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PREFACE 

The eighty-fifth session of the Executive Board was held at WHO headquarters, 
Geneva, from 15 to 24 January 1990. 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, and relevant annexes, are published in 
document EB85/1990/REC/1. 
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Fourteenth session. 30 June 1989: Dr S. Тара (Chairman)• Professor R. F. Santos 
(Vice-Chairman)• Sir Donald Acheson, Dr G. Bertolaso, Professor J . M . Borgoño, 
Professor L. 0. Kallings, Dr I. Margan, Dr J . С. Mohith, Dr В. Sadrizadeh, 
Dr T. Shimao, Mr R . Srinivasan, Dr. 0. Tall 

2• Standing Committee on Nongovernmental Organizations 

Dr A . M . Chowdhury, Dr G. Liebeswar, Dr J . С. Mohith, Dr Matilde Menendez, 
Dr T. Shimao 

Meeting of 16 January 1990: Dr J. C. Mohith СChairman)• Mr M . M . Hossain, 
Dr G. Liebeswar, Dr T. Shimao, Dr J . Vaamonde Souto 

3. Committee to Consider Certain Financial Matters prior to the Forty-third World 
Health Assembly 

Dr G. Bertolaso, Dr J . С. Mohith, Dr H. Oweis, Dr S. Тара 

4. Committee on Drug Policies 

Sir Donald Acheson, Mr K . A . R . Al-Sakkaf, Professor L. 0 . Kallings, 
Professor P. Klener, Professor Marta I. Medina Sandino, Dr A . J . Rodrigues Cabrai, 
Dr T. Shimao, Mr R . Srinivasan 

Meeting of 13 January 1990 : Professor L. 0. Kallings (Chairman)• 
Sir Donald Acheson, Mr К. A. R . Al-Sakkaf, Dr A . J . Rodrigues Cabrai (Rapporteur)• 
Dr T . Shimao, Mr R . Srinivasan 

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

о 
Committees established pursuant to the provisions of Rule 16 of the Rules of 

Procedure of the Executive Board. 
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B. OTHER COMMITTEES1 

1. Darling Foundation Committee 

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

Meeting of 17 January 1990: Dr H. Oweis (Chairman). 
Professor Marta I. Medina Sandino, Mr R. Srinivasan, Dr S. Тара 

2• Léon Bernard Foundation Committee 

Dr G. Bertolaso, together with the Chairman and Vice-Chairmen of the Board, ex 
officio 

Meeting of 17 January 1990 : Professor Marta I. Medina Sandino (Chairman') • 
Dr G.Bertolaso, Dr H. Oweis, Mr R. Srinivasan, Dr S. Тара 

3• Jacques Parisot Foundation Committee 

Sir Donald Acheson, together with the Chairman and Vice-Chairmen of the Board, 
ex officio 

4. Dr A. T. Shousha Foundation Committee 

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

Meeting of 17 January 1990: Mr R. Srinivasan (Chairman), Dr Z. A. Nur, 
Professor Marta I. Medina Sandino, Dr H. Oweis, Dr S. Тара 

5. Child Health Foundation Committee 

The Chairman and Vice-Chairmen of the Board, ex officio. a representative of the 
International Paediatric Association and a representative of the International 
Children's Centre, Paris 

6• Sasakawa Health Prize Committee 

The Chairman and Vice-Chairmen of the Board, 
designated by the Founder 

ex officio. and a representative 

Meeting of 18 January 1990: Dr S. Тара (Chairman), Mr К. Kiikuni, 
Professor Marta I. Medina Sandino, Dr H. Oweis, Mr R. Srinivasan 

7. UNICEF/WHO Joint Committee on Health Policy 

WHO members : Dr P. Caba-Martin, Dr H. 
Professor R. F. Santos, Dr 0. Tall, Dr 
Professor 0. E. Hassan, Dr H. M . Ntaba. 

Oweis, Professor 0. Ransome-Kuti, 
S. Тара; Alternates : Dr N. R. Gay, 
Dr T. Shimao 

1 Committees established in accordance with the provisions of Article 38 of the 
Constitution. 
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FIRST MEETING 

Monday. 15 January 1990. at 9h30 

Chairman: Dr S. ТАРА 

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

The CHAIRMAN declared the eighty-fifth session of the Executive Board open, and 
welcomed the participants, including several newly designated members. 

2. APPOINTMENT OF A REPRESENTATIVE OF THE EXECUTIVE BOARD AT THE FORTY-THIRD WORLD 
HEALTH ASSEMBLY 

The CHAIRMAN noted that the member previously designated by Italy, 
Professor M. Colombini, had been appointed by the Board at its eighty-fourth session as 
representative of the Executive Board at the Forty-third World Health Assembly. The 
Board would presumably wish his successor as Board member, Dr G. Bertolaso, to be 
entrusted with that task. 

It was so agreed. 

Decision: The Executive Board appointed Dr G. Bertolaso as representative of the 
Board at the Forty-third World Health Assembly, in addition to its Chairman, 
Dr S. Tapa ex officio, and Dr J . С. Mohith and Dr H. Oweis, already appointed at its 
eighty-fourth session. 

3. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB85/1) 

The CHAIRMAN drew attention to the following amendments to document EB85/1. Items 
5, 6 and 8, and sub-item 27.4 should be deleted. The Director-General had placed item 8, 
Review of the Working Capital Fund, on the provisional agenda because of his concern that 
delays in payment of regular budget contributions by Member States and the current low 
level of the Working Capital Fund might not permit the full implementation of the 
approved work programme of the Organization. Indeed, the Director-General had been 
obliged to borrow, in accordance with Financial Regulation 5.1, from internal cash 
resources. Fortunately, however, those resources had been sufficient to meet the 
required borrowing for the 1988-1989 biennium. In addition, the major contributor had 
conveyed its intention to make every effort to meet its financial obligations to the 
Organization as soon as possible. For those reasons, the Director-General did not wish 
to propose an increase in the level of the Working Capital Fund at present, though he 
would continue to review the cash situation of the Organization very carefully, 
monitoring the regular budget commitments accordingly, and would report to the Executive 

1 Decision EB85(1). 
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Board on the matter at a future session. Concerning sub-item 27.4, Jacques Parisot 
Foundation Fellowship (report of the Jacques Parisot Foundation Committee), it should be 
noted that, owing to administrative procedures in the Western Pacific Region and the 
scheduling of the work of the Western Pacific Advisory Committee on Health Research, it 
had not been possible to submit candidatures to the previous Regional Committee. That 
would be done in the following year and in 1991 the Jacques Parisot Foundation Committee 
would have before it candidatures from the Western Pacific Region, whose turn it was to 
submit proposals in the current year. Lastly, in item 23 and sub-item 7.2, the words 
"(if any)" should be deleted. 

The agenda. as amended, was adopted.丄 

4. TIMETABLE OF MEETINGS 

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

5. PROGRAMME OF WORK 

The CHAIRMAN suggested that item 11, Appointment of the Regional Director for 
Africa, and item 12, Appointment of the Regional Director for Europe, should be 
considered in private on 18 January and that item 27, Awards, should be considered in 
private on 22 January. Item 20, Method of work and scheduling of sessions of the Health 
Assembly (reports by the Programme Committee and the Director-General), should be taken 
up without undue delay in view of its importance for the activities of the Organization; 
he therefore proposed that it should be discussed immediately after item 13, Manner and 
schedule of reporting by the Director-General to the Executive Board and the Health 
Assembly on the work of WHO and progress in implementing the Global Strategy for Health 
for All (reports of the Programme Committee and the Director-General). In addition, item 
9, Changes in the programme budget for the financial period 1990-1991 (report of the 
Programme Committee), should be taken up after item 10, Reports of the Regional Directors 
on significant regional developments, including regional committee matters. 

It was so agreed. 

6. STATEMENT BY THE DIRECTOR-GENERAL 

The DIRECTOR-GENERAL expressed the hope that the new decade, which would see the 
culmination of the twentieth century and the ushering in of a new century, would also see 
the achievement of health for all. The twentieth century had been remarkable for the 
diversity of events. There had been both unprecedented economic growth and financial 
collapse. There had been two world wars and, although marred by regional conflicts, a 
period of relatively peaceful coexistence lasting for more than 40 years. There had been 
the height of colonization, as well as the total dismantling of colonies. And there had 
been hitherto unimaginable technological developments which, in the end, could be said to 
have led more to socioeconomic development than to the strengthening of politico-military 
striking power. 

The year 1989 had been remarkable. Dogmatic ideologies had given way to 
pragmatism. Revolutions for greater democracy or against oligarchy and authoritarianism 
had taken place side by side with people's revolutions brought forth by their rising 
expectations and their willingness to make a stand for equitable national socioeconomic 
development. Fear had given way to hope and to courage. 

1 See p. v. 
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Because of the changing environment, he had felt that WHO's approach ought also to 

change, while maintaining a certain continuity. He had emphasized that the introduction 
of changes ought to be gradual, since the human factor was of the utmost importance. He 
had tried to learn with patience from others and, in the process, to contribute to their 
views. He had authorized certain structural changes for better management and programme 
delivery. While those changes had been made on the basis of WHO ' S decentralized 
structure for the implementation of technical programmes of cooperation, they had aimed, 
at the same time, at strengthening the global coordination of health development. 

WHO had a very heavy task if health for all was to be achieved. In the past year, 
he had talked to many people - heads of state, ministers of health or other ministers, 
and heads of international agencies. Their sincere expressions of support had given him 
cause for optimism despite the difficulty of WHO's mandate. Health development was seen 
by Member States as being of the highest priority, arising from productivity and social 
stability. Yet many government decision-makers also saw the health sector as the sector 
which spent excessive amounts of money. The 1990s had to be looked forward to with 
determination as a decade for clarifying hitherto hidden issues and bringing together 
diverging forces. 

In connection with his overall philosophy of continuity with change, WHO had 
steadfastly stressed the importance at country level of primary health care, as the key 
to development and the goal of health for all by the year 2000 and beyond. He had 
repeatedly emphasized peace, equity and social justice as being central to WHO's 
endeavours； every programme was a contributor and a partner in advocacy of those 
objectives. But he had also indicated five areas to which added emphasis would be given 
in the implementation of WHO's General Programme of Work. 

The first was the relationship between the state of the world economy and health 
development, especially as it affected the lesser developed countries. Action had 
already been started in the direction of a comprehensive, intensified approach to 
cooperation with countries, mobilizing the internal forces of WHO, and with the support 
of external agencies and individuals. Added emphasis was also being given to 
strengthening the economic and financial resources management capabilities of the 
Organization. In his travels, he had found that primary health care was still not well 
understood by many politicians, and sometimes even by health professionals. Thus it was 
often either not applied as an approach concept at all, or not introduced properly. It 
was sometimes regarded as a means of saving money and was therefore cheap and second 
rate. It was, in fact, a system of participatory care, not subsidized or free service 
care delivered from top to bottom. It required the involvement of governments, of 
politicians at all levels and, most important, of people from all walks of life - people, 
consumers and health professionals. In primary health care, the stress was on protection 
and health promotion. For example, how could WHO, governments or politicians prevent the 
ill effects of tobacco unless the individual made a commitment to stop smoking? 

He had asked that a meeting on primary health care be convened the following 
spring. The task force set up for that purpose was currently working on developing a new 
look for the realistic implementation of the primary health care approach, on the basis 
of national overall economic and political policy and structure. He felt that, in the 
past, WHO had tended to be rigid and doctrinaire when, in fact, the utmost flexibility 
was called for. After all, the ultimate objective was health for all. 

The second area was the relation between the environment and health, and its 
contribution to sustainable development. As he had announced at the Health Assembly in 
May 1989, he had established a Commission on Health and Environment to assess the 
consequences for human health of man-made environmental changes• That would be a 
task-oriented, working commission and not yet another bureaucratic nonproductive 
measure. It was well known that bureaucracy could maintain an established system but it 
could not necessarily solve all problems. That was especially true in relation to the 
health services, because health needs reflected the overall epidemiological situation and 
the people's expectations for a better quality of service, and thus were changing all the 
time. The Commission's conclusions would provide WHO's input to the 1992 United Nations 
Conference on Environment and Development, to be held in Brazil. 

The third area to receive greater emphasis was that of nutrition. Despite gains in 
agriculture and health technology in many countries, there was still evidence of 
widespread malnutrition and improper nutritional practices. The situation was 
unacceptable； it also affected human resources development, which was fundamental to the 
infrastructure for overall development. With FAO and other parties concerned, he had 
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therefore taken the first steps to organize an international conference on the subject. 
WHO ' S initiative had been well received by the Administrative Committee on Co-ordination 
and a task force had been formed to work on nutrition issues, again with a new look. 
Here again, he expressed his personal commitment that WHO would take the lead in 
nutritional issues in coming years. 

The fourth area of emphasis was exemplified in the Organization's new integrated 
approach to disease control. In 1988 the Health Assembly had already recognized that, of 
all the target diseases of the Expanded Programme on Immunization, poliomyelitis was the 
most amenable to eradication by the year 2000. Having progressed well in the task of 
raising awareness, the Organization's approach to the prevention and control of AIDS 
would take on a larger dimension, encompassing issues with a bearing on HIV infection and 
AIDS, such as the control of drug abuse, of sexually transmitted diseases, and of other 
retrovirus infections. But at national level, the programme would be integrated with 
primary health care-oriented activities and thus decentralization of the implementation 
of such an important programme would be achieved. Similarly, cancer control activities 
would include pain relief and palliative care, and would place equal emphasis on primary 
and secondary prevention and the care of persons with cancer. Greater emphasis would be 
given to diabetes control, which could include the prevention of disability and other new 
issues. Intensified activities under the Tobacco or Health programme were already well 
under way. Stress would be laid on informing the public and on talking about disease 
with as many people as possible. 

It was WHO ' S role, and a fifth area of emphasis, to generate information and to use 
it both for instructive arid educational purposes, and for coordinating and managing its 
programmes of cooperation. A structural change within WHO would ensure that greater 
emphasis was given to communicating, both directly and through the mass media, with all 
those who could benefit from and help in its work. 

Those were only a few of the areas receiving greater emphasis. There were many 
more, such as new concepts of care of the elderly, and drug policy and management 
issues. Arid, of course, there was the Organization's contribution to resolving conflict 
and restoring peace by responding quickly and in a timely manner to emergency health 
problems arising from man-made strife, with particular reference to the work WHO had 
initiated in the occupied Arab territories, and the work which was ongoing in Namibia, in 
Afghanistan and recently in Romania. 

Pragmatism dictated that resources be examined before deciding on the modalities of 
providing health care. The international health care market was one of the largest and 
would become the largest consumer market. Caution was required concerning how much more 
in the way of resources governments could put into it. He hoped that the 1990s would be 
marked by an honest reappraisal of health care systems, their efficiency, their 
financing, their costs and effectiveness, and their design, which should be best suited 
to the conditions of each country and its perspective for the year 2000. WHO would 
facilitate those efforts by collecting and disseminating information on experiences and 
on new technology, using decentralized mechanisms and problem-solving capabilities to 
better effect. WHO needed the support of all to make health for all a reality. 

In the past year, he had pointed out (and had suffered from) contradictions and 
confrontations between political, economic and health realities. While politics in some 
countries demanded free access to health care for all - an underpinning to social 
equity - economics often distorted the objective by insidiously introducing parallel 
markets for quality care or drugs or other technology, thus subverting concepts of 
equity. Health realities concentrated resources in high-technology hospitals, or on 
specific population groups such as the elderly, while social demands required resources 
to be spread around. WHO would have to examine the contradictions and their resultant 
effects carefully so that it could cooperate with countries in genuinely integrating 
health systems within countries' politico-economic systems. The health sector could not 
be confined, as it often had been in the past. 

The emphasis on economics - as exemplified by the tide of rising expectations in 
some parts of the world - should not result in the blind and unquestioning following of 
false concepts of free market or market-directed economy. Such concepts had also led to 
contradictions, where societies had relied on wealth producing wealth, and on means of 
increasing consumption and production without any regard for the needs and aspirations of 
the people. He believed in the central role of people : they were the means of 
production as well as consumption. People created wealth - although capital could help 
in the process. If the essential role of people was forgotten, even in a free market 
economy, the mistakes of the past would be repeated. 
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The health of people should therefore be regarded as a condition sine qua non of 

development. The role of WHO, of ministries of health and of health professionals had to 
be defined within that context. The whole of the WHO staff would support the Executive 
Board and follow its guidance so that health for all by the year 2000 would become a 
reality. 

7. REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES : Item 3 of the 
Agenda (Document EB85/2) 

Sir Donald ACHESON welcomed the report contained in document EB85/2, particularly 
the statement contained in paragraph 1, in which it was indicated that 299 of the 2245 
experts were women and that 22 women had been appointed during 1989. He hoped that the 
trend would continue. 

The Board noted the Director-General's report on appointments to expert advisory 
panels and committees. 

8. REPORT ON MEETINGS OF EXPERT COMMITTEES : Item 4 of the Agenda (Document EB85/3) 

WHO Expert Committee on Biological Standardization: thirty-ninth report (WHO Technical 
Report Series, No. 786) 

Professor KALLINGS commended the report as an excellent example of the type of 
authoritative and high-level contribution which WHO could make to the standardization of 
biological products such as vaccines, blood products, hormones and allergens. The 
variation inherent in biological products and the extremely rapid scientific and 
technical developments in that field meant that standardization was a particularly 
challenging area; only a few specialized laboratories in the world had the expertise and 
resources to follow developments or put new knowledge and techniques into practice. 
Cooperation between those laboratories, with WHO mediation, was therefore very important 
in allowing all countries to benefit from such endeavours. Indeed， progress had been so 
rapid that developments which had represented a major advance in late 1988 were already 
out of date. That was true, for example, of routine tests for retroviruses other than 
HIV-1 and combined and rapid tests suitable for field use in developing countries； of 
tests for viral hepatitis, now including hepatitis С, which was responsible for a large 
proportion of post-transfusion hepatitis； and of acellular pertussis vaccines. Perhaps 
the Secretariat could provide details of policies and resources for updating requirements 
in that connection. Lastly, referring to section 41 of the report, on oral poliomyelitis 
vaccine prepared in continuous cell lines, he pointed out that, as the Board had endorsed 
the goal of worldwide poliomyelitis eradication, it had a special responsibility to 
promote both the safety and the efficacy of the vaccines used. He would be interested to 
learn of the outcome of the 1989 discussions on that subject. 

Dr RODRIGUES CABRAL, referring to Annex 1 of the report, said that his country had 
experienced difficulties stemming from lymphadenitis in connection with at least one 
vaccine, which had led to a decline in compliance among mothers. In addition to quality 
control, therefore, it was important to use epidemiological surveillance measures in 
relation to product utilization. Making information available on such problems, 
particularly to smaller countries which did not have sophisticated control facilities, 
and encouraging such countries to report the incidence rates in relation to vaccines, was 
also very important. What action was being envisaged to ensure that information was made 
available on the efficacy and side-effects of vaccines? 

Referring to Annex 4 of the report, he drew attention to the current situation, 
specifically in sub-Sabaran Africa, where needs for blood transfusion were increasing and 
where the growing number of rural hospitals, together with rapid urbanization, were 
leading to an increase in demand for hospital care, a greater number of surgical 
interventions arid, consequently, a greater need for blood. At the same time, however, 
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stricter and more complex quality control of blood and blood products was called for. A 
number of nongovernmental organizations, including national Red Cross societies, were 
already working on the supply and control of blood banks, and WHO had a crucial role to 
play in stimulating and coordinating their action in order to help small countries to 
cope with the increased complexity of making blood and blood products available. Such 
complexity had to be borne in mind in relation both to the different levels of hospital 
facilities and to the considerable need to train, among others, personnel to undertake 
quality control activities in national reference laboratories. 

Professor BORGOÑO endorsed the comments made by Professor Kallings and urged that 
steps should be taken to avoid an eighteen-month delay in producing the reports of the 
Expert Committee, which meant that they were no longer up to date when they came to be 
examined. The recommendations referred to in section 1.3 of document EB85/3 were very 
important, as was epidemiological surveillance and the reporting of the information thus 
obtained. He recalled in that connection that, some years ago, the procedures for 
inactivating the AIDS virus in blood products used by haemophiliacs had not been 
completely satisfactory; those procedures had subsequently been changed so as to 
eliminate the virus as completely as possible. Lastly, the recommendations made in the 
report must be accompanied by efforts to train personnel at country level in accordance 
with national procedures in order to ensure that the recommendations were implemented. 
The Expert Committee was doing excellent work and every effort must be made to ensure 
that the knowledge made available was used appropriately. 

Dr SHIMAO said that, in his country, efforts were being made to develop new 
heat-stable BCG, DPT and poliomyelitis vaccines - which were particularly important in 
countries with poor cold-chain systems - as part of technical cooperation in the Expanded 
Programme on Immunization. Promising results had been obtained, particularly in the form 
of a new BCG vaccine which could be kept at 40°C for three months without significant 
loss of activity. Referring to Annex 1 of the report and in particular to the statement 
under 1(h) that candidate BCG vaccines should be tested in comparison with an ad hoc BCG 
reference vaccine, he stressed that all vaccines should be both effective and safe. With 
regard to safety, more objective criteria for the maximum acceptable incidence of 
complications, such as perforating lymphadenitis, were required since, where its 
incidence in babies was high after BCG vaccination, for example, there was a danger that 
mothers might refuse to allow their babies to be vaccinated against the other diseases 
covered by the Expanded Programme on Immunization (EPI). He suggested, therefore, that 
the maximum acceptable limit for the incidence of that complication among newborn babies 
should be 0.5% and that all existing products should be reassessed in that light. 

Mr SRINIVASAN, commending the report of the Expert Committee, said that the rate at 
which vaccine-preventable diseases were being dealt with throughout the world made it 
increasingly important that expert opinion should be made available on a continuous 
basis, particularly as developments were so rapid. He urged the Secretariat to bear in 
mind the question of the change from oral to injectable vaccines when preparing 
recommendations, as such a change made a tremendous difference to delivery systems. In 
view of the fact that health care systems were extremely expensive, it was important that 
countries should be given guidance on how to sustain their programmes so that they were 
both technically acceptable and capable of being carried out within the limits of 
available resources. In particular, during the 1990s, it might be useful, in view of the 
high costs involved, to give an indication to countries of possible changes in vaccines, 
which would in turn call for changes in delivery systems. 

Dr MAGRATH (Biologicals), after expressing his appreciation of the positive 
reception given by the Board to the report, explained that requirements were drafted only 
when there was a recognized product licensed in at least one country. The requirements 
were very carefully prepared and were not intended to be in the forefront of research. 
They were offered as a basis for legislation, but WHO was not seeking to impose them. 
Sometimes they might not appear quite as rapidly as the Board might wish, but it was 
rather difficult to predict the number of developments that would occur. WHO monitored 
the world situation and held meetings as often as it could, depending on the funding 
available. Such a normative function was not very attractive to donors, so meetings had 
to be funded out of the limited resources of the regular budget. However, efforts were 
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being made to anticipate events ； for example, a meeting had just been held on 
Haemophilus influenzae В vaccine. It had led to the formulation of ideas as to how 
requirements could be published for the product concerned. 

A discussion had been held on oral poliomyelitis vaccine. Revised requirements had 
been presented to the Expert Committee in October 1989 and had been adopted by it. It 
had been agreed that vaccines prepared on Vero cells were acceptable and they were now 
being purchased by UNICEF. The main issue to be tackled by both manufacturers and 
licensing authorities was whether the particular product offered had been shown to be 
safe and efficacious. The vaccines had to be reviewed on a case-by-case basis. 
Extensive trials had been carried out with the vaccine purchased by UNICEF. 

The quality of blood and blood derivatives was obviously another very important 
issue that created many problems for countries in which blood products were being 
manufactured. The questions put by members of the Board crossed many organizational 
boundaries in WHO, involving, for instance, the Global Programme on AIDS, the Health 
Laboratory Technology and Blood Safety unit, and EPI. Two expert groups had met to 
review the situation with regard to blood, and the publication reflected the best opinion 
available at the time. In view of the rapid developments that were taking place, it 
might be desirable to incorporate some additional tests in order to ensure safety. 

Training of personnel for national control authorities was vital but very difficult 
to organize. The expertise required by national authorities that licensed a product was 
best obtained from a manufacturer. At present it was very difficult to find institutions 
prepared to accept potential competitors into their premises for training in the 
procedures involved. National authorities were helpful, but their expertise was often 
rather limited in terms of the detailed preparation of a product, which was so important 
in fully understanding the protocol submitted. 

Epidemiological surveillance had been referred to in connection with BCG. The Board 
could rest assured that, through UNICEF, a great deal of information was received on the 
world situation with regard to BCG. It seemed, in fact, that the product referred to was 
giving rise to a rather high level of lymphadenitis in some countries and that was 
potentially inhibiting the acceptance of EPI. That, however, was not the only view, and 
some other countries that had been receiving the product for many years were not prepared 
to discontinue its use, since they were willing to accept the high level of lymphadenitis 
insofar as they felt that it meant that the vaccine was more efficacious. The vaccine 
was therefore continuing to be offered to those countries, but was not being offered to 
new countries. The explanation for the problems encountered might be faulty 
administration in the countries where it had been used. A review of the situation had 
been published (Weekly Epidemiological Record. 64 (30): 231-232 (1989)). 

Dr HENDERSON (Assistant Director-General) said that Professor Borgoño‘s comment on 
the need to ensure that the recommendations made by expert committees were effectively 
implemented clearly applied to all expert committee reports, including the one under 
consideration. Implementation was easier when reports were tied in with an ongoing 
programme such as EPI, which could take up the information contained in them and 
disseminate it at meetings and incorporate it into training materials. More problems 
occurred when no active field programme was in progress, but Professor Borgoño‘s call had 
been taken to heart. 

Mr Srinivasan had mentioned the need to take logistical problems into account when 
decisions were taken to change from a vaccine that was simple to administer, like an oral 
poliomyelitis vaccine, to one that might require injection. The issue was a difficult 
one. Each type of vaccine had its strong supporters, and WHO tried to be as neutral and 
objective as possible in making its recommendations. In programmes such as EPI, major 
investments had been made to address logistics problems confronting countries, and the 
Secretariat took those problems into consideration in making its recommendations. 

Dr Shimao had referred to the possibility of considering additional or more 
objective criteria for the acceptance of BCG. WHO believed that the BCG problem was in 
the process of being solved. Many programmes were choosing one of the strains of BCG 
associated with very low rates of reaction. There was still a division of opinion among 
tuberculosis experts, some of whom thought that some of the strains associated with 
higher lymphadenitis might in fact be more protective. WHO was simply concerned with 
making the vaccines available to countries if they wanted them. 

WHO ' S Biologicals unit received reports of the side-effects of vaccines from the 
country level. When the vaccines were used under an EPI activity, joint efforts were 
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then made to identify any problems encountered. With its current level of resources, WHO 
could not actively conduct efficacy and side-effect trials of vaccines. Manufacturers 
were relied upon to provide data, and national programmes themselves were relied upon to 
report side-effects. During the past year three or four countries had experienced 
similar problems to that mentioned by Dr Cabrai, and WHO had now changed some of its 
recommendations for the use of the vaccine concerned. It was hoped that further action 
could be taken without establishing a new function for the Organization, which would not 
be realistic in the light of its current resource levels. 

Evaluation of certain veterinary drug residues in food: thirty-fourth report of the 
Joint FAQ/WHO Expert Committee on Food Additives (WHO Technical Report Series, No. 788) 

Dr KIM WON HO endorsed the valuable recommendations contained in the report. He 
hoped that WHO would continue with the work on validating analytical methods for the 
determination of residues of veterinary drugs in food. 

Professor RANSOME-KUTI said that the report was important because it drew attention 
to the dangers to human health when animal food containing drug residues was consumed. 
Many developing countries lacked the expertise to measure drug residues - for example, in 
imported meat and poultry. Drugs were probably not used in rearing animals in the home 
country, but some of the substances concerned were to be found in imported food. Did WHO 
have a system under which manufacturers of drugs had to produce a certificate indicating 
that the meat or poultry being imported was fit for human consumption and stating the 
levels of veterinary drug residues in the products? In addition, did WHO have any 
facilities for testing meat products for those purposes - an important consideration in 
view of the radioactivity that had recently been found in imported meats? 

Sir Donald ACHESON thanked the Expert Committee for its excellent report, which 
constituted another useful contribution to the subject under consideration. It provided 
the first assessment of veterinary drug residues to be carried out by an independent 
international body. Such reports would do much to bring consistency and a sound 
scientific basis to the work of regulatory agencies. The problems produced by an 
inconsistent approach were by no means restricted to developing countries. Recent 
decisions to permit genotoxic chemicals to be used as growth promoters, while prohibiting 
the use of natural, physiologically-occurring substances for the same purpose, were 
examples. The Expert Committee's comments on the effects of sulfonamides on humans were 
particularly noteworthy. Residues of those compounds were still appearing with a 
disturbingly high frequency in some countries, and it was important that levels should be 
kept as low as possible. It was gratifying to note that the chemicals carbadox and 
olaquindox were to be considered at the next meeting of the Expert Committee. 

Professor BORGOÑO, noting that the report provided an effective demonstration of 
WHO'S collaboration with FAO, said that the contamination of fruit by pesticides had been 
a problem both for Chile and for a country to which Chilean fruit was exported. Problems 
of that kind were becoming increasingly common. The dispute between the United States of 
America and the European Community over hormones in meat showed that it was not always 
easy to determine the precise level of risk involved. Epidemiological surveillance over 
time was needed. There was often a gap between the fixing of norms and their 
implementation and a lack of the mutual feedback that would make the reports of the 
expert committees much more effective. Epidemiological surveillance could make standard 
setting more useful. 

Dr HERRMAN (International Programme on Chemical Safety) welcomed 
Professor Ransome-Kuti's question as to the possibility of providing certificates 
indicating that the level of residues of veterinary drugs was either nil or below a 
particular level. The Joint FAO/WHO Expert Committee on Food Additives had not yet 
considered that possibility, but the matter could be pursued through the Codex 
Alimentarius Commission, and more specifically through its Committee on Residues of 
Veterinary Drugs in Foods. He would bring the matter to the attention of that Committee, 
which could also consider the question as to whether help could be provided to developing 
countries for the analytical determination of veterinary drug residues in animal 
products. One goal was to increase the consistency of decision-making with regard to the 
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evaluation of veterinary substances, as had been suggested by Sir Donald Acheson. That 
was being accomplished through the establishment of acceptable daily intakes (ADIs) and 
maximum residue levels (MRLs). Epidemiological surveillance was extremely important for 
confirming the animal studies on which the evaluations were based. WHO always encouraged 
the generation arid submission of such data. 

WHO Expert Committee on Drug Dependence: twenty-sixth report (WHO Technical Report 
Series, No. 787) 

Mr SRINIVASAN said that the Expert Committee's useful report was particularly 
welcome because it was the punitive aspect of the drug-dependence problem that was most 
visible in many countries； only information provided by studies such as that before the 
Board restored some balance in the handling of what was a complex issue. Moreover, in 
many areas the margin between toxicity and acknowledged therapeutic effects of substances 
was very narrow; in that connection early attention should be paid to paragraph 6 of the 
recommendations, concerning studies related to the availability of phénobarbital for the 
medical treatment of convulsive disorders； a similar recommendation had also been made 
by the recent congress on epilepsy in New Delhi. 

A number of nongovernmental organizations in India were concerned with the 
investigation and control of drug dependence； they should be encouraged as sources of 
well-documented information, particularly since many of them were now in a position to 
make a real contribution to the struggle against drug dependence. 

Professor BORGOÑO, referring to paragraph 3 of the Expert Committee's general 
recommendations and conclusions, asked what specific steps were being taken in mental 
health programmes, including their clinical components, to ensure that doctors, 
pharmacists, nurses and primary health care personnel were familiarized with the rational 
use of psychoactive drugs : that issue was indeed a most important one. 

Sir Donald ACHESON said that in the United Kingdom, following any decision that 
might be taken under the 1971 Convention on Psychotropic Substances, controls for the two 
analogues of MDA, the analogues of aminorex and midazolam, would be introduced under the 
Misuse of Drugs Act, after the usual consultations and subject to Parliamentary 
approval. In addition, his country, in association with the United Nations, would be 
hosting a world conference on reduction of the demand for drugs and on the struggle 
against the cocaine threat, from 9 to 11 April 1990 in London. The conference would 
include sessions on the relationships between drug abuse and AIDS. Invitations had been 
sent to ministers in all countries and, by the Secretary-General of the United Nations, 
to appropriate specialized agencies, including WHO. 

Dr NTABA said that a report on such a burning topical issue as drug dependence might 
have been expected to provide a clearer idea of how that issue should be approached from 
the standpoint of public health, in terms more readily understood by those concerned with 
the day-to-day problems involved. Rescheduling of some of the relevant drugs with due 
reference to their place in public health programmes might make the report more 
meaningful to the audience for which it should be intended. In addition, although that 
would undoubtedly be a difficult task, a special effort of updating should perhaps be 
made in the case of reports such as the one under review. 

Dr BERTOLASO endorsed the activities described in the report as a means of calling 
the attention of Member States to the potential dangers of abuse of new psychoactive 
substances. Those included the so-called "designer drugs", which were the analogues of 
licit substances, clandestinely produced, with a high abuse potential; they were 
beginning to spread throughout the world, in developed and developing countries alike； 
WHO was right to take action in proposing their preventive control. The Italian 
Government, which had for many years supported the WHO unit which dealt with those 
questions, looked forward to the conference mentioned by Sir Donald Acheson. The 
statement in document EB85/30 (the Director-General's report on collaboration within the 
United Nations system), that WHO intended to initiate a global plan of action on drug 
abuse control, was to be welcomed. 
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Dr ESPINOSA FACIO LINCE commended the report and endorsed in particular paragraph 7 

of the general recommendations and conclusions. On the specific issue of illicit 
trafficking in narcotic drugs, he recalled a statement by the President of Colombia to 
the effect that the only law drug traffickers did not break was that of supply and 
demand. The problem of drug consumption could not be dissociated from the problem of 
demand； he considered that a monitoring programme was called for to assess the impact of 
the efforts made in the developed countries to reduce demand - and consequently the 
pressure to produce and to supply that caused such grave social, economic, cultural and 
health problems in the developing countries where consumption was also on the increase. 

He would further recommend that the United Nations take energetic steps to persuade 
Member States not to make health problems such as drug abuse a pretext for not entirely 
related political or economic initiatives； and to impress on them that the battle 
against the scourge of drug abuse called for a major effort of economic cooperation 
between consumer and producer countries. In addition, a special effort must be made to 
eliminate money-laundering operations. 

Dr KHAN (Psychotropic and Narcotic Drugs), responding to the debate, agreed with 
Mr Srinivasan that most dependence-producing substances had a therapeutic dose very close 
to that producing dependence. That was why the United Nations Commission on Narcotic 
Drugs received WHO's reports on evaluations of the benefit/risk ratio of psychoactive 
substances for the information of medical and other health professionals. It was also 
true that the use of phénobarbital was very lightly controlled under the 1971 Convention 
on Psychotropic Substances and attention at the international level was certainly needed 
with respect to substances more easily available for treating epilepsy. 

Professor Borgoño had raised the very important question of the need to train health 
personnel to distinguish between the beneficial nature of a substance and its 
dependence-producing properties. WHO had done practical work on that subject over the 
past six years and had issued a publication on psychoactive drugs and on how to improve 
their prescription. A group of deans of medical schools had been convened at the 
St George's Hospital Medical School in London to obtain their views on deficiencies in 
training and on how it could be improved; an international group of deans of 
pharmaceutical schools had also then been convened at the same medical school； its 
report had been so satisfactory that the United Nations Commission on Narcotic Drugs had 
discussed the subject for two hours and had adopted a resolution on the subject that had 
been widely disseminated by the Secretary-General of the United Nations； a group of 
nurse/midwives had been convened in Islamabad, where their training needs had been 
examined. It was hoped to obtain funds from the United Nations Fund for Drug Abuse 
Control to bring representatives of all three professions together. 

He welcomed Sir Donald Acheson's announcement of the convening of a conference in 
London in 1990 and hoped that that meeting, in examining the issue of reduction in 
demand - with which WHO was most concerned - would find new ways of approaching the 
matter in pursuance of the recommendations of the International Conference on Drug Abuse 
and Illicit Trafficking, held in Vienna in 1987. 

He shared Dr Ntaba's concern about the comprehensibility of the report, but would 
submit that it was difficult to generalize a document which dealt with some 14 specific 
substances. His unit was trying to improve the knowledge of doctors and the training of 
pharmacists and nurses, and it now remained to try to improve the knowledge of the 
consumers of drugs. 

In response to the comments of Dr Espinosa Fació Lince, he acknowledged that law 
enforcement played a leading role in tackling drug abuse, because the availability of a 
given substance was a most important aspect. WHO, with its responsibility in the health 
field, was trying to improve its monitoring of drug utilization, whereas the 
International Narcotics Control Board in Vienna had all the information for communication 
to countries with respect to the actual availability and use of drugs. The United 
Nations Commission on Narcotic Drugs would be meeting in Vienna in two weeks' time and 
Dr Espinosa Fació Lince‘s concern would be communicated to it. 

Dr ESPINOSA FACIO LINCE said that his concern had been to obtain any new ideas on 
the possible improvement of monitoring. 
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Dr KHAN (Psychotropic and Narcotic Drugs) said that WHO had over twenty years' 

experience in monitoring the spontaneous adverse effects of various drugs. Its 
pharmaceuticals unit had a programme with a collaborating centre in Sweden for the 
collection of information; and his own unit was trying to improve reporting on 
dependence liability. Nevertheless, that system had not yielded encouraging results, and 
other methods calling for examination of specific questions and specific drugs by 
toxicological laboratories, INTERPOL and other law-enforcement agencies had been resorted 
to, because it was usually the law-enforcement officer who first came into contact with 
individuals suffering from drug abuse； the intervention of the health profession only 
came later. 

Mr GRANT (Mental Health), referring to the broader question raised by 
Dr Espinosa Fació Lince, observed that the Director-General in his opening statement had 
emphasized the importance of the relationship between the world economy arid health 
development, an area in which clearly the issue of drug abuse was particularly relevant. 
Resolution WHA42.20 requested WHO, inter alia, to pay special attention to achieving a 
reduction in demand, as part of the prevention of drug abuse. Efficient monitoring also 
involved the prevention of particularly harmful forms of drug abuse, such as drug 
injection carrying the risk of HIV infection. Similarly, special emphasis was placed on 
activities to help assess the quality of care during drug-dependence treatment and on 
improving WHO's capacity to monitor the effectiveness of efforts to reduce the burden of 
drug abuse. As it had been mentioned, WHO was preparing a global plan of action and 
hoped to obtain guidance from the Board in developing that plan. 

The DIRECTOR-GENERAL said that the United Nations system had two major groups as far 
as work on drug abuse was concerned, one dealing with supply of and the other with demand 
for drugs. Drug control covered both aspects, and whereas WHO's essential role in that 
respect had been mostly concerned with demand, the mandate of the WHO Expert Committee on 
Drug Dependence had, since its creation, been concerned with helping to control supply by 
giving its expert opinion, particularly to the United Nations Commission on Narcotic 
Drugs, on the potentiality for producing dependence of certain drugs. In view of the 
increased complexity of the issue, for instance, because of the role of drug abuse in 
spreading HIV infection and infection from other viruses, affecting the potential working 
population and ultimately the productive and managerial capacity of nations, WHO was 
obliged to review its activities which would henceforth not be confined to demand control 
but would be extended to more active concern with questions of supply, for example, 
through more comprehensive epidemiological surveillance. That issue was being further 
complicated by the rapid spread of "designer drugs". WHO was preparing an action 
programme for combating abuse of the drugs of the future in a more integrated manner in 
cooperation with other competent organizations of the United Nations system, and not only 
with ministries of health but with all government departments dealing with drug abuse. 

Decision: The Executive Board considered and took note of the Director-General‘s 
report on the meetings of the following expert committees : the WHO Expert Committee 
on Biological Standardization, thirty-ninth report; the Joint FAO/WHO Expert 
Committee on Food Additives, thirty-fourth report (Evaluation of certain veterinary 
drug residues in food)； and the WHO Expert Committee on Drug Dependence, 
twenty-sixth report. It thanked those experts who had taken part in the meetings, 
and requested the Director-General to follow up the experts' recommendations, as 
appropriate, in the implementation of the Organization's programmes, bearing in mind 
the discussion in the Board. 

