have to provide for
a strengthening of the relationship between headquarters and the regional offices, be
applicable in the same way to all regions, and fully respect the rights of Member States.
Professor RAKOTOMANGA concurred with all who had stressed the need to find a procedure
for harmonizing the structure and functioning of the regional offices. The appointment of
the Regional Directors was an extremely important and sensitive matter. He considered that
any decision must be postponed, and the whole issue taken up at a later date.
Dr LARIVIERE (alternate to Dr Law) said it seemed to him that the Board had already
decided to refer the matter to the Programme Committee for further discussion.
Mr BOYER (adviser to Dr Young) said that the Board had held a good and open discussion,
during which a number of important issues had emerged. It seemed clear that there was
general support for the idea of strengthening the relationships between the regional offices
and headquarters； what was now necessary was to find the right way of achieving that. While
it was largely immaterial whether it were done by means of a draft resolution or through some
mechanism evolved by the Programme Committee and the Board at a later stage, it was important
that that process should at least be initiated.
Responding to some of the comments made, he noted that Mr Hong-Yoon Lee had said that he
did not entirely understand the mechanism intended under the first operative paragraph, i.e.
whether the Director-General would receive names of candidates from each respective regional
committee and choose from among them, or whether he himself could select candidates whose
names had not been put forward by the regional committees. The intention of the sponsors of
the draft resolution was that the Director-General might bring forward his own candidates and
suggest them to the regional committees； however, that was obviously an area where it should
be possible to arrive at some compromise. Under the Constitution, the regional committees
were very definitely involved in the process, and he believed that it should be possible to
find different mechanisms and wording which could prove acceptable.
He thought that the procedure proposed in the draft resolution, or some modification of
it, did not necessarily detract from the powers of representatives at regional committees,
and he saw no violation of the Constitution in such a procedure. Clearly, the regional
committee was empowered not to accept the candidate put forward by the Director-General,
since there was no way the Director-General could impose any proposal of his own on the
regional committee, as was unequivocally laid down in the Constitution. Since the regional
committee had to agree with the selection of each Regional Director, he could not see that
any violation of the Constitution could occur.
Thus, no basic change in the operation of the regional offices would be introduced,
other than that the Regional Directors would become more responsive both to the interests of
the Director-General and to the policies of the full membership of the World Health
Assembly. The Health Assembly, as well as the Executive Board representing the Health
Assembly, had a strong interest in ensuring that all the policies of the Organization were
being implemented correctly at the local and regional levels.
He believed the exception which had had to be written into the draft in respect of the
Region of the Americas was unfortunate, since the concept of fairness was extremely important
in any action in regard to such an issue. Nevertheless, that exception need not constitute
an insurmountable obstacle. Perhaps, with the advice of the Legal Counsel and other members
of the Board, it might be possible to ensure that the Director-General could in some way be
more closely involved in the selection of the Regional Director for the Americas, even within
the bounds of the existing legal framework.
He himself had no difficulty with the amendments put forward by Dr Jakab, nor with the
proposal that the issue be looked at in broader perspective. He recalled, however, that
resolution WHA33.17 had been the outcome of a recent and extremely far-ranging study on the
organizational structure of WHO, and it would be undesirable to replicate that. The
selection of Regional Directors might nevertheless be considered in the context of a somewhat

broader concept rather than purely within the framework of the present draft resolution.
Generally speaking, he believed that referral of the matter to the Programme Committee for
study in a broader perspective would be a useful way of reflecting what clearly had emerged
as the interests of the large majority of the Board.
Dr GRECH agreed that the Director-General should have some say in the appointment of the
Regional Directors; it appeared to him unusual for the executive head of any administration,
as the ultimate accounting officer, not to be so involved. At the same time, he could accept
that wider issues were involved in the present instance, and thus concurred with Dr de Souza,
Sir John Reid and others that the matter should be referred to the Programme Committee for
more detailed study.
Dr AYOUB concluded from the discussion that the majority of Board members had
reservations regarding the draft resolution. She joined those who had underlined the
importance of consolidating the relationships between the regional offices and headquarters,
but was in some doubt as to whether the proposed method could achieve that aim. She favoured
the procedure whereby the nomination of the Regional Director emanated from the regional
committees concerned, albeit with the knowledge of the Director-General, the Member countries
in question thus being responsible for both selection and election. However, she agreed that
the issue might well be subjected to thorough consideration in the near future in a committee
other than the Board itself.
Dr DE SOUZA (alternate to Mr McKay) believed that a clear consensus was emerging in
favour of referring the matter to the Programme Committee. However, he also believed that it
was essential for the Board to decide exactly what it wished the Programme Committee to do.
Even taking the recent study of organizational structure, to which Mr Boyer had referred,
into account and without going over all the same ground again, it would be necessary to
scrutinize some of the broader issues against the background of the draft resolution. That
being so, he considered it desirable for the Board to adopt some form of decision in the form
of instructions to the Programme Committee, rather than to leave the situation vague.
The CHAIRMAN said that the discussion had revealed substantial support for strengthening
the relationships between the regional offices and headquarters, as well as for strengthening
the authority of the Director-General in respect of the appointment of Regional Directors.
In view of the importance of the matter, which appeared accordingly to require detailed
study, the proposal that the issue be referred to the Programme Committee had received
considerable support. The Board should thus take a decision on that proposal, it being
understood that the Programme Committee would take into account not only the appointment of
Regional Directors but also the broader issues involved.
Dr DE SOUZA (alternate to Mr McKay) suggested that a small working group might be
entrusted with preparing a decision for the Board1 s approval, setting out the specific issues
which the Programme Committee should consider.
Dr GRECH said that the terms of reference of the Programme Committee should not be too
broad: it should confine itself to discussing ways and means of attaining the two desired
objectives, namely, the greater involvement of the Director-General in the appointment of
Regional Directors, and the further strengthening of relationships between headquarters and
the regional offices•
The CHAIRMAN suggested that, in line with Dr de Souza1 s proposal, a small working group,
consisting of Mr Boyer, Dr Fernando, Dr Grech, Dr Hapsara, Dr Koinange and Dr de Souza,
should meet, during' the break, to prepare a decision.
It was so agreed.
Dr KO KO (Regional Director for South-East Asia) said that his remarks would not affect
any decision taken, but he wished to put his point of view as a Regional Director, in whom
all ministers of health and the governments of the Region had placed their confidence. He
had no personal interest in the outcome of the draft resolution, but would ask the Board to
consider whether it was really an appropriate moment to deal with such a topic when the
Organization was facing a variety of crises: political, financial, procedural, and indeed
something of a crisis of confidence.

