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FIFTH MEETING 

Wednesday, 11 January 1989. at 9h3Q 

Chairman: Dr M. QUIJANO NAREZO 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991: Item 6 of the Agenda 
(Documents PB/90-91 and EB83/5) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS : Item 7 of the Agenda (Documents EB83/16 Rev.l, EB83/17, 
EB83/18, EB83/19, EB83/20 and EB83/21) (continued) 

GENERAL POLICY REVIEW: Item 6.1 of the Agenda (continued) 

The DIRECTOR-GENERAL, responding to Board members' comments, said that a deep common 
understanding of WHO's policies and programmes and the need for certain changes had 
emerged from the debate. There was agreement, for example, that primary health care 
remained the key to health for all, and that the challenges raised by the Programme 
Committee in its review of the monitoring report (document EB83/2) were valid, especially 
in regard to the strengthening of health infrastructures. The latter was closely linked 
to human resources development and in implementing the human resources development 
programme, the Edinburgh Declaration mentioned by Dr Hyzler would be taken into 
consideration. 

He was gratified to have received the Board's support for continuous monitoring and 
evaluation in the interests of a better allocation of resources, and for the concept of 
management by information. The transfer of appropriate technology, reorientation of 
policy and development of the managerial process on the basis of primary health care were 
all important in resolving the problems identified in the course of monitoring. 

The proposed task-force approach to the solution of specific problems was most 
welcome, and he thanked Professor Kallings for his comments in that regard. He intended 
to form such a group immediately after the Executive Board session to study the adverse 
effects of economic adjustment in developing countries, and would report its findings to 
the World Health Assembly in due course. He intended to strengthen the Organization's 
managerial capabilities in health economics so that it could respond to the needs of 
developing countries by cooperating with them in facing new challenges. In many 
developing countries, microeconomists, even accountants, were needed as badly as 
macroeconomists. He also intended to investigate the problems revealed by the monitoring 
exercise in regard to the indicators currently used, an initiative which the regions had 
taken from the beginning. 

A number of members had referred to his comments on environmental protection and 
sustainable development. The implementation of activities in that area would be 
discussed when the Board considered the relevant programme. As always, the Board 
members' constructive proposals were most welcome. 

He welcomed the support received for his views on the unity of all WHO's programmes 
and the need to regard the WHO budget as an integral whole, regardless of the source of 
funds, although obviously the wishes of donors of extrabudge tary resources must be taken 
into consideration. He hoped that he could set Mr Boyer's mind at rest regarding the 
intention of the statement in paragraph 16 of document EB83/5 by reiterating what he had 
said in his verbal introduction to the effect that without detracting from their 
technical integrity and attractiveness for external funding, it must be ensured that the 
largely extrabudgetary special programmes were closely linked to all related programmes 
so that the new technological products or information they generated could be properly 
"appropriated" by countries in their national health programmes. For that reason he was 
taking steps to strengthen the operation and delivery of these programmes, especially at 
country level, in close consultation with all interested parties. 
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With regard to the difficulties in procuring medical supplies, fluctuating political 
and economic factors were bound to produce acute shortages. WHO did have a programme 
that helped to make essential drugs, vaccines and other material available, and would do 
its best with its mandate to help developing countries to avoid disruptions in supply, 
for instance in the event of national or man-made disasters. Questions raised by some 
members about vaccination policies would be replied to by the Director of the Expanded 
Programme on Immunization. 

While specific questions asked by Mr Boyer would be answered by others, he wished to 
draw the Board's attention to the complexity of the regular programme budget. First, its 
division into three levels - global and interregional, regional and intercountry, and 
country - meant that, within a given programme, increased budgetary requirements at one 
level could be offset by decreased requirements at another. Secondly, although it was 
prepared on the basis of the programmes of work, priorities had to be considered on the 
basis of each country's current needs and the information obtained from the monitoring 
and evaluation of national strategies for health for all. 

He welcomed the proposals by several members that a distinguished personality should 
be asked to act as a goodwill ambassador in spreading the message of the commitment of 
Member States and WHO to health for all in order to mobilize additional resources. 

Mr Furth, Assistant Director-General, would be replying to the questions raised 
about budget adjustments and the status of collection of Member States‘ contributions. 
Finally, he had taken note of all comments about the content and length of the programme 
budget narrative. While the present format was the only way to maintain transparency and 
accountability, he agreed that a review must be made of how the 1992-1993 budget should 
be prepared and he would welcome guidance from the Executive Board in that regard. 

The DEPUTY DIRECTOR-GENERAL said that he wished to link his clarifications on 
specific questions raised by the Board members to two maj or innovations which had been 
introduced, namely, the examination by the Programme Committee, for the first time, of 
the global and interregional components of the programme budget, and the new format of 
the proposed programme budget for 1990-1991, in line with the Eighth General Programme of 
Work. 

The two functions entrusted to the Programme Committee under resolution EB79.R9, 
that of reviewing the Director General‘s proposed guidelines on developing the programme 
budget proposals on a one-time basis and that of reviewing the global and interregional 
components of each proposed programme budget in detail, might appear to conflict to some 
extent, making it difficult to see how its recommendations were reflected in the final 
proposed programme budget. In developing the 1990-1991 programme budget, the Programme 
Committee had assumed those two functions for the first time. Moreover, it had 
considered only the global and interregional component, the regional and intercountry 
component having been reviewed by the regional committees, and the country component 
having been developed through direct discussion with individual Member States. 
Therefore, an increased provision for the global and interregional component of a 
programme, included as a result of the Programme Committee's recommendations, might be 
offset by decreased provisions in the regional and intercountry or country components. 
He could assure Mr Boyer that each recommendation had been taken into account as far as 
possible, and could be identified in the document PB/90-91. By way of example, he drew 
attention to the case of the tuberculosis programme and the relevant tables on pages 307 
and 53 of document PB/90-91. Despite the observed overall decrease in provisions, there 
was in fact a substantial increase in the global and interregional component, offset by 
the decrease in the other two components. A detailed look at programme 8.4 would also 
provide an example of implementation of a recommendation of the Programme Committee. 