1 Decision EB85(4). 
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9. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 7 of the Agenda 

Status of collection of assessed contributions and status of advances to the Working 
Capital F u n d : I t e m 7.1 of the Agenda (Document EB85/4

1

) 

Mr UHDE (Acting Assistant Director-General), introducing the Director-General‘s 
report (document EB85/4), recalled that in January 1989 the Board had expressed deep 
concern at the alarming deterioration in the payment of contributions by Member States 
and had recommended a resolution for adoption by the Forty-second World Health Assembly 
calling for prompt payment of such contributions. Upon its adoption by the Health 
Assembly, the resolution had been transmitted by the Director-General to all Member 
States in June 1989 and again in September 1989 to Member States that had not yet settled 
their contributions in full by that time. At 31 December 1989 only 70.22% of 
contributions due for 1989 had been received by the Organization. In other words 29.78% 
of contributions for that year had not been paid. The shortfall was largely due to the 
fact that the largest contributor owed the Organization US$ 66 273 385 in respect of its 
contribution for 1989. In view of the substantial shortfall in contributions, he was 
setting before the Board the draft resolution contained in the report. 

He pointed out that during the first days of January 1990, six Member States had 
paid US$ 317 836 in respect of their assessments for 1989, which increased the percentage 
of 1989 contributions collected to 70.34% as at 15 January 1990. Furthermore, seven 
Member States had paid their full assessed contributions for 1990 prior to 
1 January 1990, and 19 others had effected partial payment of their 1990 contribution by 
that date. Since 1 January 1990 two further Members had made partial payments towards 
their 1990 contributions. Brunei Darussalam and the Lao People's Democratic Republic had 
even paid their 1991 contributions in full. To date 1.94% of 1990 contributions to the 
effective working budget had been received. 

The Director-General was very grateful to the Member States that had effected early 
payments and wished to reiterate that the Organization's financial problems could only be 
avoided if Member States paid their contributions in full by 1 January of the year for 
which they were due, in accordance with Financial Regulation 5.6, or as early as possible 
thereafter. 

Professor RANSOME-KUTI said that many countries were experiencing severe economic 
problems which made it difficult for them to pay their assessed contributions. Recalling 
that some United Nations agencies accepted partial payment of contributions in local 
currency, which could be used to finance country activities, he suggested that it might 
be possible to grant such concessions to countries that were short of hard currency. 
Furthermore, as some countries had been downgraded from developing-country to 
least-developed-country status in United Nations agencies, he also suggested that their 
assessed contributions should be readjusted accordingly. 

Lastly, he stressed that many countries were genuinely endeavouring to pay their 
contributions. 

Professor B0RG0Ñ0 said that paragraphs 2 and 4 of the Director-General‘s report were 
self-explanatory as far as the shortfall in contributions was concerned, although it was 
difficult to consider items 7.1 and 7.2 separately. 

He expressed concern about the growing number of countries susceptible to 
application of the relevant articles of the Constitution on voting rights. Although 
Professor Rans ome-Kut i‘s proposal for payment to be effected in local currency was a good 
idea, the Constitution required Member States to pay in United States dollars and the 
Board could not recommend an unconstitutional measure. He therefore asked for 
clarification on that point. 

Professor MEDINA SANDINO supported Professor Ransome-Kuti‘s suggestion regarding the 
possibility of paying contributions in local currency. Indeed, the economic situation in 
the developing countries was obviously the main cause of delays in the payment of their 
contributions； flexible mechanisms could therefore usefully be introduced to facilitate 
payment not only on a country-by-country basis, but also through regional arrangements. 

1 Document EB85/1990/REC/1, Annex 1. 
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For example, country and regional strategies and mechanisms could be worked out to ensure 
payment of contributions in the interest of the Organization. Furthermore, the Board 
must appeal to the Organization's major contributors to continue their payments in view 
of their importance for the development of WHO's activities. 

Dr OWEIS asked whether payment in local currency was in fact accepted by other 
agencies. If so, the Secretariat should carry out a comparative study on the situation 
in those and other agencies for consideration by the Board. 

Professor SANTOS said that the financial problems under consideration were not an 
isolated issue, but reflected a deepening trend in the context of the increasing 
difficulty experienced by developing countries in channelling resources into social 
development. The issue had repeatedly been raised by the Board and other United Nations 
agencies, which were looking into ways and means of overcoming international financial 
difficulties, including international indebtedness. In that connection he welcomed the 
fact that the Director-General, in his recent contacts with heads of state and ministers 
of health, had drawn attention to the question of health expenditure under national 
budgets. In considering the matter of Member States in arrears, the Board should 
accordingly devote careful attention to overall difficulties in assistance to social 
development projects in the developing countries. At its current session, it should 
consider what WHO might do to gain a better understanding of the economic aspects of 
health within the overall context of social development in those countries； that was a 
crucial issue, which deserved more attention than it had received so far. 

The meeting rose at 12h40. 



SECOND MEETING 

Monday. 15 January 1990. at 14h30 

Chairman: Dr S. ТАРА 

1. PAYMENT OF ASSESSED CONTRIBUTIONS : Item 7 of the Agenda (continued) 

Status of collection of assessed contributions and status of advances to the Working 
Capital F u n d : I t e m 7.1 of the Agenda (Document EB85/4

1

) (continued) 

Dr NTABA said it was generally agreed that the serious situation regarding the 
pattern of payment of contributions must be redressed. As he recalled, the suggestion by 
Professor Ransome-Kuti that certain countries might pay their contributions in whole or 
in part in local currency had been advanced before, to be rejected not only for 
constitutional reasons but also because some of the countries concerned had themselves 
been reluctant to finance WHO country programmes, regarded as a welcome source of foreign 
currency, with local currency. 

However, the suggestion was being made for the very purpose of easing the 
difficulties of countries with foreign currency problems, and he wondered whether a 
country which genuinely had such problems could seriously oppose it. All possible 
solutions should be explored; the situation of WHO should be judged on its own merits 
and not be compared with that of other United Nations bodies. The constitutional 
implications might usefully be elucidated by the Legal Counsel. 

Dr RODRIGUES CABRAL drew attention to the very important statements by 
Professor Borgoño and Professor Santos, the former having observed that if as many as 
21 Member States were in danger of losing their voting rights in WHO's deliberating 
bodies, then the Organization's integrity was at risk, and the latter that many countries 
which could not afford to pay their contributions on time also had to contend with very 
serious problems in financing their internal health sectors. In his view, the 
significance and implications of those two comments justified further in-depth discussion 
of the issue in a quest for appropriate solutions. He agreed with Dr Ntaba that WHO's 
situation could not be compared with that of other United Nations agencies which relied 
to a great extent on extrabudge tary funds. A third argument to be considered, and one 
alluded to indirectly by Dr Ntaba, was that not all of the defaulting countries suffered 
from an equally acute foreign currency problem, and that an understanding attitude 
towards some might not be so relevant where others were concerned. 

Dr REILLY agreed with Dr Cabrai that the subject merited careful consideration. It 
was his understanding that the Executive Board and the Director-General were empowered to 
decide whether payment might be made in local or other currencies. That right must be 
tied to voting rights, and should be forfeited if payment was not in fact made. 

Mr UHDE (Acting Assistant Director-General), responding to the debate, said that the 
question of the currency of payment of contributions had been discussed extensively in 
the past by the Executive Board and also by the Health Assembly. The currency of payment 
was not a constitutional matter, but was covered by Article V 5.7 of the Financial 
Regulations, which authorized payment in such currencies other than US dollars or Swiss 
francs as the Director-General might determine, in consultation with the Board. 
Provision for payment in other currencies was, moreover, made in resolution EB39.R30, 
confirmed by resolution WHA28.23, although experience had shown that the 

1 Document EB85/1990/REC/1, Annex 1. 
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right to pay contributions in other currencies had rarely been exercised, 98% of 
contributions having been paid in US dollars or Swiss francs. A possible reason for 
that, which had emerged at the Forty-second World Health Assembly, was that the finance 
ministers of the countries concerned preferred WHO to effect local purchases in dollars, 
since payment in local currencies would adversely affect the foreign currency balance of 
the countries in question. 

WHO itself had only a very limited need for local currencies. The bulk of its 
expenditure, on staff, fellowships, travel, stipends, supplies and equipment was paid for 
in hard currencies, and to accept other currencies would expose the Organization to 
unneeded exchange rate losses, the accumulation of idle funds, and a decrease in interest 
income to casual income. Payment in local currencies could become a serious 
management-of-funds issue for WHO, and a situation might arise in which WHO might find it 
difficult to meet its hard currency obligations. 

Replying to a question concerning WHO'S scale of assessments, he said that the scale 
was based on the United Nations scale which was itself based on the national income of 
each country. WHO's scale of assessments was slightly lower than that of the United 
Nations because of its larger number of Member States. 

He informed the Board that indications had been received that the largest 
contributor would pay an amount of US$ 33 340 000 on its 1989 arrears before the end of 
January 1990• Should that be the case, the rate of contributions received for 1989 would 
rise to 83%, or approximately the same as in 1988. If the total amount were paid very 
soon, the rate of contributions received would rise to 96%. It was expected that 98% or 
more of the 1989-1990 contributions would have been collected by the end of 1990. The 
issue was in fact one of delays in payment rather than lion-payment. 

The DIRECTOR-GENERAL said that the question of financial management went hand in 
hand with that of programme management. Looking at the historical development of payment 
of contributions, analysed in document EB85/4, it could be seen that there was an 
approximately 10-12% shortfall in the collection rate in the years after 1985. As 
Mr Uhde had said, the missing rate of contributions was mostly purely a technical 
matter. For instance, assurances had been received that certain arrears would be paid 
by a major contributor by the end of January; that payment would bring the rate of 
collection up to about the same as in 1988. However, despite the persistent financial 
deficit in recent years, the programme budget implementation rate had been up to 99%, or 
even 100% or more in some regions or countries. That was due to WHO's consistently 
flexible policy of financial and programme adjustment, particularly in the regions, where 
a judicious utilization of local currency enabled that kind of adjustment to be made. 
Clearly, however, as pointed out by some Board members, there was a level of financial 
deficit beyond which a satisfactory rate of programme budget implementation could not be 
sustained. In that context, a reasonable rate of collection of contributions must be 
maintained. Various possibilities for solving the problem should be considered, 
including extrabudgetary funding and concentration on certain priorities. In line with 
his consistent policy of transparency, those and other questions relating to the level of 
WHO ' S financial deficit and programme budget implementation would be thoroughly studied. 

Professor Santos‘ comments had raised the question of why the rate of collection had 
fallen after 1985 from around 90% to around 80%. The statement of collection of 
contributions annexed to the report showed that the 10% difference was largely related to 
a deterioration in the financial situation in some ten fairly wealthy developing 
countries and certain countries in Eastern Europe, their contribution representing about 
10% of total contributions to WHO. Those ten countries were now undergoing considerable 
economic adjustments, mainly related to debt restructuring. The adjustment policy 
dictated an overall cut in government expenditure, which in itself had implications for 
the payment of contributions to WHO. Adjustments also included a limit on the allocation 
of foreign currency and an agreement that local currency should become convertible. 
Governments were therefore budgeting for their WHO contributions in terms of local 
currency. However, because of rapid devaluation, by the time payment was due the sum 
budgeted no longer corresponded to the contribution due in dollars. 

As the Board would learn in greater detail during discussion of Agenda item 15, WHO 
was urging governments and international institutions, such as the World Bank and UNDP, 
to ensure that funding for the health and welfare sectors was not affected during the 
process of economic readjustment. It was hoped that within 1-2 years the ten countries 
affected would again be in a position to pay their contributions, raising the rate of 
collection to the former level of around 90%. 
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The issue of non-payment of contributions by some of the least developed among 

developing countries was a chronic one, owing to their continuing financial 
difficulties. With the understanding of the Board, it had proved possible to absorb the 
deficit arising from their inability to pay, which amounted to some 5-8% of total 
contributions. He hoped that the Board would continue to take an understanding approach 
in such cases. In his view, the situation should not be used to justify a reduction in 
WHO'S budget since, as had been shown in the past, it was possible to overcome the 
problem by efficient financial management. 

Professor BORGOÑO agreed with the previous speakers that the issue was worthy of 
more lengthy discussion. The delays in payment that had begun in 1986, as indicated in 
the Director-General‘s report, were no doubt largely related to the payments difficulties 
of the largest contributor. Miscellaneous income arising from various sources had helped 
to reduce assessed contributions. However, in the next biennium WHO would have to face 
an increase in salaries of the order of 5%, as approved by the United Nations General 
Assembly in December 1989, which would somehow have to be absorbed. 

Instead of an immediate decision, he would prefer that a study be made to determine 
whether mechanisms might be found to enable some countries to arrange payment of at least 
part of their contribution, as had proved possible with Haiti, one of the poorest 
countries in the Region of the Americas. Contributions should not simply be written off, 
although it might prove that some countries were indeed unable to make any payments. He 
proposed that the Secretariat study the issue and submit proposals to the Board for 
consideration during the preparation of the programme budget for the next biennium. 
While it was likely that the current trends in payment would continue, it would be 
helpful if the largest contributor could update its contribution, as it accounted for 
such a high percentage of contributions to the Organization. 

Professor RANSOME-KUTI reiterated his earlier suggestion that the scale of 
assessments might be readjusted in line with the current GNP of Member countries, which 
in many cases had fallen over the years, Indeed, in his opinion, the scale should be 
reviewed every two years to take account of changes in GNP. 

Mr UHDE (Acting Assistant Director-General) said that, while the previous speaker's 
suggestion merited consideration, WHO currently followed as closely as possible the scale 
of assessments of the United Nations. He explained that the establishment of the scale 
adopted by the United Nations was a very complex process, which took a considerable time, 
and that any proposed change would, in a first instance, need to be approved by the 
United Nations. The subsequent WHO scale of assessments would be reviewed by the 
Executive Board and the Health Assembly in 1991. 

The CHAIRMAN invited the Board to consider the draft resolution contained in 
document EB85/4, which read as follows : 

The Executive Board, 
Having considered the report of the Director-General on the status of 

collection of assessed contributions and of advances to the Working Capital Fund; 

1. EXPRESSES its deep concern at: 
(1) the alarming deterioration in recent years in the payment of contributions 
by Member States； 
(2) the effect of such delays on the programme of work approved by the Health 
Assembly; 

2. URGES Members which are in arrears with their contributions to pay the amounts 
outstanding before the Forty-third World Health Assembly; 

3. RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution: 

The Forty-third World Health Assembly, 
Noting with concern that, as at 31 December 1989: 
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(a) the rate of collection in 1989 of current-year assessed contributions 
to the effective working budget amounted to 70.22%, the lowest rate since 
1950; 
(b) only 94 members had paid their current-year assessed contributions to 
the effective working budget in full, and 52 Members had made no payment 
towards their current-year contributions； 

1. EXPRESSES concern at the alarming deterioration in the payment of 
contributions, which has had a deleterious effect on the financial situation 
during the financial period 1988-1989; 

2. CALLS THE ATTENTION of all Members to Financial Regulation 5.6, which 
provides that instalments of contributions and advances shall be considered as 
due and payable in full by the first day of the year to which they relate, and 
to the importance of paying contributions as early as possible to enable the 
Director-General to implement the programme budget in an orderly manner; 

3. RECALLS that, as a result of the adoption by resolution WHA41.12 of an 
incentive scheme to promote the timely payment of assessed contributions, 
Members paying their assessed contributions for 1990 early in the year will 
have their contributions payable for the 1992-1993 programme budget reduced 
appreciably, while Members paying later will see their contributions payable 
for the 1992-1993 programme budget reduced only marginally or not at all； 

4. URGES Members which systematically make a practice of late payment of 
contributions to take whatever steps may be necessary to ensure earlier 
payment； 

5. REQUESTS the Director-General to draw the contents of this resolution to 
the attention of all Members. 

Professor BORGOÑO said that operative paragraph 4 of the resolution recommended to 
the Health Assembly in the draft resolution should be worded more strongly in order to 
reflect the pressing need for payment of contributions. 

Mr SRINIVASAN agreed that operative paragraph 4 should be strengthened, since 
payments should not simply be made earlier, but should be more timely in order to 
coincide with WHO's budgeting procedure. 

He had noted two encouraging remarks by the Director-General. First, the largest 
contributor would soon be settling its account to the extent possible. Second, WHO was 
encouraging the strengthening of funds for the social development and health sectors, an 
important role which should be furthered at both international and national levels. 

The Board should note the widespread concern at the difficulties in overall economic 
relations, which placed some countries at a particular disadvantage with regard to making 
a constitutional commitment to fulfil their obligations to WHO; it should examine ways 
in which countries in such a position could be helped. The question of contributions in 
local currencies should not be excluded. It might therefore be appropriate to include in 
the preamble a phrase to the effect that the Board had taken note of the economic 
disadvantages faced by the least developed among developing countries in particular. 

Professor BORGOÑO proposed that operative paragraph 4 of the resolution recommended 
in the draft resolution be amended to read "URGES Member States which are systematically 
in arrears with the payment of their contributions to take, as soon as possible, all 
necessary measures so that payment can be made in a timely manner". 

The CHAIRMAN said that in considering amendments to the draft resolution, Board 
members should also bear in mind item 7.2 of the agenda: "Members in arrears in payment 
of their contributions to an extent which would justify invoking Article 7 of the 
Constitution", which the Board would be discussing later. 

Professor SANTOS said that, since the situation was so serious as to call for 
additional measures, it might not be sufficient simply to address further appeals to 
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Member States. The Board might therefore consider recommending to the Health Assembly 
that a study be made to determine further measures whereby countries persistently late in 
paying their contributions might be encouraged to make more timely payments. 

Mr SRINIVASAN agreed that the draft resolution should take account of the issues to 
be considered under item 7.2 of the agenda. 

Dr NTABA requested clarification of the meaning of the phrase "systematically make a 
practice of late payments" contained in operative paragraph 4 of the resolution 
recommended in the draft resolution. Was the practice of late payment a part of the 
fiscal measures of some countries, or were there unavoidable reasons for such delays? 

Mr UHDE (Acting Assistant Director-General) said that for many countries the date of 
payment was determined by the financial year of the government concerned. In the case of 
112 countries, the financial year coincided with the calendar year, while in the 
remainder that was not the case. That did have an impact on the timing of payments to 
WHO. However, the records also showed that many countries systematically paid late, 
sometimes in the latter part of the year, sometimes so late, i.e., in subsequent years, 
that it put them into arrears. Contributions to WHO were due and payable on 1 January 
each year; any contribution received after that date could be considered as late. There 
were perhaps good reasons for late payment； it did, however, cause problems for WHO, and 
earlier payment of contributions would be appreciated. 

The CHAIRMAN said that a drafting group composed of Professor Borgoño, 
Mr Srinivasan, Professor Ransome-Kuti, Professor Santos and Dr Ntaba, having considered 
the modifications and proposals put forward during the discussion, suggested the 
following amendments to the draft resolution: 

(a) to add a second preambular paragraph to the draft resolution, reading: "Taking 
into account the genuine difficulties faced by some developing countries 
arising out of adverse international economic factors beyond their control;" 

(b) to amend operative paragraph 4 of the resolution contained in the draft 
resolution to read: "URGES Members which are habitually late in the payment of 
their contributions to take urgently all steps necessary to ensure earlier 
payment.". 

The Board approved proposed amendment (a). 

With regard to proposed amendment (b), Dr OWEIS said that use of the word 
"habitually" was unfortunate, since it implied that the country concerned had adopted a 
settled habit of not paying its contributions. 

Professor RANSOME-KUTI said that if the word "habitually" was to be deleted, another 
qualification should be inserted to make it clear that the paragraph was intended to 
highlight the Board's concern about Members who failed to pay their contributions for 
several years in succession. In addition, the replacement of the words "earlier payment" 
by "prompt and regular payment" would - he submitted - make the meaning of the paragraph 
clearer. 

Sir Donald ACHESON said that since the word "habitually" apparently caused problems 
in languages other than English, it might usefully be replaced by the word "regularly". 

In the light of the discussion, the CHAIRMAN suggested that the wording of the 
proposed amendment might be modified to read: 

URGES Members which are regularly late in the payment of their contributions to take 

urgently all steps necessary to ensure prompt and regular payment. 

The Board approved the proposed amendment. 

The draft resolution, as amended, was adopted) 

1 Resolution EB85.R1. 
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Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution: Item 7.2 of the Agenda (Document EB85/5) 

Mr UHDE (Acting Assistant Director-General), in introducing the Director-General's 
report (document EB85/5), referred to resolution WHA41.7 by which the World Health 
Assembly had decided that, inter alia, unless there were exceptional circumstances 
justifying a different measure, it would adopt a decision under which the voting rights 
of a Member in arrears to an extent which would justify invoking Article 7 of the 
Constitution, pursuant to resolution WHA8.13, would be suspended as from the opening day 
of the following Health Assembly if at that time the Member was still in arrears to that 
extent. In accordance with that resolution, the Forty-first World Health Assembly had 
adopted resolution WHA41.20, which stipulated that the voting privileges of five Members 
were to be suspended as from the opening of the Forty-second World Health Assembly on 8 
May 1989 if at that time those Members were still in arrears in the payment of their 
contributions to an extent which would justify invoking Article 7 of the Constitution, 
unless the Executive Board had previously found that any of the Members concerned had 
made a payment considered by the Board to be reasonable in the circumstances. By the 
time of the opening of the Forty-second World Health Assembly, one of the five Members 
was no longer in arrears to such an extent. The remaining four Members, which lost their 
voting privileges as from the Forty-second World Health Assembly, were Benin, Comoros, 
the Dominican Republic and Sierra Leone. The status of their arrears was given in the 
annex to the document. The voting privileges of those four Members would remain 
suspended until their arrears had been reduced to a level below the amount which would 
justify invoking Article 7 of the Constitution, without prejudice to the right of any 
Member to request restoration of its voting privileges in accordance with Article 7 of 
the Constitution. 

Twenty-one other Members were in arrears in the payment of their financial 
contributions in amounts which equalled or exceeded the amounts due from them for the 
preceding two full years. Those Members were listed in paragraph 8 of the document, and 
the status of their arrears was given in its annex. Pursuant to resolution WHA41.7, 
unless there were exceptional circumstances justifying a different measure, the 
Forty-third World Health Assembly should adopt a decision under which the voting rights 
of those 21 Members would be suspended as from the opening day of the Forty-fourth World 
Health Assembly, if at that time the Members were still in arrears to that extent. The 
payments received from the 21 Members were listed in paragraph 11 of the document and, as 
stated in paragraph 12, telex communications had been received from two of those Members 
indicating their intentions as to future payments of contributions. 

Professor BORGOÑO expressed concern over the wider implications of the fact that 
21 Members, seven of them from the Region of the Americas, were in arrears to an extent 
which would justify invoking Article 7 of the Constitution. In the interest of reducing 
that number as far as possible by the time of the Health Assembly, every effort should be 
made to communicate with the countries concerned, not by means of telexes, but through 
the personal efforts of representatives of the Organization and other means of 
communication, to persuade those countries to agree to pay, if not all, at least a part 
of their arrears. 

The DIRECTOR-GENERAL agreed that WHO'S approach to countries in arrears had in the 
past been somewhat bureaucratic. Furthermore, he noted that Regional Directors were not 
always aware of the status of the countries of their region with respect to 
contributions. Nor were all WHO representatives aware of whether the country they were 
accredited to had paid its WHO contribution or not. He intended to discuss mechanisms 
for improving the situation with respect to timely payment of contributions with the 
Regional Directors. In some cases, the problem was not so much one of lack of money as 
one of misunderstanding within a country as to the allocation of resources. WHO would 
explore the various reasons for non-payment of contributions and modalities for 
facilitating payment, with a view to attempting to improve the situation. 

Professor SANTOS asked how other organizations in the United Nations system dealt 
with the problem of recurrent non-payment of contributions. 
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Mr UHDE (Acting Assistant Director-General) said that in most of the other 

organizations voting privileges were automatically lost under such circumstances. WHO's 
approach to the problem was more flexible. The Board should note that although 
21 countries were listed in the document, previous experience indicated that only 9 or 10 
would remain on it when the Health Assembly opened. The kind of extended payment plan 
some had suggested had been used in the past, generally unsuccessfully. A few successes 
had, however, been achieved, so that it would perhaps be useful to retain that 
possibility for assisting Member States to make their payments. As the Director-General 
had mentioned, a wide variety of avenues and mechanisms to that end would be explored 
under his new directives, in a departure from the perhaps over-formal procedures of the 
past. 

Dr BERTOLASO asked what were the exceptional circumstances that would justify a 
decision not to invoke Article 7 of the Constitution. 

Mr UHDE (Acting Assistant Director-General) said that a letter explaining the 
circumstances together with payment of a reasonable amount of arrears, to be determined 
by the Health Assembly, would be likely to be put forward for consideration as 
exceptional circumstances. 

Dr NTABA, referring to the Director-General's comment that not all WHO officials in 
the regions were aware of the status of contributions of the countries in their area, 
said that attempts should be made to inform such Members and try to get a response from 
them. It was also important to make the countries aware that various currencies could be 
used for payment, since that might ease their situation. It was noteworthy in that 
respect that 98% of payments was still being received in hard currencies. 

Dr M0NEK0SS0 (Regional Director for Africa) said that in many cases there was a 
genuine difficulty in making payments. However, in his personal experience, difficulties 
were also caused by failure of instructions for payment to pass down the line of command 
within governments. A further point to be remembered was that the CFA franc, the 
currency in use within the African Region, was a hard currency and was as difficult to 
come by as the United States dollar. 

Professor SANTOS said that while countries losing their voting rights lost the 
entitlement to take part in the decisions of the governing bodies, that loss should in no 
way affect the health services provided by WHO to those countries. 

The DIRECTOR-GENERAL confirmed that while Article 7 of the Constitution provided for 
the possible loss of both voting rights and services, the Health Assembly had refrained, 
in practice, from applying Article 7 to services. WHO cooperative programmes operating 
in the country would not be affected. 

Dr REILLY said he understood that delegates from countries whose voting rights had 
been suspended would continue to receive payments to enable them to attend meetings of 
WHO'S governing bodies. The suspension of such payments might therefore be a measure 
that would encourage prompt payment of contributions. 

Dr NTABA said that since country programmes funded by WHO would continue in Member 
States whose voting rights had been suspended, one method of encouraging such Member 
States to pay their arrears could be to offer them the possibility of paying off some of 
their arrears in their own currency, by using such payments to meet the local costs of 
their country programmes. In another context, he noted that the fact that WHO was now 
encouraging a spirit of consensus, and avoiding taking decisions by a vote or discussing 
controversial issues that would require a vote, might create a situation where suspension 
of voting rights was an empty gesture since most questions were not decided by a vote. 

The CHAIRMAN said that in its consideration of the matter, the Committee of the 
Executive Board to Consider Certain Financial Matters prior to the Forty-third World 
Health Assembly would bear in mind all the suggestions and proposals made during the 
discussion. 
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Decision: The Executive Board, having considered the report of the Director-General 
on Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution, noted that no request had been 
received for restoration of the voting rights of the four Members whose voting 
privileges had been suspended in accordance with resolution WHA41.20. The Board 
requested the committee which is to consider certain financial matters prior to the 
Forty-third World Health Assembly (a) to examine any request made by these Members 
in accordance with Article 7 of the Constitution, as well as information received 
from other Members in arrears which might be the subject of a decision in accordance 
with resolution WHA41.7, and (b) to submit any appropriate findings or 
recommendations to the Health Assembly on the Board's behalf. 

2. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS : Item 10 of the Agenda (Documents EB85/8, EB85/9, 
EB85/10, EB85/11, EB85/12 and EB85/13) 

The CHAIRMAN said that all the Regional Directors would have an opportunity to 
introduce their reports, and the floor would then be opened for discussion. In 
accordance with the agreed rotation among Regional Directors, Dr Han, Regional Director 
for the Western Pacific, would take the floor first to introduce the report in document 
EB85/8. 

Western Pacific 

Dr HAN (Regional Director for the Western Pacific) said the past biennium seemed to 
have brought new self-confidence and solidarity to the Western Pacific Region, owing 
perhaps to the rising strength of some of the national economies in the Region, as well 
as to a prolonged period of gradual but steady improvement in the health status of many 
countries and areas. Although some of the world's most distressed and neediest 
communities were located in the Region, there was reason to be confident that their 
health needs could be met: that implied, not that their needs were underestimated, but 
that a strong spirit of cooperation prevailed among countries. 

The report before the Board outlined some of the accomplishments of the past two 
years in the Western Pacific Region and some emerging areas of emphasis. The most 
quantifiable achievements were in disease prevention and control. 

For the Region as a whole, immunization coverage had reached 89% for trivalent oral 
poliovaccine, 92% for BCG, 87% for diphtheria/pertussis/tetanus vaccine and 87% for 
measles vaccine. Local transmission of wild poliovirus infection still occurred in only 
six of the 35 countries and areas of the Region, and a major effort was in progress to 
achieve zero incidence in them by 1995. Thanks mainly to some excellent technical 
cooperation between countries, 33 countries and areas in the Region were providing 
immunization against hepatitis B. Twenty-five of them had integrated hepatitis В into 
the Expanded Programme on Immunization as a target disease. Well over a third of the 
world's 300 million carriers of the virus were in the Western Pacific Region, so a 
large-scale undertaking was only just getting under way; but a very promising start had 
nevertheless been made. 

Significant progress could also be reported in diarrhoeal disease control in the 
18 countries and areas where those diseases were a major public health problem. The 
estimated rate of access to oral rehydration therapy (ORT) in the community had now 
reached over 70%, with an average use rate of 35%. Case fatality rates had been 
reduced: for instance, in one paediatric hospital the fatality rate had dropped from 
2.8% to 1.3% in one year after ORT had been introduced. A major aspect of the programmes 
had been training health workers to provide treatment and preventive care at the primary 
health care level； that was also true of acute respiratory infections, for which control 
programmes had begun in the 11 countries most seriously affected. A trend toward 
mortality reduction had already been noted in selected areas of three countries. In some 

1 Decision EB85(4). 
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countries and areas where leprosy still occurred, it would be possible to place all known 
cases of the disease under effective multidrug treatment over the next three or four 
years. 

During the past year, WHO had been involved in a major initiative to meet the 
long-term personnel needs of the Pacific island countries, particularly in respect of 
medical officers. The initiative had focused on revitalizing the Fiji School of 
Medicine, which had provided the Pacific with trained health workers for almost a 
century. The School had been suffering from a severe shortage of faculty and a number of 
administrative problems, and the outlook had been very bleak. WHO had organized a series 
of consultations and discussions on the School's future, which had resulted in a 
comprehensive plan for revitalizing its curriculum, faculty, physical facilities and 
management. The plan had been well received by all those directly involved, including 
the Member States concerned and some major donor agencies, and its implementation was in 
progress. 

The fellowship programme continued to be an extremely important part of the Region's 
work in the development of human resources for health - as had been reaffirmed by Member 
States at the fortieth session of the Regional Committee. A total of 946 former WHO 
fellows had responded to a questionnaire sent out early in 1989 to ascertain their views 
on the management and usefulness of the programme. The response had indicated that 71% 
of the fellows were satisfied with the management of the programme and 84% were satisfied 
with the benefits accrued from it. The survey had also led to a number of administrative 
improvements outlined in a resolution adopted by the Regional Committee. Much remained 
to be done to ensure that all WHO fellows were carefully selected, well trained and 
properly mobilized afterwards. In particular, the problem of non-re turning fellows had 
been discussed at the thirty-ninth and the fortieth sessions of the Regional Committee. 
Some Member States were experimenting with bonding mechanisms to overcome the problem. 
The development of human potential was vital to all programme areas and would continue to 
be a top priority in the Western Pacific Region. For the same reason, management skills, 
the exchange of information and experience, environmental health and health promotion 
were also being emphasized. 

The Regional Office and Member States both recognized that good management, like 
appropriately trained personnel, was indispensable for all programmes. During the past 
year, several steps had been taken towards streamlining administrative procedures - for 
instance, by making only one comprehensive agreement per country to cover all activities 
of the whole biennium. Those efforts had been warmly welcomed by the Regional 
Committee. Developing a computerized information base for management had also been an 
area of intense activity, both within the Regional Office and in its collaboration with 
Member States. The main challenge had been not in installing hardware and software, 
which was relatively easy to do, but in developing the skills for using them that were 
indispensable for today's health systems. It was not efficient, or even feasible, to 
maintain sophisticated levels of expertise on every subject in all countries. A number 
of countries and areas would have to depend on external resources for information about 
various health problems and the development of tools for dealing with them. For that 
reason, activities that promoted the sharing of information and experience would 
increasingly be emphasized. For instance, greater attention was being given to 
organizing more exchanges of visits between the health staff of different countries, 
regular consultation meetings, and the provision of short-term fellowships. Such 
activities were not very expensive and had far-reaching mutual benefits. 

Throughout the Region, populations were growing, industry was expanding, 
agricultural production was being intensified and the extraction of natural resources was 
increasing. Those trends brought with them wealth, at least for some people, but also 
further deterioration of air, water and land resources for everybody. In environmental 
health the major emphasis had been on providing safe water supplies and adequate 
sanitation facilities. Between 1981 and 1987, water-supply coverage had increased from 
71% to 82% in urban areas, and from 46% to 66% in rural areas. Over the same period, 
sanitation coverage had increased from 75% to 92% in urban areas, and from 55% to 67% in 
rural areas. Those figures excluded the major developed countries of Australia, Japan 
and New Zealand, where coverage was virtually 100%, and the major developing country, 
China, where estimates of increased coverage had been made, but hard data were still 
being compiled. The task was far from completed, but it would increasingly be vying for 
attention with needs in such areas as solid waste management, air quality problems, toxic 
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chemicals, hazardous wastes and foodborne health hazards. Environmental health had 
become a top priority for the Region, as it had for the whole international community. 

Such trends were changing living conditions and ways of life very rapidly and 
increasing the incidence of diseases related to life-style and behaviour； health 
promotion had therefore become very important. The Regional Office had been working more 
closely with the press to give visibility to programmes that needed it and to help ensure 
that media messages were based on reliable information. The area where work needed to be 
done was vast, extending from early diagnosis of cancer to the prevention and control of 
alcohol and drug abuse； from discouraging the use of breast-milk substitutes to 
improving the quality of life of the elderly; from AIDS prevention and control to 
anti-smoking campaigns. 

He had spoken about only a few of the areas claiming the Region's attention as it 
looked ahead to the new decade, the new General Programme of Work and the new biennium. 
He was, however, convinced that progress on those fronts would make it possible to deal 
with all the many other areas of concern as well. 

Africa 

Dr MONEKOSSO (Regional Director for Africa), introducing the report contained in 
document EB85/9, said everyone was aware of the critical state of economies and health in 
the countries of the African Region, and the ministers and governments of the Region had 
recently been looking at ways of emerging from the impasse. He thanked the 
Director-General for the help given in that connection and, in particular, for the 
initiative for direct country support being developed at WHO headquarters with a view to 
accelerating primary health care implementation in Member countries. He also expressed 
thanks for the action-oriented collaboration of UNICEF, UNDP, FAO and a number of other 
agencies. A good partnership has been established with the governments of the Region, 
with nongovernmental organizations and with the media. 

The response of governments to the Regional Office's initiatives could be seen in 
"The African scenario for health development", an approach to health that was 
individually focused, community-based and district-managed in a framework that 
corresponded to the principles of the Declaration of Alma-Ata. The priorities being 
pursued were in the areas of selective disease control, maternal and child health 
including family planning and safe motherhood, community water supplies and sanitation, 
and the health aspects of housing and the environment. 

At the most recent session of the Regional Committee, governments had agreed to 
concentrate efforts on management over the next five years, with special attention to 
periodic evaluation, continuing education and operational research. They had recognized 
that one of the critical issues in the African Region was the proper management of 
available resources. He wished in that connection to thank the governments that had 
collaborated with the Regional Office in training and research efforts. 

It had been decided that in 1990 UNICEF and WHO country representatives would put 
the final touches on the five-year effort under the Expanded Programme on Immunization 
(EPI) that had already resulted in an increase in the percentage of children immunized 
from under 10-15% to 50% in many countries, and to 80% in some. The intention was that, 
with both agencies working intensively within the countries, the goal of EPI would be 
reached by the end of 1990, thereby enabling full attention to be devoted to the problem 
of AIDS. 

Activities in connection with AIDS had been intensive. The main achievement was 
that practical modalities for the future stages of the difficult struggle in the African 
Region had been agreed upon. The fact that the Regional Committee had devoted a whole 
day to the discussion of the issue attested to the high level of concern surrounding it. 
He would give additional details when the item on AIDS was discussed. 

It was important to ensure that, as part of the management exercise, countries gave 
due attention to the financing of health services, beginning with community funding, and 
using the revolving fund principle in the purchase, distribution and rational use of 
essential drugs. In June 1990 a regional conference would be held to enable all 
countries to look into ways of becoming self-reliant in the community financing of health 
care. 

In the health manpower field, the main emphasis had been on the Edinburgh 
Declaration, which had been accepted as the equivalent, for medical education, of the 
Declaration of Alma-Ata. Meetings of deans of medical faculties had been held to 
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elaborate precise steps to carry out the necessary reforms of medical education. For the 
first time in the African Region, a high-level meeting of ministers of education and of 
health had been held, and he wished to thank the Government of Nigeria for hosting it. 

Progress in dental health had been made through the development of the Intercountry 
Centre for Research and Training in Oral Health in Nigeria, whose Government was to be 
congratulated on its leadership in that connection. The strongest boost for the manpower 
movement, however, had probably been in nursing where a great number of initiatives had 
been taken in the past few years in trying to remotivate the nurses in the Region and 
finding new commitments for them in health care. 

A good deal of that work would have been impossible without the strengthening of the 
Regional Office as an institution. Every effort was being made to develop a managerial 
culture in the Regional Office, starting with its initial collaboration with the Regional 
Office for the Americas, from which the programme operations coordination system had been 
borrowed. As well as partnership with headquarters, the Regional Office for Africa was 
grateful to the Regional Office for the Eastern Mediterranean which had consistently 
provided excellent financial personnel and accountants. The Regional Office was now 
moving into a new partnership with the Regional Office for Europe with a view to sharing 
a new development in managerial behaviour. 

One of the outstanding events of the past year had been the contribution of WHO to 
Namibia and its independence process. There had been close cooperation between 
headquarters and the Regional Office in providing support which had included working with 
the United Nations system, the recruitment of physicians and specialists, who were 
filling the gaps in the Namibian health system, and the appointment of a WHO 
representative, who was already installed in the Office of the United Nations Transition 
Assistance Group in Windhoek. 

In addition to the basic health problems, the African Region was facing problems of 
concern to other regions of the world, notably life-style problems. The emergence of 
hypertens ion, diabetes and coronary heart disease imposed additional responsibilities on 
the Regional Office, which at the same time had to combat the large number of infective 
diseases that still plagued the Region. 

Drugs had also started to become a problem and some countries were already known as 
transit stops involving the supply and demand problems to which the Director-General had 
earlier referred. The Regional Office considered it its duty not to wait until the 
Region was engulfed but to try and tackle the problem in its early stages. 

Although African industries were still limited, because of inadequate legislation a 
large number of environmental health problems related to industries and to the biological 
environment had to be confronted. Although green parties had not yet emerged in Africa, 
it was quite clear that efforts would have to be made in that area. 

As far as specific targets were concerned, apart from the EPI targets, the Region 
was committed to the eradication of neonatal tetanus and guinea-worm by 1995, and, like 
other regions, to the elimination of poliomyelitis. There had been a major achievement 
in the control of onchocerciasis through the joint WHO/UNDP/World Bank programme. In 
collaboration with headquarters and with the Italian Government, an African Regional 
Centre for Emergency Preparedness and Response had been established in Addis Ababa and 
was already assisting Member States in preparing emergency plans. That development was 
extremely significant in a continent which was very prone to a wide variety of 
misfortunes. 

The Americas 

Dr GUERRA DE MACEDO (Regional Director for the Americas), introducing document 
EB85/10, recalled that it had been stated in many forums that the 1980s had been a lost 
decade in 
terms of the economic expectations of the Latin American and Caribbean countries. The 
eight years from 1982-1989 had seen a 9% drop in the per capita income of that subregion, 
although in the north of the Region, the United States and Canadian economies had 
continued to expand. As a result, internal differences in the Region had widened, with 
the average per capita income in Latin America and the Caribbean now being 11% of that of 
the United States of America. 