In his view, the move reflected in the draft resolution was diagonally opposed to the
principle of decentralization propounded by WHO, as well as to the emphasis the Organization
was supposed to be placing on the important role played by its Member governments. Moreover,
the discrimination between regions, as included in the first operative paragraph, might give
rise to some sort of misunderstanding among the regions, which would be most undesirable.
The meeting was suspended at 10h55 and resumed at llh25.
The CHAIRMAN informed the Board that the working group had completed its deliberations.
He invited Dr de Souza to present the decision it had drafted for the consideration of the
Board.
Dr DE SOUZA submitted the decision proposed by the working group.
Decision； The Executive Board, mindful of resolution WHA33.17 concerning the study of
WHO1 s structures in the light of its functions, and of the concerns expressed by members
of the Board at its seventy-ninth session relating to the Director-General * s
Introduction to the proposed prograrame budget for 1988-1989, requested the Programme
Committee to review: (a) opportunities for strengthening relations between the regional
offices and headquarters, (b) the involvement of the Director-General in the appointment
of all Regional Directors, and (c) the decision-making processes regarding the
implementation of WHO policies, programmes and guidelines in the regions； and to report
to the Executive Board at its eighty-first session, in January 1988.1
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The CHAIRMAN recalled that, in connnection with the consideration of item 11.1, "Status
of collection of assessed contributions and status of advances to the Working Capital Fund",
it had been agreed that the relevant draft resolution appearing in paragraph 9 of document
EB79/22 would be considered together with the report of the Joint Inspection Unit (JIU) on
"Cash management in the United Nations and four specialized agencies".
Cash management in the United Nations and four specialized agencies (FAQ, ILO, UNESCO，
WHO) (United Nations document JIU/REP/86/6, Annex to document EB79/34 Add.l 2 )
—
The CHAIRMAN invited the Board to consider the report by the Director-General on that
report of the Joint Inspection Unit (document EB79/34 Add.1).
Mr FURTH (Assistant Director-General) introduced the report by the Director-General on
the Joint Inspection Unit report entitled "Cash management in the United Nations and four
specialized agencies (FAO, ILO, UNESCO, WHO)", contained in document EB79/34 Add.l,2 to
which the report of the Joint Inspection Unit was annexed. The Director-Generalf s report
provided the full text of the comments and observations of the Administrative Committee on
Coordination and those of the Director-General on the report as a whole and on each of its
eleven recommendations.
The Director-General had been pleased to note the generally positive statements made in
the JIU report. He concurred with the InspectorTs general conclusion that the monies
entrusted to the various agencies were managed not only with due respect for the general
principle of money management laid down in financial regulations, rules, policies and
procedures, but with a sense of integrity and professionalism as would duly be expected from
well-trained, experienced and dedicated staff.

In order to encourage prompter payment of contributions by Member States, the Inspector
had suggested in Recommendation I that governments which had met all their financial
obligations concerning the payment of contributions should benefit from any surpluses to be
credited to them, proportionate to the scale of contributions and in accordance with the
timing of their payment during the previous budgetary period.
The comments and observations of the Administrative Committee on Coordination and those
of the Director-General on that recommendation were contained in paragraphs 3.1 to 3.6 of the
report. There was no doubt that the considerable delays in payment of assessed contributions
by Member States prejudiced the ability of the Organization to implement the programme of
work adopted by the Health Assembly. Moreover, the current WHO practice of apportioning
casual income among Member States in the same proportion as the scale of assessments, without
making any distinction between those Members which paid early and those which paid late,
favoured the latter. Not only did such late-paying Members have the use of the unpaid
assessment, while those that paid oil time lost interest they could have earned, but also the
Organizationfs interest earnings were reduced and, as a consequence, assessments on all
Member States, early and late payers alike, were increased.
Within the context of the WHO budgetary and financial management system, an incentive
scheme, as envisaged by the Inspector, would imply that appropriations of casual income
should be apportioned among the Members in accordance with a formula which took account not
only of the scale of assessments, but also of the dates and amounts of the payments of
assessed contributions made by Member States in each year of a preceding two-year period.
If the Board should agree to the principle of such a scheme, the Director-General would
submit to the Fortieth World Health Assembly to be held in May 1987 a detailed scheme for
consideration, which could conceivably be implemented in one of two possible ways : first,
full implementation of such a scheme as from the financial period 1990-1991, using the 1987
and 1983 contribution payment records as a basis for apportionment of available casual
income, which would be appropriated in 1989； or, alternatively, for the reasons stated in
paragraph 3.5 of the report, partial implementation of such a scheme as from the financial
period 1990-1991, as a transitional measure, which would imply using only the scale of
assessments as a basis for apportionment of half of the casual income, as was done now, and
using the scale of assessments as well as the contribution payment record in 1988 as a basis
for apportionment of the other half of casual income.
If, however, the Board itself wished to examine the detailed scheme before it was
considered by the Health Assembly, the Director-General could submit it to the Board at its
eighty-first session to be held in January 1988 for transmission to and consideration by the
Forty-first World Health Assembly, to be held in May 1988. In that case, the scheme would
become fully effective as from the financial period 1992-1993, based on the record of
MembersT payments of assessed contributions and the casual income earned in the years 1989
and 1990.
The Director-General would appreciate the guidance of the Executive Board on that matter.
He wished also briefly to comment on the other recommendations of the Joint Inspection
Unit.
Recommendation 2 called on all governments to advise the organizations in advance about
the time, amount and method of forthcoming payments. The Director-General intended to
include such a request in communications sent by the Organization to Member States relating
to the payment of contributions.
Recommendation 3 called on organizations to introduce automated bank reconciliation
methods for their major bank accounts. While the Secretariat did not believe that
implementation of that recommendation would be cost-effective for WHO at the present time, it
would continue to follow very close丄y new developments in that field with a view to possible
future implementation of such methods for three of WHO*s most important bank accounts.
Recommendation 4 called on the organizations to review more systematically their bank
accounts so as to close inactive accounts. WHO would undertake such reviews on an annual
basis.