The fact that the programme budget document format followed that of the Eighth 
General Programme of Work, describing separately the activities for each region, had 
indeed made the narrative more lengthy and at times repetitive, which was perhaps the 
price that had been paid for transparency. The book had, however, been ready as usual 
for despatch by 1 December. With the Board's guidance it should be possible to study how 
appropriate improvements could be made for the preparation and presentation of the 
1992-1993 programme budget. 
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The CHAIRMAN said that it had emerged from the Board's discussions that the 
Director-General‘s proposals and comments enjoyed a wide measure of support, and that the 
Director-General, in turn, had appreciated and taken into account the Board members' 
views and comments. 

Dr MONEKOSSO (Regional Director for Africa), replying to questions raised about the 
African Region, said that he wished to dispel any impression that the African Region was 
experiencing problems with the primary health care culture. What he had meant in his 
statement was that the culture of evaluation, whereby facts and findings must be 
expressed or reported in quantitative rather than in general terms, had had some 
difficulty in commanding acceptance in Africa. Those difficulties were, however, being 
overcome with the introduction of the evaluation system for the Region; the computerized 
programme operations coordination (AFROPOC) system was now well established. 

A related difficulty was that of communication, in a region of poor telephone 
communications and difficult and non-existent telefax facilities. The Regional Office 
was working on improving communications and introducing new facilities, and was hopeful 
that financial support would be forthcoming from any donors to that effect. 

A question had been raised regarding a reference to the apparent use of money 
provided for a special programme for purposes other than that for which it had been 
intended. As a matter of principle, funds provided for a programme should be used for 
that programme only. Bearing in mind such important considerations as sustainability and 
a consolidation of gains made, however, it might be necessary in many cases to invest 
some of the funds provided in supportive activities such as infrastructure building, 
including local managerial development, so as to prevent special programmes from 
collapsing once they had been concluded. Some funds might be needed for related 
activities that contributed to the aims of a special programme and for activities that 
had not been foreseen when the programme had been designed. Efforts were being made to 
coordinate all the various inputs, on the basis of continuing negotiations, and he 
appreciated the comment of one Board member advocating that approach. In AIDS control, 
for example, a number of other areas, such as community water supplies, had to be 
strengthened in order to ensure better results. 

Referring to a comment by Mr Boyer, he said that it was true that the figures given 
in the regional budgets sometimes revealed some inconsistencies between priorities and 
the funds allocated to do them. One of the main reasons for that in his Region was that 
countries, while accepting a given area as a priority, often received support from 
bilateral and other agencies for that purpose, dispensing them from resorting to the WHO 
regular budget. Indeed, the Organization encouraged them to accept such support because 
it believed its role was to promote bilateral cooperation and coordinate it with WHO's 
own efforts. 

He thanked Mr Boyer for his comments about the Region's increased cooperation with 
sister agencies. While that cooperation was very useful, it also added to the 
constraints, because it obliged WHO, which was hampered by its own bureaucratic 
procedures, to try keep up with a faster pace of delivery. He hoped it would eventually 
be possible to streamline those procedures, because where programmes were being jointly 
implemented it was very awkward if the UNICEF or UNDP representative could deliver 
immediately, while the WHO representative had to wait for several months or a year. 

Dr GUERRA DE MACEDO (Regional Director for the Americas), responding to a question 
from Mr Srinivasan, said it was indeed truly shocking that in the situation of scarcity 
in which the world, and particularly the developing countries, were now living, there 
should be wastage on the scale of US$ 10 000 million a year in the Latin American and 
Caribbean region, especially when the enormous and pressing needs of that region were 
taken into account. Although that figure was impressive enough, it referred only to 
wastage in the provision of services both to persons and to the environment which were 
the direct responsibility of the health sector, and did not include environment-related 
activities which were the responsibility of other sectors - for example, urban water 
supply systems, sanitation, environmental protection or human resource development. He 
emphasized that the figure was most probably an underestimate. 
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Explaining how the figure had been arrived at, he said that there had been no 
comprehensive survey taking into account all the factors involved. However, the 
conclusion had been reached by extrapolating from results obtained from investigations 
covering either specific services, or else particular establishments in particular 
areas. A large number of such surveys had been carried out in the Latin American region, 
and they all showed that wastage amounted to some 40% of available resources. 

The surveys pointed especially to some four factors which were responsible for 
inefficiency in the running of health services or health systems. The first was failure 
to make use of existing capacity and of existing human and material resources. The 
second was the provision of services that were either inadequate or unnecessary, often 
owing to the use of inappropriate technologies. The third factor related to what might 
be termed "effective" productivity, in other words not productivity measured in terms of 
availability of resources, but rather productivity in terms of resources actually used to 
eliminate duplication with the first factor. The fourth factor was shortcomings in 
organization, management and administration. There was naturally some degree of 
overlapping between those factors. 

Of all the studies made the most comprehensive had been that covering maternal and 
child health activities, using a methodology which was being applied throughout the 
region to evaluate the factors for efficiency in the running of services. Other, more 
specific surveys were also being conducted, and all of them showed an average of 40% 
wastage or inefficiency in the use of available resources adding to the normal 
information on utilization and productivity of services. 

In order to check the results obtained by the more specific surveys or normal 
information systems, he had personally created a kind of mathematical model, into which 
data on the various factors taken into account in the surveys had been introduced. Care 
had been taken to select the lowest results observed throughout the region, or reduce 
these in some instances to a certain percentage (50% to 60%) of the averages. The 
outcome of the exercise had shown that there was a wastage of some 35% in the Latin 
American and Caribbean region - a percentage which was applied to the overall health 
expenditure, which amounted to some US$ 40 000 million per year. Thus, in terms of 
services both to persons and to the environment that were the direct responsibility of 
the health sector, that figure would be approximately US$ 14 000 million per year. He 
himself had been shocked by the size of that figure, and would prefer to reduce it 
somewhat, referring merely to "at least" US$ 10 000 million. However, he was certain 
that that was an underestimate, and moreover that the problem was not confined to Latin 
America and the Caribbean. In the Region of the Americas, the partial information that 
was available from independent studies relating specifically to the United States of 
America mentioned figures of 30% to 40% wastage in terms of medical care provided either 
by hospital services or by ambulatory services. Accordingly, if the figures from the 
United States of America were included, taking into account that in that country some 
US$ 430 000 million a year was spent on health care, the absurd conclusion would be 
reached that some US$ 120 000 million or US$ 130 000 million per year was being wasted in 
caring for the health of the American people. 