The huge external debt which had been accumulated by the Latin American and 
Caribbean countries was a major obstacle to development in the Region. Despite the fact 
that between 1982 and 1989 the Latin American and Caribbean countries had made debt 
servicing payments of over 281 thousand million dollars and had had to transfer to the 
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First World a net amount of 213 thousand million dollars, their gross debt had increased 
from 327 to 416 thousand million dollars. The policies that had been implemented to 
combat the Region's microeconomic imbalances had concentrated mainly on servicing that 
debt. Public expenditure had consequently been reduced, particularly in the social 
sectors, including health, which had in turn resulted in even greater inequalities 
between the various population groups. The most serious effect had been the decline in 
investment, which had undermined the Region's future development and the health sector, 
where facilities were already precarious. The effect of those policies, which had not 
taken proper account of living conditions, had been disastrous : by the end of 1989 
inflation in Latin America and the Caribbean had been running at 1000%, with a 75% 
reduction in the minimum urban wage in extreme cases and almost 40% of the entire 
population, or over 170 million people, living in dire poverty. 

Political and social problems had also left their mark both at the local and at the 
regional level, often involving violence or even warfare, notably in Central America. 
Drug trafficking and subversion had led to violence in other countries as well. 

The decade had not entirely lacked its successes, however. Political processes had 
been reinstated in the large majority of countries, which now had some form of democracy 
and free elections. Despite the constraints, the health sector played an important 
compensatory role: had the 1981 death rate continued, there would have been almost 
700 000 more deaths in 1989 than in fact there had been. Thus, there had been some 
progress, although scant resources were available to the health sector. Even so, the end 
of the decade had seen a considerable deficit in health coverage in the Region as a 
whole； over 200 million people, 130 million of them in Latin America and the Caribbean, 
were without routine access to the essential health services to which they were entitled. 

Now at the start of a new decade, Member governments meeting at the Pan American 
Health Conference later in the year would have to define major guidelines and priorities 
for the period 1991-1994 in an ongoing effort to achieve health for all in the Region. 
Their decisions would be taken in the light of the continuing economic crisis in Latin 
America and the Caribbean. Account would also be taken of the extraordinary changes in 
relations between the major power blocs and in the world as a whole. There was a grave 
risk, however, and even fear, that the urgency of the East-West relations, although now 
in a different perspective, would relegate the situation of the rest of the world to the 
sidelines. The major problem facing mankind now that the threat of nuclear catastrophe 
was past, namely the widening gap between North and South, would therefore continue not 
to be addressed. The increasing poverty of two-thirds of the world's population and the 
widening of inequalities between nations were unacceptable if the human race really 
intended to build its future on the basis of freedom and progress. 

The decisions of the policy-making bodies of the Organization and of the Region 
should also take into account the great challenges facing the health services in the 
1990s. Foremost among those challenges would be the improvement of health coverage. If 
the goal of health for all was to be achieved in the Region of the Americas, access to 
basic health services would have to be provided for 320 million people, namely the 
200 million now lacking it, plus 120 million to be added in Latin America and the 
Caribbean. There would also have to be a great reduction, using the knowledge and 
resources available, in the 800 000 avoidable deaths each year and in the incalculable 
suffering, which were the unacceptable expression of the huge social debt historically 
accumulated in the Region. Special attention would have to be paid to the groups at 
risk, and efforts made to put an end to extreme poverty. The contribution of health to 
the process of development would be a major priority of the next decade, requiring good 
leadership and proper political guidance. Improved organization and management, better 
management of resources, decentralization with the establishment or strengthening of 
local health systems, application of scientific and technological advances, and improved 
training were also priorities. Both old and new problems would have to be tackled. As 
far as communicable diseases were concerned, action should be focused on the major 
endemic diseases, AIDS, and diseases that could be eradicated by the use of low-cost 
vaccines, and other means. During the current year it was expected that wild poliovirus 
infection would be eliminated; there had been fewer than 20 confirmed cases in the 
Region in 1989 and he looked forward to being able to announce to the Board in January 
1991 that that infection had been eliminated entirely. It was to be hoped that other 
similar goals could also be achieved, notably in the areas of food and nutrition, chronic 
diseases, health promotion, drug abuse and environmental protection. 

The meeting rose at 17h35. 
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South-East Asia 

Dr KO KO (Regional Director for South-East Asia), introducing document EB85/11, 
began his presentation by reporting on the forty-second session of the Regional Committee 
for South-East Asia, held in Bandung, Indonesia. The Committee had reviewed the Regional 
Director's report for 1988-1989 and had discussed several important issues. 

The Committee had considered the economic and budgetary constraints imposed on many 
countries of the Region, which lent urgency to matters of health care financing and 
mobilization of resources for health development. That question had been discussed along 
with Executive Board resolutions EB83.R20 and EB83.R21 and Health Assembly resolutions 
WHA42.3 and WHA42.4. Concern had been expressed at the stagnant or declining levels of 
resources in the health sector both in individual countries and internationally, and 
attention had been drawn to the need to analyse health policies and programmes in terms 
of costs and benefits as well as efficiency and effectiveness. The Committee had adopted 
resolution SEA/RC42/R3, calling upon Member States, inter alia. to critically examine 
present patterns of resource allocation and to shift spending priorities and allocations 
where appropriate. 

On the question of health manpower development, the Committee had again placed 
emphasis on assisting Member States which needed appropriate training institutions. 
Noting the continuing maldistribution of trained health workers in many countries, it had 
underlined the need to adopt management methods that would sustain balanced production 
and deployment of health manpower. In the context of the 1988 Edinburgh Declaration, it 
had particularly emphasized the importance of reorienting medical education as a means of 
positively influencing the entire health manpower system. 

As several countries in South-East Asia were susceptible to frequent natural 
disasters, the Committee had expressed appreciation of the timely assistance rendered by 
WHO in the past and suggested that more should be done in terms of intensive preparedness 
and rapid assessment of emergency health needs in the wake of disasters. It had been 
optimistic that international cooperation and national efforts would be strengthened in 
the context of the International Decade for Natural Disaster Reduction, and had stressed 
that the health sector should be more closely involved in the planning of national 
disaster preparedness and response activities. 

The Committee had been fully aware of the growing threat of AIDS, emphasizing that a 
balanced approach to the problem was essential and that negative effects on other 
programmes should be avoided. It had not lost sight of the perpetual problems of 
communicable diseases, such as malaria, tuberculosis and leprosy, or the ever-existing 
menaces of malnutrition, diarrhoea, acute respiratory infections, hepatitis and Japanese 
encephalitis, or the upcoming modern diseases of affluence, such as cardiovascular 
diseases, cancer and diabetes. 

The Committee had discussed the subject of goitre, noting that iodine deficiency 
disorders, including goitre, persisted as a significant problem in the Region; it had 
endorsed universal iodization of edible salt as a main strategy and recommended that 
quality control at consumer level as well as health systems research into mass 
distribution be undertaken to enhance consumer satisfaction and implement the programme 
successfully. 
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The Committee had also looked at recent developments in the management of WHO's 

resources. It had commended the unique flexibility built into the management of WHO'S 
collaboration with Member States and called for an improvement in the quality and rate of 
programme delivery, especially at country level. It had recognized the need to 
periodically review programme management procedures and processes with a view to further 
simplifying and streamlining them as required. 

The Eighth Meeting of Ministers of Health of Countries of the WHO South-East Asia 
Region, held in Jakarta in October 1989, had stressed the need to achieve rapid progress 
and greater prosperity in all countries of the Region, without losing the values inherent 
in their respective national cultures. In addition to reaffirming the goal of health for 
all and to developing close camaraderie among ministries, a number of important 
conclusions had emerged from the discussions, concerning the need to control 
environmental degradation, to make population and family planning programmes socially 
relevant, to devolve authority and greater resources to peripheral units, and to enhance 
social commitment to the cause of the underprivileged and underserved segments of 
society. It had also been agreed that the quality of health care should be improved and 
that social orientation should be inculcated in medical students by the inclusion of 
humanity studies in the undergraduate medical curriculum. Ministers had called upon 
Member States to intensify intercountry cooperation through greater commitment and 
collaboration. 

Other significant regional developments during the year had included: the Regional 
Conference on Health Development (New Delhi, March)； an interregional seminar on health 
economics and health-care financing (Yogyakarta, Indonesia)； the fifteenth session of 
the South-East Asia Advisory Committee on Health Research (Jakarta, June)； a first 
meeting of the heads of all WHO collaborating centres in the Region to promote a 
cooperation network of related national institutions and to discuss selected common 
problems related to collaborative activities with WHO (New Delhi, April)； and a joint 
WHO/UNICEF/International Council for Control of Iodine Deficiency Diseases technical 
consultation, together with an intercountry workshop on iodine deficiency control (New 
Delhi, March). 

Despite all efforts in the context of the International Drinking Water Supply and 
Sanitation Decade, targets for urban water supply and for urban and rural sanitation had 
not been achieved. Guidelines had been sent to countries to help in the review and 
revision of targets, sector plans and resource allocation. 

The programme for control of pollution and environmental health hazards had received 
special attention. Many countries were keenly interested in the broad ecological 
approach of the programme. In that context, intensive studies on various aspects of the 
environment were being undertaken by the Tata Institute of Environment in India; 
environmental studies were being carried out by the Chulabhorn Research Institute in 
Thailand, whose Government was endeavouring to conserve the environment by debarring 
deforestation; and Maldives, which was battling for its existence because the rising 
sea-water level and salinity was causing a paucity of drinking-water, had organized a 
small States conference on sea-level rise in November 1989. 

All countries in the Region were participating in the AIDS control programme. Most 
of them were Pattern III countries, where sentinel surveillance was more relevant, but 
some, such as India and Thailand, were inclined towards Pattern II. Emphasis was being 
laid on the importance of ensuring greater vigilance and of taking adequate measures for 
detection and control. AIDS prevention and control measures in the Region were being 
implemented in an integrated manner with existing health programmes and infrastructures. 
Countries had been alerted to ensure complete safety of blood and blood products and were 
kept informed óf the problems of prostitution and intravenous drug users. 

In conclusion, he reaffirmed that Member States of the Region greatly appreciated 
WHO'S leading role in health matters and its flexible stance in the delivery of its 
technical cooperation to support them in implementing their national strategies for 
health for all as well as its efforts towards maintaining continuity combined with 
necessary change, in keeping with emerging health problems and economic and political 
developments. Efforts in the Region would continue to be directed towards meeting the 
needs for the health development of all people. Despite adverse economic situations, 
aggravated by the natural disasters, political disturbances and social instability 
affecting some countries, progress was continuing towards such development. WHO's 
collaborative programme continued to be formulated in a spirit of close and trusted 
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partnership with Member States. The South-East Asia Region 
world's population and about 42% of the total population of 
countries, but at the same time was without a leading donor 
technical, financial and manpower resources from outside to 
the attainment of health for all. 

Europe 

Dr ASVALL (Regional Director for Europe), introducing document EB85/12, said that 
1989 had been an extraordinary year for the European Region; after decades of a Europe 
characterized by well-entrenched, stable political systems and blocs, it had been a year 
when a political will for change had swept through the continent. New developments 
occurring in Eastern European countries had come as a direct result of extraordinary new 
political initiatives taken during the previous two or three years, which had made 
possible a fundamental rethinking in many aspects of societal development and had led to 
a new openness to fresh ideas, a new willingness for change, and, above all, a strong 
feeling among the 850 million people of the Region that Europe, although old in age, was 
still young in spirit and capable of creating new visions for the future. Those and 
other changes made it clear that politically the 1990s would be quite different from the 
1980s. It was too early to see the details of the Europe that would emerge but it would 
certainly be one where dogmas would yield to more realistic assessments, where 
decision-making powers would change both inside countries and among them, and where the 
old preoccupation with balance of power between military blocs would yield to a strongly 
shared concern for protecting the human environment and improving the quality of life of 
citizens. 

Nonetheless, one thing had not changed: Europe's health problems were the same as 
they had been in recent decades and would continue to be the same in the year 2000 
because no amount of scientific progress could change the fundamental problems of the 
health services or the fact that health problems in Europe were basically a product of 
societal development and current affluence. Policies in health must therefore squarely 
address those problems. No matter what political change took place in Europe, it would 
not alter health development needs or the basic thrusts of health policies. Such had 
been the opinion of the Member States at the European Regional Committee session in 
September 1989 when they had discussed what was to be the way forward in the 1990s； the 
Regional Committee had been clear that in 1991, when it came to the evaluation of the 
first six years of development in health-for-all policies, updating rather than major 
change would be called for in European policy and targets. 

Europe was entering a new phase of development in its health-for-all movement. 
Policies were already well known and it was now a matter of implementation at local 
level. That was not to say, however, that policy development among Member States had 
been completed; it had continued in 1989 and would go on in the future. Over the 
previous year, Spain had submitted its new national health role policy proposal to 
parliament; Turkey had finalized its first draft of a national health-for-all policy; 
Albania had incorporated health-for-all principles into its five-year development plan; 
Malta had decided to continue its development of a national health-for-all policy 
following on the principles already adopted in its five-year development plan; Israel 
had completed work on the first draft of its national health-for-all policy; Iceland had 
submitted its draft health-for-all policy to parliament; the Danish Government had based 
its policy statement on health, which had been submitted to parliament, on the European 
health-for-all strategy and had issued a publication on "Roads to health for all"； one 
Land in the Federal Republic of Germany had started the process of developing its own 
health-for-all policy, as had one Swiss canton; and in France, the government had 
presented a major analysis of the health situation in the country in relation to the 38 
European health-for-all targets. 

The most marked developments had, however, been at local level. The WHO Healthy 
Cities network now included thirty cities, with some 200 more being linked to it in 
secondary networks. National and language-based sub-networks were being encouraged to 
deal with the managerial aspects of the movement. Positive attitudes had thus been 
established with regard to the health-for-all idea. The Healthy City project in Vienna, 
for example, had led to major rethinking of health-for‘all ideas in Austria. There had 
also been considerable development in the programme for countrywide integrated 

- w h i c h contained 24% of the 
the least developed 
country - required more 
support its efforts towards 



SUMMARY RECORDS : SECOND MEETING 41 
noncommunicable disease intervention (CINDI), with 15 countries currently working with 
the Regional Office in a major long-term effort to change risk factors in noncommunicable 
disease development. 

A stronger interest among countries in cooperative programmes was emerging and the 
Regional Office had been reorganized to strengthen its capabilities in that respect, with 
a special Country Health Development unit being established to fill the function normally 
carried out by country representatives in other WHO regions. An interesting development 
in cooperation with Member countries had resulted from the request by Finland for a joint 
WHO/Finnish evaluating review of overall Finnish health development to determine the 
extent to which health policies and problems were truly in line with WHO's policies. A 
second country had already indicated that it would be interested in a similar exercise. 

The human environment was a subject of topical interest and was high on the list of 
priorities in the European Region. Technical aspects in that area had been developed 
over recent years, leading to the publication by the Regional Office of some 40 technical 
and other documents on almost all questions related to the environment, with strong 
emphasis on chemical safety. It had become increasingly clear, nonetheless, that the 
immediate problem was the lack of an overall policy on the activities of different 
sectors and levels of society. Some two-and-a-half years previously, the Regional Office 
had started work on such a policy, which had culminated in the First European Conference 
of Ministers of Health and Ministers of Environment, held in Frankfurt-am-Main, Federal 
Republic of Germany, in December 1989, the preparatory activities of which had been 
strongly supported by the Federal Republic, the United Kingdom, Italy and Austria. The 
Conference had concluded with the adoption of a European Charter on Environment and 
Health, which had also received strong support from the Commission of the European 
Communities. 

One important strategy of the Regional Office for Europe was to try to work directly 
with a large number of organizations in order to encourage them to take health-for-all 
initiatives. The work done with all the medical associations in Europe was going very 
well, and at the next meeting in Rome a proposal would be made to create a European forum 
consisting of all national medical associations and WHO to promote health-for-all ideas 
in the continent. There had been similar developments in the case of nurses, and the 
Regional Office had started to work with industry and business in the belief that 
workplaces were important not only from the standpoint of industrial medicine but also 
because they represented an area where individuals could be reached by health-prornotive 
messages on a direct person-to-person basis. The Regional Office also intended to start 
working with organized labour for the same purpose, as well as with teachers and similar 
groups, in an attempt to induce them to change their attitudes and to bring them together 
in interlocking networks, thus producing a re inforcement mechanism for making 
health-for-all ideas work in very practical terms at local level throughout Europe. 

A particularly interesting development had been the Regional Office's cooperation 
with the European Chapter of the International Diabetes Federation (IDF) under which, on 
the basis of a research project carried out over the past five years, an agreement had 
been reached to try to reduce the serious side-effects of diabetes to much lower levels. 
Based on the new principles that had been developed through studies carried out by the 
Regional Office and by IDF members, it was believed that, over the next five years, 
amputations due to diabetes could be cut back by 50% and blindness and renal failure by 
33%, and that infant mortality in diabetic populations could be brought down to the same 
level as in the general population. All that was quite feasible, and did not require 
very much sophisticated equipment； it was mostly a question of political will, 
organizational skill and the education of health personnel and patients. For the first 
time a nongovernmental organization was willing to join with WHO and to assume the social 
responsibility of going beyond its normal scientific interests to a real commitment to 
improve health for a large part of the population in Europe. The Regional Office would 
increasingly try to work out that kind of cooperative model with other similar 
professional organizations. 

At the thirty-ninth session of the Regional Committee, the question of public health 
management had been a major focus of debate because it was being realized that a serious 
problem existed in Europe. There was no doubt that over the past decades there had been 
a decrease in the infrastructure of public health management, as well as in the resources 
available for it. The Regional Committee had agreed that a new structure was needed to 
produce public health managers of a different kind, truly capable of managing health 



42 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
developments in the health-for-all mode. That meant that they had to be more broadly 
oriented, more catalytic, more epidemiology-minded and more politically sensitive than in 
the past. The Regional Office was enjoying the practical cooperation of the Association 
of Schools of Public Health in the European Region, in an effort to develop a Master's 
degree in public health based on that approach. The first draft had been discussed at a 
meeting held in December 1989. 

Naturally, the substantial cuts in resources that had had to be absorbed in the 
current biennium had created a number of problems, including some reductions in 
programmes and additional work and frustration for staff in all duty stations. Despite 
those difficulties, the staff had been able to deliver high quality programmes - a matter 
which the Board might wish to comment on at an appropriate time. 

At the end of 1988 the tragic events in Armenia had killed 30 000 persons and had 
made almost 500 000 persons homeless, while at the end of 1989 the recent Romanian 
uprising had claimed many thousands of lives. Both events had touched at the core of 
human compassion and solidarity and had led to an impressive outpouring of support from 
many countries, organizations and individuals. In Armenia, a long-term Regional Office 
programme to help the Republic to rehabilitate the destroyed area was ongoing. In 
Romania, WHO had had eight persons working to help the new Government to assess needs and 
to coordinate the aid that had come in. Lists of requirements had been compiled and 
plans had been drawn up to make good the long-standing mismanagement of the country's 
health care system. Sincere thanks were due to all the governments and organizations, 
including WHO headquarters, that had assisted the stricken populations and had helped the 
Regional Office to carry out its mission. The compassion and solidarity displayed at the 
end of the 1980s augured well for the human development of the European peoples in the 
1990s. 

Eastern Mediterranean 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), introducing document 
EB85/13, drew attention to the difficulties caused by the current very unsatisfactory 
political situation in the Eastern Mediterranean, which had affected WHO's activities 
there. Nevertheless, there was still hope. Over the past decade a number of wars had 
taken place, and some of them were continuing. Fortunately, the war between Iran and 
Iraq had come to an end, and it was hoped that there would be an end to the other wars. 
The group most at risk was the Arab population of Palestine. In the Regional Committee 
many speakers had expressed alarm at the deterioration of the health situation there, in 
view of the continued use of tear gas by the occupiers, even in enclosed spaces, the 
policy of breaking children's bones, the use of high-speed ammunition, and the pestering 
of ambulance drivers and harassment of the sick. On several occasions it had been stated 
in the Regional Committee that such well-known violations of human rights were being 
perpetrated deliberately and with complete impunity. Human rights had received a new 
impetus in Europe, Africa and Asia, but in the Eastern Mediterranean they were well below 
the desirable level. 

In 1989 communications had received a great deal of attention at the Regional 
Office. At a meeting of the Regional Consultative Committee held in September 1989, 
detailed consideration had been given to WHO's health and biomedical information strategy 
for the 1990s. More effective and accessible channels to reach wider audiences had also 
been explored. The importance of dialogue and communication had been further reflected 
at the thirty-sixth session of the Regional Committee. 

Life-style diseases had also received much attention. AIDS was closely related to 
them. The Regional Committee had decided to adopt a policy of enhancing public 
awareness, and had recommended that steps should be taken to help young people to marry 
early but to avoid early conception. Great attention had been given to disease 
prevention, including the Expanded Programme on Immunization (EPI). Much progress had 
been made in that respect. Five countries had raised their coverage from 25% to 35% to 
more than 50%. It was intended that coverage of the child population would be complete 
in 1990. In particular, it was hoped that poliomyelitis would be eradicated in the 
Region by the year 2000. The Regional Committee had also considered viral hepatitis В to 
be an important problem. In that respect, too, much progress had been made and measures 
had been taken to start implementing programmes. Three countries in the Region had 
already initiated vaccination programmes as part of EPI and others were about to follow 
suit. 
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As far as the expansion of the Regional Office was concerned, it now seemed possible 

to obtain a sufficiently large plot of land in Cairo. Details would be given to the 
Board when it came to discuss the matter. 

The European initiative to establish a network of Healthy Cities was being followed 
closely in the Eastern Mediterranean Region, where it was hoped that the same idea would 
also be applied. 

The Regional Committee had asked him to convey to the Executive Board a request that 
civil aviation circles should be approached with a view to ensuring that when the "no 
smoking" sign was turned off, a steward should draw attention to the fact that smoking 
was bad for health and ask passengers who smoked either to refrain from smoking or to 
smoke as little as possible. That would help to prevent many cases of lung cancer. 

The CHAIRMAN invited members of the Board to comment on the reports and on the 
introductory statements made by the Regional Directors. 

Dr RODRIGUES CABRAL expressed appreciation of the reports of all the Regional 
Directors, but said he would address his remarks mainly to the report of the Regional 
Director for Africa. Although that report was commendably comprehensive, it did not 
contain full information on some of the discussions and resolutions of the Regional 
Committee. 

With regard to the Safe Motherhood initiative referred to in paragraphs 93 and 94 of 
the report, it would be interesting to hear what kind of action the Regional Office had 
undertaken to generate additional funds for the initiative, which must be regarded as one 
of the main items for any kind of package for priority intervention in health in 
sub-Saharan Africa. Additional funds would certainly be required, since the initiative 
would involve not only extension of coverage by basic services, but also the use of 
referral hospitals for high-risk obstetric cases. The Regional Director might report 
briefly on the objectives and strategy of the plan approved by the Regional Committee for 
the implementation of that very important initiative. 

The passage on the Expanded Programme on Immunization (EPI) in paragraphs 98 to 104 
of the report referred to poliomyelitis and neonatal tetanus as the two target diseases 
of EPI for packages of priority interventions； but an EPI target disease which caused 
him greater concern was measles, with regard to which a concensus resolution had been 
reached two or three years previously in Africa on the need to reach a high level of 
vaccination coverage in urban areas. It would be interesting to learn about the extent 
to which the Regional Committee and the Regional Office had achieved and sustained 
coverage in urban areas, and to know whether there was already any epidemiological 
information to show that the transmission pattern was changing and that progress was 
being made not only with regard to measles transmission but also to the disease's impact 
on the infant mortality rate in Africa. 

Where leprosy was concerned, he welcomed the efforts to promote multidrug therapy in 
sub-Saharan Africa and all the initiatives that the Regional Office had taken, 
particularly its efforts to mobilize the involvement of a number of nongovernmental 
organizations cooperating directly with countries. The launching and development of 
multidrug therapy programmes would greatly help to enhance the prestige of health 
services in Africa, by showing that the dreaded disease could actually be treated. 

With regard to malaria, it was particularly encouraging to note that a start had 
been made with the training of personnel at the intermediate level, since such staff had 
previously been trained abroad, and early efforts in that direction had been aimed at 
unduly specialized high-level personnel, whereas the real need, for vector control at 
least, was for a large number of intermediate-level technicians. 

His final comments on the report would be general in character. It was essential 
for the staff of the Regional Office to make an extra effort for the benefit of Africans, 
in view of the way in which the deterioration of the social, political and economic 
situation in sub-Saharan Africa over the past decade was affecting the operation of 
health services. Evidence from WHO reports and from those of other organizations, such 
as the World Bank, showed that the structural determinants of disease distribution, of 
service efficiency and of access to and consumption of services were changing very 
quickly in sub-Saharan Africa because of those profound crises； very large high-risk 
groups were thus being formed which were now defined socially and economically, rather 
than biologically and demographically as before. Evidence was also emerging of the 
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impact of economic adjustment programmes on health status and on the operation of health 
services； that situation, accompanied by a very sudden, uncontrolled phenomenon of rapid 
urbanization in sub-Sabaran Africa, was giving rise to changing disease profiles and 
patterns of consumption of services, and to a geometrical progression in the costs of 
health services because of the increasing misuse of health referral systems. The health 
status of several million displaced persons in sub-Sabaran Africa had very specific 
aspects, which called for very specific alternatives in the delivery of health services. 

In view of those outward manifestations of a profound structural crisis affecting 
the subregion, some radical approaches must be found to review the health-for-all 
strategies, beginning with the countries themselves, but also ensuring that the Regional 
Office, as a critical mass of highly skilled technicians, would play a role in guiding 
the movement towards what was becoming an extremely urgent revision. Three types of 
problem were involved: the sudden change in the disease profiles, which differed among 
various population groups； the need for a review of the health-for-all strategy, which 
would result in the development of packages of highly efficient interventions that would 
eventually reverse the trend towards deterioration of the health status while in the 
short term enabling the long-term strategy to continue； and the need to prevent the 
phenomenon of uncontrolled urbanization from leading to a situation in which growing 
misuse of the services of referral hospitals would increase the burden of those 
institutions on the budget, and so leave almost nothing for primary health care and 
services for the rural population. Those were the kinds of concern that were not 
reflected in the report, although they seemed to warrant very high priority. 

The plans for the forthcoming three to five years set out in the report would be 
acceptable if they were to be applied to stable societies and economies, but that was 
certainly not the case of sub-Sabaran Africa. Studies were thus not only necessary but 
urgent, and had indeed been undertaken by certain organizations. For instance, in the 
United Nations system, the World Bank had conducted a series of meetings in 1988, some of 
them involving ministers of health, in order to prepare a health policy paper; and in 
February 1990 a large interagency meeting was to be held in Brazzaville, with a 
three-to-five year health programme for Africa as a main item of its agenda. It would be 
interesting to know whether the African Regional Office was aware of the need for that 
kind of study, whether it conducted exchanges of information with other agencies, and 
whether any such initiatives were to be brought before the Regional Committee at a 
forthcoming session. 

Professor KALLINGS congratulated all the Regional Directors on the excellent 
presentation of their reports, which were not only most impressive but also deeply moving 
with respect to the human tragedies that had emerged and were still continuing in several 
regions. He would confine his general comments to a few aspects of the many interesting 
developments that had been mentioned. 

His first point related to women, health and development. Women in developing 
countries were facing increasing pressures to meet demands, for instance, in agriculture, 
water provision, balancing the household economy, adaptation to urban life and so forth. 
The success of some of the activities described in the reports, such as those dealing 
with nutrition, health education, water supply, sanitation and safe motherhood, depended 
on how women could be supported in their role of lead managers. While he was sure that 
activities that strengthened the participation of women were included in the various 
programmes, he would be grateful if the Regional Director for Africa would highlight some 
points of priority in relation to the advancement of women as a part of the health 
development processes. In that connection, there seemed to be a continuing scarcity of 
fellowships for women. 

The second point concerned the widening gap between the health and the economies of 
OECD countries and the developing countries. There was also a widening gap between 
richer and poorer population groups within the OECD countries, particularly in Europe. 
During the 1980s a clear correlation had been established between health and 
life-styles: the fortunate members of society, who had the privilege of higher education 
and high incomes, enjoyed a better health standard than those who earned low incomes, 
lacked formal education, worked in laborious and monotonous environments and had less 
favourable housing conditions. That was why any health policy, to be effective, must be 
part of an overall policy for improving living standards for all 
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groups of society, and why any health policy must include health promotion and prevention 
that reached out to the most vulnerable groups - for instance, through information on the 
close links between drug and alcohol abuse, tobacco consumption and ill-health. 

His final point illustrated the dynamics of the health-for-all concept in Europe. 
In paragraph 9 of the report on that Region, there was a statement concerning the shift 
of emphasis from high-technology hospital care to primary health care. Now that that 
shift had entered a later phase, matters had become more complicated, for more people 
were requesting high-technology hospital care because of increased equity in the 
distribution of economic resources, earlier diagnoses and increased lifespans, and to 
some extent the availability of new technologies. The possibility of an active life at 
very high ages was another factor, for there were now large population groups which 
wished to be able to continue to see, to move around and to be relieved of chronic and 
disabling pains. Accordingly, in Sweden and in many other industrial countries, there 
was an outspoken and intense public debate, with calls for hospital resources to cope 
with the needs of all the people for orthopaedic surgery for total hip replacement, 
ophthalmic operations for cataracts, by-pass heart surgery when appropriate, cancer 
operations and so forth. He did not believe that high technology should be regarded as 
an opposite to primary health care, but rather as an important tool which was needed in 
comprehensive health policy. That statement was by no means intended to minimize the 
importance of primary health care, which constituted the very basis of a health policy, 
but merely served to emphasize the importance of continuing to strengthen primary health 
care. He was only taking that opportunity to stress the complexity of the problem - the 
well-known and accelerating dilemma emerging from increased economic equity in some 
countries, the beneficent effects of primary health care and the introduction of new 
medical technologies. The dilemma was in principle inherent in the health-for-all 
concept, but expressed itself quite differently in the many countries confronted with 
scarce and even diminishing resources for the health sector and with a critical 
socioeconomic situation. The dilemma should therefore be encompassed in a wider policy, 
taking into account the problems just raised by Dr Cabrai. He had been reluctant to 
bring up the subject in case he was misunderstood, but did not believe that the Board 
should disregard the significance of the dilemma for the long-term credibility of the 
health-for-all concept. The proper balance had to be found in order to take advantage of 
the beneficial possibilities offered by new and appropriate technologies. 

Dr OWEIS congratulated the Regional Directors on the excellent presentation of their 
reports, which gave a very clear idea of important developments at the Regional Committee 
level. His special thanks were due to the Regional Director for the Eastern 
Mediterranean, who had referred to the sufferings of the populations of the occupied Arab 
territories and had stressed the moral suffering of Palestinians who were compelled to 
emigrate from their homes by various means and were replaced by foreigners and 
newcomers. The time would come when the neighbouring Arab countries would no longer be 
able to absorb those persons displaced by the occupation authorities, which would no 
doubt wish to expand those territories at the expense of neighbouring administrations and 
countries. The suffering of those populations, together with a series of other factors 
resulting from the occupation, created a catastrophic situation with regard to health, 
and the problem was one with which WHO must be very concerned. 

Professor BORGOÑO congratulated the Regional Director for the Americas on the 
excellent introduction of his report, in connection with which he wished to raise three 
points. First, although it was true that there had been a serious deterioration in the 
economies of the countries of Latin America and the Caribbean, with the exception of 
Colombia and Chile, progress in health had nevertheless been made in most of the 
countries； while progress would, of course, have been quicker if the deterioration had 
not occurred, the situation showed that there was not, as might be supposed, a direct 
relationship between economic factors and health, and it would be interesting to analyse 
that phenomenon further. Secondly, the extraordinary progress made over the past five 
years in eradicating wild poliovirus infection showed that, when there was a political 
will on the part of all the countries concerned and when the efforts of the bodies 
involved were coordinated with those of the Regional Office, noteworthy results could be 
obtained. Thirdly, the nature of the health problems in the Americas had been changing 
for some time, with the continued increase in chronic diseases owing to the aging of the 
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population, life-styles and so forth, so that increasing emphasis was being placed on the 
problems of the elderly. There was also a need to consolidate the progress made with 
regard to maternal and child health. 

The other Regional Directors were also to be congratulated on their presentations. 
It had been interesting to hear of the progress made with vaccination against hepatitis В 
in regions which had major problems in that respect; there was clearly a need for an 
exchange of information on that subject at the interregional level. The Regional 
Director for Europe had rightly stressed the growing importance of the role of 
nongovernmental organizations in health; the resources that they provided should be used 
in a rational and integrated way for achieving the goal of health for all by the year 
2 0 0 0 . “ 

Lastly, a number of Regional Directors had mentioned the urgent need to improve the 
training of health workers in the management of programmes, budgets and all other aspects 
of health care. Many of the shortcomings of programmes were due not to a failure to 
apply the available technical knowledge properly, but to an inability to use the 
available resources to implement the programmes. Managerial skills would become 
increasingly important as the integration of services proceeded, the multisectoral 
approach to health problems was applied and the need was recognized that all the 
resources of a community must be used to achieve a really satisfactory cost/benefit 
ratio. 

Mr AL-SAKKAF expressed his appreciation of the Regional Directors' introductions to 
their reports； they reflected the noteworthy progress made in many priority health areas 
and took account of the various tragic events affecting the health of populations -
particularly the heinous crimes which were being perpetrated against the Arab population 
of the occupied Arab territories, including Palestine, which constituted an obstacle to 
the attainment of the objectives of health for all by the year 2000. Those objectives 
required Member States to make well coordinated international efforts to pool the 
available capabilities and resources, which varied greatly from one region to another, 
and there might be room for more intensive cooperation between regions with a view to 
making the best possible use of expertise and experience and consolidating certain health 
sectors in which shortcomings had been observed. 

He endorsed the suggestion made by the Regional Director for the Eastern 
Mediterranean that ICAO should be approached with a view to discouraging smoking on board 
aircraft, since smoking was unanimously regarded as the cause of many illnesses. 

Sir Donald ACHESON commended the Regional Directors for their reports, but felt that 
they had not given sufficient emphasis to the question of unsustainable population 
growth, which had health implications that were bound to affect all regions by the middle 
of the twenty-first century and would be among the most serious problems confronting WHO 
in future decades. 

He associated himself with two points made by Professor Kallings, namely, the 
importance of women in disseminating health information, and the fact that treatment and 
prevention were by no means contradictory. 

The comments made by the Regional Director for Europe concerning the 
Frankfurt-am-Main conference on the environment and health were particularly significant, 
especially in view of the keen interest expressed by its participants. In fact, the 
global impact of unsustainable population growth was the only major issue that had not 
been discussed at the conference. 

Turning to the situation in the African Region, he welcomed the interest shown in 
epidemiology and expressed satisfaction at the reform of medical education along the 
lines of the Edinburgh Declaration. Could the Regional Director for Africa give an 
assessment both of the AIDS situation in the light of the medium-term plan for AIDS 
control, and of the situation regarding tuberculosis in the Region? 

Dr SADRIZADEH commended the Regional Director for the Eastern Mediterranean for his 
efforts to promote the basic minimum needs approach and the development of health-for-all 
leadership. Universities could play an important part in furthering health for all 
through the promotion of community-based medical education in some countries of the 
Region. He agreed with the Regional Director about the importance of the coordinating 
role of the Joint Government/WHO Programme Review Missions in the development and 
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monitoring of collaborative programmes, but believed that the time had come to undertake 
an evaluation of such programmes as a whole. 

In view of the high incidence of hepatitis В among children under 5 years of age, 
the Regional Office should not only continue its efforts to develop national programmes 
for the prevention and control of that disease, but also provide technical and financial 
assistance to the countries concerned in including the hepatitis В vaccine in their EPI 
schedules. 

Mr HOSSAIN was gratified to note that the Regional Office for South-East Asia 
continued to be very active in the promotion of technical assistance, and hoped that its 
efforts could be strengthened and diversified. Many countries of the Region had 
experienced serious natural disasters which, compounded by their economic and 
environmental problems, exacerbated the weakness of their existing health 
infrastructure. In the circumstances, it was heartening that the Regional Office was 
endeavouring to enhance its disaster preparedness capability. He hoped that that trend 
would continue. 

Professor SANTOS observed that the reports of the Regional Directors clearly 
illustrated the extent of the Organization's contribution to the alleviation of health 
problems worldwide through the application of its vital concepts of health for all and 
primary health care. In the provision of health coverage on a very large scale, complex 
technology was eventually simplified and made widely accessible, as was shown by the 
great success of oral rehydration and the Expanded Programme on Immunization, 
representing the ultimate outcome of highly sophisticated and elaborate laboratory 
research. 

He agreed with Sir Donald Acheson that insufficient attention was being given to the 
regulation of fertility. That most probably indicated a need for further research aimed 
at ensuring that those concerned had a better understanding of how to regulate fertility. 

He regretted that no mention had been made of the health district approach, another 
WHO concept that could be very useful in improving health indicators worldwide. Greater 
emphasis should be given to that approach. 

Significantly, the progress made in primary health care and health for all had been 
achieved in spite of very adverse economic conditions in many parts of the world, as 
vividly reflected in the report by the Regional Director for the Americas. It was 
therefore highly appropriate that the first of the five priority areas mentioned by the 
Director-General in his introductory statement had been the relationship between the 
world economy and health development, an issue on which research should be conducted in 
order to find simple and effective solutions, as had been done in other fields. 
Similarly, the importance of the other priority areas mentioned by the Director-General, 
namely, the relationship between the environment and health, nutrition, the new 
integrated approach to disease control, and the generation and use of information, had 
been borne out by the presentations of the Regional Directors. 

Professor RANSОМЕ-KUTI noted that the comments of the Regional Directors had all 
converged on the development of health services and special programmes. A crucial aspect 
of the development of health systems was management evaluation, as had been implied by 
Professor Borgoño. Indeed many developing countries were laying down the foundations of 
easily accessible health care systems, whose proper functioning would be entirely 
dependent on sound management. WHO must therefore help those countries in setting up 
such systems, with special emphasis on the practical aspects of day-to-day management. 

Programmes such as the Expanded Programme on Immunization or the programme for 
diarrhoeal diseases control were easy to launch but their actual integration into primary 
health care systems was more difficult, especially where such systems were virtually 
nonexistent. He was therefore gratified that almost all the Regional Directors had 
mentioned that particular aspect of health care and hoped that they would continue their 
efforts in that area in the years to come. 

The Expanded Programme on Immunization had been so successful in saving the lives of 
children that the food supplies and educational facilities of certain countries had 
failed to keep pace with their growing child population. As had been pointed out by 
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Sir Donald Acheson, population activities were becoming a major priority in the 
developing countries, and nutrition programmes must be expanded as rapidly as possible in 
response to the success of WHO programmes. 

Many developing countries were endeavouring to work out new ways of financing their 
health activities, such as health insurance and cost recovery, but such mechanisms were 
new to those countries, which required the assistance of the developed countries in 
operating them. In that connection, the Bamako Initiative was very important as far as 
the financing of health activities at the village level was concerned, and he would be 
glad if the Regional Director for Africa could provide further information on that 
programme. 

He inquired about WHO's interest in the interagency programme for education for all, 
which was to be implemented within the next biennium. That programme would fit in very 
well with the Organization's health-for-all approach, as lack of education was 
responsible for many health problems. Did the Organization plan to include such a 
programme component in its own programmes in the years ahead? 

He welcomed the comments made on medical education programmes. However, many 
African countries lacked the resources necessary to carry out such programmes. WHO 
should therefore assist African universities in restructuring their curricula to meet the 
health needs of the population. Was the Organization doing anything to that end? 

In Nigeria blood transfusion was becoming a major factor in the spread of HIV. WHO 
should therefore give special attention to the relevant programme. 

Little information had been given on programmes to combat the many endemic diseases 
that were still widespread in African countries, although WHO'S support for national 
efforts in that field was highly appreciated. 

Lastly, since primary health care could succeed only if it was supported by 
secondary health care, the time had come to lay the foundations of secondary health care, 
and the Organization should step up its efforts to promote the use of the simple hospital 
technology it had developed to that end. 

Dr САВА-MARTIN congratulated Dr Asvall on his excellent and objective report on the 
key events in the European Region and on activities under the regional programme reviewed 
by the thirty-ninth session of the Regional Committee for Europe. The report did not, 
however, mention an interesting activity undertaken in the context of the Action Plan on 
Tobacco. That concerned an agreement between the Regional Office for Europe, the Spanish 
authorities and the International Olympic Committee whereby the Olympic Games to be held 
in Barcelona in 1992 would be tobacco-free ; that would serve as a springboard for 
relaunching the Action Plan on Tobacco, in the context of the Healthy Cities project arid 
of the strategy for promoting healthy life-styles. 