Recommendation 5 called on FAO and ILO to reduce petty cash funds to a minimum by
arranging for banks on their premises to make payments to staff members, experts and
delegates. In WHO, the recommended arrangement had been put into effect some ten years
earlier.
Recommendation 6 called on those organizations that did not have investment advisory
committees to establish such committees. WHO had had an Advisory Investment Committee since
1971 and an internal investment review group since 1977.
Recommendation 7 called on organizations to attempt to improve their ability to forecast
their cash positions. WHO would increase the frequency of its cash forecasts in the future.
Recommendation 8 called on the Consultative Committee on Administrative Questions (CCAQ)
to establish a standardized method of calculation of investment returns in order to make
information on the investment performalice of the organizations comparable. WHO would support
that recommendation in the CCAQ.
Recommendation 9 stated that treasuries, with particular reference to those of the
United Nations headquarters and the United Nations office in Geneva, should have appropriate
technical equipment in accordance with their specific needs. The WHO Treasury had such
equipment.
Recommendation 10 stated that every organization should develop a fully computerized
treasury information system to be used in an interactive and online manner. The WHO
Treasury1 s computerized system was presently undergoing further development despite budgetary
constraints； mainframe computer processes being complemented by microcomputer-based
applications.
Recommendation 11 stated that the centralization of cash management for the United
Nations system should not be considered for the time being. The Director-General concurred
in that recommendation.
The Board might wish to include the report in the decision it might take in relation to
the reports covered in document EB79/34 and, as mentioned by Sir John Reid in relation to the
resolution on the status of collection of assessed contributions. The Board might also wish
to decide whether the Director-General should proceed with the preparation of a financial
incentive scheme along the lines discussed above in connection with recommendation 1 of the
Joint Inspection Unit.
Sir John REID referred to the Director-General1 s comments in paragraphs 3.4 and 3.5 in
respect of the proposal that something should be done to improve the situation regarding
payment of contributions. It seemed particularly unfair that casual income was apportioned
among Member States in the proportion of the scale of assessments, irrespective of whether
countries had or had not met their financial obligations. In effect, that meant that late
payers were being given an unfair advantage. The Director-General had agreed with the
findings of the Inspector in that connection, and he, in turn, agreed with the
Director-General that a system of penalties would not be appropriate or helpful. What was
wanted was an incentive scheme, as had been mentioned by Dr Grech at an earlier stage. The
possibilities of such an incentive scheme were being investigated, and the Board would, once
that proposed scheme was available, have two options, as set out in paragraph 3.5 of the
Director-General1 s report. In the first instance, if the Board agreed in principle with such
a scheme, the Director-General could submit it to the Fortieth World Health Assembly;
alternatively, if it was felt that the scheme should be examined in detail by the Board, it
could be submitted to the Forty-first World Health Assembly. Unless any member felt that
there should not be an incentive scheme 一 and he found that hard to conceive 一 he would
suggest that the Board should follow the first option; clearly, the sooner such a scheme was
in place, the sooner fairness would be established and the sooner the subsidizing, through
reapportionment of casual income, of countries which had failed to meet their obligations
could be corrected.
Mr MILLER (adviser to Dr Law) agreed on the value to WHO of adopting a scheme of
incentives for early payment, and that such a scheme was preferable to a system of
penalties. Even if punitive measures were to be considered, they would be difficult to
implement since the legislation of many Member States prohibited the payment of interest by
their governments on obligations such as assessed contributions. For that and other reasons,

outlined by Sir John Reid and Mr Furth, consideration should be confined to incentives
schemes. It was unfortunate that the time available to the Board would not allow a full
discussion on the possible alternatives. He hoped that the Board would suggest that the
Director-General should propose a scheme for consideration at the Fortieth World Health
Assembly, for implementation at the earliest practical time.
There were basically two possible schemes. One had been discussed by the Inspector in
paragraphs 27-32 of the Joint Inspection Unit report on cash management (document
JIU/REP/86/6). The Inspector had also referred to a second scheme being developed by the
International Civil Aviation Organization (ICAO) which at the time of writing, July 1986, had
been only under consideration. The scheme had been adopted by consensus at ICAO's Triennial
Assembly held in Montreal in September 1986 and had come into effect on 1 January 1987. If
the Board wished to request the Director-General to propose an incentive scheme to the
Fortieth World Health Assembly, he would commend the features of the ICAO scheme. He
understood that a background document (in English and French) explaining the ICAO scheme was
available to Board members.
Both schemes linked income to be returned to Member States to the time of payment of
contributions. The Inspector's scheme was based on a straight-line points system offering
12 points for payment in January, 11 points for payment in February and so on. The ICAO
scheme was based on a curving scale which effectively offered higher incentives to those
paying in the period from January to May, rapidly declining incentives for those paying in
June and July, and continuing incentives, although with a further decline, right up to
31 December. The curve was expressed by a mathematical formula, which although relatively
complex in appearance could be operated using a short computer programme.
The difficulty with the straight-line scheme was that it provided only a weak incentive
and an identical one, for example, for advancing payment from 31 December to 30 September as
for advancing payment from 30 September to 1 June 一 and yet any payment made on 30 September
was still a delayed payment.
The application of the scheme as suggested by the Inspector and Mr Furth to the entire
amount of casual income raised certain methodological problems. Over the longer term, Member
States would be encouraging WHO and other agencies to set aside funds out of casual income
(or miscellaneous income) for an exchange fluctuation facility. Further, because the Casual
Income Account in WHO included sums other than investment income, such as interest earned on
contributions, the proposal went beyond an incentive scheme. In most years the largest
amount accruing to casual income was from payment of arrears. If that money were to be
divided according to date of payment of contributions in full it would certainly be a big
incentive but there would also be a punitive element, which the Board had agreed was
inappropriate. He would prefer the Director-General to consider a scheme, with no punitive
element, that was based solely on investment income. While he recognized that WHO was an
independent organization and proud of its practices, the scheme adopted by ICAO worked well
and was worthy of consideration.
In terms of implementation, it was his understanding that if the World Health Assembly
were to adopt a scheme in May 1987, the base period would begin on 1 January 1988, i.e.,
since governments had not been informed of the scheme early enough it would not apply to
payments due in 1987. The first returns to Member States would thus take place at the normal
time of distribution of casual income which would be during 1990-1991.
Mr BOYER (adviser to Dr Young) shared the concern expressed at the breadth of the
Inspector's recommendation as regards applying incentives to Members by distributing casual
income only in relation to the date of payment and the scale of assessments. It was one
thing to consider a scheme related to interest earned on contributions, as that was where the
real incentives lay. If Member States paid early in the year, contributing to the interest
earned by the Organization, it could be considered fair to distribute that interest according
to a time scheme related to the actual dates of payment. However, casual income included far
more than interest earned on contributions. The report on casual income discussed at an
earlier meeting (document EB79/13 1 ) had shown that, of total earnings of US$ 38.7 million
in 1986, only US$ 16 million related to interest earned on bank accounts• Other
contributions to casual income came from the sale of publications, assessments on new Members
and currency exchange rate fluctuations, as well as the considerable sums, US$ 20 million,
received from Member States paying their arrears, all of which had nothing to do with the