He believed that the problem was a worldwide one, and that in other regions it was 
possibly even more serious than in the Region of the Americas. The situation was 
shameful for health administrations when resources were so scarce and the social debt to 
be paid was so huge. Not only many deaths, but much pain and suffering could be avoided, 
and yet administrations were not able to use even the scarce resources that they had. 
Indeed, it was more than shameful, it was virtually criminal, and it was a crime for 
which the health sector must bear full responsibility. 

He had not included in the figures the cost of indirect wastage, for example, time 
that could have been used for productive activities but which was spent waiting for 
health care because of poor organization. Chronic shortcomings in health care led to 
unnecessary protraction of disease and suffering and also to premature deaths for lack of 
adequate or timely treatment or from such causes as smoking that could have been 
avoided. There were also what economists termed as aggregate opportunity costs, which 
were additional costs arising from the poor allocation of resources. Neither such costs, 
nor lost income from poorly chosen investments, had been taken into account in estimating 
the overall wastage. 
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The situation was a truly serious one. Where environmental health was concerned, 
for example, it had been claimed that in Latin America between 25% and 60% of water 
supplies were being wasted, owing to conspicuous consumption, wastage in the distribution 
systems, or wastage in systems for water collection in catchment areas. Since there were 
many in the Region who did not even have a water supply, such wastage should be one of 
the major concerns of national administrations, and should be a focal point for 
cooperation with the Organization. 

There was also tremendous wastage in the field of education and manpower training, 
either through inadequacy of initial training or through failure to make proper use of 
those that had already been trained. 

Regarding the relation between health and development, not only did the impact of 
economic policies on health and on the availability of resources have to be taken into 
account, but also the role of development models themselves, and the effect of political 
decisions on the allocation of resources in the social sector. The solution to the 
problem would not be found merely through an economic approach: there should also be 
involvement on the part of the social sectors, including the health sector. The problem 
was above all a political problem, which concerned the way power was distributed in 
society, and how decisions were taken by those who wielded that power. 

In his Region, efforts were being made to approach the problem in cooperation with 
the agencies responsible - or said to be responsible - for development processes, both on 
the political level (with bodies such as the Organization of American States) and on the 
economic level (with the Economic Commission for Latin America, the Latin American 
Institute for Economic and Social Planning, and institutions such as the development 
banks). Discussions were being held and j oint studies conducted on development problems 
as a whole, not only on health problems in isolation, because in the end it should be 
realized that health was in great measure the result of decisions taken outside the 
health sector. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) recalled that three to 
four years earlier he had extended an open invitation to Board members to attend meetings 
of the Regional Committee for the Eastern Mediterranean, and he was sure that other 
Regional Directors would be happy to extend similar invitations. He suggested that in 
future years Board members who had in fact attended such meetings might like to take it 
upon themselves to respond to queries raised by other Board members who had not been 
present. 

He would endeavour to respond to the general question, which had not been addressed 
to any particular Regional Director, of how priorities were decided. In fact, long and 
often tedious study involving situation analyses, collection of data, and discussion with 
individual governments, preceded the taking of such decisions. Two years earlier the 
Regional Committee for the Eastern Mediterranean had formulated what it had called a 
regional programme budget policy, which had now been published in the form of a small 
booklet in two languages. That policy defined four priorities for the Region: safe 
water in the home or within 15 minutes' walking distance, and adequate sanitary 
facilities in the home or in the immediate vicinity; immunization against the six EPI 
target diseases； local health care, including the availability of at least 20 essential 
drugs within one hour's walk or travel； and finally, trained personnel for pregnancy 
care, attending childbirth and caring for children up to at least one year of age. Of 
course, each country of the Region would have its own priorities, and those too would 
have to be taken into account. 

One member had asked what the effect would be of changing the proposed programme 
budget after discussions in the regional committee. His answer would be that the effect 
would be minimal, because overall general priorities had already been worked out in the 
committee, and any subsequent changes would only be minor ones which could be partially 
absorbed by the Regional Director's Development Fund. However, for that procedure to be 
effective, the Fund would need to be enlarged, so that as much as one-third or one-half 
of it could be set aside for such an exercise. 

Another means of setting priorities was the Joint Programme Review Commission, where 
a number of directors and advisers from the Regional Office visited Member States about 
every two years to discuss with them the implementation of the previous year's budget, 
and possible needs for reprogramming, as well as plans for the coming biennium. The 
Regional Office was thus enabled to keep in constant touch with developments in the 
countries. 
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At the last session of the Regional Committee for the Eastern Mediterranean, held in 
October 1988, the main theme had been the need to reduce maternal mortality. It had been 
felt that too much emphasis had been laid on the child aspect of maternal and child 
health at the expense of the maternal aspect, and the Regional Office was trying to 
redress the balance. It aimed to have at least one trained traditional birth attendant 
in each village within a period of three years. 

The Regional Office was doing its best to respond to the needs of countries while at 
the same time initiating action of its own. For example, many countries in the Region 
had found they were spending too much on health without having much to show for it, and 
so a meeting was being convened in Riyadh in February 1989 to discuss how to improve 
health economy through such methods as cost sharing, better utilization of facilities, 
and more effective administration. 

The Regional Office had also developed what was termed a leadership development 
programme for health for all. It was also doing its utmost to collaborate with 
organizations in the other United Nations system, and he was pleased to report that in 
recent months regional directors of UNESCO, UNICEF and WHO had made their first j oint 
visit to five countries of the Region. The object of the visit was to promote the 
incorporation of health information into school curricula in an action-oriented manner in 
such a way that both students and teachers were encouraged to make the necessary changes 
in behaviour. 