He also thanked Dr Macedo for his realistic report on the Region of the Americas and 
expressed concern at the great difficulties to be faced in meeting the basic needs of the 
population of large areas of that Region. He suggested that the Board should support the 
activities in Latin America and the Caribbean, where many countries were not yet able to 
satisfy basic health requirements and had been unable to establish effective primary 
health care. Although there had been some positive political changes in the Region, 
countries were facing economic crisis and poverty. Two matters deserved special mention, 
namely the fight by the Colombian people and Government against drug trafficking, which 
would be successful only if Europe and America adopted the appropriate measures to reduce 
demand, and the recent deplorable events in Panama, which he had hoped were a thing of 
the past. His country had been involved in the Plan for Priority Health Needs in Central 
America and Panama and in various other activities； there was a need to strengthen such 
cooperation with the countries of the Region if the health situation of the people in 
greatest need was to be improved and to establish new relationships with agencies and 
programmes concerned with development. 

Dr ESPINOSA FACIO LINCE congratulated the Director-General on his statement and all 
the Regional Directors on their reports, in particular the Regional Director for the 
Americas. The health services in his country faced several problems, including financing 
and management difficulties, lack of epidemiological research, the tendency to rely on 
curative rather than preventive care, and difficulties in decentralization and in 
community participation. There had, however, been an improvement in health status 
following the reform of the health system. With respect to the financing problem, the 
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State had decided to increase the percentage of the budget allocated to health, and to 
acquire a monopoly of lotteries and use the proceeds to finance the health sector. 
Although his country had experienced an increase in GDP and in per capita income, those 
increases were not uniformly distributed throughout the population. In fact, the gap 
between rich and poor had increased while the conditions imposed in connection with the 
servicing of the external debt could only be described as inhuman. As a result, less 
money was available for health and it was the underprivileged who suffered most. The 
problem of health service coverage was acute: some 25-30% of the population had no 
health services at all, except for traditional medicine. The conditions in his country 
provided an excellent illustration of what the Director-General and the Regional Director 
for the Americas had said, namely that there was a direct relationship between economic 
problems and human well-being. 

Dr NTABA commended all the Regional Directors for their comprehensive reports. It 
was encouraging to all in WHO to note that, despite the immensity of the problems of 
health and development, and the formidable economic obstacles, significant progress had 
been made. The energetic guidance and perseverance of the Regional Directors in the 
day-to-day management of regional affairs was also to be commended. Perhaps reports 
intended to highlight significant developments were bound to stress major successes, 
rather than paying attention to the failures or weaknesses that must inevitably exist. 
While not wishing to belittle the achievements of the health-for-all movement, he thought 
that it would be equally useful to WHO if reports were also to highlight the main 
shortcomings. Some of them had indeed been noted by earlier speakers : the lack of any 
reference to sustainable population growth, and the question of health financing. Those 
issues were of critical importance, especially to developing countries. It was easy to 
see that they had not been mentioned because not much progress had been made in many 
countries, but lack of significant development in such important areas was in itself 
significant. Such problems should be brought to the attention of WHO at all levels, so 
that initiatives would be taken by WHO and other concerned organizations. Many comments 
had already been made about the African Region, and the critical situation of that Region 
was well known. In particular, there were problems of resource constraints and the 
widening resource gap, despite all the assistance from various donors. In the face of 
formidable resource constraints, it was important to use the available resources 
appropriately. In the case of human resources, however, where constraints were less 
significant, special attention had to be paid to development. The efforts made by the 
Regional Director for Africa in the appropriate development of human resources along the 
lines of the Edinburgh Declaration were gratifying. That Declaration, as the Regional 
Director had rightly pointed out, was the equivalent, for medical education, of the 
Alma-Ata Declaration. Comments had been made earlier on the managerial styles needed to 
implement primary health care programmes appropriately. There was a need to develop 
primary health care managers who had the skills and knowledge required to integrate the 
various primary health care programmes. It would be interesting to have a further 
clarification of paragraphs 61-69 of the report by the Regional Director for Africa. In 
particular, it would be useful to know how WHO and the donor community could assist in 
the development of human resources for health - a particularly worthwhile initiative. 
Resources were limited and unless human resources were developed to use those limited 
resources, the Region would fall further and further behind. 

Mr SRINIVASAN commended the reports of the Regional Directors and welcomed the 
statement by the Director-General, with its five areas to be given special attention. 
While there had been some successes, a large number of difficulties remained. 

With regard to environment and health, it was important to look, not only at the 
larger factors such as the greenhouse effect and ecological aspects, but also at the 
substantial amount of work still to be done after the decade of efforts devoted to 
improving sanitation and drinking-water supply. WHO should continue to promote health 
concerns in relation to water supply and sanitation. In his experience, the engineering 
and investment aspects of water supply and sanitation were alone considered to be 
important, while the relationship between drinking-water, sanitation and health was not 
clearly brought into focus. It was up to WHO to make that relationship clear. Efforts 
by WHO to establish health indicators for acceptable quality levels of water and 
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sanitation would be a significant step forward. A consultation to be held in his own 
country in the following year, in which various United Nations organizations would 
participate, would offer an opportunity to restate that concern. 

The adverse international economic situation put pressures on national budgets, 
which, in turn, put pressures on social development sectors and ultimately on health 
sectors. Health and education often suffered together. WHO should seek opportunities 
for joint advocacy for greater resources to be allocated to both the health and education 
sectors. It could be left to the Secretariat to consider the modalities for such an 
approach, bearing in mind any initiatives that had already been taken. One aim in 
achieving health for all had been that 5% of GNP should be devoted to health. That 
target was far from being reached. Attention should therefore be focused on the 
cost-effectiveness of existing resources. Often, national authorities did not understand 
how expensive it was to run a good quality primary health care system. Both recurrent 
costs and "quality-related" costs were constantly underestimated. Some progress had been 
made towards health for all, but the record was relatively undistinguished. In many 
cases, the effectiveness of the primary health care system had been impaired because of 
lack of resources at the first level of referral. In advocating primary health care, WHO 
should make common cause with at least the first referral level. Rivalry between levels 
of care could lead to wastage. The question should be taken up at regional level. Not 
enough attention had been paid to community self-help, in terms either of cost recovery 
or of the ability to sustain life-styles and food habits which could promote health. The 
most honourable exception to that lack of attention was, of course, breast-feeding. In 
continents such as Africa and Asia, there would surely be a large number of local health 
traditions and practices, based on an admirable understanding of ecological balances, to 
be discovered and more diligently promoted. Community self-help had always played an 
important part in maintaining health, but health was increasingly becoming a public 
responsibility. WHO should promote the sustaining of local health traditions, which 
should be included under a more neutral heading than that of "traditional medicine". 

In connection with the comment that women should be at the centre of the development 
process in most developing countries, he believed that WHO had a role to play, in 
particular, in seeking some degree of social control by women in the allocation of 
resources for drinking-water, wastewater disposal and fuel. Women‘s lives and health 
were enormously affected by those facilities and, considering the serious deterioration 
in water supply and wastewater disposal in the greater part of the developing world, WHO, 
together with other organizations, should take action at once. 

With regard to the disease control programmes, he believed there was a need to 
restate the fact that malaria was a formidable scourge in terms of its pervasiveness and 
its effects on productivity. Malaria was a serious cross-national problem, and resources 
should continue to be devoted to vector control operations, entomological studies, and so 
forth. From his own experience, he considered that it would be very helpful to national 
authorities if WHO could provide clear guidance on strategies for combating the disease, 
in particular in terms of insecticides and drugs. Focal epidemics of cerebrospinal 
meningitis had occurred in central India, and he believed that research on that disease 
should continue, with additional funding if necessary. The first phase of the Expanded 
Programme on Immunization could be said to have been reasonably successful, given the 
large number of links in the chain, from vaccine production to delivery. A note of 
caution was, however, necessary. The sustainability of the programme - essentially a 
commitment to the infant - would be enormously demanding of resources. Worthwhile as the 
programme was, it implied a commitment to provide continuing resources. 

The meeting rose at 12h40. 
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1. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING 
REGIONAL COMMITTEE MATTERS : Item 10 of the Agenda (Documents EB85/8, EB85/9, 
EB85/10, EB85/11, EB85/12 and EB85/13) (continued) 

Dr TALL, commending the presentations and comments made during the debate, said that 
important and unforeseen political or natural events, occurring in all regions, had had 
adverse consequences for the health and welfare of populations and individuals. In the 
developing countries, they had added to the difficulties already existing as a result of 
the economic crisis. The Regional Directors' reports indicated that, despite those 
problems, WHO had been able to undertake various actions with success. 

He welcomed the progress made in the African Region, in particular as regards 
overall programme management and the disease control and health promotion programmes. 
However, there was still much to be done, particularly in respect of certain diseases. 
It appeared that resistance to the drugs used in the treatment of malaria was increasing, 
and WHO should therefore make greater efforts and devote more resources to that 
programme. 

He was pleased to note that collaboration between countries, intergovernmental and 
nongovernmental organizations and United Nations agencies was becoming better coordinated 
and more efficient, as for example with the Bamako Initiative； political will was now 
being translated into actions for the benefit of the most vulnerable sectors of the 
population, in particular women and children. The programmes were of great importance 
for the future of the continent and had already led to unprecedented social 
mobilization. Efforts would be needed to develop programmes of education, information 
and communication for health in order to reinforce the progress made in disease 
prevention. 

The Regional Office had started training in epidemiology at the district level - an 
important development which should be encouraged and strengthened. Training of 
intermediate and peripheral staff was also important, since the success of health for all 
depended on their activities. 

A new threat was the deterioration of the environment as a result of the export of 
toxic wastes to certain countries. WHO should act vigorously to enable the countries 
affected to combat such activities. 

Professor MEDINA SANDINO commended the Regional Directors on their reports, in 
particular the report of the Regional Director for the Americas, which had nevertheless 
passed over certain matters that needed to be mentioned. 

To begin with, a new decade had started which, it was hoped, would be one of peace 
in the world and in particular in her own country and Region. Peace was fundamental for 
the creation of the right conditions for the economic development that would enable the 
people to obtain the social benefits to which they aspired. 

It was important to be fully aware of the prevailing social, political and economic 
conditions in which WHO and the health sector had to operate, in order to pinpoint 
problems and to work out priorities, policies, strategies and specific programmes. It 
was also important to decide what should be achieved and what could be achieved in the 
given conditions with the resources available. Resources were limited, so that better 
organization and management were necessary, as well as greater cooperation between 
countries. Those matters required careful consideration in each WHO region. 

In his introductory statement to the Board, the Director-General had indicated five 
areas to which WHO would be giving added emphasis in the implementation of the general 
programme of work. She welcomed those guidelines which, she believed, could be expanded 
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in each region through the creative initiative of all Members, taking account of the 
specific situation in the various countries. They could then be translated into 
practical activities. 

Given the prevailing health conditions and inequalities only ten years before the 
year 2000 when the target of health for all was to be attained, it was more important 
than ever to define more precisely the goals to be achieved in order to have a major and 
lasting impact on health conditions by the end of the decade. She endorsed the hope 
frequently expressed in her Region that, throughout the decade, health would always be a 
source of peace. 

Dr BERTOLASO joined other speakers in commending the Regional Directors on their 
comprehensive presentations. 

He noted with satisfaction that in five regions special attention had been given to 
the need to deal in new ways with natural and man-made disasters. While there was still 
much to be done to improve coordination between the agencies involved and the donor 
community, the new approach seemed to be right. He commended the Regional Director for 
Africa on the substantial achievement of establishing the WHO Regional Centre for 
Emergency Preparedness and Response based in Addis Ababa. Other regions could benefit 
from the experience gained in that respect. He wondered whether any action in that field 
was planned for the Western Pacific Region. 

Italy was extensively involved in assuring health care delivery to populations in 
the occupied Arab territories through various arrangements for international 
cooperation. He would therefore be interested to learn more about the action taken by 
the Regional Office for the Eastern Mediterranean, perhaps in collaboration with 
headquarters, to assist the people in those territories. 

He commended the Director-General for his keen interest in the health situation in 
Africa, as indicated in paragraph 35 of the report of the Regional Director for Africa. 
His commitment and participation, in addition to the daily efforts of the health 
authorities and communities concerned, raised new hopes for improvement. 

Among the other activities mentioned, nutrition deserved greater attention and the 
call for an International Decade on Food and Nutrition in the African Region was an 
important step. Did the Regional Director for Africa agree with the warning given by FAO 
of the risk of a new and even greater famine in Ethiopia? 

Improvements in the existing essential drugs policy were also important. He noted 
that discussions were being held with UNICEF to formulate strategies for the Bamako 
Initiative and that, as indicated in paragraph 47 of the report of the Regional Director 
for Africa, that question had also been raised at the three subregional meetings. He 
would welcome further information on the practical activities undertaken at country 
level. 

With regard to the AIDS control programme in Africa, what type of follow-up activity 
was planned by the Director-General and the Regional Director in response to resolution 
AFR/RC39/R7, mentioned in paragraph 29 of the report? 

Dr DAGA, speaking as one of the new members of the Board, expressed his gratitude to 
the Secretariat for the regular information he had received on activities at WHO 
headquarters, which had enabled action to be taken on a number of issues in his country. 

Turning to the report by the Regional Director for Africa, he stressed the serious 
situation regarding malaria in all countries where it was endemic； that was an issue 
that should be discussed in detail at Board level in order to give it due attention. 

The extensive discussions on AIDS, lasting some 24 hours, at the thirty-ninth 
session of the Regional Committee for Africa, held in Niamey, clearly reflected the great 
concern about the disease in the countries of the Region. After the Regional Director 
and his team had left Niger, the Ministry had continued those discussions through the 
media, bringing them to the attention of the population. The programme for the control 
of tuberculosis was a long-standing programme which was encountering financial 
difficulties, yet it appeared that there was a connection between tuberculosis and AIDS, 
which required further study. Perhaps the problem could be tackled through the AIDS 
programme as a way of giving renewed impetus to tuberculosis control. 

He commended the Regional Director on the subregional meetings on technical 
cooperation among developing countries which, since 1980, had enabled countries to get to 
know one another and their health professionals to share their experience - although it 
was not always easy to apply what was learned in that way. 
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Dr REILLY said that he had noted the previous speaker's comments on tuberculosis and 

AIDS with interest, as in Papua New Guinea AIDS cases often presented with tuberculosis. 
He commended the Regional Directors on their reports, which reflected the hard work 

they had undertaken. 
He agreed with previous speakers that malaria was an important problem which should 

be discussed in greater detail by the Board at some stage. There was a need to look at 
complementary methods of control as a way of improving the current situation. 

Two speakers had drawn attention to the problems that would arise in the next 
century from the population explosion, and he agreed that greater emphasis should be 
given to that area. 

Alma-Ata had brought primary health care programmes to WHO. However, as had been 
found in Papua New Guinea, it was difficult to sustain self-perpetuating, long-term, 
primary health care programmes. A number of approaches had been examined, including the 
quality of life index and the basic minimum needs concept, as developed in one South-East 
Asian country. He understood that a number of countries in the Eastern Mediterranean 
Region had also been involved in the basic minimum needs approach to community 
development. Perhaps the Regional Director for South-East Asia could give further 
information on that programme, in particular regarding the successes achieved. 

The Director-General had indicated that the environment was an area he hoped to 
emphasize. The environment was being degraded because of economic problems, which in 
turn were related to external debt and to social welfare. WHO should play a leading role 
in resolving the conflict between rich and poor countries, which was of critical 
importance for the future of all peoples. 

Dr SHIMAO joined previous speakers in commending the Regional Directors' reports. 
Although there was still much to be done, the Western Pacific Region was proud of 

its steady progress towards the target of health for all under the excellent leadership 
of its new Regional Director. Hepatitis В control was a good example of success in the 
Region. Technology in hepatitis vaccine production had been successfully transferred 
from one country to another through WHO. Furthermore, through WHO, blood had been 
collected in countries without vaccine production facilities and used to produce vaccine 
in countries with those facilities, and the vaccine had then been returned to the country 
of origin for use. The need to exchange experience had been pointed out - the Western 
Pacific Region would be glad to exchange its experience regarding hepatitis В control 
with other regions. 

Encouraged by the fruitful results of a meeting of WHO collaborating centres held in 
China, a similar meeting had been held recently in Japan. Such meetings enabled 
scientists working in WHO collaborating centres to understand better the role and 
activities of WHO in general. 

Japan would continue to support WHO in its efforts in the Western Pacific Region, in 
particular in hepatitis В control, poliomyelitis eradication and support for the Fiji 
School of Medicine. 

Dr LIEBESWAR said that the reports given by the Regional Directors had again 
emphasized the value of the general structure of WHO, with the delicate balance of 
responsibilities between headquarters and the Regional Offices. The Regional Directors 
were to be commended for highlighting the most interesting and urgent problems of their 
regions. 

As the Regional Director for Europe had indicated, in Europe, as in other regions, 
some areas were very densely populated and an ever-increasing percentage of the 
population lived in cities. Sometimes the original boundaries of cities could no longer 
be drawn, as cities merged to form large conurbations, which posed new problems in regard 
to services such as water supply and sanitation. Better management could have a crucial 
impact on the quality of life of the residents. For example, improvements in public 
transport would reduce the harmful daily stress of commuting, and isolation could be 
overcome by providing better opportunities for social contact, together with new types of 
recreational facilities, often in artificial environments. The Healthy Cities project 
had proved successful in that context, and he welcomed the decision to extend the project 
beyond 1992. At the national level, the cities participating in the project had 
successfully passed on their experiences to other cities. The cities chosen to host the 
world exhibition in 1995 had decided to make health promotion a major feature of the 
event, and it was hoped that that health message would reach as many people as possible. 
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Dr MOHITH joined in commending the Regional Directors on their excellent reports. 

Concern had been expressed in the discussion about the critical economic situation 
prevailing in many developing countries. In fact, in some countries the rate of economic 
growth was lower than the rate of population growth. Such a situation was certainly not 
conducive to improving the quality of life and the level of health of the population and 
was likely to continue to worsen if population issues were not attended to. He shared 
Sir Donald Acheson's concern about unsustainable population growth. WHO had a major 
responsibility to encourage and support population activities in all its programmes. 

Professor WALTON (President, World Federation for Medical Education), speaking at 
the invitation of the CHAIRMAN, noted the references made in the various regional reports 
to the Edinburgh Declaration, which had been the subject of resolution WHA42.38. 
Dr Gezairy and Dr Ko Ko had mentioned that the Declaration outlined ways of meeting the 
world's changing requirements in physician training. Dr Monekosso had referred to the 
Edinburgh Declaration as the counterpart in the medical education field of the Alma-Ata 
Declaration in the field of health care. He had also referred to the necessary 
involvement of governments in reforming the training of doctors, and ministerial 
consultations had in fact been held in a number of regions. Lastly, Professor 
Ransome-Kuti had stressed the need for such reforms in the training of doctors. 

Resolutions had been adopted at the previous sessions of WHO's Regional Committees 
for the Americas, South-East Asia and Africa in support of the Edinburgh Declaration; 
the Federation was confident that corresponding resolutions would follow in the coming 
year in the other three WHO regions, namely Europe, the Eastern Mediterranean and the 
Western Pacific. 

It could only be of benefit to the health of the world's people that physicians had 
agreed internationally on a collaborative programme for reorientation of medical 
education. Such collaborative action would replace the fragmentation of effort which had 
hitherto been a reason for much of the failure in provision of medical services. 

The Edinburgh Declaration provided WHO with a mandate for reform from physicians 
themselves. The twelve principles of the Declaration specified the actions necessary, 
not only in Africa, as Dr Monekosso had reported, but in all the regions. That entailed 
the setting up of regional task forces by WHO, the involvement of all governments, and 
close collaboration between WHO and the Federation as well as other international 
agencies. Without such commitment to combined and resolute action, the powerful tide to 
reform that was at present undoubtedly flowing would be missed. He appealed for 
intensification of action, since the progress made to date had been so satisfactory. 
That progress could not have been achieved without the vigorous support of the 
Director-General, his staff in Geneva and all six regional directors and their offices, 
for which the Federation was deeply grateful. 

Dr MONEKOSSO (Regional Director for Africa), responding to the general comments on 
the regional programme as a whole, pointed out that the Region had been in a state of 
disarray and confusion in 1985 when its health ministers had met in Lusaka. There had 
been famine in Ethiopia, floods in many places and difficulties on all fronts. The 
serious thinking on and discussion of the situation, recommended by Dr Cabrai, had indeed 
taken place at that meeting and had resulted in a series of initiatives. One 
of those had addressed the immediate practical need to ensure that all children were 
vaccinated and had led to the current African Immunization Year. It had also been 
stressed that consideration should be given to ways of strengthening health systems to 
ensure that immunization and other health programmes could be sustained in the future. 
As a result of that meeting and the lengthy series of debates and discussions during the 
ensuing five years, the Region could be said to be in disarray no longer, but to have a 
clear idea of its orientations and to be involved in dialogue with all the agencies with 
an interest in health, including the World Bank, which was currently contributing to the 
preparation of a health policy for Africa. It was noteworthy that the Bank had withdrawn 
its initial proposal to abandon primary health care when the responsible health 
authorities in Member countries had reiterated their support for that concept applied 
through the district approach. He reminded the Board that the role of the Regional 
Office was not so much to implement activities as to support countries in their progress 
towards health for all and to promote the exchange of information and experience. In 
answer to Professor Santos' comment, he said that the approach at present being adopted 
was the district focus approach to the implementation of primary health care. At least 
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3000 districts throughout the Region now had their current activities documented; and an 
electronic presentation of that data would shortly be available to Board members. 
Adoption of the district focus approach avoided the sterile debate between selective and 
comprehensive primary care； both those aspects were in fact relevant and should not be 
considered mutually exclusive. The district approach formed part of the 
Director-General‘s country approach, which was therefore welcomed in the Region. Good 
examples of the application of that approach, in which districts were taken one by one 
with the aim of extending the system throughout the country in coming years, were to be 
found in Nigeria, Zaire and a number of other African countries. The Healthy Cities 
approach developed by the European Regional Office blended well with that programme since 
city administrations provided a convenient vehicle for applying similar measures in an 
urban context. 

To reply to the questions from Dr Cabrai, Sir Donald Acheson, Professor Ransome-Kuti 
and others on safe motherhood, family planning, population, women and development, it 
should be noted that in the African Region maternal and child care and family planning 
were considered the central pivot of primary health care, which explained the welcome 
given to the Safe Motherhood initiative. It was considered in the Region that whatever 
expenditure was incurred in making motherhood safe was more than justified. As he had 
said in another forum, it was scandalous in the closing years of the present century that 
a woman should lose her own life in giving life to another. In the African Region, women 
were taking part both as actors and beneficiaries in the implementation of the Safe 
Motherhood initiative. Such activities were fully described in the reports on the 
meetings that had been held in Nairobi and Niamey on the subject, under the auspices of 
the World Bank, WHO and other agencies. There was an increased understanding in the 
Region that women had to be involved in development, that progress could not be made if 
women were left behind. Participation of women in the senior ranks of the health 
services of African countries was particularly high, between 30% and 40%. The Regional 
Office did not quite reach that level, but the number of women among WHO representatives 
in African countries was increasing. Special efforts were being made with regard to 
women in health and development because, in particular, it had been found that women 
appeared to be more dependable in managing health care financing as part of community 
operations, and, in the fight against AIDS, the status of women and the choices available 
to them in society were crucial in the efforts to slow down the pandemic. He emphasized 
that the stress placed on eradication of neonatal tetanus and poliomyelitis had not in 
any way held up other areas of the Expanded Programme on Immunization, in particular 
measles control. Some striking successes had been achieved, and the measles wards in 
some cities had been closed for lack of cases. New initiatives were also under way in 
which improved vaccines were becoming available for use in children as early as the sixth 
month of life. 

He concurred with Sir Donald Acheson and Professor Kallings that the primary, 
secondary and tertiary levels of health care were not mutually exclusive. To be 
effective, primary health care depended on the proper organization of at least the first 
level of hospital care. 

Many comments had been made on certain of the multifarious diseases prevalent in 
Africa. Onchocerciasis had been mentioned in the report largely because, thanks to 
international cooperation, large numbers of people had been liberated from the risk of 
blinding disease, and vast tracts of land had been restored to economic viability. That 
success was not as well known as it ought to be. However, failures in the Region, of 
which there were many, also had to be acknowledged. One was malaria, which had changed 
its epidemiological patterns, with parasite resistance to antimalarials having spread 
gradually from East to West Africa during the past decade. Epidemics were appearing in 
places where the disease had been stable, with severe attacks, including cases of 
cerebral malaria, being reported increasingly in adults. The alarm sounded by Dr Daga 
and Mr Srinivasan was perfectly justified; it would be worth the Board's while to take 
time to look at the malaria question just as closely as the AIDS problem. As mentioned 
by Professor Ransome-Kuti, guinea-worm infection was a major debilitating, although 
little-known, disease. WHO was committed to its eradication in the next few years. The 
disease was already in decline; although 19 countries in Africa had formerly been 
affected, it was now found only in 12, not more than 3 or 4 of which were heavily 
infected. He expressed the Region's gratitude to ex-President Carter of the United 
States of America for his personal efforts dedicated to eradication of the disease. 
Leprosy was a problem that had been reviewed recently at a meeting in Brazzaville. WHO 
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was grateful to the many nongovernmental organizations that were ensuring that multidrug 
therapy reached the Region. The anxieties expressed by Professor Ransome-Kuti and 
Dr Cabrai should be allayed in a few years‘ time, since strategies had been developed and 
support was forthcoming to ensure the disappearance of active forms of the disease. 
Tuberculosis, which had been in decline up to five years previously, was now resurgent; 
Board members were right to associate it with the spread of AIDS. Although the 
technology was available to treat tuberculosis, the fact that the disease occurred in 
conjunction with AIDS meant the ultimate prognosis for patients was poor. With regard to 
the favourable comments that had been made with regard to training in epidemiology at 
district level, credit for that success should be given to the epidemiology group at WHO 
headquarters, which had prepared an excellent training manual on the subject that should 
be compulsory reading for every district health officer. 

Professor Ransome-Kuti, Dr Tall and Dr Bertolaso had commented on the Bamako 
Initiative, one of the purposes of which was to promote community financing of essential 
drug supplies. In that connection, WHO had, in collaboration with UNICEF, established an 
administrative facility for handling requests from individual countries. Requests in due 
order had been received from at least 12 countries for support of their district health 
financing efforts. A meeting would be held later in the year to clarify any 
uncertainties and determine the action required in each country. Documentation on the 
subject was available on request. However, the main impetus for the Bamako Initiative 
had been to ensure the sustainability of primary health care, since it provided a way by 
which communities could find internal resources to complement those provided by the 
government to operate such care systems. As Mr Srinivasan had said, primary health care 
was not necessarily inexpensive, especially in terms of foreign exchange requirements； 
supportive community financing was therefore useful. 

The African Regional Office was cooperating with the United Nations Environment 
Programme on the matter of legislative and preventive measures to control toxic wastes. 
The relevant details would be found in the working documents of the Regional Office. To 
reply to Dr Bertolaso's question on possible nutritional disasters, the Regional Office 
and FAO shared the same early warning system: an essential measure to allow necessary 
action to be taken in time. In the matter of cooperation with other agencies, he said 
that at meetings held over the past few years to determine what health resources were 
available from different sources in Member countries, the principal donors came together 
to decide what action would be taken by whom and with what resources, as a basis for WHO 
to carry out its coordinating role in health care activities. Management was another 
area in which efforts were being made, since even though countries where events were 
relatively unpredictable were involved, it was held that some logical framework for 
operation was required, subject to adjustment to changing circumstances. The relevant 
activities covered management at all levels, of all programmes, including the district 
focus approach, and all health-related activities. 

Some comment on the AIDS situation in the Region was called for, although it would 
be discussed in detail later in the session. The AIDS epidemic principally affected the 
central belt of the African continent, in particular the area around the Great Lakes. It 
was acknowledged that the statistics on the number of AIDS cases in Africa were not 
accurate； that situation was however improving and the figures increasingly reflected 
reality. Systems were being set up to provide information on a district-by-district 
basis； governments had been urged to decentralize their AIDS control activities. Such 
action at district level would include mobilization of all mass organizations of all 
kinds. Each district, whether or not it had a high incidence of AIDS, would be asked to 
consider what action it could carry out in that respect on its own initiative and what 
assistance it required from higher levels. It was proposed that technological support 
should be available at intermediate level for such mass mobilization and that 
coordination and management would be provided at central level, using the national 
management AIDS committees already in place. The Regional Office was at present working 
out the step-by-step process for decentralizing its own activities throughout the Region 
in a controlled manner. 

Dr KO KO (Regional Director for South-East Asia), responding to the point raised by 
Dr Reilly on the basic minimum needs programme (BMN), said it employed systematic 
prioritization in selecting basic needs out of multifarious problems existing in a 
country. It thereby followed the age-old public health principle that in rendering 
services, the area of geographical coverage was inversely proportional to the number of 
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concerns: if one wished to cover a wider area, only a few important problems could be 
addressed. 

After the development of the primary health care concept in 1978, keeping in mind 
the factors behind better quality of life, Thai health officials had focused on a few 
major components and had ensured their systematic delivery. Main programme activities 
covered maternal and child health, antenatal care, child growth, nutrition, immunization, 
sanitation and drug supply. In parallel with those efforts, attempts had been made to 
improve supportive factors such as the orientation of health manpower to work properly in 
a primary health care context, the development of the referral system beginning with the 
district hospital level, the institution of an insurance system using health cards, and 
the promotion of income generation. 

In fact, the BMN concept already existed in and was acceptable to most countries of 
the South-East Asia Region. In India, for example, there was a minimum needs programme 
that went beyond health to cover housing and other needs. Nepal, Bhutan, Indonesia, 
Sri Lanka and Bangladesh had similar programmes, under specific national titles. 

In Thailand, the BMN programme was organized in a highly integrated manner, due 
regard being given to intersectoral collaboration. Although the Ministry of Public 
Health was the driving force behind the activities, the Ministries of the Interior, 
Education and Social Welfare were also involved. At the provincial level, it was the 
governor, an official under the Ministry of the Interior, who was in charge of the BMN 
programme for the purpose of carrying out the technical activities. There was a very 
strong emphasis on community participation, with intensive reliance on the use of 
voluntary health workers, involving a well-planned selection system, training 
supplemented by technical supervision and support from the health functionaries, arid 
links with family health and self-care. 

WHO had been very much involved in the activities from the beginning; through 
technical cooperation among developing countries, as well as WHO's regular programme, the 
South-East Asia Region was supporting BMN programmes in countries of the Region and also 
enabling other regions to benefit from the lessons it had learned. 

He had noted the comments made in connection with other aspects of the report and 
would use them as guidance for future work which, under the Director-General‘s 
leadership, would surely be a team effort at all levels of the Organization. 

Dr HAN (Regional Director for the Western Pacific), replying to the question by 
Dr Bertolaso on disaster preparedness activities in the Western Pacific Region, said 
there had been little action on that front of late, although in the past year, a number 
of important steps had been taken. In July 1989 a workshop had been held in Harbin, 
China, and Chinese officials had participated in a study tour of WHO headquarters and of 
European countries. WHO and the Chinese Government had agreed on a joint project, to 
include training in disaster management in two provinces to be selected by the Government 
and activities relating to technological disasters to be carried out in a city that would 
also be chosen by that Government. Representatives of the Italian Government had 
participated in the Harbin workshop, and close cooperation with Italian bilateral 
projects in Beijing and Harbin was planned. 

At the Italian Government's request, WHO staff had been involved in a disaster 
preparedness project in the Philippines, developing a plan later approved by the 
Philippine Government. WHO had entered into collaboration with an Italian 
nongovernmental organization to produce training materials that might later be used by 
other countries of the Region. WHO had also developed activities that had been 
incorporated into the original project with a view to the extension of the proposed 
activities. Italy might consider becoming further involved in disaster preparedness 
activities in the Western Pacific Region through the WHO collaborating centre in Italy. 
He thanked the Italian Government for its active participation and the headquarters unit 
that had provided support. 

He hoped that in future he would be able to report on a wider range of disaster 
preparedness activities in the Region. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) expressed gratitude to 
the Italian Government and all others that had participated in action to alleviate the 
economic, health and psychological burdens borne by Arab residents of Palestine. He was 
also grateful to the Director-General for the substantial efforts made in 1989. It was 
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sincerely to be hoped that the desired improvement of the health situation in Palestine 
would be secured. 

The activities undertaken by the Regional Office, with assistance from UNRWA, had 
included the organization of visits by experts in treating and operating on the bullet 
and projectile wounds and compound fractures that were a part of daily life in 
Palestine. An agreement had been reached with UNRWA to ensure that expertise in the 
training of the handicapped was passed on so that such activities could be ensured even 
after the experts departed. 

The prevention and control of psychological disorders was being given special 
attention, in view of their prevalence, and respiratory diseases, environmental health 
and reduction of water salinity - a serious problem, especially in Gaza - were being 
emphasized. 

A major project was being undertaken with UNRWA for the construction of a hospital 
in Gaza: the number of hospital beds there had decreased so radically that UNRWA had 
decided it was essential to ensure that there was a sufficient number of hospital beds of 
adequate quality. He urged governments to give UNRWA the necessary assistance to make 
the hospital construction a reality as soon as possible. 

The BMN programme was one that sought to inculcate fundamental democratic 
principles, in cooperation with the various sectors of society. Often it had been found 
that under the project, inhabitants of rural areas were meeting with those responsible 
for their administration for the first time, and were being given their first opportunity 
to discuss matters of direct relevance to them. 

Mr DHILLON (Division of Health Education and Health Promotion) expressed thanks to 
Board members for highlighting the importance of the linkage between education and the 
health sector. There were over one billion children of school age in the world today; 
schools provided wonderful opportunities to impart knowledge, values, attitudes and 
skills that were conducive to health. Lifestyle-related problems like smoking, drinking, 
drug abuse, accidents and adolescent pregnancies were often acquired at the school age. 

School health education and the utilization of schoolteachers as community leaders 
to promote health had received substantial emphasis in all regions. A significant 
example was WHO's active participation in the conference sponsored by UNICEF, UNESCO, 
UNDP and the World Bank that would be held in Bangkok in March 1990. The conference's 
main focus, inspired by the health-for-all conference in Alma-Ata, was on education for 
all, the emphasis being on equipping children and adults with the knowledge required to 
meet basic needs in terms of health, well-being and livelihood. WHO had supported 
participation in all the six regional conferences held in preparation for the 
conference. It had participated actively, in collaboration with the sponsoring agencies, 
in the preparation of the world charter on education for all in order to ensure that 
concern for health was well articulated both in the charter and in the world plan of 
action for education for all. 

WHO would be organizing a major round-table discussion on education for health at 
the Bangkok conference. It was also supporting, in collaboration with its regions, 
initiatives for strengthening health education in schools. The Eastern Mediterranean 
Region offered an example of a major initiative in preparing school health education 
curricula for countries in the Arab-speaking world, but the drive to strengthen health 
education in schools was gaining momentum in all other regions as well. 

The DIRECTOR-GENERAL expressed appreciation for the way in which the debate had been 
conducted, the breadth of the discussion and the obvious support for the future work of 
WHO. 

The complexity of the United Nations system and the still-to-be-improved 
communication between its different bodies after some forty years of existence was 
unfortunately apparent in many fields of activity, not least in the area of education for 
all. Responsibility for improving communication within the system lay with the 
Secretary-General and the Administrative Committee on Co-ordination of the United 
Nations. It was hoped that through that body cooperation within the United Nations 
system in relation to such activities as health, nutrition, education and drug abuse 
would be enhanced so that collaborative activities could contribute to improvements in 
the lives and well-being of the peoples in greatest need. Indeed that should be one of 
the goals of the United Nations system at the start of a new decade. For its part WHO 
intended to play a leading role in that effort, and to that end had already upgraded its 
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Liaison Office with the United Nations System and other Intergovernmental Organizations 
in New York. It confidently expected that role to be strengthened visibly in the course 
of the current year. 

The reports of the six Regional Directors and the comments they had provoked 
involved four main issues. 

The first was the structure of WHO as an intergovernmental organization with a 
headquarters, regional offices and, in many countries, a country representative. At each 
level of that structure, the Organization had very specific functions defined by its 
governing bodies, its Constitution and to a certain extent also by its programme of work 
and its programme budget； and in carrying out those functions, cohesiveness in advocacy 
and in implementation was essential. The Regional Directors were responsible for 
implementing cooperative programmes at both country and intercountry level； he reminded 
the Board of resolution WHA29.48 which required at least 60% of the Organization's 
regular budget resources to be used for technical cooperation and the provision of 
services. It was the role of advocacy to solve major public health problems at the 
country level. Advocacy also increased health awareness, but this in turn increased 
demands, which then led to problems of implementation. In the light of its role in the 
next decade, WHO'S decentralized structure and, especially, the complementary roles of 
the regional offices and headquarters, would require serious review in various aspects, 
for example, the managerial arrangements between global and regional levels. In that 
review the advice and support of members of the Board would be most valuable. 

The second issue was the way in which WHO related to its Member States. The 
question of that partnership among equals had often been raised. WHO's advocacy could 
not solve problems on its own. It needed its Member States to generate information and 
technology which could then be used to address health problems shared in common. As a 
neutral and expert body, WHO was well placed to advise its partners on the most effective 
ways of using that information and technology. However, WHO and its Member States were 
not the only providers of resources. As the Regional Director for Europe had stated, 
increasing numbers of nongovernmental organizations were also very well placed to make 
significant contributions, and increasing numbers of governmental organizations, too, 
outside the ministries of health, had been very active in cooperating with WHO for some 
considerable time. In that connection the good services of WHO to build bridges with the 
nongovernmental and governmental organizations of Member States, both within and outside 
their ministries, would be available to bring them into the greater cause to which they 
all were committed. That spirit was clearly reflected in the initiative for intensified 
collaboration with countries which would be discussed under agenda item 15. 

The Regional Director for Europe, in raising the question of whether there was any 
real chance that the health of Europe would improve in the coming decade, had touched on 
the third issue of whether there would be any change in the health situation. Many 
speakers had said that health did not belong solely to the health sector but was an 
integrated part of the socioeconomic sector and of socioeconomic development. Others had 
said that it was a population issue. The changes in the population structure of the 
European Region in the coming years would undoubtedly require more resources and more 
action. The health sector would certainly survive through internal adjustments to 
achieve health for all by the year 2000, but there would have to be significant 
reappraisal and rebuilding of the health systems. If health was indeed the key to 
development, then structures at global, regional and country level might require radical 
change. The question as to whether adjustments could be made in health sector programmes 
and available resources had already been raised. If they could not, then the health 
sector itself, in the context of the national economy and national social policies, would 
have to be adjusted. In any event health could no longer be confined to one sector. It 
had to be demonstrated that health was not a passive consumer of national resources, and 
it had to be shown that there was sufficient discipline to ensure the effective and 
efficient implementation of collective decisions made in the governing bodies. Unless 
such changes could be brought about, there was little doubt that in ten years' time 
ministries of health would be faced with reductions in the health budget and dwindling 
resources. A preventive public health approach rather than a simple political approach 
was therefore needed. Development in media technology had enabled information to reach 
the least accessible individual in the shortest time, but unless that individual was 
sufficiently well educated to make informed judgements as to what was good for him or her 
and for the community, the health sector would continue to be buffeted by unreasonable 
demands. 
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The fourth and last issue was that of politics. The Regional Director for the 

Eastern Mediterranean had drawn attention to the effect of politics and political 
conflict on people's health. WHO had always maintained that it was not equipped to deal 
with political issues per se: yet at the same time it realized that health itself was a 
highly political matter and it accepted its responsibility in using politics to achieve 
health ends. The Director-General was in the process of determining a new modus operandi 
for dealing with those types of issues and welcomed the support of Member States for the 
health action that had to be taken. There had been a lot of talk of the tragedy of 
people living in the occupied Arab territories but little had been achieved to alleviate 
their suffering. However, in the light of information now available in WHO, and after 
consultation, a plan of action had now been proposed and submitted to all interested 
parties. 