timing of payments by Member States. There were three Member States of WHO who had remained
inactive for many years and whose arrears exceeded a total of US$ 70 million. If those
Members were suddenly to begin to pay it would certainly not be fair to allocate the increase
in casual income resulting from the payment of those assessments on the basis of the payment
record of WHO Member States in the most recent year. The actual date of payment of Member
States1 assessments was irrelevant to distribution of this money. In his view, any scheme
presented to WHO1s governing bodies should concern incentives only from casual income
directly related to interest earnings on payments made by countries.
Two complex systems had been outlined to the Board. In his view it was inappropriate to
present such a complicated issue directly to the Health Assembly before the Board had had the
opportunity to review it first and to determine which sums from casual income should be
involved. Only the Executive Board could give the issue the detailed consideration it
deserved.
Mr FURTH (Assistant Director-General) said that the Secretariat had studied the ICAO
scheme, which contained many features suitable for adoption by WHO. However, the scheme
appeared to be rather too sensitive to the actual date of payment, as it made a
differentiation for each day of the year in which contributions were due. Such a system
seemed unfair considering the delays experienced in the transmission of payments from Member
States, particularly developing countries, to WHO - delays which were not within the control
of governments. As Members had heard, there had been a delay of ten days before the payment
sent by an European country, the Federal Republic of Germany, had arrived in Geneva.
Payments from developing countries often took up to a month. He personally would therefore
prefer a scheme which made differentiations by month. The ICAO scheme was also quite complex
mathematically and would be difficult for many to understand. However, it did provide for a
curved scale of incentives, giving a comparatively greater reward for payments made in the
first half of the year. The Board and the Health Assembly might prefer such a system,
although he personally favoured a straight-line scheme.
As the ICAO scheme had only come into effect on 1 January 1987, there had been little
time to assess its effects, although he saw no reason why it should not work. WMO, UNESCO
and FAO were all at present considering the application of incentive schemes and there was a
considerable exchange of information between organizations on the type of scheme to be
adopted. It seemed possible that most of the international organizations would be
implementing such schemes in the near future.
The question whether the scheme should be applied to the entire casual income or only to
certain components of it was for the Board and the Health Assembly to decide, but the
Secretariat had been thinking of applying it to the entire casual income, because the
Inspector had stated in paragraph 32 of the report that differentiation should not be
considered for two reasons 一 first, in order to simplify the administrative process, and,
secondly, to provide a supplementary incentive for prompt payment. It was true that some of
the casual income earned by the Organization did not relate to the dates of payments of
contributions. Interest earnings were undoubtedly relevant, as was the collection of
arrears, for if a country did not pay its contribution during the year when that payment was
due, there seemed to be no reason why it should enjoy the full benefit of the casual income
derived from the paid arrears as though it had made its payment on time. Accordingly, if the
Board and the Health Assembly decided to apply the scheme to only part of the casual income,
he would suggest that it should apply to the two important components, collection of arrears
and interest earned, which were directly related to dates of payment.
With regard to Mr Boyer1 s comments on inactive Members, it was not intended to apply the
scheme to those countries, since it would relate only to contributions to the effective
working budget, whereas under WHO'S budgeting system contributions payable by inactive
Members were not used for financing the working budget, but were part of the undistributed
reserve.
The Board would have to take a decision on the options as to when the scheme should be
presented - to the World Health Assembly in May 1987 or to the Executive Board in January
1988. If the scheme were to be submitted to the Health Assembly in May, the base period
would begin on 1 January 1988 and it would be possible to apply the scheme as a transitional
measure only partially in 1990-1991, so that half of the total amount of casual income
appropriated to finance the regular budget for the financial period 1990-1991 would be
deducted from the gross budget prior to the application of the WHO scale of assessments, as
was the current practice, and the remaining half of the casual income appropriated would be

apportioned among Member States in accordance with the new incentive formula. Casual income
would therefore be divided into a part dealt with in the present manner and a part credited
to Member States in accordance with the new scheme. On the other hand, if the scheme were to
be submitted to the Executive Board in January 1988, the World Health Assembly could approve
it only in May 1988, and the base period would then become 1989-1990 ； the casual income
earned during that base period would be appropriated in 1991 for the 1992-1993 budget.
Mr BOYER (adviser to Dr Young) said he could not agree with the reasoning of the Joint
Inspection Unit that the scheme should be applied to all casual income because it would be
too complicated to separate the various components, since WHO* s own documentation, notably
the report on casual income (document EB79/13), proved that it was not too difficult to
provide a breakdown of earnings from the interest account and from other components of casual
income. The Inspector stated that the scheme encompassing distribution of casual income from
all sources provided a further incentive for prompt payment, but, as Mr Miller had pointed
out, the scheme actually imposed a penalty by taking from a Member State money which
legitimately belonged to it. With regard to payments of arrears, if country A had owed money
and paid its arrears, the fact that country В had paid early or late was irrelevant.
Finally, if the WHO Secretariat considered the scheme to be very complex, it would certainly
be desirable to consider it in greater detail and to re-submit it to the Board at its next
session, rather than burdening the Health Assembly with a discussion of the details.
и
Mr VOIGTLANDER (alternate to Professor Steinbach) said he supported some kind of
incentive scheme, either along the lines considered by ICAO or with the changes outlined by
Mr Furth. He would submit, however, that no country was entitled to a larger portion than
others of revenue from the sale of publications 一 although that was a minor aspect of the
problem. In any case, it was simply not fair to treat a country which paid on 1 January in
the same way as one which paid on 31 December, or even two or three years later.
Mr MILLER (adviser to Dr Law) said that the scheme was not as complicated as the
Secretariat seemed to think, for the mathematical formula whereby Member States could
calculate the incentive to which they were entitled was relatively simple.
With regard to Mr Furth*s suggestion that the month in which the cheque was received
should be taken into account instead of the day, he said that would be meaningful only if the
cheque was received in the same month that it was issued� Yet in one country he knew the
postal services were so poor that a cheque was bound to take a minimum of one month to reach
Geneva. For Mr Furthf s point to have any validity, the incentive must be based on the date
when the cheque was issued 一 but that, of course, was not in accordance with normal banking
practice.
In connection with Mr Boyer!s point concerning the effects of including payment of
arrears in the calculation of income subject to incentives, he agreed that arrears were
subject to contractual treaty obligations. Nevertheless, while arrears were not paid, there
were two possibilities: either the Organization failing to receive income instituted
programme economies, cuts and deferrals, in which case arrears constituted an obligation but
could be returned immediately to States, or in the interim, pending receipt of the income,
other countries had to carry the burden. In the latter case, when the debtor State paid its
arrears, the amount was fairly distributed according to the scale of assessments. The
current yearf s contribution was obviously used for funding that year1 s programme activities,
and when a debtor State paid both the arrears and the current year1 s assessments in full,
such a previous debtor was surely entitled to a return of investment income on its entire
contribution for the current year which it had paid in full.
Dr GRECH said he agreed that an incentive scheme should be introduced, but considered
that in view of the complexity of the ICAO scheme the Director-General should be requested to
work out the details, mechanisms and options for submission to the eighty-first session of
the Executive Board prior to its consideration by the Forty-first World Health Assembly in
May 1988; the base period would thus be 1989-1990.
Miss AVELINE (adviser to Professor Girard) supported the views expressed by
Sir John Reid and Mr Miller concerning the modification of reimbursement of casual income to
Member States in favour of good payers. It would indeed be in the interest of the
Organization to adopt a system based on incentives rather than on sanctions which would in
any case be inapplicable. The chart proposed by Mr Miller for taking account of payment
dates in a modulated manner was worthy of attention and would be considered favourably in
France. With regard to the date of entry into operation of the scheme, she considered that