The Regional Office was also promoting a multisectoral village-level approach with 
the emphasis on community participation. That approach had already been introduced In 
Somalia and Sudan, and was soon to be started in Jordan. His Region had learned much 
from experience in that area. An effort was also being made to win the support of 
professionals of all kinds for WHO'S objectives by means of having WHO representatives 
attend meetings of both governmental and non-governmental professional bodies. Although 
that effort had not yet been entirely successful, it was beginning to show results. 

Dr ASVALL (Regional Director for Europe) said he too would try to respond to the 
general question as to how changes were made in priorities. Since 1979, there had not 
been a single new post in the Regional Office for Europe, and very little increase in 
budgets. However, since that time some 90% of regional programmes, staffing patterns, 
organization and working modes had been changed, simply in order to keep in line with 
changed priorities. 

The first and most important priority-setting mechanism was the defining of the 
European health-for-all policy and its targets. Once a policy had been defined and 
targets fixed, the Office was forced to decide which part of the broad range of health 
activities were the most important, and any new suggestion for a programme activity would 
first be measured against a specific target. The second mechanism was more practical, 
and consisted in the monitoring of the results in countries of their own work to 
implement the strategies. The results of analyses carried out as part of the regular 
monitoring exercise were "fed into" the discussion when a new programme budget was being 
planned. In addition, staff would take into account the specific criteria outlined in 
the regional programme budget policy that had been adopted by the Regional Committee 
three years earlier; for example, priority given to an activity should be higher if 
there was an evident discrepancy between level of achievement and the target set for the 
Region. 

Subsequently, the draft programme, which was deliberately over-planned, was sent to 
all Member States for priority ranking of each individual element. The replies were 
computerized, and calculations were made for all the component elements. Using those 
calculations in a second operation, the original proposals were cut down and the 
resulting document was submitted to the Consultative Group on Programme Development, 
which also had before it the condensed print-out of the analysis he had mentioned of all 
the replies received from the countries for each programme element. The final changes 
were made on the basis of the Consultative Group's comments, and the proposals were then 
submitted to the Regional Committee. 

At its most recent session, in September 1988, the Regional Committee had decided to 
modify the system somewhat. A new element would be added: in 1989 a short document on 
proposed major new orientations for the 1992-1993 biennium would be submitted to the 
Regional Committee. The views expressed in the Regional Committee's preliminary 
discussion on the document would be taken into account in subsequent work on preparing 
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the programme budget. In 1988 the Regional Committee had also decided to simplify the 
programme budget documentation itself, which it had considered to be too long. That 
decision would be implemented in the next programme budget period. 

Indicators had been developed for monitoring the 38 obligatory and optional targets 
adopted in 1984. A revised list of indicators had been adopted in 1987, and a further 
review would be made for the next monitoring period. Changes would be introduced only 
when absolutely necessary, so as to protect long-term perspectives as far as possible. 

The setting of priorities was a difficult operation for all concerned. For 
instance, in 1984 the Regional Committee had decided that the first target would be to 
reduce the inequalities in health among countries and among different population groups 
within them. However, when the interested countries had submitted their comments on the 
proposed programmes, for one reason or another that particular objective had appeared to 
be given the least priority. 

Dr KO KO (Regional Director for South-East Asia) said that the statements made by 
the other Regional Directors regarding the preparation of the regular budget and the 
setting of priorities were also largely applicable to the South-East Asia Region. Taking 
the proposed programme budget document for 1990-1991 as an example, he said that the 
Regional Office had received guidelines from the Director-General in August 1987, and 
that between August and November 1987, the WHO representatives had held discussions with 
the national authorities, bearing in mind each country's own development plans, the 
health-for-all strategies, the Eighth General Programme of Work, and the regional 
programme budget policy. In November, 1987, the WHO representatives had visited the 
Regional Office to see how the outcome of their discussions fitted into the WHO setting. 
They had then returned to their duty stations and had held further discussions with the 
national authorities. In April 1988 the WHO representatives, together with national 
coordinators, had attended a meeting of the Consultative Committee on Programme 
Development, which had reviewed the programme produced by the countries. Subsequently, 
the intercountry projects had been prepared on the basis of the country programmes and of 
the Consultative Committee's comments thereon. The resulting document had then been 
considered by the Regional Committee in September 1988. Since the document had been 
prepared in consultation with the national authorities, very few changes had had to be 
made at a later stage. In April 1989 the document would be reconsidered for the purpose 
of reviewing actual performance and for detailed programming or reprogramming for 1990. 

The Regional Office for South-East Asia attached great importance to the economic 
aspects, but took the view that they had to be seen in the overall social context. From 
1970 to 1980, some 10 economists had been employed at the Regional Office and on country 
projects. The underlying principle had been to develop national capabilities, and now no 
economist was employed at the Regional Office, but many economists worked in national 
ministries of health and health planning commissions. Economists were always invited 
when circumstances so required. For example, for the meeting on "Financing of human 
resources for health" to be held at Yogyakarta, two eminent economists would be 
recruited, while a further four or five would be invited to address the meeting; 
moreover, economists would also be included among the national participants attending the 
meeting. 

Touching upon the point of extrabudgetary resources, he said that there was an 
impression that extrabudgetary resources exceeded the regular budget. In some ways that 
was true, but not correct in some sense. It was obvious that most extrabudgetary 
financing was programme-related, e.g. in the case of cancer, onchocerciasis or the Global 
Programme on AIDS； or region-specific, as in the case of РАНО； and it would be 
incorrect to think that substantial extrabudgetary funds were available for everything in 
WHO. They were certainly available in some areas, but in general domains such as 
manpower development, the organization of health services, communicable diseases like 
tuberculosis, leprosy and malaria, much less extrabudgetary funds were forthcoming. 
Referring to the table on page 1 of the proposed programme budget (document PB/90-91), he 
said that although extrabudgetary resources were shown in an amount of US$ 769 million, 
when programme-related and region-specific funds were discounted there remained only 
US$ 240 million of extrabudgetary funds as compared with US$ 803 million in the regular 
budget. The Board could rest assured that the Regional Office, as guided by the 
Director-General would continue its efforts to mobilize more resurces and that 
extrabudgetary resources would be much greater in the year of implementation, in 1990 and 
1991. 