WHO often had information on the difficulties with which it was faced, and the 
technology to deal with them, but some technology raised problems for primary health care 
at the country level. Those problems would be examined under later agenda items, 
particularly with regard to endemic diseases. Solutions did exist; an example of a 
product-oriented and action-oriented programme was the Special Programme for Research and 
Training in Tropical Diseases, as presented in document EB85/21. The technology was of 
course expensive, and the financial problem had yet to be solved, but the most important 
issue at stake, in the context of the serious economic situation of many developing 
countries, was not just product development but product delivery. The approach he 
himself had consistently advocated was the action-oriented approach, however difficult 
and expensive it might be. He believed that all the Regional Directors fully agreed with 
him on that point and would work together with him in putting it into practice. 

Turning to Dr Caba-Martin's statement and the Olympic Games issue, he reminded the 
Board that he himself, as Regional Director for the Western Pacific, had originally 
promoted the idea of the Olympic Games in Seoul being tobacco-free. Such a decision was, 
of course, the prerogative of the National Olympic Committee. He hoped that 
Dr Caba-Martin would convey to the Spanish Olympic Committee his support for tobacco-free 
Olympic Games in Barcelona (Spain) in 1992. 

He was most appreciative of the wide-ranging discussion that had taken place in 
response to the Regional Directors' reports； in particular, he endorsed 
Professor Medina Sandino's words in expressing hope for peace through health. They were 
consonant with the preamble to WHO's Constitution, which contained the precepts guiding 
WHO'S efforts towards achieving health for all by the year 2000. 

2. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991 (REPORT OF THE 
PROGRAMME COMMITTEE): Item 9 of the Agenda (Document EB85/7

1

) 

Dr MOHITH, speaking as a member of the Programme Committee and introducing that 
Committee's report, which was submitted following its review of a report by the 
Director-General on changes in the programme budget for the financial period 
1990-1991, referred to the background to the Committee's report, as outlined in 
paragraph 1. 

The changes in the programme budget for 1990-1991, which the Director-General had 
decided to effect by utilizing funds available in his Development Programme, amounted to 
US$ 1 380 000, and represented increases in the budgetary allocations for global and 
interregional activities in six programmes, as set out in paragraph 3 of the Committee's 
report. 

Similarly, information was given in paragraphs 10 to 14 of the Director-General‘s 
report on the areas where allocations had been made to regional and country programmes 
from the regional directors' development programmes in response to suggestions made by 
some of the regional committees at their 1988 sessions, when reviewing the regional part 
of the programme budget proposals for 1990-1991. 

In the course of its review, the Committee had recognized that the amounts allocated 
from the Director-General‘s and Regional Directors' Development Programme were small in 

1 Document EB85/1990/REC/1, Annex 5. 
2 Document EB85/1990/REC/1, Annex 5, Appendix. 
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comparison with the size of the approved programme budget for 1990-1991, but were 
intended to serve as catalysts in generating substantial extrabudgetary resources or in 
supporting the development of relatively new activities. The Committee had expressed 
support for the changes made in the programme budget for 1990-1991, as outlined in the 
Director-General's report. 

Dr RODRIGUES CABRAL endorsed the Programme Committee's favourable response to the 
Director-General‘s proposals for allocations to certain programme areas, and the idea 
that those allocations should serve as catalysts. The programme areas thus singled out 
were consonant with those identified at the eighty-third session of the Executive Board 
and the Forty-second World Health Assembly. 

Regarding the additional support to programme 4 (Organization of health systems 
based on primary health care) proposed in Attachment 1 to the Director-General‘s report, 
he agreed with the activities outlined in paragraph 2, but stressed the need for caution 
in making optimum use of limited funds for ambitious projects. Experience in his own 
country, where a review of national health strategy had recently been undertaken, showed 
that a review of that kind called for external technical assistance of a highly 
specialized and hence costly nature. Referring to paragraph 7(ii) concerning funding for 
the collection, analysis and presentation of data, he said that the stated budgetary 
allocation could amount to no more than seed money when it came to undertaking a major 
review exercise involving highly skilled expertise. 

He also wished to know why the first paragraph of the situation analysis concerning 
programme 4 that had originally been proposed to the Programme Committee by the 
Director-General had been deleted. Incomplete though that paragraph might have been, its 
deletion obscured the deep underlying causes of the health and health economic problems 
facing the countries concerned, and resulted in a truncated text. 

The proposals in Attachment 3 concerning support for programme 13.3 (Malaria) were 
intended to step up WHO's response to emergency situations. Referring to paragraph 5, he 
stressed the importance of very close coordination of emergency support provided by 
bilateral and multilateral agencies, because extensive funding was required for even 
initiating a response to such situations, and also for transforming emergency responses 
into longer-term programmes. WHO certainly had a role to play in coordinating assistance 
with bilateral and multilateral agencies. In connection with the same programme, he 
expressed strong support for the intensification of specialized training, which was the 
kind of investment that emergency response programmes could make for the benefit of 
future activities. 

The meeting rose at 17h30. 
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1. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1990-1991 (REPORT OF THE 
PROGRAMME COMMITTEE): Item 9 of the Agenda (Document EB85/7

1

) (continued) 

Professor RANSOME-KUTI said that the Director-General was to be congratulated on 
making a correct reallocation of resources• He had a few comments to make on the 
generally very apt suggestions put forward. 

Programme 4 (Organization of health systems based on primary health care) was always 
of great interest to him because the ability to plan and manage health systems was 
crucial to the success of other programmes. It was proposed under the programme 
(Attachment 1 to the Director-General‘s report ) that WHO would cooperate with 
countries in strengthening their planning, analytical arid managerial capabilities at 
different levels of the health system, particularly within ministries of health. That 
was, however, what the Division of Strengthening of Health Services had been doing for 
many years. In what way, therefore, would the Organization's activities in that regard 
be altered? The creation of a further post for the purpose seemed to be an inadequate 
response to the problem if it was a major source of concern. 

The report correctly diagnosed the problem of malaria in the developing countries, 
where drug-resistant strains of malaria parasites were spreading. Drastic action was 
called for if that trend was to be reversed. WHO's Malaria Action Programme had a budget 
of some US$ 5 million, but its impact was not being felt. The only new action that the 
Organization was intending to take was to employ an experienced epidemiologist, for which 
an additional allocation of US$ 200 000 would be made. He was not convinced that such a 
step would make much difference to the unfortunate turn which the malaria situation had 
taken. The epidemiologist's task would be to respond rapidly to malaria epidemics in 
developing countries, but that seemed an inadequate reaction in view of the extent of the 
problem. 

Mr AL-SAKKAF, warmly commending the Director-General on his report, said that the 
situation analysis concerning programme 13.3 (Malaria) in Attachment 3 clearly showed the 
deterioration that had taken place in malaria control and the impact of the disease on 
health. The least developed countries were particularly threatened because of their lack 
of resources, with adverse consequences for their chances of achieving health for all by 
the year 2000. New solutions were called for. The Programme Committee‘s suggestions 
regarding the recruitment of an epidemiologist would lead to some progress being made and 
would help to protect the health of many persons in many countries. However, the 
appointment of a single expert could not in itself provide a solution unless the 
necessary financing was made available. At present, national, regional and international 
financing for malaria control was insufficient and should be increased. For example, 
part of the Director-General‘s and Regional Directors' Development Programme for 
1990-1991 could be set aside for malaria control. The malaria problem was essentially 
one of funds, and more funds would have to be provided and studies carried out if the 
problem was not to continue for a long time to come. 

Dr NTABA said that the budget reallocations proposed by the Director-General were a 
response to the numerous expressions of concern voiced at different levels of the 
Organization, including the Executive Board, during the debates on the proposed programme 

1 Document EB85/1990/REC/1, Annex 5. 
2 Document EB85/1990/REC/1, Annex 5, Appendix. 
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budget. However, he joined the previous two speakers in expressing some misgivings 
concerning the situation with regard to malaria. The issue had been brought to the 
Board's attention on many previous occasions, but it was only proper to consider it again 
in the context of changes in the programme budget, since it was generally agreed that the 
malaria situation was deteriorating worldwide. Malaria epidemics were occurring in 
countries where the disease was endemic and, in addition, cases of cerebral malaria were 
now occurring in adults - a new development - and mosquitos were becoming resistant to 
many previously useful drugs. In Malawi, for instance, malaria was a major killer of 
both children and adults. 

In the regular budget, approximately US$ 3.4 million were allocated to the malaria 
programme, with extrabudgetary funding of US$ 1.4 million. Under the proposed changes in 
the programme budget, an additional sum of US$ 200 000 was to be allocated for the 
creation of a post at headquarters. Such funding clearly did not reflect the level of 
concern generally expressed in numerous debates, or the magnitude of the problem. It 
presumably reflected only the resource constraints faced by WHO rather than an 
unwillingness to highlight the malaria problem. At the regional and country levels, the 
attention being paid to malaria was not what it ought to be, and the problem needed to be 
given much greater visibility. Nevertheless, in that connection it should be borne in 
mind that, although the budgets of some Member States might not contain a specific 
allocation for malaria control, malaria control operations were often included under 
primary health care activities. In Malawi, for example, health workers at various levels 
received a great deal of training in malaria control. In the villages, traditional birth 
attendants and traditional healers were being taught how to manage malaria cases. 
Workshops had even been held for grocery store operators, who were in many cases the 
first point of contact between villagers and any kind of formalized health services； it 
was important that they should know how to use antimalarial drugs. Where revolving drug 
funds had been set up for villages, such drugs had been included and steps had been taken 
to make sure that all village health workers could prescribe and dispense them. 

Although activities of that kind were taking place in some Member States, they were 
obviously not enough if the primary health care infrastructure was weak. There was a 
great need for more resources, and since donor sympathy for malaria control was riot as 
great as it was in the case of diseases such as AIDS, possibly because donor countries 
were not affected by malaria as much as they wçre by AIDS, the response from donors was 
poor. WHO should therefore exert its moral leadership and highlight malaria as a major 
public health hazard. More discussion was needed, and it must be realized that, unless 
adequate resources were forthcoming, the malaria control situation would continue to 
deteriorate. In any case, WHO must do a great deal more to control the disease, 
including efforts to secure the support of Member States that might not be highlighting 
the problem, not because they considered it unimportant but because in many cases their 
programmes were "donor-driven" in the sense that they could be implemented only if 
resources from donors were available. Unless WHO put the malaria problem into its proper 
perspective, donors would continue to shy away from it. He therefore hoped that every 
effort would be made to mobilize additional extrabudgetary resources, since 
US$ 1.4 million was a very inadequate sum. 

Dr LIEBESWAR noted that according to proposals relating to the organization of 
health systems based on primary health care, WHO was to employ an economist to analyse 
the effects of changing economic conditions on health. In that connection, he agreed 
with Dr Cabrai that a sophisticated analysis of those effects would be a very costly 
operation. It would also be time-consuming, and there was a danger that, by the time the 
results were made available, the economic situation would have changed, thus rendering 
the results unreliable. Consequently, any appraisal of the situation should be rapid; 
mention could even be made of a "rapid estimate" of how the changing economic situation 
was affecting the attainment of the health-for-all objectives. 

Dr CABA-MARTIN noted that the Programme Committee's proposals coincided with the 
areas recommended for action at the eighty-third session of the Executive Board and the 
Forty-second World Health Assembly. Bacterial diseases such as legionnaires' disease and 
meningitis had a negative impact on health promotion efforts in many developing 
countries. The emphasis placed on the possibility of controlling and preventing any 
increase in malaria was of practical importance. Leishmaniasis had spread to almost the 
whole world, affecting both developed and developing countries； Spain and the rest of 
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the Mediterranean area could be considered an endemic zone. Other bacterial diseases 
such as legionnaires' disease constituted a worldwide problem closely related to 
urbanization and population movements. All in all, the Programme Committee was to be 
commended on its work. 

There was one point in the report that might not be quite clear to everyone. 
Paragraph 13 of Attachment 2 concerning programme 11.4 (Control of environmental health 
hazards) contained a reference to the health implications of climatic change. That might 
be taken to mean seasonal or daily changes in temperature. Perhaps it would be advisable 
to state that the climatic change in question was in fact the consequence of 
environmental change caused by human activity, or something along those lines. 

Professor BORGOÑO pointed out that the purpose of the Director-General‘s and 
Regional Directors' Development Programme was not to solve the budget problems of 
individual programmes. The sums involved were not very large, the total amounting to 
only US$ 1 360 000. The allocations proposed by the Director-General and approved by the 
Programme Committee were really quite adequate. The additional sum of US$ 200 000 
allocated to the malaria programme was not very large in relation to the extent of the 
problem, but it obviously covered the cost of employing an epidemiologist to integrate 
the malaria programme with other primary health care programmes, and that would certainly 
be helpful. He therefore supported the Programme Committee's recommendations. 

Sir Donald ACHESON, referring to the question of visibility, said that in the United 
Kingdom and probably in other more wealthy countries, the problem of malaria had 
practically been forgotten. Nevertheless, some 5400 cases, mostly imported, had been 
recorded, so that the public might become aware of it fairly soon. He suggested that a 
global conference of ministers should be convened to help to raise the profile of what 
was possibly the commonest of all infections in the world. With regard to 
Mr Srinivasan's earlier comments, it might well be advisable to consider whether it would 
be necessary to go back to first principles with respect to the strategy, in order to 
determine how the very limited resources should be used. 

Dr REILLY said he shared the doubts expressed by Professor Ransome-Kuti concerning 
the organization of health systems based on primary health care as far as malaria was 
concerned. He also agreed with Mr Al-Sakkaf that the problem of malaria was an economic 
one, since malaria was unfortunately a poor man's disease, and did not affect the rich as 
AIDS had done. The development of new antimalarial drugs was needed to improve the 
situation, and new methods of control, including a vaccine, were urgently required. 
Dr Ntaba had also rightly stressed the need for a high profile for malaria. WHO had 
demonstrated its ability to interest drug companies and medical research institutions in 
the development of new drugs and vaccines in connection with the AIDS programme, and that 
successful action should be extended to malaria. Allocations from the Director-General's 
and Regional Directors' Development Programme would perhaps be better spent on such 
action and on the employment of a suitable advocate rather than an epidemiologist for 
profiling epidemics, since a number of epidemiologists were already employed by WHO. The 
idea of convening a conference of ministers should therefore be supported, and action 
should in any case be taken with the utmost urgency. 

Dr SADRIZADEH associated himself with the previous speakers who had expressed 
concern about the worldwide malaria problem. Although recruitment of an epidemiologist 
might be helpful, the growing problem of malaria called for much greater attention by WHO 
as well as by Member countries. According to WHO estimates, more than one million 
children were becoming victims of malaria each year, which meant that WHO must do much 
more in that respect. The magnitude of the malaria problem was such that it might be 
even more serious than AIDS for many countries in the world. 

Professor SANTOS, speaking as a member of the Programme Committee, said that when 
the item had come before the Committee, he had had doubts similar to those raised during 
the debate in the Board. Nevertheless, those doubts had been dispelled by the 
Secretariat's answers to various questions, and he was now entirely in favour of what was 
again being proposed. 
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Mr SRINIVASAN endorsed the idea of convening a conference of ministers to examine 

the next steps to be taken with a view to solving the malaria problem. The role 
played by WHO within its financial limitations was acceptable, but the longer-term task 
should not be forgotten. The strategy to be developed should, of course, include a 
vector-control component on an integrated basis； but it was also important to involve a 
large number of vendors of medicines, grocers and so forth, with a view to creating a 
much larger public information and education component. The possibility of holding a 
global conference of ministers to provide inputs on how public affairs were managed 
should certainly be examined. In addition to the prescribing of medicines which were 
effective, reasonably foolproof and not unduly costly, a mechanism should be established 
that would allow some degree of self-medication or the prescribing of drugs by people at 
the local level. In view of the very wide prevalence of malaria arid the extensive 
geographical area to be covered, it was advisable to seek the help of people well versed 
in public affairs to see whether proposed initiatives were feasible. 

Dr NUR (alternate to Dr Khairy) said that the problem of malaria, as a disease that 
was widespread in many parts of the Third World, called for greater efforts and increased 
resources on the part both of WHO and of donor countries. Malaria must be regarded as a 
priority because of its serious harmful effects on health, and hence on society as a 
whole. He endorsed the statement made by Dr Ntaba and considered it most desirable to 
hold the global ministerial conference proposed by Sir Donald Acheson. 

The DEPUTY DIRECTOR-GENERAL, referring in particular to Professor Borgoño‘s comments 
on the situation with regard to the scope of the budgetary changes under discussion, 
pointed out that those changes were intended to meet as far as possible certain specific 
concerns expressed in the Executive Board and at the Health Assembly. WHO therefore 
fully shared the Board's concern about the relative scope of the changes. With special 
reference to the Malaria Action Programme, he wished to provide the Board with 
information which illustrated the Organization's concern about strengthening the 
Programme and rendering more effective the limited human and financial resources 
allocated for that important activity. The Programme had formerly comprised nine 
professional posts, but a structural adjustment had recently been made through the 
establishment of a Division of Control of Tropical Diseases, of which the malaria unit 
was an important component. That restructuring had resulted, in addition to the malaria 
unit itself, in the establishment of six new professional posts for operational research 
and three professional posts for training - the emphasis on training being intended to 
meet concerns expressed by many delegates at the Health Assembly and by certain members 
of the Board at the most recent debates on the programme budget. It was clear, however, 
that such measures would not suffice in view of the great extent of the problem and that 
extrabudgetary resources must be sought very actively; the idea of a ministerial meeting 
on malaria was therefore to be welcomed. 

The establishment of the Division of Control of Tropical Diseases as recently 
reformulated clearly showed WHO's determination to give a new impetus to combating 
malaria. Indeed, after the historical period of eradication, after its failure, and 
after a period of enthusiasm for prevention by chemoprophylaxis, malaria experts were 
realizing that the situation was much more complex and that there was no single world 
strategy. The resistance of parasites to medicaments had followed the resistance of 
mosquitos to insecticides, and the epidemiological patterns of the disease, such as urban 
malaria or malaria of forest clearings, each required a specific approach. In the new 
Division, the malaria control unit would bring together, for the first time for years, 
experts in entomology and vector control, parasitologists, epidemiologists and 
chemotherapists ¿ It would cooperate with the experts of the Special Programme for 
Research and Training in Tropical Diseases, which dealt with vaccines, drugs and field 
research. It would be further supported by the professionals in the new units he had 
just mentioned, dealing specifically with problems of operational research and training. 
Those new departures would make it possible to develop common strategies for malaria and 
other mosquito-transmitted diseases, such as lymphatic filariasis, leishmaniasis and 
Chagas disease, which afflicted populations in South America. Whenever such synergism 
became possible, the benefits for the populations would be increased, and economies of 
scale could be made. There was no longer one malaria, but rather several types which 
presented one problem among others in a given population. The mandate of the new 
Division was the pragmatic one of evaluating local situations in close liaison with 
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national teams, adapting the results of research on malaria and other endemic tropical 
diseases to those situations, proposing effective strategies and helping to implement 
them, and training staff to ensure continuity. In that context, it was clear that, with 
all the concerns that WHO shared with the members of the Board who had spoken in the 
debate, the conference proposed by Sir Donald Acheson could only be welcome； it was also 
clear that the Director-General would employ the Director-General‘s and Regional 
Directors' Development Programme, and the budgetary flexibility that remained, in 
conjunction with other financial support that would be forthcoming, to make the 
conference a success. 

Dr JANCLOES (Office of International Cooperation), replying to questions concerning 
the organization of health systems and the strengthening of support for economic 
analyses, said that the limited means available might indeed seem insufficient in view of 
the wide scope of the problems involved. To get a better idea of how the Secretariat 
intended to use the funds made available by the Director-General, it was necessary to 
consider the various components in relation to the documents to be discussed particularly 
under item 15 of the agenda on intensified collaboration with countries facing serious 
economic constraints. The support to be given should be seen as an addition to existing 
efforts and programmes and projects, particularly those dealing with health economics and 
the financing, planning and management of health services. Considerable resources had 
already been mobilized and would continue to be mobilized with international assistance 
and cooperation, and more health economists would be recruited in that context. The 
support in question must be viewed in the framework of efforts at WHO's three levels -
headquarters, the regions and countries - to provide more specific and better coordinated 
and concerted assistance. For that purpose, and within a country-centred framework, 
macroeconomic analyses were necessary and support from the additional funds would serve 
mainly to establish the link between macroeconomic national policies and the health 
sector more specifically. Such analyses would take account of three aspects: (1) the 
demand of populations not only for health services, but also for greater participation; 

(2) the economic realities prevailing in countries as the result of such current events 
as the renegotiation of debts, structural adjustments and stabilization programmes； and 
(3) the available technology, which must be brought into line with requests from 
countries, as well as economic feasibility. The methodological approach to be developed 
would be flexible, and the Secretariat believed that it would be possible for it to meet 
ad hoc requests from countries on the basis of precise timetables for decisions that had 
to be taken at specific points in time, providing options for the health economic system 
that decision-makers could take up with a fuller knowledge of the facts. The analyses 
would be carried out with inputs from other competent international bodies, and the IMF, 
the World Bank, UNICEF, ILO, UNCTAD and various development banks had already been 
contacted, so that it was hoped to obtain a flexible and appropriate response in terms of 
timing, bearing in mind specific decisions that countries had to take in view of the 
economic pressures brought to bear upon them. That somewhat original approach should be 
seen in the modest framework of an area in which WHO had so far not been very influential 
from the technical and political points of view, but in which the provision of such funds 
would enable it to enhance its role in the future. 

Dr NAJERA-MORRONDO (Division of Communicable Diseases) said that he wished to add 
some details to the Deputy Director-General's statement concerning the reformulation of 
the antimalaria strategy conceptualized by the Expert Committee on Malaria at its 
eighteenth meeting. At its nineteenth meeting in November 1989, that Committee had 
sought to give practical guidance on the solution of problems arising in the attempt to 
formulate regional strategies for malaria control and those encountered by countries in 
trying to apply the concepts of the global strategy, which called for the improvement of 
diagnosis and treatment at the periphery, including self-treatment, and the management of 
the disease at the different levels of the health services, supported by appropriate 
epidemiological services to promote understanding of the variability in the distribution 
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of the problem and the selection of technologies for transmission control in areas and 
among population groups where it was needed. With regard to contributions by donor 
countries to the Malaria Action Programme, a very promising start had been made, and in 
the past few years the Malaria Special Account had started to receive some significant 
contributions for unmarked activities； special thanks were due to the Governments of 
Japan and Italy for their recent contributions. Efforts to increase contributions by 
donors were continuing, and plans had been made for a donors' meeting in the near 
future. The Secretariat welcomed all suggestions for improving the visibility of the 
problem and was prepared to cooperate actively in preparations for the proposed 
ministerial conference. 

Dr MOHITH, speaking as a member of the Programme Committee, said that he wished to 
clarify a point raised by Dr Cabrai concerning the deletion of paragraph 1 of 
Attachment 1 to the Director-General‘s report. After considering the document, the 
Programme Committee had thought it more appropriate to include the points set out in the 
deleted paragraph in the reports that the Director-General would be submitting in 
response to resolution WHA42.3, Strengthening technical and economic support to countries 
facing serious economic constraints, and resolution WHA42.4, Strengthening support to 
countries in rationalizing the financing of health care services. Those reports 
(documents EB85/19 and EB85/35) would be examined by the Board under item 15 of the 
agenda. 

Decision: The Executive Board noted the Director-General‘s report on changes in the 
programme budget for the financial period 1990-1991 with respect to global and 
interregional activities, and its Programme Committee's report thereon. The Board 
also noted the changes in regional programme budgets for 1990-1991 reported to it by 
the Regional Directors. 

The CHAIRMAN said that the Programme Committee, prior to its review of the 
Director-General's report on the preparation of the programme budget for the financial 
period 1992-1993, had heard statements by the Director-General and the Regional Directors 
on new developments and priority activities, highlighting the adverse effects of the 
economic crisis on health and development. The Committee had supported the 
Director-General‘s proposal to explore what WHO could do to ensure that economic 
adjustment policies did not adversely affect the health sector. The Committee had also 
shared the Director-General‘s concern at the deterioration of the environment and noted 
with satisfaction his proposal that a Commission on Health and Environment should be 
established. 

The Committee had recommended that an appropriate balance should be maintained 
between WHO's advocacy and coordinating roles and its support to technical cooperation. 
It had noted that the Director-General was proposing to submit to the Executive Board 
programme budget proposals providing for zero budget growth in real terms. The role of 
WHO representatives at the country level in ensuring that the Organization's resources 
were appropriately used to meet the changing needs of Member States would therefore be 
crucial, and the Committee had suggested that efforts should be made to strengthen their 
ability to meet that challenge. 

In the light of the need for continuity in the policy framework and programming 
principles and the new features introduced in the procedural guidance, the Committee had 
drawn attention to the importance of an adequate flow of up-to-date information on the 
health situation in individual countries. 

The Committee had recommended that mention should be made in the procedural guidance 
of obstacles hampering progress in developing countries, such as high population growth. 
Account should also be taken of the adverse consequences of poverty on the health status 
of populations and of the need for appropriate emphasis on quality assurance in health 
care. 

Since financial constraints left little scope for change in the way that WHO's 
resources were allocated to the different regions, the current empirical approach 
remained valid. With regard to estimated cost increases, the Committee had supported the 
approach proposed by the Director-General, which consisted in setting a cost ceiling for 

1 Decision EB85(4). 
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each region in the light of the economic conditions prevailing in the host countries of 
the various regional offices. 

He recalled that the Executive Board, in its resolution EB83.R22, had requested the 
Director-General to "undertake studies on the criteria used at different levels of the 
Organization with a view to identifying those which could be used for the determination 
of priorities". Indeed, it had been felt that a study of how criteria were actually used 
would be of great value to the Organization. In the light of the objectives of the 
methodology and the approaches to be used in carrying out such a study, the Committee had 
therefore established a working group composed of Professor Borgoño, Dr Margan and 
Mr Srinivasan to work with the Secretariat in undertaking the study itself. The working 
group had met to develop the methodology and approaches to be followed, and its proposals 
had subsequently been reviewed by the Committee. The study included a review of the 
relevant literature, and interviews and discussions with regional and headquarters staff 
aimed at clarifying the criteria applied and the methodologies used in programme 
development. 

Professor BORGOÑO, speaking in his capacity as Chairman of the working group and 
reviewing the progress made since the Programme Committee's meeting in July 1989, said 
that it had completed its review of the relevant literature and had undertaken a number 
of missions to study the matter with United Nations agencies and bilateral aid 
organizations at the regional and country levels. Meetings had been held with officials 
of the Region of the Americas and the World Bank in order to identify the methodologies 
and criteria used in assigning priorities to particular programmes. Dr Margan had had 
similar meetings at the Regional Office for Europe and with DANIDA, while Mr Srinivasan 
had covered the South-East Asia Region, including India. Meetings had also been held 
with members of the Secretariat in September and December and at the session of the 
Regional Committee for the Americas in November 1989. He stressed that the study could 
be carried out with existing resources. 

The working group had examined and monitored the trends in the Organization's 
programme budget over the past five bienniums in respect of its major programmes. In 
consultation with the working group, the Secretariat was preparing an outline of the 
situation in individual countries and short-term consultants had been recruited for that 
purpose. Historical trends in the determination of priorities for certain programmes, 
such as environmental health and malaria, were being examined and the relevant policy 
documents were being analysed. 

The working group's plans for the future included visits to countries and regions, 
including South-East Asia, the Western Pacific and the Eastern Mediterranean, to consult 
national and regional authorities as well as officials of the above-mentioned 
institutions. He expected the work to be completed by the end of April 1990, and the 
working group's findings should be ready by the next session of the Executive Board for 
submission in the form of a report to the Programme Committee and then to the Board 
itself. 

2. MANNER AND SCHEDULE OF REPORTING BY THE DIRECTOR-GENERAL TO THE EXECUTIVE BOARD AND 
THE HEALTH ASSEMBLY ON THE WORK OF WHO AND PROGRESS IN IMPLEMENTING THE GLOBAL 
STRATEGY FOR HEALTH FOR ALL (REPORTS OF THE PROGRAMME COMMITTEE AND THE 
DIRECTOR-GENERAL) : Item 13 óf the Agenda (Resolution WHA42.2 ； Documents EB85/16

1 

and EB85/17
2

) 

Professor SANTOS, introducing the Programme Committee's report contained in 
document EB85/16, recalled that the issue had first arisen in 1987, at the Board's 
s eventy-ninth session, when members had expressed reservations regarding the combined 
report of the Director-General on the work of WHO and on progress in implementing the 
Global Strategy, which had been submitted in an attempt to satisfy simultaneously the 
various reporting requirements set forth in resolutions WHA28.29 and WHA34.36. In the 
course of the discussion, the Director-General1s predecessor had expressed concern 
regarding the manner and frequency of reporting on those subjects. Accordingly, the 

1 Document EB85/1990/REC/1, Annex 5. 
2 Document EB85/1990/REC/1, Annex 5, Appendix. 
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Board had requested its Programme Committee to investigate the matter and present 
proposals aimed at the rationalization of reporting. However, the review carried out at 
twelfth session of the Committee had been inconclusive and it had been reluctant to 
discontinue the interim reports presented by the Director-General in odd-numbered years. 
At its fourteenth session, the Committee, after reviewing the schedule of reporting 
reproduced in the Appendix to the document under consideration, had concluded that in the 
years when there was to be no formal report to the Executive Board on the implementation 
of the Global Strategy, the Director-General and the Regional Directors could pay 
particular attention to the most important recent developments in their reports to the 
Board on the work of WHO. The Committee's recommendation to the Board was reflected in 
paragraph 3 of its report. 

Finally, the Committee had been informed that the Director-General was examining the 
whole issue of reporting to the governing bodies with a view to rationalizing current 
requirements. 

Decision: The Executive Board, having considered the report of its Programme 
Committee on the manner and schedule of reporting by the Director-General to the 
Executive Board and the Health Assembly on the work of WHO and on progress in 
implementing the Global Strategy for Health for All, requested the Director-General 
and the Regional Directors to pay particular attention, in the years when there is 
no formal report on implementation of the Strategy, to the most important recent 
developments in their reports to the Board on the work of WHO. 

Dr JARDEL (Assistant Director-General), introducing the Director-General's report on 
progress in implementing the Global Strategy for Health for All - a review of the 
evaluation methods (document EB85/17), recalled resolution WHA42.2, adopted in 
May 1989, whereby the Health Assembly requested the Executive Board to review the global 
indicators for the monitoring and evaluation of the Global Strategy for Health for All by 
the Year 2000 in order to assess their adequacy and relevance, and requested the 
Director-General to continue to support the monitoring and evaluation of the Global 
Strategy at national, regional and global levels. The responses to those requests were 
summarized in the report. Efforts had been made to revise evaluation methods for the 
next biennium by simplifying the tools and procedures to be used. Those efforts had 
required collaboration between the Division of Epidemiological Surveillance and Health 
Situation and Trend Assessment (HST), and the regional offices and other programmes 
concerned. The Division had recently been restructured so as to respond better to the 
information and analysis needs of the monitoring and evaluation, as well as to strengthen 
the epidemiological and statistical services in countries and in the Secretariat. The 
global indicators had been revised for the second evaluation of the Strategy and 
suggestions for improving them had been made on the basis of an interregional 
consultation. Although the indicators had been improved in the light of previous 
experience, major changes had been avoided so as to enable comparisons to be made with 
earlier bienniums. Three sub-indicators had been added to improve information on 
maternal mortality, infant mortality and family planning. The common framework for the 
second evaluation was currently being tested in several countries and contained detailed 
explanations of the indicators. The Executive Board was invited to comment on the 
methods proposed for the second evaluation of the Global Strategy and, in particular, on 
the relevance and adequacy of the global indicators as modified in the revised list. 

Sir Donald ACHESON welcomed the improvements introduced in the revised set of 
indicators, especially the inclusion of the maternal mortality rate (MMR) in indicator 
No. 9 and the disaggregation by sex of indicators No. 10 and 11. Clear definition of the 
terms used was of great importance in order to ensure comparability of data. For 
instance, with regard to indicator No. 6, it should be borne in mind that the estimation 
of the amount of aid given for health included not only bilateral and multilateral 
official economic aid, and aid from the voluntary sector, but also all other aid which 
had an effect on health, e.g., aid to other sectors which indirectly contributed to 

1 Decision EB85(5). 
2 Document EB85/1990/REC/1, Annex 2. 
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health, such as agriculture and irrigation schemes, fisheries, education and road 
building. The bilateral aid agency in his country responded to the priorities set by 
recipient countries in allocating assistance and technical cooperation. The amount of 
such assistance to the health sector was thus governed to a large extent by the priority 
allocated to it by the recipient country itself. The previous indicator had been 
formulated, after much debate, along those lines； the new one was not an improvement and 
the original indicator should therefore be retained. 

In view of the serious world health problems thrown up by the previous monitoring 
exercise, consideration might be given to establishing an indicator for the major 
problems discussed, such as malaria, AIDS, and those related to life-style (smoking, 
alcohol consumption, drugs). The President of the International Diabetes Federation had 
welcomed the adoption by the Forty-second World Health Assembly of resolution WHA42.36 on 
prevention and control of diabetes mellitus. That landmark resolution recognized the 
seriousness of diabetes and noted the significant burden that that disease placed on the 
health services of many Member States. He welcomed the announcement that a post in 
diabetes had been established in the Division of None ommun i с ab1e Diseases, and 
congratulated the Director-General for his positive response and for his mention of 
diabetes iri his opening address, which would do much to strengthen WHO's activities in 
that important area. Could a report be given on progress with respect to resolution 
WHA41.27 on the role of epidemiology in attaining health for all, adopted by the Health 
Assembly in May 1988? 

Professor KALLINGS recalled the Board's discussion in January 1989 on the monitoring 
process and the concern expressed that such issues as equity, the economy and health, 
environmental health effects and the development of district health services should be 
more closely monitored. Emphasis had also been placed on the use of information in 
countries and on the feedback of data to local level. The first priority should be to 
enable all countries to take part in the monitoring of the health-for-all strategy. In 
the previous monitoring exercise, 18 countries had not reported at all. Furthermore, 
there had been a comparatively low level of reporting on indicators such as literacy, the 
percentage of the budget allocated to health, and the availability of trained personnel 
for the care of children up to 1 year of age. He supported the proposed limited changes 
in the 12 global indicators. 

The introduction of family planning was most timely. However, he sympathized with 
the comments made by the previous speaker and hoped that the forthcoming evaluation of 
the implementation of the Global Strategy would include the necessary analysis of the 
factors mentioned earlier and during the present session of the Board. 

Developments should also be studied with respect to the large vulnerable group of 
disabled persons, not solely as an equity issue, but also as an indicator of the effects 
of WHO programmes such as the Expanded Programme on Immunization, and those for community 
water supply and sanitation, and nutrition. 

Mr AL-SAKKAF welcomed the informative report by the Director-General on progress in 
implementing the Global Strategy for Health for All, and the proposed reformulated 
indicators. The Global Strategy had been adopted by all countries in the world and all 
hoped that its goals would be attained. The question nevertheless arose of whether 
countries had made progress in implementing it and how any such progress was to be 
evaluated. Would indicators reflect the poor health conditions in which some people 
lived? The year 2000 was rapidly approaching, but many problems remained. The challenge 
could only be faced if the political will existed to give priority to the health sector 
and provide it with the human and financial resources that it needed. There were grounds 
for optimism, but careful thought had to be given to ways of overcoming the obstacles 
faced by countries in implementing the Global Strategy. 

Professor BORGOÑO said that the aim was to evaluate conditions in all Member States, 
despite the great differences between countries in organization and infrastructure. The 
indicators thus had to apply to all countries, not just one or two. How many countries 
would be able to provide the information requested? For example, how many countries had 
infant mortality data for 1988, let alone 1989? How could the current situation be 
evaluated from data that were five or ten years old? The approach should be pragmatic 
rather than excessively intellectual. Referring to paragraph 6 of document EB85/17, he 
agreed that countries needed support in producing information that was correct, reliable 
and timely. In addition, staff needed to be trained at country level to collect 
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information, especially as much information came from outside the health sector. While 
agreeing with the proposed indicators in general, he considered that some were 
over-ambitious. For example, if statistics were not even available for overall life 
expectancy, it was somewhat optimistic to call for statistics on life expectancy by sex, 
in all possible subgroups. Because such data were available in some countries, it could 
not be assumed that they were available in all. Furthermore, some of the indicators were 
not clearly formulated, at least in the Spanish version. In particular, under indicator 
No. 7, the last sentence would better be phrased "The percentage of women of childbearing 
age using family planning", thus making the indicator more general. Similarly, it would 
be sufficient, under indicator No. 8, to ask simply for the percentage of newborns 
weighing at least 2500 grams, since some countries would be unable to provide the 
additional information requested on weight-for-age or weight-for-height. Those countries 
that could provide such information should obviously do so. The modifications were, in 
general, acceptable and would improve the evaluation process. He drew attention to the 
fact that, surprisingly, the regions with the greatest resources, Europe and the 
Americas, provided the least information. There had to be the political will to provide 
the information required. 

Dr RODRIGUES CABRAL endorsed the comment made by Sir Donald Acheson concerning the 
pressing need for a report on the upgrading of national epidemiological capacities and 
referred in that connection to Professor Santos‘ oral report and document EB85/16. 
Certain programmes - such as those relating to essential drugs, health manpower 
development and health resources management - were crucial for the implementation of the 
Global Strategy and should have the special attention of the Secretariat and the 
Organization's deliberative bodies. 

Concerning the revision of the global indicators, he commended the intention which 
emerged from document EB85/17 to emphasize trends, thus showing the development over 
time of situations in and among countries. He also emphasized the need for indicators to 
be precise and clearly expressed. In that context, referring to indicator No. 7, he 
asked for clarification of the meaning of "caring" in the phrase "caring for children up 
to at least 1 year of age". There was a danger that consultations in that respect might 
be accounted for differently in different countries, varying from systems of accounting 
which included all consultations held as a result of specific illnesses to those 
restricted to integrated preventive and curative visits to maternal health care units. 
Also under indicator No. 7, the term "family planning" might be interpreted differently 
in different countries； he therefore hoped that a more precisely worded definition could 
be given, encompassing the different attitudes of populations and national health 
services to birth-spacing. 

Indicators No. 9, 10 and 11 referred to "all possible subgroups", which would seem 
to indicate that the Secretariat's intention was to throw light on trends in respect of 
equity or inequity of health care among population groups. The same subdivision of data, 
therefore, might also be provided for indicator No. 7, which was concerned with access to 
health and health-related services, since such access was an essential prerequisite for 
equity. Also on the question of subgroups, he asked the Regional Director for the 
Americas if it was the intention in that Region, where the problem of big cities, slums 
and slum populations arose, to present data on health status, access to health services 
and indicators for such populations. 

Professor RANSOME-KUTI commented that the proposed reformulated global indicators 
differed considerably from the indicators which he had previously seen. As the revisions 
were the result of a consensus at global and regional levels as well as among 
participants in 10 countries in all WHO regions, they had no doubt been arrived at after 
very careful consideration and he was therefore reluctant to criticize them. None the 
less, he drew attention to the omission in the revision of any mention that at least 5% 
of GNP should be spent on health. While he was aware that if that was mentioned, it 
might in some cases be used as an upper limit and thus restrict the percentage being 
spent on health, in others, where the percentage was lower than 5%, it might be an 
encouragement to increase it. 

1 Document EB85/1990/REC/1, Annex 6. 
2 Document EB85/1990/REC/1, Annex 2. 
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Professor SANTOS said that it should be borne in mind that the indicators were 

useful not only for the information that they provided but also for their didactic 
potential. The concept of health for all had been sufficiently flexible to have met with 
success both in the European Region, for example, and also in some of the poorest 
countries of the world so that, when giving broad consideration to the question of how to 
use indicators, the four activities listed in paragraph 8 of document EB85/17 must be 
borne in mind. The need to follow up the results of the Global Strategy could in itself 
stimulate countries arid provide guidance to those which needed it, so that they might in 
the course of time be in a position to obtain the indicators as defined and thus improve 
the quality of information. That in itself would be a most important contribution in 
countries where such information was not yet available. Equally, those contributing to 
making the information available would be assured, that their work was of value and was 
being used in a global context. 

The flexibility called for in the Global Strategy in general and the indicators in 
particular meant, as previous speakers had said, that the wording used in defining 
indicators must be carefully considered. He agreed with Professor Borgoño‘s comments on 
the last sentence under indicator No. 7, which to him was not immediately clear in the 
English text. He suggested that some expression such as "sexually active women" might 
well replace "women of childbearing age in union". Under indicator No. 4, the words 
"national" and "local" should be carefully defined and the wording perhaps improved to 
make it clear whether both public and private expenditure should be included. 