every effort should be made to introduce it as soon as possible and that proposals should
therefore be submitted to the Fortieth World Health Assembly.
The CHAIRMAN observed that, of the two options presented to the Board for decision,
submission of proposals to the World Health Assembly in May 1987 or to the Executive Board ia
January 1988, the second option seemed to be generally favoured by Members. He suggested
that that option should be adopted.
It was so agreed.
Consideration of a draft: resolution on status of collection of assessed contributions
and status of advances to the Working Capital Fund (continued from the fifteenth
meeting, section 2)
The CHAIRMAN invited the Board to adopt the draft resolution suggested by the
Secretariat.
The resolution was adopted.工
The CHAIRMAN drew the Board's attention to document EB79/34 containing the report by the
Director-General on five reports of the Joint Inspection Unit.
United Nations technical co-operation in Central America and the Caribbean: Volume II —
the Caribbean (United Nations Document JIU/REP/85/6 - Annex I to Document EB79/34)”
There were no comments.
Some reflections on reform of the United Nations (United Nations Document JIU/REP/85/9 Annex II to Document EB79/34)
Dr HAPSARA said he agreed with the Director-Generalfs comments in his report (document
EB79/34) and, in particular, endorsed the action proposed to the Board in paragraph 17 of
that document. With regard to the JIU report itself, he asked the Secretariat to comment on
the various shortcomings of international organizations referred to in Chapter II. While a
number of those shortcomings might not be ascribable to WHO, deficiencies in the managemenl
and structure of organizations with which it worked closely might have some impact on it.
Turning to the section on world problems in Chapter IV of the report, he drew attention
to the reference in paragraph 128 to the growing global interest in environmental and
population problems； perhaps a similar status should be given to health for all, which was
certainly a subject of worldwide concern.
Sir John REID expressed his appreciation of an excellent JIU report, which brought out
the difference between WHO and so many other international organizations and also reflected
the self-critical attitude of the Organization,
ii
Mrs BRLJGGEMANN (Director, Programme for External Coordination) agreed with Dr Hapsara
that some of the issues raised in the JIU report related to problems which the Board had
addressed in earlier discussions. The way in which WHO was trying to convey its firm policy
to other organizations of the United Nations system, particularly to the agencies with which
it worked most closely, was to indicate at all inter-agency meetings how organizations could
also improve their whole managerial approach by adopting such firm policies. With regard to
the problems of the environment and population, in its discussions in the United Nations
system WHO felt relatively safe with the backing of clear guidance from the WHO policy organs.
Status of internal evaluation in organizations of the United Nations system (United
Nations Document JIU/REP/85/10 - Annex III to Document E379/34)
Third report on evaluation in the United Nations system: integration and use (United
Nations Document JIU/REP/85/11 - Annex IV to Document EB79/34)
Management of Interpretation Services in the United Nations system (United Nations
Document JIU/REP/86/5 - Annex V to Document EB79/34)
™
There were no comments.

Decision: The Executive Board, having considered the reports of the Joint Inspection
Unit on "United Nations technical co-operation in Central America and the Caribbean:
Volume II 一 the Caribbean", "Some reflections on reform of the United Nations", "Status
of internal evaluation in organizations of the United Nations system", "Third report on
evaluation in the United Nations system: integration and use", "Management of
Interpretation Services in the United Nations system", and "Cash management in the
United Nations and four specialized agencies (FAO, ILO, UNESCO, WHO)", thanked the
Inspectors for their reports and expressed its agreement with the Director-General * s
comments thereon. Regarding the cash management study, the Board decided to request the
Director-General to prepare a proposal or alternative proposals for an incentive scheme
for the apportionment of casual income among Members, to be submitted to the
eighty-first session of the Board

The meeting rose at 12h3Q.

TWENTY-SECOND MEETING
Friday， 23 January 1987， at 14h30
Chairman:
1.

Dr Uthai SUDSUKH

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM； Item 20 of the Agenda (continued)

Report of the International Civil Service Commission:
EB79/35)

Item 20.5 of the Agenda (Document

Mr FURTH (Assistant Director-General), introducing the twelfth annual report of the
International Civil Service Commission (ICSC), submitted to the Board with document EB79/35,
recalled that, under Article 17 of its Statute, the Commission was required to submit an
annual report to the Board.
He pointed out that matters involving ICSC and which affected entitlements of staff had
been dealt with in a separate document, and had been considered by the Board under agenda
item 15 (Confirmation of amendments to the Staff Rules)•
The Board1s attention was drawn to the summary of the Commission's recommendations found
on pages ix - xiii of the report, which were addressed to the General Assembly of the United
Nations and the legislative organs of the other participating organizations. They were
listed, with the Director-General1s comments, in section 4 of the document. The Commission
had consulted fully with both the administrations and the staff on those subjects.
The Board was asked to take note of the report•
Decision: The Executive Board took note of the twelfth annual report of the
International Civil Service Commission, submitted in accordance with Article 17 of the
Commission1s Statute.1
(For continuation of discussion on collaboration within the United Nations system, see
section 3 below.)

2.

COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS;

Item 21 of the Agenda

Working principles governing the admission of nongovernmental organizations into official
relations with WHO: Item 21.1 of the Agenda (Document EB79/36 and EB79/36 Corr.l (French
only))
Dr GRECH (Chairman of the Standing Committee on Nongovernmental Organizations) said that
in its discussion of the subject (paragraphs 1-7 of its report (document ЕВ79/36)) the
Standing Committee had considered the working paper (document EB79/NGO/WP/1), prepared in
response to decision EB77(8) of January 1986， that continued the review of the Working
Principles which the Board had commenced at that time. The paper covered the experience in
using the Working Principles on a trial basis at global level, and the discussions in
regional committees, particularly with respect to section 5 of the Principles, dealing with
relations with nongovernmental organizations at the regional and national levels•
The revised Principles were annexed to the Standing Committee1 s report (document
E B 7 9 / 3 6 ) T h e Standing Committee had noted that experience in using them at the global
level was satisfactory, and only a few editorial improvements to the text had been made in