EB83/SR/5 
page 9 

Dr HAN (Special Representative of the Director-General for the Western Pacific) said 
that some of the comments made by other Regional Directors also applied to the Western 
Pacific Region where, in addition to the normal considerations for setting priorities, 
the Regional Committee had decided to give priority to the various programmes appearing 
in the Eighth General Programme of Work. In 1987, the task of formulating those 
priorities had been delegated to the Regional Committee's Sub-Committee, which had had to 
assign priorities to the 50-odd programmes appearing in the classified list of programmes 
on a descending scale from A to C, bearing in mind the information collected from the 
monitoring of the implementation of the health-for-all strategies. Out of the 50-odd 
programmes, excluding support programmes, 56% had been given priority A, 32% priority B, 
and 12% priority С. When accepting those priority ratings in 1987, the Regional 
Committee had pointed out the importance of allowing for flexibility when the priorities 
were applied at the country and regional levels. A comparison of the programme proposals 
with the priority ratings had shown that the priorities assigned to the various 
programmes in the Eighth General Programme of Work were more or less in conformity with 
the actual facts. 

Reviewing the budget proposals in the past, the Regional Committee had always 
requested increases for certain programmes but had rarely requested that the budget for 
any given programme should be reduced. Consequently, the Regional Director had had the 
problem of finding the extra funds. As a result, it was now considered that one-third of 
the Regional Director's Development Programme should be used to meet requests by the 
Regional Committee for higher priority for certain programmes. In some cases, the funds 
allocated to high-priority programmes had been less. They might have been so because of 
the availabiity of extrabudgetary resources for them. There were also programmes which 
were considered important by Member States but for which WHO's cooperation had not been 
requested. That aspect of the situation was not reflected in the programme budget 
document. 

Dr SADRIZADEH, referring to the suggestion by the Regional Director for the Eastern 
Mediterranean to the effect that members of the Board might attend meetings of the 
Regional Committee, announced that the next session of the Regional Committee would be 
held in Tehran in early October 1989. 

Mr BOYER (adviser to Dr Wallace), welcoming the replies to his earlier questions, 
especially in regard to the setting of priorities, said that he had raised those issues 
because of the discontent he had felt over the years concerning the amount of time spent 
by the Executive Board and the Health Assembly in discussing the relative budget 
allocations between the different programmes. He had sought the assurance that at some 
level within the Organization, and particularly at the regional level, countries were 
actually engaged in some debate on the matter, and that the regional committees were not 
merely being presented with a ready made budget document which they were simply asked to 
approve or to disapprove, as appeared to be, to a large extent, the case in the Executive 
Board and the Health Assembly. 

He had noted from the replies given by the Regional Directors that a variety of 
approaches were in fact taken in different regional committees. The sharing of 
information that had taken place at the present meeting of the Board was therefore very 
useful. It was reassuring to find that there was an elaborate system of consultation 
with Member States. In that connection he merely wished to encourage the regional 
committees to continue that process, as the Executive Board had requested. Any guidance 
which the Programme Committee might be able to give at its meeting in June 1989 could 
perhaps be of help to the regional committees in developing their next biennial budgets. 

Several Regional Directors had mentioned the use of the Regional Directors' 
Development Programme to bring about budget increases in priority areas when adjustments 
could not be made elsewhere. While recognizing that the setting of priorities was 
diffiult, he felt that when more funds were needed for certain programmes, it was 
preferable to take funds away from other programmes rather than resort to the Regional 
Directors' Development Programme. At least that method was being applied in some 
regional committees. 

With regard to the tuberculosis example explained by the Deputy Director-General, he 
supposed that it was accidental that the Programme Committee had recommended and obtained 
an increase at the global and interregional level while at the same time country level 
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tuberculosis programmes were being reduced. It was, of course, very difficult for the 
Programme Committee to influence what happened at the regional committee level. 
Nevertheless, it must be realized that the outcome of those two coincidental events was a 
net real decrease of 16% in the overall tuberculosis programme. In view of the apparent 
agreement that there was a linkage between tuberculosis and AIDS, it seemed difficult to 
explain that decrease to an outside observer. He did not know precisely what the Board 
or the Health Assembly could do to make an appropriate adjustment in the tuberculosis 
programme, or in other lines of the budget, but hoped that fortuitous negative results of 
the type he had referred to might be avoided. 

Finally, he had been very disturbed to hear that WHO's bureaucratic procedures were 
delaying the implementation of programmes and impeding the Organization's cooperation 
with UNICEF, UNDP and other agencies. If that was true, he hoped that the Secretariat 
would take steps to remove the bureaucratic impediments in question. 

Dr HYZLER (alternate to Sir Donald Acheson) expressed some misgivings concerning the 
suggestion that WHO might engage an eminent person to be responsible for projecting the 
Organization's image for the purpose of raising extrabudge tary funds. He was not in 
principle opposed to any arrangement for the mobilization of extrabudgetary resources； 
the Regional Office for Europe had indeed already appointed a consultant to explore 
different ways and means of doing so. However, he remained slightly nervous about the 
role of such an agent, which would have to be most carefully thought out to ensure that 
the Director-General‘s prerogatives as the person best fitted to act as WHO'S advocate 
would not be adversely affected. Naturally, all those outside the Organization who 
wished to advance its interests should be encouraged to do so. It would - he believed -
be better to urge as many people as possible to undertake that task than to ask a single 
individual, whose image might give rise to some conflict with that of the 
Director-General. 

The DEPUTY DIRECTOR-GENERAL stated, for purposes of clarification, that although the 
aim was to achieve greater unity of regular budget programmes and special programmes, due 
procedures were always followed with respect to extrabudgetary resources. More 
specifically, the extrabudgetary funds for special programmes were always used for the 
purposes for which they had been given. It was, however, possible to increase human and 
financial resources by linking programmes, as was being done, for example, with the 
Global Programme on AIDS and the tuberculosis programme, while fully respecting the 
procedures both for the regular budget and for extrabudgetary resources. 