In conclusion, he was pleased to note that the targets outlined in paragraph 9 
reflected an awareness of the difficulty involved in obtaining such indicators. 
Generally speaking, he was in favour of the proposals contained in the report. 

Dr OWEIS raised the question of the effects of political change in countries, 
particularly third-world countries, on the implementation of the Global Strategy and 
suggested that any harmful effects on health services might be offset by closer contact 
between the Organization and leaders in the political and health fields in order to 
ensure continued commitment to the implementation of the Global Strategy. That was 
particularly important as, when such changes occurred suddenly, new appointees might 
initially tend to neglect the concept of health for all by the year 2000 and implement 
new guidelines not in line with the objectives of the Global Strategy. 

The meeting rose at 12h30. 
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1. MANNER AND SCHEDULE OF REPORTING BY THE DIRECTOR-GENERAL TO THE EXECUTIVE BOARD AND 
THE HEALTH ASSEMBLY ON THE WORK OF WHO AND PROGRESS IN IMPLEMENTING THE GLOBAL 
STRATEGY FOR HEALTH FOR ALL (REPORTS OF THE PROGRAMME COMMITTEE AND THE 
DIRECTOR-GENERAL): Item 13 of the Agenda (Resolution WHA42.2； Documents EB85/16

1 

and EB85/17
2

) (continued) 

Mr SRINIVASAN commended the Director-General on his report (document EB85/17)； the 
reformulated global indicators as proposed in paragraph 17 were in general on the right 
lines, although as time passed further improvements could no doubt be made. Both the 
original and the reformulated indicators rightly attached great importance to sustaining 
an interest in and commitment to health for all at the highest political level. One way 
of doing so would be to ascertain periodically whether the planning and managerial 
processes of individual countries were reasonably in line with those required to attain 
that goal. To that end, he endorsed the view expressed in paragraph 13 that many 
countries would wish to develop additional indicators of their own, appropriate for their 
own health situations. Such indicators should help people to grasp what changes were 
called for in order to achieve progress in health. 

With regard to indicator No. 6, he agreed with Sir Donald Acheson that assistance 
provided for health-related activities should also be taken into account in computing the 
amount of aid received or given for health. Such aid should be scrutinized to see 
whether it generated employment or income for the population, particularly in the case of 
the disadvantaged who were in need of health care. In many cases access to health care 
facilities was conditional upon steady employment. 

It was important, as Dr Cabrai had pointed out, to have an indicator to show the 
changes occurring in underprivileged urban populations. Many countries had a large urban 
population, most of it underprivileged; unless that population was considered 
separately, important changes might go unnoticed. Provision for such separate indicators 
might perhaps be made through a specific reference to large urban conurbations as one of 
the possible subgroups included in the various indicators. 

Improved collection and processing of information necessarily involved expenditure; 
if the cost of greater accuracy was unacceptably high, such efforts should perhaps be 
postponed for the time being. When the indicators themselves had been finalized, an 
exercise might be carried out in each country, through the regional offices, to see to 
what extent they could be determined from existing information flows. A particular 
concern was that some of the suggested indicators called for an input of data that might 
not be available in the absence of suitable infrastructure. In India, for example, 
health-for-all planning called for indicators related to family planning; however, 
although quantitative indicators on coverage of the population in that domain, in terms 
of information, supplies and services, did exist, qualitative data on official and 
private attitudes and practices was far less accessible. It was thus important that the 
data sought in that area should remain basically quantitative； the definition of family 
planning and the kind of quantitative information it should cover should - he believed -
be left to individual countries in order to ensure that the information provided by the 
indicators concerned was such that it could easily be collected. 

In most WHO Member countries, primary health care was taken to mean rural, 
non-urban, peripheral health care. The most important factor in achieving health for all 
was the degree of success obtained in delivering resources to that level - whether 
through decentralization, administrative action, political mobilization or other 
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2 Document EB85/1990/REC/1, Annex 2. 

-73 -



74 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
measures. It followed that strong emphasis should be given to those aspects of the 
global indicators that showed the degree of proximity between resources and people, 
especially in rural areas. If the means of determining how far resources had been pushed 
down to the peripheral level could be worked out for individual countries with the 
assistance of the Secretariat, that would provide a qualitative measure of the rate of 
progress towards health for all. 

Professor MEDINA SANDINO noted that there was a general awareness of the need for 
information in order to determine where to go and how to get there. Attention was now 
being given to the types of indicators that should be monitored in order to assess the 
progress being made in attaining the goals and to show how well or inadequately the 
Strategy was being implemented. Apart from the question of the definition of indicators, 
it was also important that they should show trends. They should also point to specific 
objectives. That aspect was somewhat lacking in the measures proposed. Apart from the 
fact that it was easier for countries to define specific goals, the latter were necessary 
because the channelling of resources in consequence achieved greater impact. Conditions 
had changed since the Declaration of Alma-Ata； evaluation was now called for to enable 
countries to specify practical targets for achievement by the year 2000. Such goals 
should primarily be defined by the countries themselves, the role of the Organization 
being to promote their attainment, assist in the relevant decision-making and help 
countries to reach the objectives they had assigned themselves. It was important that 
realistic goals be set in areas where the necessary resources could be guaranteed, 
because it was clear that a real improvement in health would result. 

When change was being initiated, success depended on impetus at the grassroots 
level. Where information systems were concerned, it was the capability of countries 
themselves to gather and process data and make timely use of it for decision-making and 
action that needed to be fostered. For optimum results, efforts should be concentrated 
in the areas where health-promoting initiatives were most urgently called for. In 
addition, countries needed help in strengthening information collection in clearly 
defined areas for health-for-all strategies to become a reality; to seek data for vague 
and overgeneralized indicators would be non-productive. In sum, specific answers to 
specific questions were needed in order to set specific achievable goals. 

Another purpose of gathering information was to provide a basis for deciding how to 
share out resources. That should be the aim of the periodic evaluation to be conducted 
throughout the coming decade; otherwise the efforts to achieve health for all would be 
in vain. It was to be hoped that the Board, the Secretariat and the regional committees 
would bear those considerations in mind during the coming year. 

Dr LIEBESWAR warmly welcomed the decision to use additional subindicators such as 
maternal and child mortality as a further step towards ensuring that the indicators gave 
a more realistic reflection of the health situation in a country. It was important, when 
considering what information to seek, to start from the standpoint of the questions a 
stranger to a country might need to ask in order to inform himself of the health 
situation there. 

Dr REILLY said he foresaw problems in determining the percentage of women of 
childbearing age in union using family planning. He also shared the doubts expressed by 
other speakers over the use of the term "in union". Perhaps a more appropriate indicator 
of the incidence of family planning would be the fertility rate, which could be obtained 
from census data in the same way as indicators No. 8, 9 and 10. Such an indicator would 
also meet Sir Donald Acheson's concern about the issue of future population growth. 

Professor HASSAN remarked that the purpose of evaluation was to measure the progress 
achieved by WHO programmes implemented during the past decade. The slogan "Health for 
all by the year 2000" perhaps instilled a false sense of security and optimism. Sight 
should not be lost, during the evaluation process, of diseases self-induced by society, 
or of the fact that some of the diseases prevalent in various countries had yet to be 
covered by health programmes. Those factors, including the appearance of new and 
terrible scourges such as AIDS, might force postponement of the achievement of health for 
all beyond the end of the decade. In addition, the precision of the indicators was not 
always all that it might be; and the data relating to them were not always entirely 
reliable. That was particularly true when countries used such statistics for propaganda 
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or political purposes. Even in cases where data were accurate, the political instability 
in some countries meant that such information was not always available on a regular 
basis. 

Dr BERNARD (International Epidemiological Association - IEA), speaking at the 
invitation of the CHAIRMAN, said that as a nongovernmental organization in official 
relations with WHO, IEA had a keen interest in contributing, together with WHO, to the 
attainment of health for all. Epidemiology was an essential tool in that effort; the 
best use of epidemiology in attaining health for all was made in three ways : when staff 
were appropriately trained - and that meant not only epidemiologists themselves but also 
those in general public health functions needing training in how to integrate 
epidemiology in their daily work; when epidemiological methods were available that were 
appropriate for application in the worldwide health-for-all effort - some of which had 
yet to be developed or adapted, and required critical testing under field conditions, 
that would vary from region to region; and, lastly, when appropriate data were being 
collected and made available for the analysis best adapted to whatever needs might arise 
in any given situation. 

Since the adoption of resolution WHA41.27 on the role of epidemiology in attaining 
health for all, WHO had not been alone in preparing to meet that challenge； IEA had, in 
parallel, extended its activities. In particular, it had established, and was still 
expanding, a worldwide network of epidemiologists, both in universities and in health 
agencies, to be put to use in the context addressed by resolution WHA41.27. That network 
included close and friendly ties to national and other international associations of 
epidemiologists and public health specialists. What the IEA could offer was access to a 
widely spread reserve of skilled and interested manpower. It hoped to be able to do so 
in close partnership with WHO and through it with other international bodies as well as 
with Member States. Developments in recent months promised rapid progress in that 
respect. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said Dr Cabrai's question 
greatly resembled a challenge, and he would take it in that spirit, combining his 
response with comments on matters raised by Sir Donald Acheson, Mr Srinivasan, 
Professor Medina Sandino and Dr Bernard. 

One of the most significant changes in recent years in the Region of the Americas in 
the basic elements determining health status and the provision of health services to 
populations was in the demographic sphere. The Region had been extraordinarily 
successful in reducing the prevailing birth rates, so that even though a radical drop in 
mortality rates had also been observed, the population's growth rate had been greatly 
reduced. Indeed, population growth projections made some time ago had proved to be 
highly exaggerated. 

Still, the population of Latin America and the Caribbean was expected, before the 
end of the year 2000, to grow by an additional 120 million people, all of whom would be 
living in the cities and swelling the existing populations of urban areas. The size of 
the rural populations that still existed would decline in real, not only in relative, 
terms, as had been the case for the past two decades. By the end of the year 2000, 76% 
of the population of the Region was expected to be living in cities. That spatial 
redistribution of the population would be magnified by cultural urbanization in such a 
way that nearly all the population would exhibit demand trends - for health services, 
inter alia - identical to those that in the past had been viewed as urban patterns of 
behaviour. 

The pattern of urbanization in the Region of the Americas was largely characterized 
by the growth of major cities - real megalopolises - to an extent that bordered on the 
absurd. By the end of the century, urban centres like Mexico City would have 
approximately 30 million inhabitants, with all the concomitant pressures and constraints 
on the provision of services - in respect not only of health, but of infrastructure, and 
so on. Over 40% of the entire urban population would live in cities of 5 million 
inhabitants or more. 

Such cities did not grow - they became malignant growths. The result of that 
inordinate expansion, together with the limited progress of activities for development, 
especially economic development, was a population explosion on their periphery. The 
phenomenon only exacerbated existing inequalities, and that must be taken duly into 
account in the proposed evaluation and in the regular administration of services 
provided. 
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Averages were no longer of any use : it was necessary to monitor health indicators 

in specific groups. Yet the Region's health information systems had not been designed to 
take account of such realities, and many setbacks had been suffered in the handling of 
the subject. Initially, attempts had been made to improve the collection of basic data, 
especially vital statistics on births and deaths, and to carry out special studies on 
mortality in specific population groups, such as children. But those efforts had been 
unsuccessful or insufficient. An attempt had then been made to draw up integrated 
information models, but the existing capacity for data processing and analysis and the 
real needs for utilization had not been taken properly into account. Over a decade had 
been wasted on that fruitless effort. An immense amount of documentation had been 
generated, meetings and courses had proliferated, and at the end of the day there was 
very little to show for it. 

The approach that was to be followed now centered on three fundamental strategies : 
first, to try to increase the awareness of the need for information that could be used 
effectively - for decision-making, management, planning, and so on; second, with that 
information as a base, to develop analytical capacities and then to create a chain of 
inputs running from the utilization and collection of data, to their generation, 
transmission and processing; and third, in the context of decentralization efforts and 
the development of local health systems, where most data must be generated, to give high 
priority to improvement of the information system, including attention to local 
management needs. Those approaches were seen as complementary. 

Epidemiology was arguably the most appropriate discipline to make a contribution to 
such ends. But immediate answers were also needed, and he thus returned to the question 
put by Dr Cabrai. The intention was, first of all, to use the evaluation exercise as a 
major tool to transform the Strategy into a permanent fixture, while assisting 
governments in carrying out the changes mentioned by Professor Medina Sandino. Until a 
system capable of generating the necessary information was put in place, however, it 
would be necessary to work on solving the health problems of the marginalized populations 
in the cities, and other groups. Existing information would be supplemented by the 
results of specific studies in regard to those groups, the aim being to adapt and expand 
the results to those of populations. 

Dr JARDEL (Assistant Director-General), responding to Sir Donald Acheson's question 
on progress in the implementation of resolution WHA41.27, said that in November 1988 a 
group of experts had been brought together to make recommendations on the strengthening 
of basic epidemiological capabilities at country level and on research and training. A 
report on the subject had been submitted to the Executive Board in January 1989, and the 
Board had called for increased technical cooperation with Member States. 

In February 1989 an interregional consultation had been held on the use of 
information in the management of health systems. It had proposed a plan of action for an 
international initiative designed to enhance epidemiological capacity in Member States. 
The subject had also been discussed at the Forty-second World Health Assembly. 

A decision had since been taken to hand responsibility in the matter over to the 
Division of Epidemiological Surveillance and Health Situation and Trend Assessment, which 
had been restructured for the purpose. There were a number of epidemiologists in 
different technical programmes in WHO, but the Division had a particularly important role 
to play in promoting and coordinating common activities. 

Numerous activities had been carried out by WHO at the International level and by 
the regional offices, but the main initiative, involving the combining of efforts to 
assist developing countries in expanding their epidemiological capacities, had been slow 
to get under way. Extrabudgetary resources had had to be sought. The problem had been 
discussed with representatives of IEA, the Association of French-Language 
Epidemiologists, the Centers for Disease Control (CDC), the World Bank, and the London 
School of Hygiene and Tropical Medicine. A project had been worked out with CDC, and he 
had reason to believe that an agreement for coordinated action by a number of 
organizations to back up the work of the regional offices would soon be reached. 

Some of the main activities - creating an inventory of epidemiological training 
programmes and of educational materials and analysing epidemiological training needs, for 
example - were already in progress, and IEA was cooperating in those efforts. As for 
country support, attempts were being made to redirect the activities already being 
carried out and to put the final touches on the joint initiative which, it was hoped, 
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would be launched in 1990 with support from organizations willing to contribute. He 
believed the Board would see real progress in that area by the time it met in 1991. 

Lastly, WHO was active in promoting epidemiology in, and support for health for all 
at every possible opportunity in international forums. 

In connection with the Director-General’s report (document EB85/17), he observed 
that the 12 global indicators were an integral part of the international strategy adopted 
by the Thirty-fourth World Health Assembly. They were not the sole tools that were used 
for evaluation, however: a number of questions and non-quant i tat ive criteria were added 
to the indicators in the evaluation process. The 12 indicators were not to be modified 
radically; the proposal was to adjust their formulation on the basis of experience 
gained over the past three monitoring and evaluation exercises, to enable them better to 
gauge change and evaluate equity - a point on which Dr Cabrai had expressed concern. 

Evaluation of health-for-all strategies was primarily a national activity, not just 
an exercise carried out by, WHO. The reports on progress made and the evaluation 
submitted to the Health Assembly in May 1989 clearly showed the advances made by 
countries, even when using imperfect indicators. But, as Mr Srinivasan had pointed out, 
countries must evaluate their progress themselves using more advanced indicators, 
especially for their specific health problems or those of at-risk groups. Global 
indicators thus were to be taken only as a flexible structure for adaptation at national 
or regional level, where additional indicators were also called for. In most regions, in 
fact, such indicators had been developed. 

He agreed with Professor Medina Sandino on the need for specific goals at national 
and possibly regional level if the evaluation process was to be meaningful, but that was 
the very purpose behind the formulation of national health-for-all strategies. 

The Secretariat would take due account of the comments made by Board members in its 
efforts to improve the definitions and the formulation of the indicators, but in the 
final analysis Member States would have to interpret the indicators as they saw fit. 
Sometimes information under a given indicator was unavailable or cost too much to obtain 
in certain countries, but that was not sufficient reason to abandon that indicator. The 
progress countries could make in their capacity to gather, analyse and use data was 
itself a useful indicator of their desire to achieve health for all, and WHO should give 
them all possible support in those efforts. 

Professor Ransome-Kuti could rest assured that although the levels originally 
included in the formulation of global indicators had not been carried over into the new 
formulation, they would be referred to in the analysis at regional and global level of 
results obtained by countries. 

In conclusion, he stressed that radical change was not being proposed, merely a few 
improvements, which the pertinent comments of Board members would render even more 
appropriate. 

Dr HAPSARA (Division of Epidemiological Surveillance and Health Situation and Trend 
Assessment) thanked Board members for their encouraging and constructive comments 
regarding improvement of the indicators for the second evaluation of the Strategy. The 
Secretariat had carefully considered the nature of the indicators, which should be 
relevant, objective, sensitive and specific. But, as many members had pointed out, what 
was most important was feasibility, and that would be further improved and checked in 
field tests in various countries in all regions early in 1990. 

In the Director General's report the emphasis had been on indicators； but use would 
be made of other tools, including criteria, which were standards by which actions could 
be measured and questions pertinent to the actions could be examined. 

As had been stated on many occasions in the Executive Board and at the Health 
Assembly, the purpose of the evaluation was to improve health programmes and the health 
infrastructure for delivering them and to guide the allocation of resources in current 
and future programmes. 

Several members had commented on the need for careful definitions in the wording of 
indicators, and those comments would be taken into account in improving the guidelines or 
common framework for the second evaluation. 

Improvement of indicators, as some members had pointed out, was an ongoing process 
arid the strengthening of epidemiological and statistical capability in Member States was 
very important in that context. The original purpose of indicator No. 6, to which 
Sir Donald Acheson had referred, had been to measure the transfer of resources for health 
from donors to needy countries, but it had yielded no clear and quantitative response. A 
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new formulation had therefore been suggested which, it was hoped, would furnish more 
specific and quantitative information. In the guidelines, the Secretariat would ensure 
that all types of aid which impinged on health were included. 

Concerning the indicators on malaria, AIDS, unhealthy life-styles and other 
problems, he reminded members that the global indicator list must be kept short. Many 
countries could not produce reliable information on those problems, although some regions 
had already adopted specific indicators on them. 

Professor Kallings had mentioned the problem of disability; it had already been 
introduced in the draft common framework in the sections on morbidity and mortality, and 
some regions had already developed such indicators. 

In response to the comments of Professor Borgoño and other members on the phrasing 
of indicator No. 7, the Secretariat would suggest that the words "in union" be deleted. 
An effort would be made to provide clear instructions in the guidelines. 

Some indicators on nutritional status were indeed difficult to obtain, but WHO was 
encouraging Member States to develop their capacity to acquire them for further analysis. 

It was hoped that it would be possible to synchronize the timing of the evaluation 
process among headquarters, regions and countries in future. 

He thanked Dr Cabrai for emphasizing the importance of trends over time； the 
Secretariat was beginning to look into future health trend assessments and had already 
identified some of the main principles and variables for future trend assessment. 
Dr Reilly had also mentioned the important aspect of demography for trend assessment - a 
matter on which the Secretariat was in full agreement. 

All comments were very important for further improvement of the indicators and 
implementation of the second evaluation of the Strategy, as well as the strengthening of 
epidemiological capacity, monitoring, evaluation and future trend assessment in 
countries, regions and headquarters. 

Professor SANTOS noted, with reference to the comments by Secretariat members, that 
the important steps taken and foreseen to improve the use of epidemiology as one of the 
tools in the evaluation of the Global Strategy were consequences of decisions taken by 
the Health Assembly and the Board. In view of the complexity of the subject, the 
prolonged maturation period of the endeavour, and the important steps still to be taken, 
as described by Dr Jardel, it might be useful for the Board to adopt an additional 
resolution or recommendation on the subject at its current session. 

Dr RODRIGUES CABRAL asked whether some indication could be given of the kind of 
subgroups which might be used, and whether they would be proposed by WHO or whether 
individual national health systems would be left to determine what best suited their 
needs. 

The DIRECTOR-GENERAL said that the Global Strategy for Health for All had been 
adopted by the Health Assembly in 1981, on the basis of which regional and national 
strategies had been worked out. Plans of action had been formulated and programmes were 
implemented on the basis of the national strategies. The 12 existing indicators had been 
found not to be entirely satisfactory as the basic indicators for monitoring and 
evaluation of those strategies. With the health situation changing rapidly in many 
regions, successful programme implementation required the identification of priorities 
and optimum resource allocation, both human and financial. In other words, there had to 
be an action-oriented planning process, based on priorities in programme budget 
implementation. For the monitoring and evaluation of implementation of the Global 
Strategy For Health for All, more detailed information was required on the implementation 
of national and regional strategies. To add to that monitoring and evaluation process, 
an office of programme development and monitoring had been established and was setting up 
a system for a more comprehensive measuring of the implementation rate of WHO'S global, 
regional and country programmes of cooperation, in terms of both budget and programme. 
The results would indicate the efficiency and possibly the effectiveness of WHO'S 
cooperative programmes and provide information necessary for a redetermination of 
priorities at national, regional and global levels, based on the health-for-all 
strategies. 

Dr JARDEL (Assistant Director-General) said that the breaking down of indicators was 
essential if progress was to be measured accurately. Some subgroups were quite obvious, 
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such as the male and female subgroups, but beyond that problems arose which were peculiar 
to each country. Geographical distinctions, for example, had their own problems : the 
urban-rural definition seemed simple enough on the surface but was not so simple where 
certain countries were concerned. Some countries liked to differentiate between the 
capital and the rest of the country. Distinction according to age was clear. Some 
countries, for their health services, made subdivisions for distances in relation to 
accessibility. It was difficult, therefore, in formulating global indicators, to make 
specific proposals on subgroups. However, in the instructions accompanying the 
evaluation material, examples and suggestions would be given of the sort of subgroups 
that might be used or were recommended. The intention was not to establish precise 
global statistics on the basis of 166 national reports. What mattered was to see how the 
situation was developing in each country according to its own indicators and to make a 
more qualitative analysis of that general development on a worldwide basis. 

The CHAIRMAN, referring to the suggestion by Professor Santos, said that if the 
Board agreed, the task of drafting a resolution in connection with document EB85/17 could 
be left to the Secretariat in collaboration with Professor Santos, for submission to a 
later meeting of the Board. 

Professor BORGOÑO fully endorsed the suggestion by Professor Santos : the draft 
resolution should take account of the opinions expressed in the course of the discussion. 

It was so agreed. 

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

2. METHOD OF WORK AND SCHEDULING OF SESSIONS OF THE HEALTH ASSEMBLY (REPORTS OF THE 
PROGRAMME COMMITTEE AND THE DIRECTOR-GENERAL): Item 20 of the Agenda (Documents 
EB85/24, EB85/25 and EB85/26) 

Professor KALLINGS, speaking as a member of the Programme Committee, said that the 
Committee had examined a report by the Director-General reviewing a number of issues 
concerning the method of work of the Health Assembly which had been raised by members of 
the Executive Board at its eighty-fourth session. That review was annexed to the 
Programme Committee's report on the subject contained in document EB85/24. 

The Programme Committee had recalled that in accordance with decision V7HA40(10) 
adopted in 1987, the Board was in the process of monitoring the method of work of the 
Health Assembly over a period of three years, and that a full report on its findings was 
to be submitted to its eighty-seventh session in January 1991 and subsequently to the 
Forty-fourth World Health Assembly. 

The Committee had taken note of the information provided by the Director-General in 
sections I and II of his report, including comments on the length of interventions by 
delegates and the Secretariat； its observations and recommendations on that issue were 
reflected in paragraph 3 of its report. 

With regard to the question of imposing a deadline for the circulation of draft 
resolutions, dealt with in section III of the Director-General‘s report, the Committee 
had felt that since that matter was part of the monitoring exercise, it should be taken 
up by the Board when the report on the results of the three-year monitoring became 
available. 

The Programme Committee had endorsed the proposal by the Director-General in 
section IV of his report to make greater use of subcommittees and drafting groups in 
preparing acceptable draft resolutions. 

On the issue of the scheduling of work between main committees, presented in 
section VI of the Director-General‘s report, the Programme Committee had favoured the 
present system whereby Committees A and В concentrated their work during the second week 
of the Health Assembly. However, it had welcomed the Director-General's intention to 
propose changes in the order in which programmes were reviewed during discussion of the 
programme budget, so that important disease prevention and control programmes could be 
considered earlier. The Programme Committee had also urged that efforts to limit 
Committee A's agenda to programme budget matters only, in the budget review years, should 
continue. 
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On the subject of Technical Discussions, covered in section VII of the 

Director-General's report, the Programme Committee had shared the concern expressed at 
the eighty-fourth session of the Board that to save time they should be held in 
even-numbered years only, when there was no programme budget to discuss. 

The recommendations and observations of the Programme Committee on other issues 
covered in the Director-General‘s report, such as information and guidance for delegates, 
were contained in paragraphs 9-11 of the report. 

Professor B0RG0Ñ0 observed that the subject had been discussed for a long time arid 
that some points in the report were familiar. However, a number of problems needed to be 
highlighted with a view to achieving some solution by 1991 or earlier. Generally 
speaking, while it was true that some statements were kept to the time limit, others were 
very long, in Committee A as well as in Committee В, including those made by 
representatives of United Nations bodies and specialized agencies or nongovernmental 
organizations, which did not always deal directly with the subject under discussion. The 
recommendation that they should be heard only after delegates' interventions might result 
in their being shortened. Some of the replies by the Secretariat were also unnecessarily 
long. 

The question of the circulation of draft resolutions was a difficult one, because 
delegations believed that they were entitled to submit a draft resolution at any time, 
either individually or as members of a group. An effort should be made to exercise some 
discipline by not leaving draft resolutions to the last minute. They were not always 
well studied beforehand, thus involving long discussions in committee before they could 
be submitted to the plenary, as had occurred the previous year. It ought to be possible 
to agree on a deadline of six days after the opening of the Health Assembly, as 
suggested. 

As regards section VI, the Director-General's suggestion to change the order in 
which programmes were reviewed during the discussion of the programme budget was a 
practical one, because, quite clearly, the degree of importance attached to them varied 
from country to country. It should be possible, through the policy-making bodies and 
other mechanisms of communication within the Organization and the various committees, to 
work out the most appropriate order for discussion and apportion the time accordingly. 

The earlier proposal that there should be no Technical Discussions in budget years 
was a commendable one, since it would allow more time for discussion of so important a 
subject as the programme budget. There had been lengthy discussions about the holding of 
Technical Discussions during the Health Assembly, but so far no clear decision had been 
reached. 

Regarding the holding of biennial sessions of the Health Assembly, referred to in 
paragraph 10 of the Programme Committee's report, there was a vast majority in favour of 
an annual meeting, particularly in so dynamic a process as health and with the goal of 
health for all by the year 2000 so close at hand. 

He strongly favoured the proposal referred to in paragraph 11, to advance the 
nomination of Members to designate Executive Board members to the first week of the 
Health Assembly. It was the week when most ministers attended the Assembly, and he hoped 
that it would be put into practice at the forthcoming Health Assembly. 

Another point which called for considerable caution when approving the agenda that 
the Executive Board was required to submit for the Health Assembly was that of the number 
of topics to be discussed respectively by Committees A and В. He had been informed that 
in 1992 Committee A was to be assigned ten subject areas as opposed to four in 1991. 
There were some subjects, such as AIDS, which habitually gave rise to a very lengthy 
debate involving a vast number of speakers. Discussion of some subjects was required 
every year in pursuance of the relevant resolutions. It was important to bear those 
considerations in mind when deciding on the agenda of the main committees, and also to 
look into the question of resolutions requiring annual consideration of certain items. 
In his view, the topics were not always evenly distributed between the two committees, 
with the frequent result that technical subjects scheduled for discussion by Committee A 
had to be dealt with by Committee В because of time constraints. 

Dr RODRIGUES CABRAL agreed with most of the Director-General‘s proposals. In 
connection with the timely circulation of draft resolutions, he requested an explanation 
about the "new initiatives" referred to in paragraph 15 of the Director-General‘s 
report. With reference to paragraphs 16 and 17, his experience was that the number of 
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politically sensitive issues that had interfered with the normal proceedings of the 
Health Assembly had decreased in the past decade. One mechanism that could be brought 
into play in order to reach consensus on draft resolutions on such issues was the 
regional group meetings held on the first day or two of the Health Assembly; he would 
like to hear the opinion of the Director-General on that subject. 

Regarding the distribution of work between Committees A and В and the comments made 
by Professor Borgoño about categorizing various programmes and strategies, the question 
of the revision of all reporting procedures had in fact been discussed before. A 
proposal by the Secretariat would be most welcome, and he hoped that the study undertaken 
by the Director-General would help to solve the problems encountered by Committee A. 

On the subject of the scheduling of work of the main committees, one argument in 
favour of maintaining the status quo was precisely the holding of the regional group 
meetings early on in the Health Assembly, and the assistance they could provide in 
helping to solve sensitive issues before the main committees started their work. 

He agreed with Professor Borgoño's remarks concerning the Technical Discussions. 
Although the majority position in the Programme Committee appeared to be that no 
Technical Discussions should be held in years when the programme budget was being 
discussed, Technical Discussions were important for WHO's prestige and were a unique 
forum for communication between WHO, members of institutional bodies and specialists 
representing the informal sectors. As Professor Borgoño had pointed out, the health 
situation was evolving rapidly, with changes in the determinants of disease and disease 
profiles and also social factors, as well as the ability to adapt to new developments. 
Some highly topical issues had been proposed for Technical Discussions in recent years； 
he believed that they would continue to provide a good opportunity for exchanging views, 
determining priorities and the scope of certain initiatives and devising strategies. He 
was therefore in favour of maintaining annual Technical Discussions. 

Sir Donald ACHESON welcomed the proposals put forward by the Programme Committee. 
Regarding the Technical Discussions, if the recommendation that they should be held every 
second year reflected not only the programme budget issue but also some unease about the 
quality of the Discussions, then ways of improving them should be found. The exchange of 
technical information was the fundamental purpose of the Organization, and the Health 
Assembly was the only occasion when every Member State had a representative in Geneva. 
Moreover, events in the field of health technology and health policy were moving very 
fast, and the Technical Discussions afforded a very good opportunity for effective 
exchange of information. Various methods could be explored: a popular format, but by no 
means the only one, had been that used at the fortieth anniversary Health Assembly. 

Dr KIM Won Ho said that the reports by the Director-General and by the Programme 
Committee reflected comprehensively the important issues raised in improving the methods 
of work of the Health Assembly. One of those issues was the length of statements by 
delegates in the main committees. As could be seen from the table in the 
Director-General‘s report, the vast majority of delegates kept their statements to within 
five minutes. An exhortation to that effect by the chairman at the first meeting would, 
he believed, be sufficient to reduce the length of statements and make it unnecessary to 
amend the Rules of Procedure. Furthermore, in order to help delegates focus their 
statements on the essentials, the relevant documents should be well prepared to show up 
the points at issue. 

Mr SRINIVASAN referred to paragraph 17 of the report by the Director-General and the 
guidance sought from the Programme Committee on the question of draft resolutions on 
politically sensitive issues. It was important to accept the fact that such issues did 
arise in so international a gathering as the Health Assembly, even though they might not 
be its direct responsibility. Recalling the creditable tradition of consensus in WHO, he 
urged that informal consultations be continued, as well as - on pragmatic grounds - the 
resolution of issues by consensus. 

He commended the Director-General‘s readiness, as stated in paragraph 26, to 
reschedule the more important issues for discussion at an early stage in the session. In 
that connection, he suggested that consideration might be given to slotting items into an 
appropriate place on the agenda and timetable of work, so that the more important items 
could be considered at the beginning of the Health Assembly when many eminent persons 
were present. 



82 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
He agreed with Dr Cabrai that the Technical Discussions added prestige to the 

Organization, and he joined in what appeared to be the consensus that they should 
continue to be held every year. 

Mr LARSEN (Office of Administrative Management and Evaluation) thanked Board members 
for their constructive comments. 

Professor Borgoño had referred to the lengthy interventions sometimes made in the 
main committees, and to the Programme Committee's recommendation that statements by 
representatives of other United Nations agencies and nongovernmental organizations should 
be heard only after delegates' interventions. That procedure was already being applied 
in Committee В and had also been followed by the Chairman of the Board at the present 
session. It was recalled that the Rules of Procedure already contained provisions that 
could be used to limit the time allocated to each speaker, specifically Rules 27 and 57. 
However, the question of limiting statements was part of the ongoing monitoring exercise 
as referred to in the Programme Committee's report (document EB85/24). A more extensive 
reply on the matter would therefore be given to the Board in January 1991. 

In reply to the comments of Professor Borgoño and Dr Cabrai on the submission of 
draft resolutions, he said that the question of imposing a six-day limit after the 
opening of the Health Assembly was also part of the monitoring exercise. As indicated in 
the report, experience at the last two Health Assemblies had shown that the situation was 
not too serious in Committee B, although a problem had arisen at the last Health Assembly 
in Committee A in relation to draft resolutions on substantive programme areas. A number 
of steps were, however, being taken by the Director-General to streamline the handling of 
resolutions in the Secretariat. Under Planning, Coordination and Cooperation, he had set 
up a special office entitled Governing Bodies and Protocol, headed by Dr Ray, one of 
whose functions was to coordinate resolutions submitted to the Secretariat. Further, the 
question of resolutions was one of the issues considered at the regular meetings between 
the Director-General and programme managers in preparation for the Board and the 
Assembly: namely, which resolutions might be anticipated, which ones were required, 
which ones could perhaps be deferred if sponsors were to agree, and so on. A third 
measure was to make wider use of the provision contained in resolution WHA31.9, which 
stated inter alia that the "sponsors of draft resolutions on technical subjects for 
consideration by the main committees of the Health Assembly should normally be invited to 
submit with them whenever feasible and appropriate (and jointly when appropriate) an 
explanatory note or memorandum providing background information on the proposal made, 
provided such information is not already available in the documentation before the Health 
Assembly, it being understood that the Secretariat would report, in writing if feasible 
or appropriate, on any technical, administrative and financial implications which the 
proposal might have". The more systematic application of that provision should also 
contribute to solving the sort of problems encountered at the previous Health Assembly 
concerning the handling of resolutions. 

There had been a number of studies on the Technical Discussions in previous years. 
The most recent resolution, WHA37.21, provided for Technical Discussions to be held 
annually and to last one and a half days. There was, of course, nothing to stop the 
Executive Board recommending a change to the Health Assembly if it so wished and, in 
fact, a change to holding Technical Discussions in even-numbered years only might even be 
welcomed by the Director-General. 

The suggestion by Dr Cabrai and Mr Srinivasan to the effect that regional group 
meetings might be used as a means of consulting on politically sensitive issues was a 
good one and should be examined further. However, such meetings generally took place at 
the beginning of the Health Assembly, whereas draft resolutions were often not submitted 
until later. Furthermore, Rule 52 of the Rules of Procedure stipulated that any draft 
resolution should be circulated two days prior to its discussion. Thus, if draft 
resolutions were only received in the second week of the Health Assembly, time 
constraints could develop for such consultations. Nevertheless, the suggestion made was 
a constructive one and should be pursued. 

The distribution of work between the two main committees was based on specific terms 
of reference for Committees A and В which had been laid down in earlier resolutions. In 
that regard, it might be appropriate to implement more rigorously resolution WHA32.36, 
which stated, inter alia, that "the Executive Board, when preparing the provisional 
agenda of each regular session of the Health Assembly, shall take into consideration the 
desirability of achieving an appropriate balance in the volume of work in the Health 
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Assembly from year to year, and in this connection, as a general principle, individual 
technical programme items shall preferably be included in the agenda of the Health 
Assembly as separate items only in the years when the Health Assembly does not undertake 
a full review of the proposed biennial programme budget, thus allowing more time for such 
technical items and providing a better balance of work of the Health Assembly". However, 
it was important to keep in mind also the fact that any Member State had the sovereign 
right to propose a draft resolution, and thereby initiate a discussion in a committee, if 
it so wished. 

Dr Cabrai had endorsed the status quo regarding the concentration of most of the 
work of the main committees in the second week of the Health Assembly. There were good 
reasons for maintaining that practice, as outlined in document EB85/24. 

Sir Donald Acheson had referred to the quality of the Technical Discussions and the 
fact that these events were important opportunities which sometimes might be better 
utilized. That issue was perhaps outside the scope of an examination of the method of 
work as such, and should be considered separately if need be. 

In reply to Dr Kim Won Ho, he said that the purpose of the summary information in 
the ruled box on the front page of Health Assembly and Executive Board documents was 
precisely to enable delegates to focus on the key issues under review. The Secretariat 
would examine how these summaries could be improved. 

Mr Srinivasan's suggestion that the specific timing of the discussion of particular 
programmatic agenda items be decided at the start of each Health Assembly so that 
delegates would have a clearer idea of when important disease prevention programmes were 
to be considered was a good one and fully in line with the Director-General‘s intentions. 

The DIRECTOR-GENERAL considered that Dr Cabrai‘s comment regarding the use of 
regional mechanisms for the handling of politically sensitive issues was perhaps better 
directed to the Regional Directors. In some regions, matters of regional concern were 
confined to the regional level and were never brought to the global level through the 
Health Assembly. When he had been Regional Director, he had made use of several 
mechanisms to try to limit such issues to the regional committee level or to the plenary 
debate at the Health Assembly on the reports of the Executive Board and the report of the 
Director-General on the work of WHO. The Health Assembly was a governing body which made 
decisions and solved problems where possible； it was also a forum for the exchange of 
information, an opportunity for the Secretariat and Member States to learn from one 
another. A number of the decisions made by the Health Assembly were politically 
sensitive, especially when related to constitutional and financial matters. A good 
example of the value of careful preparation of work, through the regional committees and 
other bodies, was the Health Assembly's adoption of the programme budget by consensus. 
Of course, delegations to the Health Assembly included not only health professionals 
among their members, but diplomats and those more versed in politics. Currently, the 
regional group meetings held prior to the Health Assembly usually involved discussions 
about problem-solving and joint action for health rather than purely political issues. 
However, it was sometimes the case that internal conflicts arose within regional groups 
between those concerned with health and those concerned more with politics. If they were 
agreeable, the Regional Directors might be able to coordinate those political and health 
groups in order to assist in finding solutions to sensitive political issues. 
Unfortunately, experience had shown such issues to be very complex, requiring many 
consultations, and he was wary of increasing the workload of the Health Assembly still 
further. However, he hoped that the Regional Directors would, where possible, become 
more involved in such matters in order to try to solve them at the regional level, 
thereby avoiding unnecessary debate at the global level, where the focus should be on 
health issues. 

Dr KO KO (Regional Director for South-East Asia) affirmed that the Regional 
Directors were, of course, willing to do what they could in that respect. However, 
experience had shown that when politically sensitive issues arose it was the more 
politically oriented members of delegations who took part in the debates rather than 
those concerned with health. Further, in many cases, the issues lay beyond the regional 
level, interfacing with or influenced by international, interregional and geopolitical 
problems, with many political aspects. 
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Dr GEZAIRY (Regional Director for the Eastern Mediterranean) observed that, while 

the Regional Directors did their best, it was difficult to keep things calm once the 
situation was out of control. When people were being killed and the violence was being 
publicized through the media, it was unrealistic to expect that such matters could be 
ignored at the Health Assembly. While debate on such issues should be kept to a minimum, 
it could not be avoided altogether. However, it was important to minimize the length of 
debate and to focus on finding practical solutions rather than listening to mere 
rhetoric. 

Dr MONEKOSSO (Regional Director for Africa) noted that his Region was fortunate in 
that political issues were directed through the Organization of African Unity and were 
largely solved by consensus. In fact, in the past, Members of the Region had acted as 
brokers for peace when such issues had threatened the existence of WHO. He agreed with 
Dr Cabrai that in recent times discussions at the Health Assembly had been relatively 
peaceful and even difficult issues had led to little disruption in the Assembly's work. 
Much of the discussion and problem-solving had occurred in meetings of regional groups, 
held outside the main work of the Assembly. The Health Assembly had generally considered 
such issues only after a solution had apparently been found. 

As Dr Ko Ko had said, the Regional Directors stood ready to do what they could and 
would join together to look at interregional conflicts and to support the 
Director-General in ensuring the safety of WHO. However, the final responsibility lay 
with delegates to the Health Assembly. It was fortunate that, in most instances, 
delegates appeared to consider that health was related to peace, so that even the most 
sensitive issues acquired a relatively peaceful dimension at the Health Assembly. 