order to reflect more clearly the distinction between working relations, which were informal,
and official relations, which were formal. With regard to section 5， Regional Directors and
their representatives had explained further to the Standing Committee the point which had
been made in regional committees with regard to the need to eater into consultations with
governments with respect to working relations between WHO and national nongovernment a1
organizations. The Standing Coramittee had consequently made appropriate adjustments to the
text of section 5 and had added an explanatory footnote relating to the constitutional
requirement for consultât ion with governments. Finally, since the revised Principles
reflected the overall aspects of WHO relations with nongovernment a 1 organizations and did not
confine themselves to admission into official relations, the Standing Committee had
recommended to the Board the new title of "Principles governing relations between the World
Health Organization and nongovernmental organizations". Therefore, in addition to
recommending for the consideration of the Board the revised text of the Principles，1
annexed to its report, the Standing Committee was recommending the course of action foreseen
in decision EB77(8), namely, transmission of the revised Principles for the approval of the
Fortieth World Health Assembly in May 1987.
A draft resolution was suggested for the Board1s consideration.
Dr HYZLER (alternate to Sir John Reid), request ing clarification about official
relations with nongovernment a1 organizations, said, first, that he understood the basic
principle to be that when working relations were established between the Organization and an
institution or nongovernmental organization and were on the point of becoming official， it
was then that the Organization would consult the government of the Member State concerned.
Taking into account paragraphs 5.1, 5.2 and 5.3 of the Principles, he asked whether that
assumption was correct. Secondly, when the Organization had recognized an international
nongovernmental organization and given it full official status, it was accepted that national
bodies affiliated to that international nongovernmental organization were included as having
official relations with the Organization. He asked whether new bodies, subsequently becoming
affiliated to the international nongovernmental organization, also automatically entered into
official relations with the Organization or whether they had to wait until the status of the
international nongovernmental organization was reviewed before official relations could be
confirmed.
Dr GRECH (Chairman of the Standing Committee on Nongovernmental Organizations), replying
to Dr Hyzler1 s first question, referred to the explanatory footnote to section 5 of the
revised Principles in the Annex to document ЕВ79/36, which confirmed that consultât ion would
take place•
Mr DEVLIN (Office of the Legal Counsel), in response to Dr Hyzler* s second question,
said that the substance of paragraph 5.1 in the original Working Principles had been adopted
at the Third World Health Assembly. National organizations affiliated to an international
nongovernmental organization which were, by definition, in official relations with the
Organization included those which subsequently became affiliated. However, the situation
could be changed dur ing the subsequent review and the Organization could, if it felt it was
appropriate, make it known that the activities of a national organization were incompatible
with WHO objectives and reconsider the whole question of official relations between the
Organization and the international nongovernmental organization concerned• Should the
Executive Board wish to recommend that a nongovernmental organization becoming affiliated to
an international nongovernmental organization subsequent to the latter1s entering into
offical relations with the Organization should not be recognized as having official relations
until the next review, a specific statement to that effect should be added to the relevant
section of the Principles•
Dr HYZLER (alternate to Sir John Reid)，thanking Mr Devlin for his explanation, said
that any further questions he might have concerning the exact legal position would be raised
on another occasion.
The résolut ion was adopted.2

Application of nongovernmental organizations for admission into official relations with WHO;
Item 21.2 of the Agenda (Documents EB79/36 and EB79/36 Corr.l (French only))
Dr GRECH (Chairman of the Standing Committee on Nongovernmental Organizations),
referring to paragraph 8 of the Standing Committee1s report (document EB79/36), said that the
Committee had considered six applications which had been reviewed by the Secretariat to
ensure that they were in line with WHO 1 s overall policies and with the objectives of relevant
WHO programmes. Following its discussion and after supplementary information had been
provided by the designated technical officers working with the nongovernmental organizations,
the Standing Committee had decided to recommend to the Board the admission of the six
nongovernmental organizations into official relations with WHO.
The salient facts which had led the Standing Committee to that recommendation in the
case of each nongovernmental organization were recorded in paragraph 8 of the Committee1 s
report• The nongovernmental organizations recommended for admission into official relations
were: the International Medical Society of Paraplegia; the World Organ iza t ion. of the Scout
Movement； OXFAM; the International Federation of Oto-rhino-laryngological Societies； the
Network of Community-oriented Educational Institutions for Health Sciences； and the
International Society of Dietetic including all Infant and Young Children Food Industries•
A draft resolution was suggested for the Board1 s consideration.
Dr DE SOUZA (alternate to Mr McKay) said that he had some reservations concerning the
application by the International Society of Dietetic including all Infant and Young Children
Food Industries, dealt with in paragraph 8(f) of the Standing Committee1 s report• Among its
general objectives and main activities the applicant had highlighted its functions, which
related to the development of and policies on food standards, the advice it provided on
marketing and composition to member associations, and the information it disseminated about
foods for special dietary uses, including infant and young child feeding. In addition, it
had related its objectives to the activities of both the General Programme of Work and
specific interests of WHO. The interpretation of those relationships needed rather careful
study. For example, WHO had decided - and most nutritionists agreed - that there was no
nutritional need for follow-up foods such as follow-up milks and commercially prepared
weaning foods in less developed countries, since they were more likely to create or worsen
problems of infant nutrition than to solve them. WHO statements on infant nutrition,
supported universally by paediatric nutritionists, warned against the use of juices, herbal
teas, etc, in infancy for reasons given earlier. The established practice in some parts of
the world needed to be changed； there were few if any, situations in which the commercially
produced products concerned could be justified on the grounds of medical need, WHO had
produced for the Thirty-ninth World Health Assembly guidelines on physiologically-appropriate
infant feeding methods for the main health and socioeconomic circumstances.^ No input from
commercial interests was necessary to follow such guidelines. WHO had indicated in several
instances that the production and promotion of appropriate educational materials to provide
objective and consistent information on infant nutrition should not be a function of
industry. Similarly, training in nutrition should be the responsibility of health
authorities within governments rather than of industry.
In his view, the Codex Alimentarius Commission was the appropriate forum for the
contribution of industry to international consultation or debate on such matters as food
safety, standards and composition. The stated objectives of the International Society were
clearly in some instances at odds with those of WHO with respect to infant and young child
nutrition.
Dr GRECH said that he shared Dr de Souza1s concern. The Standing Committee had
discussed the application and it had been decided that one of the most important aspects to
be borne in mind when considering WHO 1 s relations with various bodies was whether or not
those relations would enhance the Organization1s programmes and help it to fulfil its task,
particularly in the developing world. The "pros and cons" needed to be carefully weighed and
the Organization should be prepared to have a constructive dialogue with representatives of
various groups and to listen to their views. It was only normal that there should have been
conflicts and differences of opinion as to whether WHO should have a dialogue with
representatives of industry. In the past, the question of relations with nongovernmental
organizations connected with the pharmaceutical industry had been discussed and fears