Mr FURTH (Assistant Director-General) said that the financial highlights of the 
proposed programme budget for 1990-1991 were succinctly presented in the following six 
points outlined in Part II of the Director-General's Introduction to the programme 
budget, paragraphs 46 to 49 : 

(1) a regular effective working budget level of US$ 653 740 000, representing an 
increase of 7.35% over the revised programme budget for 1988-1989, i.e., after its 
reduction by US$ 25 million at the previous Health Assembly; 
(2) a decrease in real terms of US$ 2.2 million, or 0.37%, in the overall programme 
budget compared with the reduced 1988-1989 budget; 
(3) notwithstanding that decrease in real terms in the overall programme budget, a 
real increase of more than US$ 850 000, or 0.39%, at country level to support the 
mainstream of national health activities； 
(4) a real decrease at regional and intercountry level of US$ 4.1 million or 2.32%, 
in order not only to make possible the real increase at country level but also to 
offset inflationary cost increases in some regions which exceeded the 
pre-established ceilings； 
(5) a real increase of over US$ 1 million, or 0.48%, at global and interregional 
level, consisting, however, entirely of certain existing global activities being 
transferred from the European Regional Office to headquarters； and 
(6) inflationary and statutory cost increases of 8.15% over the reduced 1988-1989 
programme budget level, offset by a cost decrease of 0.43% due to an adjustment of 
the budgetary rate of exchange for the Egyptian pound - thus resulting in an overall 
total cost increase of 7.72% over 1988-1989. 
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Those financial highlights, as well as some other significant financial aspects of 
the proposed budget, would become more apparent in the next few days as the Board 
reviewed the various components of the proposed programme budget, particularly the 18 
steps of the Analytical Framework for Budgetary Analysis, on pages 15 to 28 of the 
proposed programme budget. Even the review of those relatively short and simple 18 steps 
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 Board's task could be facilitated by presenting, as had 
been done two years ago in connection with the presentation of the 1988-1989 programme 
budget proposals, a few illustrative slides which would give the Board a clear overview 
of the most important budgetary and financial aspects of the budget document. 

The first slide gave a comparison between the proposed programme budget for 
1990-1991 and the current programme budget both as originally approved by the World 
Health Assembly in 1987 and as revised by the Health Assembly in 1988. In 1987, the 
World Health Assembly had approved a programme budget of some US$ 634 million for 
1988-1989. At the same time, because of the financial crisis resulting from the 
non-payment or delayed payment of assessed contributions, the then Director-General, 
Dr Mahler, had proposed, and the Health Assembly had agreed to, a "contingency plan", 
which had subsequently taken effect, of programme implementation reductions of 
US$ 50 million. Thus, while the budget level had remained at US$ 634 million, part of 
the budget was not to be implemented; the implementation level of the budget would 
therefore only be US$ 584 million. In 1988, at the World Health Assembly, Dr Mahler had 
proposed and the Health Assembly had agreed to reduce the budget level for 1988-1989 by 
US$ 25 million to approximately US$ 609 million. That, however, had not changed the 
implementation level of the budget because a programme implementation reduction of 
US$ 25 million had been maintained. For 1990-1991, the Director-General proposed a 
budget level of US$ 654 million, which represented an increase in the budget level of 
US$ 45 million and an increase of US$ 70 million in terms of programme implementation, 
assuming that no programme implementation reduction would be needed in 1990-1991. 

The second slide showed the evolution of the WHO effective working budgets since 
1976-1977, indicating the real programme increases/decreases and cost increases. There 
had been small real increases in three successive bienniums, 1978-1979, 1980-1981 and 
1982-1983, as well as cost increases. In the budget for 1984-1985, there had been a real 
decrease of US$ 1.5 million. In 1986-1987 there had been a cost increase but no real 
change. In 1988-1989 there had been a substantial real decrease of US$ 21.9 million, due 
to the previously mentioned budget reduction. In the proposed programme budget for 
1990-1991, there was a small real decrease of US$ 2.2 million. 

The third slide summarized the evolution of the effective working budget over the 
same period. There had been an increase of US$ 367.7 million from the 1976-1977 
programme budget of US$ 286 million, to the proposed 1990-1991 programme budget of 
US$ 653.7 million, but that increase was smaller than the cost increases of 
US$ 369.5 million because there had been a real decrease of US$ 1.8 million. In real 
terms, therefore, the proposed budget for 1990-1991 was somewhat smaller than that 
approved in 1975 for 1976-1977. 

The fourth slide showed the trend in budget development by indicating increases or 
decreases in real terms with no adjustments for cost increases or increases/decreases due 
to currency fluctuations. The slide clearly showed the small real increases in the 
bienniums 1978-1979, 1980-1981 and 1982-1983, the small real decrease in 1984-1985, no 
real increase or decrease in 1986-1987, followed by the large real decrease in 1988-1989 
and a small real decrease proposed for 1990-1991. The real decrease of US$ 1.8 million 
between 1976-1977 and 1990-1991 represented 0.6% of the 1976-1977 base. 

The fifth slide showed the proposed use of the effective working budget for 
1990-1991 by appropriation section. The smallest section was "direction, coordination 
and management", representing 12.71%. That section covered the World Health Assembly, 
the Executive Board, the regional committees, and the offices of the Director-General, 
the regional directors, the assistant directors-general and the legal counsel, as well as 
the internal audit unit, the Director-General‘s and Regional Directors' Development 
Programme, the directors of programme management in the regional offices, staff 
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development and training, external coordination (including the Liaison Office with the 
United Nations in New York and emergency relief operations), health-for-all strategy 
coordination, and informatics management. The largest appropriation section, at 31.29%, 
was "health system infrastructure" and it included health system development (including 
health legislation), primary health care, health manpower development, public 
information, and health education. The sector of "Health science and technology" also 
accounted for 31.29% of the budget but was composed of two appropriation sections. The 
first, "health promotion and care", took up 17.61% of the budget and included general 
health protection and promotion, protection and promotion of the health of specific 
population groups, mental health, environmental health, and diagnostic, therapeutic and 
rehabilitative technology. The second, "disease prevention and control", accounted for 
13.68% of the budget and included all programmes relating specifically to communicable 
and non-communicable diseases, including tropical disease research, immunization and the 
Global Programme on AIDS. "Programme support" accounted for 24.71% of the budget and 
covered "health information support", 6.14% of the budget, which included WHO 
publications and libraries at headquarters and in the regions as well as all translation 
services, and "support services", 18.57% of the budget, which consisted of the 
administrative and financial support services. 