The meeting rose at 17h25. 
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METHOD OF WORK AND SCHEDULING OF SESSIONS OF THE HEALTH ASSEMBLY (REPORTS OF THE 
PROGRAMME COMMITTEE AND THE DIRECTOR-GENERAL): Item 20 of the Agenda (Documents EB85/24, 
EB85/25 and EB85/26) (continued) 」 

The CHAIRMAN reminded members that the question of rescheduling sessions of the 
Health Assembly had been discussed by the Executive Board in May 1989 and by the 
Programme Committee in July 1989. It had been decided to obtain the views of Member 
States through their respective regional committees and to report back to the current 
session. The Executive Board was now invited to consider the proposal to reschedule 
future annual sessions of the Health Assembly from May to later in the year, and possibly 
to reschedule the sessions of the other governing bodies so as to facilitate the new 
cycle. The reasons given for the proposal were that it would help to prevent the 
introduction at the Health Assembly of political issues not directly related to 
international health, and facilitate programme budgeting and other processes, as 
explained in greater detail in the report. 

Professor KALLINGS, speaking on behalf of the Programme Committee, said that the 
Committee's brief report was contained in document EB85/25. The Director-General had 
sought the Committee's views on the particular issues that should be brought to the 
attention of the regional committees and subsequently of the Board in order to provide a 
comprehensive picture of the implications of any rescheduling of sessions of the Health 
Assembly. The suggestions made by the Programme Committee in that regard were outlined 
in paragraph 2 of its report and had been taken into account in the preparation of the 
Director-General's report contained in document EB85/26. 

Mr AL-SAKKAF said that, while the Director-General‘s clear report shed light on many 
aspects of his legitimate concern to avoid political controversy at the Health Assembly 
when so many vital health problems remained to be solved, the rescheduling of the Health 
Assembly sessions would be no easy matter, especially in the absence of more convincing 
arguments in its favour. The convening of the Health Assembly in May of each year was a 
40-year-old tradition, and the Director-General‘s assumption that the proposed change 
would help to avoid the introduction at the Health Assembly of political issues unrelated 
to international health action needed more careful consideration. It was doubtful, in 
fact, whether political issues could be entirely eliminated from health considerations, 
since in some cases they represented genuine health concerns. Of the arguments against 
rescheduling advanced in various regional committees, he would cite only three : there 
were no procedural methods of preventing resolutions or proposals of a political nature 
from being introduced, even if the Health Assembly were to be held in October/November 
and if those issues had previously been discussed by the United Nations General 
Assembly; holding the Health Assembly sessions in October/November might lead to a 
decline in ministerial attendance because of the cold weather in Geneva at that time； 
and the sessions would overlap with national activities in many regions. For those and 
other reasons, rescheduling needed careful consideration, and it might well be decided 
that the change would be inappropriate. 

Dr SHIMAO pointed out that the representatives attending the meeting of the Regional 
Committee for the Western Pacific, held in Manila in September 1989, had unanimously 
approved the third option, i.e., to reschedule all meetings, in the belief that the 
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health professions had to do their best to avoid involvement in political matters. 
Political issues other than the one discussed at the Forty-second World Health Assembly 
might arise in the future, and if the Health Assembly were held at the same time as the 
United Nations General Assembly, it could transmit any political problem outside its 
competence to that body, which was better suited than WHO to deal with political 
matters. The Regional Committee had reached that conclusion on the basis of experience 
at the 1989 Health Assembly, at which most speakers in the debate on the admission of 
Palestine as a Member State had been diplomats from the permanent missions in Geneva, in 
effect turning the Health Assembly into a miniature version of the United Nations General 
Assembly. The only result of the lengthy debates had been the exhaustion of all 
participants and increased confrontation between Member States, without any improvement 
in the health status of the Arab population of the occupied Arab territories. In an 
attempt to deal pragmatically with that situation, the Director-General and the 
Secretariat had done their best to find measures acceptable to all parties concerned in 
order to improve the health care of the population in question and, as the 
Director-General had stated, there was now some hope that the suggested measures might be 
accepted and implemented under the auspices of WHO. 

The decision taken at the Board's second meeting, on Member States in arrears in the 
payment of their contributions to WHO, was based on a unique feature of the 
Organization: Member States in arrears for a certain number of years had their voting 
rights in the Health Assembly suspended, but were invited to send delegates to it and 
continued to receive the necessary technical support. That approach had been adopted 
because the aim of WHO was to improve the health of all people in the world, irrespective 
of wealth or poverty, religious belief or political situation, in order to attain the 
Organization's most important target, equity in health. Board members should act as 
advocates for WHO and make known its unique features to their foreign ministers, prime 
ministers and heads of state； a better understanding of its characteristics on the part 
of world political leaders might help to avoid the involvement of the Organization in 
political conflicts. At the same time, it was important to maintain the solidarity of 
the Organization in the implementation of programmes aimed at the ultimate goal of equity 
in health. 

Although the Regional Committee for the Western Pacific unanimously supported the 
third option, it paid due consideration to the views of other regional committees, and 
sincerely hoped that the decision on such an important subject would be reached by 
consensus. 

Professor BORGOÑO stressed the importance of approaching the subject objectively, in 
depth and calmly, so that the decision might be taken by consensus； it would be a 
mistake to try to impose a vote on the matter on the Executive Board. Moreover, 
paragraph 9.5 of the Director-General‘s report, relating to the views expressed at the 
Regional Committee for the Americas, was incomplete, incorrect and misleading, since in 
fact all but one of the 13 speakers on the subject had clearly expressed their opposition 
to the proposed rescheduling. The position of the United States had not been made clear 
one way or the other, but its delegation had indicated its willingness to accept a 
consensus in the Regional Committee. It might thus be said that the consensus was 
against the rescheduling of sessions. 

Turning to the various reasons given for opposition to rescheduling, he said that 
the most important one was the absence of really convincing arguments in its favour. The 
change of dates would not prevent the introduction of political considerations in the 
Health Assembly's debates； the introduction of such issues had in any case been 
declining in recent years. The argument that the rescheduling would have some advantages 
from the point of view of budgeting was surely outweighed by the great difficulties of 
changing the dates, not only of the Health Assembly and the Executive Board, but of a 
large number of other WHO meetings in the regions as well as at headquarters. It was 
doubtful, moreover, whether the transitional arrangements set out in Annex 1 to the 
Director-General‘s report were in fact constitutional； even if the changes described had 
been accepted without objection, that did not mean that they set a legitimate precedent, 
and jurisprudence had to be developed on the basis of positive decisions, not the absence 
of objections. For all those reasons, it was essential to have more complete information 
on the complex legal and other considerations involved, so that all the parties concerned 
could work towards a decision by consensus on such an important matter. 
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Dr SADRIZADEH said that, if account was taken of the advantages and disadvantages of 

the options outlined in the Director-General‘s report and the comments by Member States 
made through the regional committees, it could be concluded that the third option, the 
rescheduling of all governing bodies, including the Health Assembly, the Executive Board 
and regional committees, was the most reasonable. Nevertheless, the final decision 
should be based on consensus； even if the Board decided to accept rescheduling, the 
change might be made effective only from 1991, in order to give Member States enough time 
to adapt to the new schedule. 

Sir Donald ACHESON also hoped that the Board would reach a consensus on the 
subject. The consultations described in the Director-General‘s report showed that a wide 
diversity of opinion existed among Member States and also that a substantial number of 
States had not expressed any opinions at all. In view of the carefully considered wishes 
of the Director-General and of the duty of Board members to support him as far as 
possible, there seemed at least to be grounds for the working hypothesis that the Board 
should recommend the rescheduling of the Health Assembly. He would have no difficulty in 
accepting the third or fourth options but considered that any changes should be made on 
an experimental basis, and in the light of information on how the change of date would 
affect attendance by ministers, which was of such crucial importance for the credibility 
and influence of the Organization. In any case, if a consensus could not be reached at 
the present session, he would be pleased if further consultations could take place. 

Dr KHAIRY questioned the rationale underlying the proposed rescheduling. Indeed, 
the proposal itself was political in nature in that it had been prompted by a fear of 
politics. Yet even the ministers of health attending the Health Assembly voiced the 
political positions of their respective governments. Besides, the proposal was being 
considered in response to political pressure which took no account of the humanitarian 
interests at stake. The Board must not yield to pressure by a country or group of 
countries. 

The arguments put forward to justify rescheduling were not convincing, and the same 
issues would be brought up 110 matter when the Health Assembly was held. Sections 9 and 
10 of document EB85/26 reflected general disagreement on the question, implying that the 
usual schedules should be maintained. He himself was in favour of that course. However, 
the entire issue had become confused and called for a more methodical approach. He 
therefore suggested that the Executive Board or the Health Assembly should hold a special 
session to discuss the matter. 

Dr KIM Won Ho said that, although rescheduling was acceptable to the countries of 
the South East-Asia Region, the Regional Committee had questioned the effectiveness of 
such a measure in keeping political issues off the agenda of the Health Assembly. 
Consequently, the question of rescheduling should be considered, not in terms of avoiding 
politicization, but from the point of view of the other advantages that it might have. 

Professor HASSAN observed that the advantage of the proposed rescheduling was 
ostensibly the avoidance of involvement in political issues unrelated to health. 
However, not only was complete depoliticization virtually impossible on account of the 
relation between politics and health conditions, but rescheduling might also prevent some 
ministers of health and other officials from attending the Health Assembly because their 
presence was required at certain national events, such as autumn parliamentary sessions. 
It might be preferable simply to encourage the representatives of Member States, through 
the regional committees, to refer political matters not directly related to health to the 
General Assembly of the United Nations or other appropriate bodies, instead of discussing 
changes in the scheduling of meetings. Indeed, the advantages of rescheduling set out in 
document EB85/26 were not sufficiently convincing to justify such drastic changes. The 
matter called for careful consideration before the Board could take a decision. In fact, 
none of the rescheduling options set out in Annex 2 to document EB85/26 were really 
satisfactory in practical terms. 

Since the regional committees had failed to arrive at a consensus on the matter, the 
status quo. i.e., the fifth option, should be maintained pending reconsideration of the 
matter at the Health Assembly in May 1990. 
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Professor RANSOME-KUTI said that the Regional Committee for Africa was opposed to 

the rescheduling of the Health Assembly and Executive Board, a measure which would do 
little to prevent a recurrence of the awkward political situation that had arisen at the 
last Health Assembly. A more radical solution must be found. He therefore proposed that 
all strictly political matters should be settled by the United Nations itself in New York 
and that membership of the United Nations should be made a condition of eligibility for 
membership of specialized agencies such as WHO. 

The Board was not in a position to reach a unanimous decision on the issue. The 
entire matter should therefore be reviewed in greater depth for reconsideration at a 
later stage. Meanwhile, attempts to introduce politically sensitive issues into the 
debate at the Health Assembly could be countered by laying down a requirement that draft 
resolutions submitted to it should be free of obvious political implications. 

Dr NTABA considered it ironic that the Board's attempt to prevent controversial 
politicization of the Health Assembly had led to a polarizing debate on its rescheduling. 
The issue was obviously a highly sensitive one, calling for careful consideration. 
Besides, rescheduling was by no means certain to produce the desired result. The 
dividing line between the political commitment needed by WHO to pursue its objectives and 
the type of politicization it was endeavouring to avoid was difficult to draw. At any 
rate, it was unreasonable to attempt to rule out politics altogether. The Board should 
therefore concentrate on how to deal with sensitive political issues, without trying to 
avoid them altogether. 

The Regional Committee for Africa, for its part, was against the idea of 
rescheduling; holding the Health Assembly session in May was a long-standing tradition 
which should not be hurriedly changed. A more appropriate approach would be to 
investigate ways of settling the matter once and for all, e.g., by trying to reach a 
genuine consensus through the regional committees or informal consultations inside or 
outside the Organization. In the meantime, the existing schedule should be maintained. 

Dr VAAMONDE SOUTO (alternate to Dr Meriendez) welcomed the Director-General‘s opening 
statement, with its five areas for added emphasis, as well as the reports by the Regional 
Directors and various experts. It was evident that even countries with limited economic 
resources could achieve results. 

Returning to the question under discussion, he said that there seemed to be some 
confusion with regard to the reasons for the rescheduling of sessions of the Health 
Assembly. In document EB85/26, paragraph 1.3 referred to the better functioning of the 
Organization as one of the arguments in favour of rescheduling; it appeared, however, 
that such a change would be inconvenient for several regions and countries. 
Paragraph 1.2 of the same document noted that one purpose of the rescheduling proposal 
was "to help prevent the introduction at the World Health Assembly of political issues 
that are not directly related to international health work". The paragraph nevertheless 
went on to admit that "Rescheduling the Health Assembly will by no means eliminate all 
such issues from its sessions, but it should help prevent some of them being raised". 
Even if the dates were changed, would that prevent an attempt being made to raise matters 
at the Health Assembly if no satisfaction had been obtained in the appropriate forum? 
The only way of resolving the problem was to find a definitive solution. 

Paragraph 10.1 of document EB85/26 stated that about half of the Member States had 
expressed their views； it would be interesting to know what they were. Paragraph 9.5 
recorded the views expressed at the РАНО Directing Council/WHO Regional Committee for the 
Americas； however, Professor Borgoño had informed the Board that the consensus reached 
at that meeting had been against rescheduling. 

It would be difficult for the Board to take a decision affecting Member States 
without a high degree of consensus. The matter certainly required further study. 

Dr ESPINOSA FACIO LINCE said that the various aspects of society - economic, social, 
cultural, etc. - were indissolubly linked with one another and with social life as a 
whole. It was thus inevitable that such factors would have an effect on health. He was 
therefore totally opposed to the proposed changes. A way would have to be found of 
evaluating and controlling the impact of various factors, in particular political 
factors, on health and the work of the Health Assembly. Referring to the comments made 
by Professor Borgoño, he stressed that documents should be factually correct; in cases 
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of doubt, the region concerned should be consulted. He agreed with 
Professor Ransome-Kuti that it was necessary to take countermeasures and he concurred 
with Dr Ntaba that political issues should be dealt with in an appropriate manner, rather 
than avoided. 

Professor MEDINA SANDINO agreed with previous speakers and said that the matter 
should be considered calmly, objectively and thoroughly. The reasons put forward to 
justify rescheduling were not convincing. Probably the only way of preventing political 
issues from being raised at the Health Assembly would be not to hold it at all. In a 
world racked with political problems that were the cause of major health problems, 
together with glaring inequalities in access to health services, it would be impossible 
for a world forum that determined the policies and strategies for health services to 
avoid political issues. Perhaps it would be best to face up to such problems and attempt 
to resolve them. It seemed that the disadvantages of rescheduling outweighed the 
advantages. The risk of acting unconstitutionally was also a cause for concern. She 
agreed with the view expressed at the Regional Committee for the Americas that the dates 
and schedule already set for the Health Assembly should be maintained. Given the 
importance of the question, the Board should take its decision by consensus. 

Dr САВА-MARTIN said that the Board should carefully weigh the arguments in 
attempting to reach a consensus. Was rescheduling justified in the light of the 
difficulties that it would cause the Organization and the Member States? It was argued 
in the Director-General‘s report that rescheduling would avoid the politicization of the 
Health Assembly. He agreed with that aim; health should not be used for political 
ends. The politics of Member States should not be used to justify pressure being brought 
to bear on peoples in such a way as to have a negative impact on health. Political 
interests should not affect peoples' health. The Board should reach its decision by 
consensus. The question should be studied in greater depth; in the meantime, the 
status quo should be maintained. 

Dr DAGA said that the replies by Member States had not pointed the way to a 
decision. The arguments put forward in favour of rescheduling were based mainly on 
political considerations. Three factors appeared to contradict those arguments. First, 
political problems were unforeseeable. Secondly, health ministers represented their 
governments and had the right to bring up political issues in the Health Assembly. 
Thirdly, the global indicators used in monitoring progress towards health for all 
explicitly included political aspects. Two methods of solving the problem had been 
proposed. The first concerned the methods of work of the Health Assembly. The second, 
put forward by Professor Ransome-Kuti, was that any entity wishing to become a Member of 
a specialized agency of the United Nations would first have to be accepted by the United 
Nations. Those proposals needed to be studied more thoroughly since they might offer a 
solution to the problems faced by the Health Assembly. 

Dr MARGAN said that, unfortunately, opinions were divided. He saw merit in moving 
the Health Assembly from spring to autumn but favoured the postponement of the Board's 
decision because of the arguments put forward and the need for further study. The 
experience of UNESCO showed that it was possible to hold a conference in October and 
November, but it would be difficult to ensure that ministers were present if all the 
specialized agencies chose to hold meetings simultaneously. UNESCO's experience also 
showed that meetings could become politicized, despite being held concurrently with the 
United Nations General Assembly. 

It was thus not easy to avoid political discussions； they were a fact of life. The 
problem faced by WHO was not so much one of dealing with political issues, but the fact 
that such issues took up so much of the Health Assembly's time, leaving insufficient time 
to deal with essential business. He agreed with Professor Ransome-Kuti that there should 
be a division of responsibilities between the United Nations General Assembly and the 
specialized agencies. Perhaps the matter could be taken up in a meeting of the 
Administrative Committee on Coordination. The arguments for rescheduling should not be 
based on political considerations. There were many other valid reasons for moving the 
Health Assembly from spring to autumn. 

A further lesson from UNESCO was that it ought to be possible to hold the Health 
Assembly every second year. Not only would that enable the Organization to function more 
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effectively and improve the quality of work of the Secretariat so that better documents 
were produced, but it would also enable considerable savings to be made - an important 
advantage in the light of current economic concerns and the tasks to be accomplished by 
WHO. 

Dr RODRIGUES CABRAL.said that, when the matter had been discussed by the regional 
committees, ministers of health, as heads of delegations, had had the opportunity of 
expressing their opinions on the matter. Board members therefore had a certain ethical 
duty to take such opinions into account in the interests of avoiding any decision which 
might prevent ministers from attending the Health Assembly or regional committees. 

With reference to Article 15 of the Constitution, perhaps the Legal Counsel could 
advise on the interpretation of the text of that Article, which stated that the Board 
should "determine the date of each annual and special session"• Did that mean that the 
Board had a mandate to fix the dates, as it had traditionally done, in respect of the 
sessions for each year, or could it change the whole schedule of sessions of all WHO 
governing bodies? 

The discussion had revealed a certain malaise within the Board; divergent views had 
been expressed which had to be reconciled in order to keep the 152 Member States working 
together as a coherent, consensus-reaching body. Given the contradiction between the 
ethical and legal duties of the Board, therefore, the best way of proceeding would be to 
submit the report under discussion, together with the relevant comments of the Programme 
Committee and Executive Board, to the Health Assembly and thus to the ministers of health 
without, however, urging too strongly that the schedule should be changed. 

Dr BERTOLASO said that, while discussions by the regional committees had been 
exhaustive and useful in providing a clearer picture of the situation, he had been 
somewhat concerned at Professor Borgoño‘s comments on that part of the report relating to 
the Region of the Americas； perhaps the Regional Director for the Americas could clarify 
the matter. While congratulating the Director-General and the Secretariat on their 
efforts in preparing the report contained in document EB85/26, he regretted that it did 
not provide as much information as might have been desired for such an important 
decision. He pointed out, in connection with Annex 3 of the report, that there was no 
mention of the session of the Joint Programme Committee for the Onchocerciasis Control 
Programme in West Africa, usually held in December each year. 

He shared the view that the Board should reach a consensus on the matter and 
expressed a preference for the third or fourth option, provided that assurances could be 
obtained that high-ranking delegates would be present at the Health Assembly. He 
proposed that a small ad hoc group should be set up to study the matter in depth and look 
further into the implications of rescheduling for a number of years on an experimental 
basis. 

Mr SRINIVASAN said there seemed to be general agreement that certain fundamentals 
must be protected at all costs； it was also clear that the Board was ready to do 
everything possible to assist the Director-General to assume his responsibilities in 
regard to current issues. The need to protect arid safeguard the professional concerns of 
the Organization as a leader in a very important sector of humanitarian endeavour had to 
be recognized. The issue before the Board was complex and had characteristics of an 
allegory - the problem being stated at one level but having implications at other 
levels - as well as a historical dimension. In addition, a diversity of opinions had 
emerged from the wide-ranging regional consultations already held, one example being the 
divergence of opinion about what had taken place at one of the regional consultations in 
the case referred to by Professor Borgoño. All those factors indicated the overriding 
importance of reaching a genuine, well understood consensus, without which any solution 
ran the risk of being mechanistic and thus defeating its main objective and creating 
difficulties at a later stage. 

From the discussions in the South-East Asia Region, two main points - one explicit 
and the other implicit - had emerged: (1) that rescheduling might be considered on an 
experimental basis; and (2) that whatever the action decided upon, political issues 
could not be ignored or forgotten but only minimized in terms of their immediate 
practical consequences； thus a solution should be found through the widest possible 
consensus among all regions. In addition, a whole series of practical issues arose -
ministers‘ convenience, parliamentary work, the presentation of budgets and the 
resequencing of the receipt of domestic resources and foreign assistance. 
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Consequently, considering the fact that about 50% of Member States had not so far 

expressed an opinion, it might be advisable to hold further informal consultations in 
order to ascertain the views of those Member States and build up a consensus around all 
the opinions expressed. Even during the current discussion, some new ideas had emerged. 
Thus there had been a reference to a single focus for resolving the issue, an emphasis on 
bearing in mind the reports on the method of work of the Health Assembly, a suggestion 
that a review in greater depth was needed, either by the Board itself at a special 
meeting or by an ad hoc group that would report to the Programme Committee, the Board or 
the Health Assembly, and a suggestion that whatever decision was arrived at, it should be 
taken by consensus and be regarded as an experiment. The most important indicator of 
success would be the number of ministers who attended the Health Assembly and, 
consequently, the extent of their commitment to the goals of the Organization. Taking 
all those factors into account and bearing in mind the Director-General‘s concerns about 
the management of the work, every opportunity must be taken to strive for consensus 
through further informal consultation, even though more time might then be required. 

Professor SANTOS said it could be concluded from the discussion that a significant 
majority had not found the arguments presented by the Secretariat for the proposed 
rescheduling strong enough to be convincing. He estimated that some 10 Board members had 
not found the arguments sufficiently convincing, that five had not felt able to take any 
firm decision, presumably because they too had not been convinced, and that five were 
clearly in favour of a change. While the main argument for change was to avoid the 
valuable time of the Health Assembly being taken up by political issues, there were also 
related arguments, such as the amount of time available for the preparation of documents 
and the mobilization of the personnel involved in meetings. 

His opinion was that, since practical matters - such as the reorganization of the 
work of headquarters and of regional office staff - or legal questions could be settled 
relatively easily, it had not yet become clear that the political arguments as presented 
justified change. Ultimately, the weight of those arguments would determine any 
decision. He would therefore be interested to hear the reaction of the Secretariat to 
the Board's discussion, and to know whether it could make the arguments for change more 
explicit or whether it would prefer to reconsider the matter, since a significant 
majority of Board members had not been convinced by the reasons advanced. In either 
case, it was important that the issue should be settled before the end of the current 
session; a real consensus, unaffected by emotional factors, was desirable. If the issue 
was left open until the forthcoming Health Assembly, discussion on it during the Health 
Assembly might well bring about exactly what it had been hoped to avoid. A strong 
statement and clear arguments on the part of the Executive Board must therefore be 
presented to the Health Assembly. 

Dr MOHITH noted that most members of the Board had expressed their views and had 
given some sound advice as to how to proceed. The reasons that had prompted the 
Director-General to request a rescheduling of future sessions of the Health Assembly had 
been very clearly explained in the opening paragraphs of document EB85/26. However, in 
the search for a solution, the Board's concern should be to opt for a schedule that would 
enable Member States to be fully represented at the ministerial level at meetings of the 
regional committees and at the Health Assembly. Under the present arrangements, 
representatives of Member States attended the Health Assembly in May and meetings of the 
regional committees in September or October. In principle, a rescheduling of the Health 
Assembly to around October and of meetings of the regional committees to around May 
should not interfere too much with the calendar of work of ministers. Appropriate timing 
could also be worked out for sessions of the Executive Board. However, after listening 
to Dr Margan, he felt that there were options other than those stated in the report, 
which the Board or an ad hoc committee could explore. 

It was a fact that Member States were accustomed to holding the Health Assembly in 
May. They would inevitably be unwilling to abandon that tradition. They would have to 
be convinced and informed of the reasons why rescheduling was being requested. Stress 
had been laid on the political reasons, but mention had also been made of other 
advantages. A consensus on the matter was essential, and in no way should the Board 
force a decision, since that might provoke another political or constitutional problem at 
the next Health Assembly. He supported the efforts being made to reschedule sessions of 
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the Health Assembly and hoped that a consensus would be reached, if possible before the 
next Health Assembly. 

Dr OWEIS said that Professor Santos had already covered much of what he had intended • 
to say. He therefore supported Professor Santos‘ proposal that the Board should hear the 
views of the Secretariat and not defer a decision to a future session of the Board or to 
the Health Assembly. Such a deferral would be full of pitfalls. Some of the members who 
had already discussed the matter might no longer be serving on the Board, the matter 
would again be discussed in the regional committees, and the same procedure would be 
repeated. Document EB85/26 contained a comprehensive report, and the Board now needed to 
hear the opinion of the Director-General. In any case, to refer the matter to another 
body would be contrary to Article 15 of the Constitution, according to which it was for 
the Executive Board to decide the dates of the Health Assembly. If the Board decided to 
refer the issue to another body, the Constitution would need to be amended at the Health 
Assembly. 

He supported Dr Margan's proposal regarding the possibility of holding the Health 
Assembly once every two years. He himself had submitted the same proposal two years 
previously, and hoped that it would be reconsidered. 

Professor KALLINGS expressed some views which reflected the general feeling in his 
part of the world. First, any decision to reschedule meetings of the Health Assembly 
should be permanent. Second, if it was decided to reschedule the meetings, due 
consideration must be given to other important events in the calendar of United Nations 
organizations and to the availability of ministers of health. Third, there must be a 
reasonable assurance that the rescheduling would solve the political problems that had 
triggered the discussion on it or make it substantially easier to deal with them. 
Fourth, any decision on rescheduling must be taken by consensus. As far as he could 
judge, all of those criteria had not so far been met. 

The political issues brought up during the Health Assembly could be divided into two 
groups - political issues pertaining to health, and general political issues not 
primarily related to health. The first group was inherent in health matters, and that 
was one reason why it was so important that the Health Assembly should be attended by 
ministers of health. It was the second group that interfered with the work of the Health 
Assembly in a non-сoris truc t ive way. He therefore suggested that the Executive Board 
should appeal to the Health Assembly to avoid extraneous political matters, thereby 
promoting a consensus that they should not be included in the agenda. Unfortunately, the 
political issue in the present instance involved membership, which, according to the 
Organization's Constitution, was a matter for the Health Assembly to decide. It could 
not be referred to the United Nations Security Council or General Assembly. Thus it 
could not be avoided without amending WHO's Constitution. 

Dr TOLBA observed that the problem under discussion was so difficult that the Health 
Assembly had referred it to the Board and some members of the Board had proposed that it 
should be referred to an ad hoc committee. The regional committees had not come to a 
decision on the matter; neither had they decided not to take a decision. Everyone was 
trying to avoid responsibility, so no decision could be taken. He himself was in favour 
of the Board taking a decision at its present session, if possible by consensus. Unless 
the decision was taken at the present session, it would not be taken at all. Political 
considerations were not the only reasons for making the change. It was also necessary to 
see what advantages would accrue to the Organization's finances and structures. If 
countries in several regions had not taken a decision, that was primarily in order to 
avoid raising political issues that might lead to the break-up of the Organization. 

Dr LIEBESWAR noted that many speakers had stated that it was impossible to prevent 
health issues from have political implications. That was certainly true, and it would be 
wrong to avoid becoming involved in international politics at all costs. Nevertheless, 
it was still necessary to ask whether the Health Assembly was the most appropriate forum 
for the discussion of a particular issue. When it was not, every effort must be made to 
exclude the issue from the agenda. The problem was therefore one of reaching a consensus 
among Member States to support the Director-General in his efforts to achieve that 
objective. Rescheduling the meetings of the Health Assembly could achieve nothing 
without such a change in spirit. Most European countries had made that clear in the 
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Regional Committee for Europe. They would plead for the provision of all possible 
support to the Director-General rather than for some formal new decision which did not 
seem to guarantee that a change would occur. 

Dr REILLY said that the survival of WHO should be uppermost in members' minds, since 
all members' loyalties should lie with the Organization, over and above their loyalties 
to their ministers and countries. There were very good reasons for rescheduling the 
meetings of the Executive Board, as given in paragraph 6.1 of the Director-General's 
report. The Regional Committee for the Western Pacific had been unanimously in favour of 
rescheduling the sessions of the Health Assembly. Members had brought up some very good 
points which would require answering. He fully agreed with Professor Santos that the 
Executive Board should make its decision at the present session, otherwise the matter 
could get out of control and an even worse situation might arise. He also agreed that 
the Secretariat should reply to members' questions and comments. To enable it to do so 
in the best possible way, he suggested that further discussion on the matter should be 
postponed until the following week. 

The CHAIRMAN, replying to Dr Reilly, said that in his opinion the Board should try 
to conclude its discussion of the item that same day. Many members had suggested that 
the Director-General should study the matter further. If that were done, some of the 
issues raised by members would be dealt with in depth. After hearing the Secretariat's 
replies and his own conclusions, the Board could then decide whether it would be 
necessary to reopen the debate the following week. 

Dr REILLY said that many of the questions raised required firm and knowledgeable 
answers. The purpose of his suggestion had been to allow the Secretariat time to prepare 
those answers. If the Secretariat could give the answers without delay, a postponement 
until the following week would not be necessary. 

The CHAIRMAN said he was sure that the Secretariat would be able to present its 
answers after lunch. When it had done so, he would present a summary of his impressions 
of the debate. 

(For continuation, see summary record of the eighth meeting, section 3.) 

The meeting rose at 12h30. 



EIGHTH MEETING 

Thursday. 18 January 1990. at 14h30 

Chairman: Dr S. Тара 

The meeting was held in private from 14h30 to 15h00 
and resumed in public session at 15h25. 

1. APPOINTMENT OF THE REGIONAL DIRECTOR FOR AFRICA: Item 11 of the Agenda 
(Document EB85/14) 

Dr TALL (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 Africa at its thirty-ninth session; 

.1. REAPPOINTS Dr Gottlieb Lobe Monekosso as Regional Director for Africa as from 
1 February 1990; 

2. AUTHORIZES the Director-General to extend the appointment of 

Dr Gottlieb Lobe Monekosso for a further period of five years from 1 February 1990, 
subject to the provisions of the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Monekosso on his appointment and extended to him the 
Board's best wishes for continuing success in all his further endeavours in the African 
Region. 

Dr MONEKOSSO (Regional Director for Africa) expressed his gratitude for the Board's 
decision to reappoint him to the post of Regional Director for Africa. He once again 
undertook to do his work to the best of his ability, under the direction and guidance of 
the Director-General, the Executive Board and the Health Assembly. 

Now was not the time for words in his Region: what was called for was action. He 
looked forward to collaboration with his colleagues at headquarters and at the Regional 
Office for Africa in Brazzaville, with WHO representatives in Member countries, and with 
the staff of other organizations and in other regions of the world. 

Most of all, however, he anticipated enjoying the confidence of the health 
authorities of Member countries, without whose collaboration very little could be 
achieved. 

2. APPOINTMENT OF THE REGIONAL DIRECTOR FOR EUROPE: Item 12 of the Agenda 
(Document EB85/15) 

Dr NTABA (Rapporteur) read out the following resolution adopted by the Board in 
private session: 

1 Resolution EB85.R2. 
2 Resolution EB85.R3. 

- 9 4 -
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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 Europe at its thirty-ninth session; 

1. REAPPOINTS Dr J . E. Asvall as Regional Director for Europe as from 
1 February 1990; 

2. AUTHORIZES the Director-General to extend the appointment of Dr J. E. Asvall 
for a further period of five years from 1 February 1990, subject to the provisions 
of the Staff Regulations and Staff Rules. 

The CHAIRMAN congratulated Dr Asvall on his appointment and extended to him the 
Board's best wishes for continuing success in all his further endeavours in the European 
Region. 

Dr ASVALL (Regional Director for Europe) said he was deeply moved by the Board's 
decision and the vote of confidence it conveyed. He would take it as strong support for 
the work done by the Regional Office for Europe, and for the enthusiasm shown by its 
staff, over the past five years. 

He wished to thank all those that had helped WHO in its work, and especially the 
representatives of Member States that had supported a number of difficult undertakings. 

The ideals of WHO had always been dear to him: he had begun studying medicine 
because of them and had never regretted his choice. He was therefore especially grateful 
to the Executive Board for giving him the opportunity to devote the next five years of 
his professional life to working for the most worthy cause he knew. 

The duties of a Regional Director were not always easy to carry out, but the pledge 
he had taken five years ago had become, and would remain, his credo. He carried the text 
with him everywhere, in his pocket, and it would be his sole guide throughout his new 
term of office. 

3. METHOD OF WORK AND SCHEDULING OF SESSIONS OF THE HEALTH ASSEMBLY (REPORTS OF THE 
PROGRAMME COMMITTEE AND THE DIRECTOR-GENERAL): Item 20 of the Agenda (Documents 
EB85/24, EB85/25 and EB85/26) (continued from the seventh meeting) 

Mr VIGNES (Legal Counsel) said that he wished to reply to a number of questions 
asked by members of the Board and relating to the workings of the Constitution. 
Professor Borgoño had asked whether the extension of the terms of office of the 
Director-General and the Regional Directors, proposed as part of the transitional 
arrangements envisaged in document EB85/26, was constitutional. It certainly was : there 
was no provision anywhere in the Constitution that limited any term of office； and, that 
being so, nothing precluded their extension, as long as a decision to that effect was 
taken by the bodies with authority to appoint the officials concerned, namely, the 
Executive Board in agreement with regional committees for Regional Directors, and the 
Executive Board and the Health Assembly for the Director-General. A contrario, if such 
an extension were unconstitutional, that would in practice restrict the freedom of WHO's 
constitutionally mandated bodies to set the dates of their sessions, since no 
transitional arrangements would be permissible. Professor Borgoño had also been of the 
view that there were no precedents for such extensions； however, he would recall that 
the term of office of an official of the highest rank in the Organization had been 
extended on two separate occasions, and that that official had been from a region that 
Professor Borgoño knew well. 

Turning to the question from Dr Cabrai about the Executive Board's authority to set 
the dates of meetings, he said that the words "shall determine" in Article 15 of the 
Constitution clearly gave the Board the task of fixing the dates of Health Assembly 
sessions. Dr Cabrai had correctly stressed that it was to determine "the date of 
each annual...session" of the Health Assembly. Thus, the Board was not to make a single 
decision, valid for all time, on the date of the Health Assembly, but every year to set 
the date for the next year's session. As to whether the Board could set the dates for 
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meetings of other WHO bodies, clearly it could do so for its own meetings - under Rule 5 
of its Rules of Procedure. It could not do so for the regional committees or for РАНО, 
but it could express its wishes, in the hope that the competent bodies would take them 
into account in the interests of the smooth functioning of the Organization. 

Professor Ransome-Kuti had made an interesting comment about the possibility of 
restricting membership of WHO exclusively to States members of the United Nations. That 
idea had been extensively discussed by the founders of WHO at the preparatory conference 
in 1946, but it had not been put into effect. The founders had apparently wanted WHO to 
be independent and not tied to the decision of any other organization. That, in fact, 
was the reason for the inclusion in the Constitution of Article 6, which provided that 
States not members of the United Nations could become Members of WHO by a simple majority 
vote of the Health Assembly. Thus, the suggestion made by Professor Ransome-Kuti would 
require a revision of the Constitution. 

Lastly, Dr Margan and Dr Oweis had suggested that the Health Assembly should meet 
every two years, but that would also require revision of the Constitution, especially in 
respect of Article 13. 

The DIRECTOR-GENERAL said that he had listened to the comprehensive and objective 
discussion of the item carefully and with appreciation. In introducing the proposal, he 
had been trying to respond to concerns expressed by the Board about how to deal with 
political issues. Such concerns had been the subject of discussion even since before the 
founding of the Organization. The subject was one of the issues he had inherited from 
his predecessor, and he had thought the time ripe to bring the matter before the Board 
for its consideration. 

If he had created the impression that he was adding to the political issues facing 
the Organization, he certainly apologized. His intention in proposing the rescheduling 
had been, not to exclude issues from introduction or debate in the Health Assembly, but 
rather to help to facilitate the handling and solution of political issues brought to the 
Health Assembly. 

If the Health Assembly was scheduled later in the year, WHO would not be the first 
agency in line to deal with some of those issues, and certain aspects of them might be 
referred to the General Assembly or other competent forums. Such aspects might include 
recognition of a government or State, decisions on territorial matters and the resolution 
of purely political conflicts. But WHO should have no hesitation in dealing with the 
health and medical aspects of political issues. 

When the question of the timing of the Health Assembly had been referred to the 
regional committees, his intention had not been to obtain a decision on the matter but to 
obtain from Member States the sense of the issues to be considered by himself and by the 
Board. 

Having listened to the various views expressed in the regional committees and in the 
Board, he believed that the Board should not act with undue haste in its search for 
consensus, whether consensus meant full agreement or merely compromise. 

He therefore considered the matter of rescheduling to be settled, but would pursue 
the wider issues of how to improve the work of the Health Assembly, taking into account 
the very positive and constructive observations that had just been made. He much 
appreciated the confirmation of the majority of the members of the Board that purely 
political issues outside health matters should not be brought into the governing bodies 
of WHO, which should deal mainly with health matters. He felt that he had obtained the 
necessary support in that respect from many members of the Board. However, the 
Organization would have no hesitation in tackling political issues if people's health and 
quality of life were directly affected. Even so, he would expect discussions not to add 
to the dimension of the issue but rather to concentrate on the practicalities of solving 
the problem of people's suffering. It was gratifying that that view had been endorsed by 
the Regional Directors and particularly by the Regional Director for the Eastern 
Mediterranean. He would rely on being able to call on any member of the Board for 
continuous help and advice on the matter. 

Professor BORGOÑO said that the case mentioned by the Legal Counsel involved a 
compatriot of his, who had been the Regional Director for the Americas, which was a 
precedent but not in his view jurisprudence. 
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Turning to Article 15 of the Constitution, he sought clarification of the phrase 

"after consultation with the Secretary-General of United Nations". He had not been aware 
of such consultations and wondered whether the Board had in fact been complying with that 
provision and what form the consultations took. Article 15 itself was perfectly clear. 
If the Board had been determining the date of each annual and special session without 
consulting the Secretary-General, then it had not been establishing jurisprudence but a 
precedent. 

He thanked the Director-General for his statement. It was everybody's wish to try 
and work together to further the aims of the Organization. The Board would probably be 
able to decide what steps should be taken once the Chairman had presented his summary. 

Dr KHAIRY said that he was somewhat perturbed by what had been said, and 
particularly by the Chairman's statement that he would summarize his impressions of the 
debate. Impressions usually implied feelings rather than facts. Given that what was 
important was to reach a decision that could be accepted by all in the general interests 
of the Organization, feelings and impressions should be set aside. If the Chairman's 
impressions were based on the statements that had been made in the various regions, then 
he would agree with the Chairman if he said that there had been some opposition to the 
proposal and accept that the Chairman's impressions were indeed founded on a consensus. 
If, however, the Chairman's impressions tended to minimize the opposition to the 
proposal, then he had certain reservations which should be noted. The Board must arrive 
at a decision that was in the interests of all and did not infringe anyone's 
prerogatives. He had listened to the Legal Counsel's opinion regarding the provisions of 
the Constitution on the convening of sessions of the Health Assembly. Given that one of 
the Organization's tasks was to improve the environment and the atmosphere, it surely 
followed that it should also try to improve the political atmosphere. The Board should 
therefore accord the necessary time to discuss political issues that affected health, 
because political action could pollute the political atmosphere, and political decisions 
had implications in the health field. He therefore urged the Chairman to give an 
objective impression of the discussion, based not on feelings but on facts. 

Professor SANTOS said that the Director-General‘s statement had increased everyone's 
highly positive and respectful appreciation of his personality and leadership. His 
statement had been very precise and should be sufficient to enable the discussion to be 
closed. However, in view of some of the statements that had been made earlier in the 
day, it seemed that some further study might be useful； that would be consistent with 
what the Director-General had stated to be his original purpose. The study would focus 
on how the Organization should deal with any political problems that might arise in the 
future. Such a study was not absolutely necessary, but might alleviate the concerns of 
those who still had doubts on the matter. On the other hand, a subcommittee or study 
group might be appointed to consider ways of dealing with political problems at future 
Health Assemblies. 