expressed that industry might develop too strong an influence on WHO. The Executive Board,
the Health Assembly and the Secretariat had, however, demonstrated an ability to deal with
both sides representing different interests. In order to fulfil its complex task, the
Organization needed a constructive dialogue with all parties. That was crucial for health
development. It was in that spirit that in January 1986 the Board had admitted the
International Organization of Consumers Unions into official relations, in addition to those
representing industry relevant to health.
Dr DE SOUZA (alternate to Mr McKay), thanking Dr Grech for his explanation, said that he
was not against constructive dialogue. In fact he considered it extremely important. He had
some reservations, however, particularly in the light of the criterion set out in paragraph
3.1 of the revised Principles, which referred to the need for the aims and activities of the
nongovernmental organization to be free from concerns which were primarily of a commercial or
profit-making nature. Though he fully understood the points made by Dr Grech and his
comparisons with another industrial organization that had previously been admitted, he had
considered it fully appropriate to express his reservations.
Professor MENCHACA said that he shared Dr de Souza1 s concern. He was not convinced of
the need to establish official relations with the nongovernment a1 organization concerned.
The Board might perhaps be given some further information on which to base its decision.
Meanwhile, it might be possible to maintain working relations and a dialogue with the
International Society while considering whether official relations should be established.
The situation might then be reviewed in 1988.
Mr VOIGTLANDER (alternate to Professor Steinbach), supporting Dr Grech1s views, said
that it was obvious from the list of nongovernmental organizations in official relations with
WHO that the activities or programmes of a number of them did not always accord fully with
WHO'S aims. That was natural, however, and in the case of the specific organization
concerned, it was desirable, in view of the resolutions of the World Health Assembly and work
on the International Code of Marketing of Breast-milk Substitutes, for WHO to be in official
relations with the International Society and maintain a constructive and permanent dialogue.
Dr GRECH pointed out that there were already informal working relations between WHO and
the organization concerned, as could be seen from the second paragraph of section 8(f) of the
Standing Committee's report•
Dr BELSEY (Maternal and Child Health) said that the International Society had had many
years of working relations with various technical programmes in WHO, as had been shown in the
full documentât ion presented in the Standing Committee. Many of the technical questions
raised by Dr de Souza had indeed been taken up in the Codex Alimentarius Commission on which
both WHO and the organization concerned were represented. Although there was no real need
for "follow-up" foods, such foods did exist and there was therefore a need for standards to
ensure appropriate safety. The Board might wish to request further information from the
Secretariat. The Society1s statement on herbal teas， juices, etc• was consistent with the
policy and programme statements of WHO, and there had been dialogue with WHO for several
years to ensure that the members of the Society conformed to WHO1s overall policies.
Professor MENCHACA, referring to Mr Voigtlander1 s comments, said that the list of
nongovernmental organizations with which WHO already had official relations was reviewed
periodically to consider whether such relations should continue and the Board was coming to
that item shortly• That should riot be confused with the current exercise of considering
applications. He realized that working relations with the International Society had existed
for some years and he had thought that they might be maintained. He continued to have
reservations because he was not in possession of all the necessary information on which to
take a decision.
The CHAIRMAN said that the Board might wish to adopt the draft resolution in the
Standing Committee1s report, subject to the reservations expressed by Dr de Souza and
Professor Menchaca.
The resolution was adopted,丄

Review of nongovernmental organizations in official relations with WHO:
Agenda (Documents EB79/36 and EB79/36 Corr.1 (French only))

Item 21.3 of the

Dr GRECH (Chairman of the Standing Coinmittee on Nongovernmental Organizations),
referring to paragraphs 9-13 of the Standing Committee1s report (document EB79/36), said that
the nongovernmental organizations reviewed^ collaborated for the most part with the WHO
programmes connected with mental health (including alcohol and drug abuse), environmental
health, clinical and laboratory technology, essential drugs and vaccines， and drug and
vaccine quality. It had been noted that many of those nongovernmental organizations were
oriented to research or were scientific and contributed vital data to WHO health science and
technology programmes. Their valuable collaboration was much appreciated. The Standing
Committee had considered that special emphasis might be given to strengthening the
collaboration in health systems research with those and other appropriate nongovernmental
organizations in official relations. Two important areas mentioned were Alzheimer1s disease
and acquired immunodeficiency syndrome (AIDS).
Board members would note the reference in paragraph 10 to two organizations which had
not responded for the current review, but with which the Secretariat had already taken steps
to stimulate collaboration. It would also be noted in paragraph 11， that the Secretariat had
been notified that the International Union for Child Welfare, with which official relations
had been established in 1948, had been disbanded. In paragraphs 13(a), (b) and (c) of the
report, the Standing Committee had indicated its recommendat ions to the Board with respect to
the three nongovernmental organizations identified during the Board1 s review in January 1986,
at which the Board had requested that efforts should be made to intensify collaboration. It
was recommended to continue official relations with the Commonwealth Medical Association and
the International Sociological Association until the next review date in 1989, and to request
the Secretariat to consult the Biométrie Society concerning the appropriate type of relations
with WHO, and report to the Board in January 1988. The Standing Committee had thus decided
to recommend to the Board that official relations be maintained with the nongovernmental
organizations reviewed, with the various provisos contained in the paragraphs referred to.
The text for a decision on the review was suggested for the Board1 s consideration.
Professor MENCHACA asked what action was normally taken in such situations as that
described in paragraph 10 of the report， which stated that two organizations had not replied
to the request for updated information.
The DEPUTY DIRECTOR-GENERAL said that the normal course was to investigate why the
organization concerned had failed to respond. That was not limited to the case of
nongovernmental organizations but extended to consultants and specialists who failed to reply
to questions or to invitations to participate in the Organization1 s work. Every effort was
made to ascertain tfhe reasons for the failure to respond, but in most cases if it persisted
the relationship was severed•
Dr SARTORIUS (Director, Division of Mental Health) said that since the meeting of the
Standing Committee the Secretariat had succeeded in contacting the representatives of the two
nongovernmental organizations mentioned in paragraph 10 and that a discussion on what could
be done in the future would take place. He hoped for successful results•
Decision: The Executive Board, having considered the report of the Standing Committee
on Nongovernmental Organizations, decided to maintain official relations with 37
nongovernmental organizations reviewed at the current session，1 and expressed its
appreciation for their valuable contribution to the work of WHO. With regard to the
three organizations reviewed again in accordance with the request of the Board at its
seventy-seventh session (the Biométrie Society, the Commonwealth Medical Association,
and the International Sociological Association), the Board decided to maintain official
relations with the two latter organizations until their next review, in 1989. It
decided that the Biométrie Society should be consulted concerning the appropriate type
of relations that might be established for the future and that the results should be
reported to the eighty-first session of the Executive Board.^

3.

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM;
sectionl)

Codex Alimentarius Commission:
meeting, section 6)

Item 20 of the Agenda (resumed from

Item 20.3 of the Agenda (continued from the twentieth

The CHAIRMAN drew attention to a draft resolution on the Codex Alimentarius Commission
proposed by Dr de Souza, Dr Larivifere and Professor Menchaca, which read as follows:
The Executive Board,
Having reviewed the report by the Director-General on the Codex Alimentarius
Commission; 1
Recognizing the importance of the Joint F AO/WHO Food Standards Programme and the
role of the Codex Alimentarius Commission for the promotion of food safety and the
facilitation of international trade;
RECOMMENDS to the Fortieth World Health Assembly the adoption of the following
resolution;
The Fortieth World Health Assembly,
Having studied the first report by the Director-General on the Codex
Alimentarius Commission and the discussions during the seventy-ninth session of the
Executive Board；
Recognizing the role of the Joint FAO/WHO Food Standards Programme and the
Codex Alimentarius Commission for the promotion of food safety and the facilitation
of international trade;
Recognizing the essential role of sufficient and safe food for health
promotion and disease prevention;
Aware of the benefits to all countries to be derived from the work of the
Codex Alimentarius Commission;
1.