The sixth slide was similar to the fifth, but gave more information on "support 
services". Those services were generally considered as overheads and were made up of 
various components. The "personnel" function accounted for only 1.48%, including 
personnel services at headquarters and in all the regions. "Budget and finance" 
accounted for 3.13% and "supply services" accounted for 1.16%. The latter were not 
entirely a support service； of course, they bought supplies for WHO projects, but a 
considerable part of their functions was really technical cooperation, buying supplies 
and equipment for Member States on a reimbursable basis. Finally, "General 
administration and services" accounted for 12.80% and included administrative 
development, conference services, office services, document production, building 
management, accommodation, records management, transport services and common system 
costs. In particular, conference and office services included the purchase and 
maintenance of office machines, goods receipt and despatch, stationery, distribution 
service, mailing, ushers, messengers, guards, postage, telex, cable, telegrammes, etc., 
and made up a large part of the 12.80%. Document production included the entire 
stenographic services at headquarters in all the working languages, and the duplication, 
binding and printing of all WHO publications. Building management included cleaning of 
buildings, upkeep of grounds, masonry and painting, moveable partitions and furniture, 
air-conditioning (a heavy expense), mechanical, electrical and telephone installations, 
electronics, telephone operators, and so on. Also included under "general administration 
and services" was the cost of the external auditor, amounting to US$ 850 000 in 
1990-1991. The common system costs were WHO'S share of costs of j oint administrative 
activities of the United Nations system, such as the Consultative Committee on 
Administrative Questions, the Advisory Committee on Post Adjustment, the International 
Civil Service Commission, the Joint Inspection Unit, the United Nations Joint Staff 
Pension Fund and Board, the j oint housing service, and the j oint purchasing service, to 
name but a few. Common system costs, for which WHO perhaps did not always get full 
value, amounted to some US$ 3 million for 1990-1991. 

The seventh slide showed the proposed programme budget for 1990-1991 broken down by 
organizational level. The largest segment, 37.11% would be spent at country level, an 
increase over the 36.17% for 1988-1989. The country programmes, regional committees and 
regional and intercountry programmes combined, i.e., all the funds being spent in the 
regions, made up 65.63%, or some two-thirds of the programme budget. The World Health 
Assembly and the Executive Board, 1.34%, of course serviced all levels of the 
Organization. The remaining 33.03%, or just less than one-third, was spent on global and 
interregional activities. 

The eighth slide indicated the evolution, from 1976-1977 to 1990-1991, of the level 
of WHO effective working budgets showing allocations for the regions, including the 
regional committees, and for global and interregional activities, including the World 
Health Assembly and the Executive Board. It was evident that by far the largest 
proportion of increases had occurred in the country, regional and intercountry 
allocations. In 1976 the World Health Assembly had adopted resolution WHA29.48, 
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which requested the Director-General to ensure that at least 60% of the regular budget 
would be spent on technical cooperation activities, i.e., mainly activities at the 
country, regional and intercountry level. In 1976-1977, only 56% of the budget had been 
spent in the regions. In 1990-1991, it would be 66%. There had been a peak of 68% spent 
in the regions in 1986-1987 followed by a slight reversal in the trend in 1988-1989, when 
the level was 65%. That decline had been due to the sharp decrease in the value of the 
US dollar in relation to the Swiss franc, the currency for global and interregional 
activities. Even though those activities had not increased, more US dollars had had to 
be spent to carry on the same activities. In 1990-1991, it had been possible to reduce 
further the expenditure on global and interregional activities even though the same 
budgetary rate of exchange between the US dollar and the Swiss franc was being 
maintained. 

The ninth slide showed how the effective working budget level proposed for 1990-1991 
had been determined in relation to the 1988-1989 level. Although there had been a real 
decrease of US$ 2.2 million as between the two budgets, cost increases of 
US$ 49.6 million, partly offset by exchange rates savings of US$ 2.6 million, resulted in 
a net increase of US$ 44.8 million in the budget for 1990-1991, which stood at 
US$ 653.7 million as against US$ 608.9 million for the current biennium. The exchange 
rate savings had been achieved as a result of the devaluation of the Egyptian pound at 
one stroke by over 60%. The same budgetary exchange rate had otherwise been maintained, 
in accordance with the wishes of the Programme Committee. 

The tenth slide showed budget increases and decreases from 1984 to 1991, comparing 
real increases/decreases, cost increases, rates of exchange, and totals for each of the 
four bienniums. None of the budgets showed a real increase. The rise in cost increases 
between 1988-1989 and 1990-1991 was partly due to slightly higher cumulated inflation, a 
trend that was expected to continue until 1990-1991. In addition, the cost increases 
budgeted for 1988-1989 had proved to be somewhat too low. The considerable exchange rate 
savings achieved in 1984-1985 and 1986-1987 were attributable to the sharp increase in 
the value of the US dollar. It was interesting to note that the highest net increase in 
the budget had occurred in 1988-1989, the biennium with the largest decrease in real 
terms and the smallest cost increase, simply because of the adverse dollar exchange rate 
which by itself had called for a budget increase of US$ 50.7 million. 

The eleventh slide showed increases by organizational level in the budget for 
1990-1991 as a percentage of allocations in 1988-1989. The overall net increase for the 
Organization was 7.35%. The highest increase had occurred at the country level, namely 
10.13%, which included a real increase of 0.39%. The regional and intercountry level 
showed the lowest net increase, namely 5.02%, because of a real decrease of 2.32% coupled 
with savings of 1.48% on the Egyptian pound. The global and interregional increase of 
6.41% reflected a cost increase of 5.93% and a real increase of 0.48% resulting from the 
transfer of three global programmes from the Regional Office for Europe to headquarters. 

The twelfth slide showed real increases/decreases, cost increases and currency 
adjustments in percentages of allocations for each Regional Office and the global and 
interregional level as compared to the total. The real decrease of 1.13% for Africa 
affected regional and intercountry activities only, and was intended to compensate for 
cost increases in excess of the predetermined ceilings, namely 8% for regional and 
intercountry activities and 10% for country activities. Although there was no real 
increase or decrease for the Americas, a real increase of 1.82% had been achieved at the 
country level, offset by a real decrease in the same amount at the regional and 
intercountry level. For Europe, the real decrease of 3.7% was entirely due to the 
transfer of three global programmes (Accident Prevention, Health of the Elderly, and 
Appropriate Technology for Health) to headquarters. As far as the Eastern Mediterranean 
was concerned, the overall real decrease of 0.98% concealed a real increase of 2.04% at 
the country level. For the Western Pacific, although the diagram showed no real increase 
or decrease, there had actually been a real decrease of US$ 500 000 at the country level 
offset by a commensurate real increase at the intercountry level. The global and 
interregional real increase of 0.48% reflected only the transfer of programmes from the 
Regional Office for Europe, which had been slightly offset by the transfer to the 
Regional Office for the Eastern Mediterranean of the remainder of the Arabic publications 
programme. 
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Although cost increases for Africa were in excess of the ceiling, they had been 
offset by a slight decrease in real terms. In the Eastern Mediterranean Region, the cost 
increase had been allowed to exceed the ceiling by special permission of the 
Director-General in view of the sudden devaluation of the Egyptian pound and consequent 
high inflation. Although global and interregional cost increases (5.93%) were below the 
ceiling of 6% they were higher than the expected rate of inflation in Switzerland for the 
biennium 1990-1991 in order to make up for an underestimation of cost increases in the 
current budget. There were no exchange rate adjustments, due to the maintenance of the 
same budgetary rates of exchange from one biennium to the next, except for the Eastern 
Mediterranean. Net increases in the regional budgets varied from 0.75% in Europe to 
9.14% in the Western Pacific, although the criteria involved were identical. 

The thirteenth slide showed how the budget and biennial increase were financed. The 
three sources of financing were the UNDP support costs covering the execution of projects 
financed by UNDP, casual income and the contributions of Member States. The 
reimbursement of support costs by UNDP was not expected to increase, but there had been a 
small increase in casual income by 1.49% thus making it possible to reduce the increase 
in Members' contributions by nearly US$ 600 000. 

The fourteenth slide showed currency adjustments in the programme budgets since 
1980-1981. Changes in budgetary exchange rates produced either additional costs, i.e. 
budgetary increases, or savings, i.e. budgetary decreases, from one biennium to the 
next. The decreases in the value of the US dollar in 1979 and 1988-1989 were clearly 
reflected in budgetary increases of US$ 38.8 million in 1980-1981 and 50.7 million in 
1988-1989. The strength of the dollar between 1982 and 1987 was reflected in budgetary 
decreases for those three bienniums. Since the 1990-1991 budget was based on the same 
budgetary exchange rates as those used for 1988-1989, except in respect of the Egyptian 
pound, that biennium showed a decrease of US$ 2.6 million, relating entirely to that 
currency. The cumulative balance for the decade 1980-1991 showed a budgetary decrease of 
US$ 500 000. 

A set of the charts shown on the slides was distributed to each member of the Board. 

Document PB/90-91 contained 84 more pages than the budget volume for 1988-1989, 
mainly because of the more specific description of the proposed activities. However, a 
serious effort would be made to reduce the budget volume for 1992-1993 by about 100 
pages. 

In response to the point raised by Dr Rodrigues Cabrai, he indicated that the budget 
document had been sent to the members of the Board by registered airmail on 1 December. 
It was impossible to finalize the budget before the meetings of the regional committees 
and the Programme Committee, which had been held in October in 1988, because the 
Director-General introduced changes into the budget pursuant to the recommendations of 
the Programme Committee. The only way to finalize the translation, reproduction and 
binding of the volume before 1 December would be to change the dates of the regional 
committee and Programme Committee meetings, but that also posed obvious problems. 

In the budget volume before the Board, the information provided in the "Analytical 
Framework for Budgetary Analysis" had been expanded, particularly by indicating increases 
and decreases in percentage terms, and by the addition of two new steps, namely step 
five, giving information on real increases and decreases in regional and intercountry 
activities, and step 18 providing summary information on the proposed financing of the 
effective working budget. Furthermore, a table listing all the countries, by region, 
which had WHO or PAHO/WHO representatives had been added on page 106. The table was 
included under Programme 3.2, entitled Managerial Process for National Health 
Development, because the budgetary provisions for the WHO representatives and their 
offices were included in that Programme. 

Lastly, he drew attention to two important sections of the budget volume. The first 
was the section entitled "Development, Presentation and Financing of the Proposed 
Programme Budget", which had been updated particularly with reference to resolution 
EB79.R9, and which provided information on how the budget had been developed, why certain 
matters were presented in the volume in a certain manner and how precisely the budget was 
financed. The second section was that entitled "Computation of the Estimates", which, 
without being any longer than in former budget volumes, now included almost as much 
information on the cost factors and assumptions relating to the regions as those used in 
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calculating the estimates at the global and interregional level. That section clearly 
showed why the estimated cost increases were different for each region and at 
headquarters. 

Due to a printing error, the words "global and interregional activities" should be 
deleted from the headings on pages 50-54 of the English version. Furthermore, in some 
copies of the English version, pages 545-576 had been inserted twice while pages 577-608 
were missing. Members were invited to exchange defective copies for another copy from 
the Documents Officer. 

The meeting rose at 12h45. 