CALLS UPON Member States;
(1) to participate actively, particularly their health sectors, in the work
of the Codex Alimentarius Commission and its committees；
(2) to make all appropriate efforts to adopt Codex standards, and to fully
utilize the recommendations of the Commission for the promotion of food safety
and the international food trade;
(3) to promote active collaboration on the part of both the public and
private sectors and nongovernmental organizations in national Codex work;

2.

REQUESTS the Director-General;
(1)

to continue to collaborate with FAO in support of the Commission;

(2)

to maintain appropriate technical and financial support of the Commission;

(3) to collaborate with Member States in strengthening their infrastructure
for food safety in order to facilitate the implementation of Codex standards
and recommendations;
3.

RECOMMENDS to the Codex Alimentarius Commission:
(1) to give priority consideration to the work of the general subject
committees and the regional coordinating committees, which are responsible for
food safety and consumer information;

(2) to encourage Member States to fully utilize and implement Codex standards
and recommendat ions；
(3) to invite Member States which have not yet joined the Commission to do so
without delay.
Dr DE SOUZA (alternate to Mr McKay) said that the draft resolution had been prepared
following his suggestion to the Board at its previous meeting that it should submit a draft
resolution on the Codex Alimentarius Commission to the Fortieth World Health Assembly at the
same time as the Director-General1s report to the Assembly on the subject.
Dr HYZLER (alternate to Sir John Reid) said that while he had no objection to the draft
resolution, he would have preferred the Board to have been allowed more time to consider the
text.
The resolution was adopted.丄

4.

APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN FINANCIAL
MATTERS PRIOR TO THE HEALTH ASSEMBLY: Item 23 of the Agenda (Document EB79/37)

Mr FURTH (Assistant Director-General) , introducing the item, stated that Article 34 of
the Constitution and Article 12,9 of the Financial Regulations required that the Board
receive, review and transmit to the Health Assembly, with any comments deemed necessary, the
financial reports of the Organization,
As the interim financial report for the year 1986 would be finalized only in March of
the current year, arid 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 before the Health Assembly session, and to report thereon
to the Health Assembly. In the past the Coramittee 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.
Should the Board wish to continue that practice, a draft resolution was contained in
paragraph 3 of document EB79/37. 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. Two such subjects were already
included in the draft resolution: review of the Director-General1s interim financial report
for 1986, and Members in arrears in the payment of their contributions to an extent which may
invoke the provisions of Article 7 of the Constitution.
The suggested resolution also included a provision for replacement of any of the
designated members who were unable to serve. Any member of the Board who wished to do so
might attend the meeting of the Committee as an observer at his own expense.
The CHAIRMAN suggested that the Board should adopt the draft resolution with the
inclusion of the names of Dr Ayoub, Professor Forgács, Dr Koinange and Dr Uthai Sudsukh.
The resolution, as thus completed, was adopted.2
Professor GIRARD asked the Secretariat to notify all Board members in due course of the
date and place of the meeting in order to enable any member of the Board who wished to do so
to attend the Committee as ail observer,
Mr FURTH (Assistant Director-General) said the Committee would meet at 9h30 on Monday,
4 May 1987, at the Palais des Nations in Geneva. As a matter of course, the financial report
would be sent in advance to all Member States, but the rest of the documentât ion for the
Committee would probably have to be distributed at the meeting. He asked any Board member
intending to attend the Committee as an observer to notify the Secretariat of that fact in
advance so that appropriate arrangements for their attendance could be made. It would be

impractical to send all documentât ion to all Board members, as past experience had shown that
only a few attended the meeting as observers.

5.

PROVISIONAL AGENDA FOR AND DURATION OF THE FORTIETH WORLD HEALTH ASSEMBLY:
the Agenda (Documents EB79/38 and EB79/INF.D0C./4)

Item 24 of

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 EB79/38
proposals for the provisional agenda of the Fortieth 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 Fortieth World Health Assembly as presented in document EB79/38 by
the addition of appropriate references under the relevant agenda items. A sub-item "Codex
Alimentarius Commission" would have to be added under item 32 following the Board1 s adoption
of its resolution on the subject (resolution EB79.R24).
At a previous session the Executive Board had recommended that， at its January session,
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 worldwide cooperation among Member States to ensure the attainment of health for
all by the year 2000. 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-eighth session, in May 1986, the Executive Board had decided that the
Fortieth World Health Assembly should be held at the Palais des Nations, Geneva, opening at
noon on Monday, 4 May 1987. In a resolution adopted at the present session, the Board had
decided to propose to the Fortieth World Health Assembly that the duration of all future
Health Assemblies should be riot more than two weeks. The Board might therefore wish to
consider fixing the closing meeting of the Fortieth World Health Assembly for Saturday,
16 May 1987, at the latest.
In resolution WHA32.36 the Executive Board was requested to "fix a preliminary daily
time-table for the Health Assembly1s consideration of its agenda"• To assist the Board in
that task a draft preliminary daily time-table for the Fortieth World Health Assembly had
been dravm up (document EB79/INF.DOC./4).
Professor GIRARD proposed that for practical reasons it would be wise for the Board to
request the Secretariat to make provision in the time-table for an opportunity to hold one or
two night meetings a week during the Health Assembly, Furthermore, advance notice of such
meetings would be useful to those planning social events to take place during the evenings of
the Assembly sessionProfessor MENCHACA said he doubted whether the Board could take such a decision, as it
was the prerogative of the General Committee of the Health Assembly.
The DIRECTOR-GENERAL corroborated Professor Menchaca1 s statement but suggested that the
proposal should be made direct to the General Committee itself•
The DEPUTY DIRECTOR-GENERAL said that the Secretariat would make every effort to avoid
night meetings coinciding with planned events.
Decision: The Executive Board approved the Director-General1 s proposals for the
provisional agenda of the Fortieth World Health Assembly. Recalling its earlier
decision^- that the Fortieth World Health Assembly should open on Monday, 4 May 1987，
at noon, the Board, in view of its proposal to the Fortieth World Health Assembly that
the duration of all future Health Assemblies be not more than two weeks, decided that
the Fortieth World Health Assembly should close no later than Saturday, 16 May 1987.^

6.

DATE AND PLACE OF THE EIGHTIETH SESSION OF THE EXECUTIVE BOARD:

Item 25 of the Agenda

Mr FURTH (Assistant Director-General) said that, in view of the fact that it had been
decided that the Fortieth World Health Assembly would close on Saturday, 16 May 1987, at the
latest, the Executive Board might wish to consider convening its eightieth session on Monday,
18 May 1987. Since the Fortieth World Health Assembly would meet in the Palais des Nations
in Geneva, the Director-General proposed that the eightieth session of the Executive Board
should convene at WHO headquarters, Geneva.
Decision: The Executive Board decided that its eightieth session should be convened on
Monday, 18 May 1987, at WHO headquarters, Geneva, Switzerland.^

CLOSURE OF THE SESSION
After the customary exchange of courtesies, the CHAIRMAN declared the session closed.

The meeting rose at 15h50.
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