Mr SRINIVASAN associated himself with the feelings of respect expressed by 
Professor Santos for the Director-General‘s concern to improve the work of the 
Organization. The purpose of his own intervention earlier in the day had been to seek 
the unambiguous loyalty of all present to continue and maintain the professional concerns 
of WHO. It had been gratifying to hear the Director-General reiterate that sentiment and 
the response to the consensus, in other words the predominant views expressed by members, 
which the Director-General had noted. 

On behalf of all his colleagues on the Executive Board, therefore, he assured the 
Director-General that every effort would be made to support him in the discharge of those 
onerous responsibilities. 

Mr VIGNES (Legal Counsel), in reply to Professor Borgoño, said that he had obviously 
not made himself clear with regard to the person concerned. He had in fact been 
referring to a Director-General and not to a Regional Director. A Director-General‘s 
term of office and contract had been extended on two occasions, once for two years and 
once for three years, and those were the precedents he had had in mind. 

As to Article 15 of the Constitution, it was true that according to the Constitution 
the date of Health Assembly sessions was determined after consultation with the 
Secretary-General of the United Nations. The intention of Article 15 was to ensure 
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coordination, through consultation, of the meetings of the various bodies of the United 
Nations system and thus to avoid overlap. It also had a practical objective: because 
meetings were held at the Palais des Nations, the Secretary-General or his 
representatives had to be consulted so as to ensure that meeting facilities were 
available in the Palais on the dates suggested before a date for the Health Assembly 
could be determined. Consultation was therefore necessary and always took place, as his 
colleagues would confirm. 

As to the question raised by Dr Khairy earlier in the day on the possibility of 
holding special sessions of the Board, it was legally possible, in accordance with Rule 5 
of the Rules of Procedure of the Executive Board and Article 26 of the Constitution, for 
a meeting to be convened at the request of the Board to decide on a given matter. 

The CHAIRMAN prefaced the conclusions he had drawn from the Board's discussions on 
the item by remarking on the constructive and sagacious spirit in which the Board had 
always worked, promoting a united front in the fight for health. He hoped that members 
would continue to work together and reach a decision that was the most unifying one； as 
many of them had stated, there was no insurmountable obstacle to changing the schedule of 
sessions of the World Health Assembly, provided the reasons for such change were clear to 
everyone. 

Summarizing his conclusions, he said first that Board members held divergent views 
regarding the advisability of immediately changing the timing of World Health 
Assemblies. Further consultations were required to obtain the views of Member States. 
Secondly, members would like to see a consensus if any change was foreseen in order to 
avoid divisiveness. Thirdly, the majority of members would like the advantages and 
disadvantages of a change to be examined in greater depth, with an investigation of ways 
and means of avoiding the discussion of political issues totally extraneous to health and 
of the role of different United Nations organizations in resolving them. Fourthly, the 
timing of Health Assemblies should be examined in the broader context of efficiency and 
effectiveness in the conduct of meetings of governing bodies and could thus be a part of 
the "method of work of the Health Assembly" issue which had been discussed on a number of 
occasions since the early years of the Organization. Fifthly, if a future session of the 
Board agreed to a change in the schedule, it should be undertaken on an experimental 
basis to test out the effects. 

In the light of those conclusions, he would propose that the current session of the 
Board did not adopt a decision on the advisability of a change in the schedule of 
sessions of the World Health Assembly. However, it should ask the Director-General to 
continue his studies and, if necessary, consult with members of the Board and Member 
States to help him in that task. He should present his findings to the eighty-sixth or 
eighty-seventh session of the Board, as he deemed appropriate. 

Professor SANTOS suggested, in the light of the Director-General's statement and 
comments by Board members, that it should be made clear that the studies to be continued 
by the Director-General - as proposed by the Chairman - should be re-focused: questions 
of scheduling should be set in the broader context of the handling of political problems * 
that might arise during Health Assemblies. 

Dr OWEIS endorsed the Chairman's statement, and his proposal that the Board should 
not adopt a decision concerning a change in the schedule of sessions of the World Health 
Assembly. He was, however, in favour of deleting the reference to continued studies by 
the Director-General, since a study had already been made. It might possibly be stated 
that the matter could be postponed until a later date. 

Professor BORGOÑO accepted the Chairman's proposal, together with the suggestion by 
Professor Santos. He disagreed with the suggestion by Dr Oweis； deletion of the final 
part of the proposal would - he submitted - leave a vacuum in the Board's handling of the 
item. 

The CHAIRMAN, pointing out that his proposal was based on the discussion, said that, 
in the light of Professor Santos‘ suggestion, it might be specified that the studies 
referred to should also cover the best ways of dealing with political issues as they 
arose. 
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Dr DAGA considered that the suggestion by Professor Santos diverted the focus of 

attention away from the subject under discussion, which was the scheduling of the Health 
Assembly and was more apposite to the issue of its method of work. He would urge the 
Chairman not to modify his original proposal. 

Dr OWEIS argued that there was a contradiction in the Chairman's proposal, which 
first said that the Board should not adopt a decision, and then that it should ask the 
Director-General to continue his studies. If that request were maintained, he considered 
that the studies should concern the method of work of the Health Assembly and the 
possibility of changing that method. 

The DEPUTY DIRECTOR-GENERAL reminded members that it was not the first time that 
discussions in the Board had not led to a decision; a notable occasion related to the 
issue of the method of work of the Health Assembly, raised in 1987 and still the subject 
of study, a report on which would be considered by the Board in 1991. The stage had been 
reached in the present discussion, where it had been important to hear the 
Director-General's reaction in the light both of the response from the regional 
committees and of the deliberations in the Board itself. That reaction had - he would 
submit - been extremely clear, bringing to an end the debate on the specific item as 
formulated in the document before the Board. 

At the same time, however, a consensus had emerged on the need for continued efforts 
to improve working methods even if - in that connection - differences of view had been 
expressed concerning what constituted a political issue or politicization, or indeed 
consensus itself; steps were obviously still required to resolve those differences. The 
Director-General‘s statement and the summary and conclusions of the Board's discussions 
would provide an appropriate framework, when it came to studying improvements in the 
method of work of the Health Assembly, for the Director-General to have further 
consultations with members of the Executive Board and Member States before the submission 
of his report in 1991. The Secretariat had taken very careful note of the constructive 
and instructive views expressed during the discussion, and the method of work that it 
would propose in its 1991 report would faithfully reflect all the comments and 
suggestions made. 

Dr ESPINOSA FACIO LINCE expressed full support for the Director-General‘s statement 
and for the Chairman's proposal as modified by Professor Santos' suggestion. He also 
endorsed the statement made by the Deputy Director-General. 

Professor SANTOS said that, in view of the statement by the Deputy Director-General, 
it might be preferable for the Board to state in its conclusion that the requirement was 
to improve the Health Assembly's method of work, rather than referring explicitly to the 
handling of politically sensitive issues. 

Dr KHAIRY commended the Chairman on his objective and concise summary of the Board's 
discussions, which, together with the comments by the Deputy Director-General and 
Professor Santos, had confirmed his own earlier contention that it was not a question of 
deciding on new dates for the Health Assembly, but rather one of methods of work. It was 
his impression that the Board had agreed to adjourn the present discussion and to turn to 
the broader issue of methods of work. In that connection, he believed that it should 
request the Director-General to consult further with Member States and Board members in 
order to determine those methods of work that would improve the consideration of any 
agenda item at future Health Assemblies. 

Mr SRINIVASAN said that the Board appeared to be moving towards consensus on the 
item. The Director-General‘s report on the scheduling of Health Assemblies drew 
attention to the fact that the decision as to whether to reschedule the Health Assembly 
or retain the status quo was ultimately the constitutional responsibility of the Board. 
The Board had considered that responsibility and had heard a very satisfactory statement 
from the Director-General, who had indicated that he considered that further study, 
without undue haste, was called for, and that the overall aim was to improve the working 
of the Organization, in the interests of its efficiency and dignity. In order to reflect 



100 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
fully the Board's discussions, members might wish to state that, after considering the 
advantages and disadvantages of the proposals made by the Director-General on 
rescheduling sessions of the World Health Assembly, the Board concluded that the matter 
needed further study in the context of improving all aspects of the methods of work, of 
the Organization's governing bodies, and called upon the Director-General to present the 
results of such study to the Board in the near future. 

The CHAIRMAN invited the Board to approve Mr Srinivasan's suggestion as an 
appropriate reflection of its conclusions. 

It was so agreed. 

4. ORAL REPORT ON A MEETING OF THE COMMITTEE ON DRUG POLICIES 

At the invitation of the CHAIRMAN, Professor KALLINGS (Chairman of the Committee on 
Drug Policies) reported on a meeting of the Committee, held on 13 January 1990. The 
following members had attended: Sir Donald Acheson, Mr Al-Sakkaf, Dr Rodrigues Cabrai, 
Dr Shimao, Mr Srinavasan and himself. Professor Klener and Professor Medina Sandino had 
been unable to attend. Dr Rodrigues Cabrai had been elected Rapporteur. 

The Committee had been informed of the progress made in the Action Programme on 
Essential Drugs (DAP) since its previous meeting, and had considered reports by the 
Programme Manager and by its own Chairman. A number of important issues had been 
identified for further discussion, including the report of the first meeting of the DAP's 
Management Advisory Committee (MAC), held in October 1989, at which the financial status 
of the Programme and the future plan of action had been examined. The Committee on Drug 
Policies had expressed satisfaction with the programme budget proposal as presented to 
the MAC, emphasizing the importance of including targets and indicators for the main 
areas of activity of the Programme, which would provide elements both for direction and 
for assessment of results. In discussing that issue, the Committee on Drug Policies had 
recalled that its Chairman was an ex-officio member of the MAC. 

The regular budget of the Action Programme had remained approximately the same since 
1980-1981, whereas its extrabudgetary resources had greatly increased. During the 
biennium 1980-1981 the regular budget had been around US$ 1 million; in 1988-1989 it was 
US$ 1.3 million; the figure would be the same in 1990-1991. Proposed and estimated 
extrabudgetary resources amounted to US$ 21 million and US$ 25 million for 1988-1989 and 
1990-1991 respectively. 

The revised budget and expenditures for 1988-1989 and the programme budget for 
1990-1991 had been presented. The Programme Manager had explained that the proposals for 
the coming biennium had been prepared taking into account the present global political, 
scientific, technological and economic situation and probable future trends. The revised 
budget figure for 1990-1991 amounted to US$ 20.7 million. 

The MAC, noting the proposed budget for 1990-1991, had agreed that the figures 
constituted an acceptable basis for the continuation of Programme activities. It would 
reconsider the proposed budget and programme of work for 1990-1991 at its meeting in 
March 1990. 

The Committee on Drug Policies had also underlined the importance of ensuring that 
essential drugs programmes, including quality assurance, were an integral part of 
national health services and not simply drug supply programmes. The importance of the 
development and implementation of national drug policies had again been stressed. 

The Committee had further noted that the situation in most developing countries with 
regard to the accessibility and rational use of the most essential drugs remained 
critical. But with well over half the manpower resources for global, regional and 
country programmes, together with most extrabudgetary resources of the Programme, being 
devoted to country support, progress continued at the national level, and technical and 
financial support was being given to additional countries. The number of countries that 
had developed national lists of essential drugs had now reached 111, and more than 40 
were at various stages of implementing national policies based on the concept of 
essential drugs. Clearly determined priorities and a critical analysis were called for 
to improve the present situation and optimize available resources. 
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The Committee had expressed concern for the financial future of the Action 

Programme, and the hope that donor countries and institutions would continue to support 
what it believed to be one of the most important elements for the implementation of 
primary health care and health for all by the year 2000. 

The MAC had requested the Committee on Drug Policies to consider ways in which it 
could be represented on that Committee. Since the Committee, for its part, was 
represented on the MAC, it had suggested that the Board might wish to consider a 
reciprocal arrangement whereby the Chairman of the MAC would attend the Committee's 
meetings as an observer, provided that was institutionally and constitutionally 
possible. Such a move would add impetus to efforts to implement the Action Programme, 
which included guidance from the governing bodies, financial and technical support from 
donors and from developing countries, and coordination and implementation by the 
Secretariat. 

The Committee on Drug Policies had acknowledged and taken note of a report to the 
MAC on the external evaluation of the Action Programme, prepared by the London School of 
Hygiene and Tropical Medicine and the Royal Tropical Institute in the Netherlands, which 
would be discussed at the next meeting of the MAC, scheduled for March 1990, and then 
transmitted to the Director-General for consideration. In view of the importance of the 
Action Programme and the interest expressed by several Member States in learning about 
the progress of the newly established Division of Drug Management and Policies (DMP), the 
Committee had considered how the external evaluation report could be brought to the 
attention of the forthcoming Health Assembly. 

The Committee had also considered further a list of items from its previous 
meeting. Wishing to have additional information, it had requested the Secretariat to 
prepare a background paper on the following items emerging from WHO's revised drug 
strategy: rational use of drugs； cost recovery (modes of financing essential drugs)； a 
review of the role of the various partners in achieving the objectives of the revised 
drug strategy, i.e., governments, the pharmaceutical industry, universities, patients and 
consumers‘ organizations, prescribers and the mass media; operational research; 
education and training; the role of epidemiology in the use of essential drugs； and the 
balance between supply of essential drugs and an overall comprehensive policy at the 
national level. 

The Committee had also discussed the Bamako Initiative in view of its direct 
relation to the essential drugs programme, and had stressed the need for cooperation 
between WHO and UNICEF. Aspects of equity, community participation and the related 
financial implications, including hard currency availability, were possible areas for 
further study, the aim being to improve access to essential drugs without jeopardizing 
social equity. 

In addition, the Committee had received information on the present situation 
regarding: quality assurance of pharmaceutical products moving in international 
commerce； poliomyelitis vaccine quality assurance； conservation of endangered species 
of medicinal plants； and guidelines for the WHO review of dependence-producing 
psychoactive substances for international control. 

The Committee had noted with satisfaction the reports on those matters, in 
particular the revised WHO certification scheme on the quality of pharmaceutical products 
moving in international commerce. The need for WHO to provide mechanisms to ensure that 
the scheme would be widely promoted had been underlined. 

Lastly, the Committee on Drug Policies had expressed the view that training and 
continuous education for all components of national drug policies should be included in 
all national essential drugs programmes as well as in global and regional activities, and 
that WHO should identify further institutions for training and manpower development in 
the field of essential drugs and drug policies. 

In the light of the report just delivered, the Committee on Drug Policies wished to 
set two considerations before the Board. First, it was proposed that the Chairman of the 
Action Programme's Management Advisory Committee might be permitted to attend meetings of 
the Committee on Drug Policies as an observer. Secondly, since it was important to bring 
the external evaluation to the attention of the Health Assembly as soon as possible, 
given the interest of Member States in the subject, and since the Board would be unable 
to study the evaluation before the forthcoming Health Assembly, the Board might wish to 
request the Director-General to prepare a progress report on the activities of the 
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Action Programme, with special reference to coordination within the new Division of Drug 
Management and Policies, for submission to the Health Assembly, and - to that end - take 
steps to include the matter in the agenda of the Health Assembly. 

Sir Donald ACHESON, speaking as a member of the Committee on Drug Policies, said the 
report was a full and fair record of its discussions. He hoped the Board would respond 
positively to the two proposals made. 

Professor BORGOÑO said it would be useful for the Health Assembly to include 
consideration of a progress report on the Action Programme in its deliberations, provided 
that would not overburden an already crowded agenda. He was more doubtful of the wisdom 
of permitting the Chairman of the Management Advisory Committee to attend meetings of a 
committee of the Board, such committees being normally restricted to Board members； to 
do so could set an unwise precedent. Careful thought would need to be taken before 
endorsing any such procedure. 

Dr SHIMAO said that he too was a member of the Committee on Drug Policies and 
welcomed the report. At the same time he raised the problem of attendance of persons 
other than Board members, including the Chairman of the MAC, at meetings of the 
Committee. Noting that at his own request he himself had attended its meetings, as an 
observer, upon becoming a member of the Board, he wondered what the position would be 
with regard to continuation of such attendance once his term of office on the Board had 
ended. It would be useful to have some legal clarification concerning attendance at 
meetings of subsidiary bodies of the Board. On a practical point, given that the MAC 
would meet at the end of March, he wondered whether there would be sufficient time for 
the Secretariat to prepare a progress report including comments on external evaluation, 
for submission to the next Health Assembly. 

Mr HOSSEIN said that the Action Programme was deemed a very important milestone in 
the history of the Organization. It was encouraging to hear from the report that some 
111 countries, many with WHO technical assistance, had developed national lists of 
essential drugs and that over 40 were in various stages of completing national drug 
policies based on the essential drugs concept. The essential drug policy was of great 
importance in the context of the need for rational utilization of scarce resources； its 
implementation at the national level was seen in most developing countries as one of the 
means of achieving the goal of health for all by the year 2000. An encouraging beginning 
had been made, which needed to be further strengthened and nurtured. He consequently 
supported the proposal that the Director-General be asked to find a way to submit a 
progress report on the subject to the coming Health Assembly. 

Professor RANSOME-KUTI said that the Action Programme was one of the most important 
WHO programmes, one which had responded to some of the greatest needs in developing 
countries. He therefore welcomed the report and would endorse any action which the 
Committee on Drug Policies wished to be taken to ensure the continued strengthening of 
the Programme. He supported both the proposals set before the Board. 

The CHAIRMAN reminded the Board that the report had been delivered for information 
only. If members wished to discuss the matter further they should indicate an item of 
the Board's current agenda under which the discussion might be pursued. 

Professor BORGOÑO suggested that agenda item 29 would be a suitable point at which 
to discuss placing consideration of a report on the Action Programme by the 
Director-General on the agenda of the next Health Assembly. In his view, there was no 
item of the present session's agenda appropriate for discussion of the proposal that the 
Chairman of the MAC be permitted to attend meetings of the Committee on Drug Policies as 
an observer. 

Professor KALLINGS (Chairman of the Committee on Drug Policies) explained, referring 
to the procedure he had followed, that when he had inquired how the request for 
attendance of the Chairman of the MAC at meetings of the Committee on Drug Policies might 
be set before the Board, the Secretariat had advised him that it could not be submitted 
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as an agenda item, but could be submitted orally. He appealed for understanding, and 
called on the Secretariat or members with long experience of the work of the Board to 
suggest an appropriate point on the agenda under which the matter could be debated, in 
view of the fact that the Action Programme donors were very anxious for such attendance 
to be permitted for practical reasons. In that context it should be remembered that most 
of the Programme‘s resources came from extrabudgetary funds. 

Sir Donald ACHESON said it was his understanding from meetings of the Committee on 
Drug Policies that the Action Programme was regarded as a major vehicle for WHO's efforts 
to achieve health for all. He hoped that some way could be found to discuss the matter 
within the agenda of the present session without any transgression of the Rules of 
Procedure. 

The CHAIRMAN suggested that continuation of the discussion be deferred to allow 
consultation between himself, members of the Committee on Drug Policies and the 
Secretariat to explore ways and means of dealing with the issue in a manner compatible 
with the Rules of Procedure. 

It was so agreed 

The meeting rose at 17h35. 



NINTH MEETING 

Friday. 19 January 1990. at 9h30 

Chairman: Dr H . OWEIS 

INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 14 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code; Document EB85/18) 

Dr HU Ching-Li (Assistant Director-General), introducing the Director-General‘s 
report (document EB85/18), thanked all who had contributed to its contents, which he then 
briefly reviewed. He drew attention to the publication in 1989 by WHO and UNICEF of a 
joint statement on the special role of maternity services in protecting, promoting and 
supporting breast-feeding； and to the convening by WHO and UNICEF, in collaboration with 
other multilateral and bilateral agencies, of an international meeting in Florence, 
Italy, to develop a strategy for the 1990s for protecting and promoting breast-feeding. 

Some 160 countries were now reporting under the International Code of Marketing of 
Breast-milk Substitutes, and the action they had taken in that respect was summarized at 
the end of Part II of the document before the Board. The Director-General proposed to 
со-sponsor in 1992 or 1993 an international conference on nutrition, giving special 
emphasis to the crucial importance of a sound nutritional status in the development 
process. The Secretariat, for its part, would continue to make every effort to assist 
Member States in implementing resolution WHA33.32 and the Code. 

The Executive Board was requested to transmit the report, together with its 
observations and recommendations, to the World Health Assembly. In particular, it might 
wish to consider an appropriate recommendation in the light of recent progress in the 
prevention and control of iodine deficiency disorders and the development of a draft 
global action plan for the elimination of such disorders by the year 2000. Lastly, he 
invited the Board to consider the Director-General‘s proposal for an international 
conference on nutrition. 

Professor KALLINGS observed that despite significant improvements in the 
availability of food and in nutritional status, much remained to be done to achieve 
global food security, especially in view of rapid population growth. Undernourished 
pregnant women were likely to have low-weight babies, susceptible to diseases; if the 
infant died or the mother could not breast-feed it, such women were likely to become 
pregnant again sooner. Member States must therefore endeavour to ensure adequate child 
nutrition under a maternal and child health system incorporating family planning. Of 
course, WHO was already active in promoting action to that end; yet, as was acknowledged 
in the Director-General‘s introductory statement and the declaration of the International 
Decade on Food and Nutrition in the African Region, the importance of the issue could not 
be overstated. 

Action must also be taken at the family level to influence feeding practices. 
Appropriately, the report under consideration gave an impressive account of the steps 
taken in all regions to encourage breast-feeding. None the less, the overall situation 
in the developing countries, in terms of scale and duration of breast-feeding, was 
deteriorating in contrast to marked improvements in a number of developed countries. 
Only a few developing countries had managed to check the adverse trend through active 
promotion and support. 

The benefits of breast-feeding were increasingly obvious. For example, a recent 
study in Scotland showed that babies breast-fed during the first 13 weeks of their life 
suffered one-third fewer gastrointestinal disorders than bottle-fed babies. Moreover, 
such protection extended beyond the period of breast-feeding, especially where safe 
drinking-water was not available. 

Concerning paragraph 85 of the report, he commended the Organization on its recent 
publications on breast-feeding and child-spacing. In many countries, breast-feeding 
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effectively regulated fertility better than any contraceptive method. That point was 
well illustrated by the example given in paragraph 38. 

In view of the slow progress made in promotion, training and the implementation of 
the Code, the Organization should not relax its efforts, especially since its work in 
that area was being very effectively assisted by nongovernmental organizations such as 
the International Organization of Consumers Unions (IOCU) and the International Baby Food 
Action Network (IBFAN). 

With regard to international action to combat iodine deficiency disorders, he 
expressed reservations as to a target date for elimination; in any case, further 
measures must be planned to sustain results thereafter. However, considering the obvious 
cost-effectiveness of activities to control those disorders he endorsed the proposals in 
paragraph 66 of the report. 

Dr САВА-MARTIN pointed out that the suitability of a feeding pattern could be judged 
from growth in the first months of a child's life. Low-weight children suffered either 
from inappropriate nutrition or an underlying illness. Considering the excellent effects 
of breast-feeding in terms of both physical and psychosocial development, the 
Organization must insist that newborn children be breast-fed. Breast-milk substitutes 
were acceptable only if the mother could not, or should not, breast-feed her child; 
supplementary feeding should be used only when the weight of a child between 10 and 14 
days old was abnormal. 

The best substitutes for breast milk in the first six months of life were milk 
formulas. In fact, formulas based on cow's milk accounted for 80% of the nutritional 
preparations used in the first six months, soya bean preparations accounting for the 
remaining 20%. Solid food was normally recommended after four months in respect of 
children on substitutes, but after six months in respect of breast-fed children, because 
breast milk usually contained sufficient vitamins and minerals, except for vitamin D. 
Cow's milk, by contrast, lacked iron, whence the need for earlier compensation with 
appropriate solids. 

In 1982, Spain had adopted technical health regulations for the evaluation and 
marketing of breast-milk substitutes in line with the recommendations of the Code. Under 
the legislation in force in Spain, in no case might advertising present substitutes as a 
better alternative to breast milk, and all forms of declaration of their properties, 
which might directly or indirectly induce mothers to give up breast feeding, were 
prohibited. Furthermore, the draft EEC Council directive on the approximation of laws 
relating to infant formula and follow-up milks had not been promulgated. 

The purpose of the Code was to contribute to the regulation of the international 
marketing of substitutes. Yet, the latest available data on States applying the Code 
indicated that standards to that end had been introduced by only seven States in Europe, 
six in the Americas, five in Africa and seven in the rest of the world. All Member 
States must apply the Code, because manufacturers - for the most part transnational -
could not be allowed free rein in their pursuit of economic interest. Moreover, the 
adoption of suitable nutritional policies could facilitate progress under a wide range of 
WHO programmes. Besides, as was stated at the end of the report, malnutrition could be 
overcome, given appropriate action by governments and through international cooperation. 

While generally endorsing the contents of the report before the Board, he doubted 
whether the development of guidelines for use by health planners and administrators in 
order to maximize the contraceptive effect of breast-feeding would provide an adequate 
method of family planning. Other, more scientific, methods must be introduced in closer 
conformity with worldwide trends in women's independence. 

With regard to iodine deficiency disorders he considered that all the regional 
committees should be encouraged to recommend the iodination of all salt for human 
consumption. 

Lastly, Spain strongly supported the proposal for a joint WHO/FAO conference on 
nutrition. 

The CHAIRMAN underscored and endorsed Dr Caba-Martín's concern regarding the 
implementation of the Code. 

Dr BERTOLASO, calling attention to Table 3 in the report, which gave the estimated 
prevalence of iodine deficiency disorders in the developing countries, observed that 
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those disorders constituted a social and health problem that could be overcome without 
high technology or vast resources. To that end, the Board should endorse the 
recommendation proposed in paragraph 66 of the report, for action to eliminate iodine 
deficiency disorders by the year 2000. 

Italy had played an active part in improving child nutrition in the developing 
countries. In that connection, he confirmed the information contained in paragraphs 70 
and 71 of the report concerning the Joint WHO/UNICEF Nutrition Support Programme funded 
by Italy. However, greater emphasis should have been given to that programme's unique 
multisectoral approach, reflected in its dovetailing with action on other social issues, 
such as the improvement of agriculture, water supply and sanitation, education and 
marketing facilities. 

Concerning the various guidelines, books and other information material whose 
publication was mentioned in the report, he asked whether national authorities 
responsible for improving nutrition had direct access to them. Or were they available 
only in libraries and bookshops? 

Lastly, he endorsed the proposal that WHO co-sponsor with FAO an international 
conference on nutrition in 1992 or 1993； that should help to improve coordination among 
the various agencies involved, the donor countries and other interested countries and 
thereby contribute to the effective improvement of child nutrition. 

Professor BORGOÑO congratulated the Director-General and his staff on an excellent 
report, which revealed progress both in the general approach to combating malnutrition 
and in the trend towards breast-feeding and child-spacing. But political will was called 
for on the part of Member States to consolidate that progress and permit the integration 
of the programme into overall maternal and child care. A multisectoral approach was 
essential. However, it would be difficult to combat malnutrition - and its impact in 
turn on the real-life possibility of prolonged breast-feeding - unless breast-milk 
substitutes were available, where necessary; and unless appropriate transport and 
storage facilities were ensured. There again, a multisectoral approach at the primary 
level was required. 

A programme for the eradication of endemic goitre was being carried out in the 
Region of the Americas, particularly in the Andean countries, and could rapidly achieve 
success, given the necessary political will. Calling attention to the problem of vitamin 
A deficiency in the context of the programme on nutrition, he said that efforts in Chile 
had made it possible to reduce malnutrition to 8% of children under six years of age, 90% 
of which were cases of minor malnutrition. The work of nongovernmental organizations had 
been integrated into national programmes. Nutrition could not be seen as solely a 
problem to be dealt with at state level. The entire community should be involved; and 
nongovernmental organizations had a particularly important role to play. In many 
countries, producers of breast-milk substitutes cooperated along the lines laid down by 
WHO; that effort should be acknowledged, although certain problems persisted. 

In view of the growing number of mothers with HIV infection and the possibility of 
transmission of infection through breast milk, information on AIDS and breast-feeding 
would be useful. 

The proposal for an international conference on nutrition met with his approval, and 
he asked whether a budget had already been allocated for its preparation. The problem of 
malnutrition would be solved and malnutrition would be prevented by sustained action over 
many years, not by sporadic bursts of activity. 

Professor RANSOME-KUTI welcomed the very factual document which would surely remain 
a reference source for many years. After describing how breast-feeding, which was 
essential to a child's normal development, had been gradually supplanted over the past 
four or five decades by the use of breast-milk substitutes, he said that the problem now 
was to reverse the process, since although breast-feeding was currently gaining ground 
again in developed countries, it was continuing to decline in developing countries, in 
terms both of the number of women who started breast-feeding and the number who continued 
fully breast-feeding for any length of time. 

The programme launched by UNICEF in the early 1970s had not produced results, while 
WHO'S efforts seemed to have lost impetus. The issue was an emotive one and the conflict 
of opinions had been one factor prompting the drafting of the Code. The promotion of 
breast-feeding was undoubtedly being hindered because some were not wholly committed to 
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that practice. WHO and UNICEF should redouble their efforts to reverse the trend, and 
collaborate to promote breast-feeding worldwide. 

Traditional breast-feeding, fully and on demand, was an effective method of 
child-spacing at the ideal interval of 2-1/2 to 3 years, an interval which had been 
achieved long ago in many developing countries. Unfortunately, the tradition had been 
broken by bottle-feeding, and the contraceptive effect had thus been lost. Small wonder, 
then, that populations were booming in developing countries. Advice on contraception 
laid far less stress on breast-feeding than on condoms, pills and intrauterine devices, 
yet many women would probably opt for the former in preference to the other methods if 
they were told about its effectiveness. 

The weaning period was difficult； children tended to develop problems with 
bottle-feeding, and malnutrition might result. Because of the success of oral 
rehydration therapy and the immunization programme, more children were surviving. But 
because of economic difficulties, it was harder to feed the increased number of children 
and malnutrition was thus becoming an ever-greater problem. That vicious circle should 
be the subject of discussion at the proposed international conference on nutrition. 

As suggested in paragraph 66 of the report, the Board should recommend to the 
Forty-third World Health Assembly that it reaffirm WHO's commitment to combat iodine 
deficiency disorders. With adequate guidance, developing countries had the means to set 
up eradication programmes. 

Reverting to his main theme, he said that the continued propagation of feeding 
methods that could be injurious or even lethal was abhorrent, and the Executive Board 
should condemn such practices in the strongest possible terms. Referring to the last two 
sentences of paragraph 84 of the report, he observed that mothers in maternity wards in 
developing countries could not be expected to have the information needed to protect 
themselves against the abusive promotion of infant formulas. 

It was in keeping with the Code that the small amounts of breast-milk substitutes 
which might be required for premature babies in hospitals should not be acquired as 
promotional gifts from multinationals. Resolution WHA41.11 urged Member States to ensure 
that the Code was observed and thus that such gifts were not made. But the resolution 
had in some cases been misinterpreted in a manner that permitted multinationals to deny 
all responsibility in the matter and to claim freedom to continue to provide breast-milk 
substitutes free of charge to wards for the newborn, it being left to "States" to prevent 
such practices. He was hard pressed to find words to qualify that state of affairs. The 
lives of babies were at stake. All were responsible to save those lives - and that 
included multinationals as well as States. The mis interpretation of the Code should be 
clearly corrected; babies should not be exposed to feeding practices that might place 
their lives in jeopardy. 

He praised the many nongovernmental organizations, such as IBFAN, engaged in the 
fight to promote breast-feeding, which ultimately was the fight for the lives of 
thousands of babies, particularly in developing countries. WHO should be clearly seen to 
state and restate courageously the basic principles of such feeding, and of weaning on 
the basis of appropriate technology and self-reliance. A resolution should be put before 
the forthcoming Health Assembly based on the discussion in the Executive Board and the 
very comprehensive report by the Director-General. The Organization should be called 
upon to redouble its efforts to assist countries in their efforts to ensure that their 
infants and children were well nourished. The proposal to hold an international 
conference on nutrition would be a welcome step in that direction. 

The CHAIRMAN, speaking in his personal capacity, said that in Jordan, women working 
in the health services, the wives of health ministers and other eminent and 
suitably-placed women promoted breast-feeding, sometimes through the mass media. That 
was a technique which might usefully be adopted elsewhere. 

Sir Donald ACHESON said that Professor Ransome-Kuti's statement had set the Board's 
discussion in a proper perspective: it was now addressing a most crucial issue which 
related to the health of children and would contribute to determining the size of the 
population in the century to come. Like previous speakers, he deplored the decline in 
breast-feeding and the complacency at that decline, and would stress the importance of 
reversing the trend in the interests of both the infant and the family. He congratulated 
the Director-General and his staff on the report and welcomed the proposed WHO/FAO 



108 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
со-sponsorship of an international conference on nutrition, which should adopt a 
multisectoral approach to the subject. 

The Scottish study mentioned by Professor Kallings had for the first time given 
conclusive evidence of the very striking benefits of breast-feeding, even in countries 
where water supplies were safe. Whereas there had been scepticism in the United Kingdom 
on that matter arid doubt about the importance of promoting breast-feeding, the findings 
were very clear； the immunological benefits of breast-feeding extended beyond 
gastrointestinal infections to respiratory infections and - as Professor Kallings had 
said - continued even after the end of breast-feeding. 

He welcomed the encouraging progress report on activities related to iodine 
deficiency disorders and congratulated the International Council for Control of Iodine 
Deficiency Disorders on its efforts. Although there was no mention of the United Kingdom 
in Table 4 of the report before the Board, the situation in that country was favourable, 
and iodine deficiency currently posed very little problem. There were, however, 
indications that in areas where, historically, iodine deficiency had been a problem, 
current high levels of iodine seemed to be leading to thyrotoxicosis among older persons. 
With regard to paragraph 66 of the report, he said that WHO's commitment to the 
elimination of iodine deficiency disorders by the year 2000 should indeed be reaffirmed 
and suggested that countries where those disorders were still posing a significant 
problem should be priority targets. The Secretariat might prepare an appropriate draft 
resolution for consideration by the Board, which could then be set before the forthcoming 
Health Assembly. 

As regards the encouragement of and support for breast-feeding, it was appropriate 
to consider the marketing and distribution of breast-milk substitutes in the context of 
efforts to promote healthy infant and young child feeding practices； the 
Director-General‘s sixth report on the status of the implementation of the Code was 
consequently of particular interest. However, as stated in paragraph 111 of the document 
before the Board, information contained in the six reports was cumulative and reference 
should be made to all of them to obtain an overall picture. On such an important issue 
it might be useful to have a chart or table resuming progress in that area. He endorsed 
Professor Ransome-Kuti‘s comments concerning international companies and was surprised to 
note in paragraph 216 that only 15 Member States had reported on the approaches they were 
taking to donations or low-price sales of supplies of infant formula to institutions or 
organizations. As reported in paragraphs 173 and 174, the United Kingdom had already 
taken action in compliance with the relevant resolution. He would be interested to know 
the incidence of such compliance for the majority of Member States. 

The summary of trends shown in paragraphs 217-219 was on the whole encouraging, but 
he warned against complacency and urged that technical support to Member States be 
continued, so that they might give effect to the International Code. He supported 
Professor Ransome-Kuti's proposal that an appropriate resolution should be set before the 
forthcoming Health Assembly. 

Dr NTABA welcomed the report, which drew attention to the problem of malnutrition. 
At a time when significant successes were being registered in the battle for health for 
all through such measures as immunization and diarrhoeal disease control, it must be a 
matter of great concern that the issue of malnutrition seemed to be somewhat neglected, 
although it remained a major public health problem in many countries. 

Paragraph 4 of the report referred to significant improvements in food availability, 
coupled with global advances in other areas, all leading to corresponding improvements in 
nutritional status； and paragraph 6 referred to the positive global evolution in 
nutritional status. It was clear, however, that the overall picture was not altogether 
encouraging. In Malawi, for example, malnutrition in all its forms was the major public 
health concern after malaria. 

Not merely a question of food availability, malnutrition was a multifaceted problem 
with complex socioeconomic, psychological and cultural dimensions which sometimes 
defeated scientifically sound approaches. The report pointed out, for example, that, 
contrary to what might be expected of health information and education strategies and 
despite the well-published advantages, breast-feeding was more widespread in the 
developing countries among the rural and urban poor than among affluent and educated 
women. He fully shared Professor Ransome-Kuti's concern about the decline in 
breast-feeding and was convinced by the arguments in its favour, but it must not be 
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forgotten that there were situations where women were heads of families and breadwinners 
or had to supplement family income, and might therefore have to leave their infants 
earlier than they would have wished in order to return to work. Similarly in some 
cultures, pregnant women would not touch such foods as milk or eggs because of taboo. 
Hidden nutritional disorders of micronutrients, such as iron deficiency anaemias during 
pregnancy and iodine deficiency disorders in adults and children, compounded the general 
problem of malnutrition to an extent which was not yet clear. It was quite appropriate, 
therefore, that an international conference should be held on the subject and that an 
International Decade on Food and Nutrition in the African Region should be organized. 
The effect of breast-feeding with all its known benefits must be a major public health 
concern of WHO. Similarly, the iodination of salt to offset the major problem of 
deficiency disorders must be given a higher profile in health-for-all initiatives. The 
success of WHO'S nutrition policy would indeed depend on a wide range of programmes, as 
stated in paragraph 221 of the report. 

He endorsed the remarks by previous speakers to the effect that there was a need to 
improve the dialogue with manufacturers of breast-milk substitutes. The sales promotion 
that some multinationals had embarked on had certainly got out of hand； corrective 
action was called for. At the same time, however, it should not be forgotten that some 
infants in care might perhaps die if commercial formulas were not available, and that 
women who for genuine reasons could not breast-feed should not be made to feel 
inadequate. 

To summarize, malnutrition was a very complex question with dimensions which went 
beyond the health sector. The suggestion that the problem be explored in greater depth, 
in collaboration with other organizations, was therefore to be welcomed. 

Mr AL-SAKKAF commended the report before the Board, which dealt with a subject of 
vital importance. A situation where breast-feeding was made possible and encouraged was 
a prerequisite for the healthy future generations required for the development process. 
Breast-feeding was a solution to many problems and had a positive effect on the life and 
development of infants. At the same time, the health status of the mother should not be 
ignored, as her health determined to some extent that of her children. Infant health 
services should be coupled with maternal health services. In assessing the level of 
infant health development, economic, social and cultural factors must be taken into 
account. If the problem of poverty could be surmounted, it would of course become 
possible to implement fully the Code. WHO had a very important role to play in ensuring 
that levels of maternal and child health and nutrition improved. He endorsed the WHO 
initiative in relation to iodine deficiency disorders, while observing that the necessary 
studies must be carried out in order to ascertain the magnitude of the problem, 
particularly in regions where they had so far not been undertaken, before a strategy 
could be implemented. 

Dr RODRIGUES CABRAL commented on the manner in which nutrition activities should be 
integrated into overall infant protection programmes within the scope of maternal and 
child health care services with a view to reducing mortality. First, as 
Professor Borgoño had mentioned, the question of vitamin A was topical； in the absence 
of any mention in the report, he inquired what was the Organization's position regarding 
the use of vitamin A to reduce mortality rates among high-risk groups of children, 
particularly in situations where extreme poverty was increasing. If the Organization was 
in favour of its use, what sort of activities did it envisage to that end? Secondly, 
concerning the integration of nutrition with other services for infants, in Mozambique 
and in many other African countries, where integrated consultations for children were of 
relatively recent date, compliance of mothers tended to be high on occasions when 
vaccinations were provided. So far, a measles vaccine had been administered between the 
ages of 9 and 12 months, which meant that mothers brought their children for one or two 
consultations at an age when nutritional problems started; but a new measles vaccine, to 
be administered at the age of 6 months, had recently been developed, and its use was 
being advocated by WHO. What effect would that have on attendance for consultations by 
mothers with infants, given the removal of the psychological incentive to bring children 
to consultations later, when they reached an age at which nutritional problems were 
likely to start? 
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Mr AHOOJA (alternate to Mr Srinivasan) noted from the Director-General‘s report that 

Member States were pursuing the right policies in all WHO regions and that the importance 
of nutritional behaviour as a component of health policy was widely acknowledged. 
Certain aspects, however, called for comment. 

It had been recognized that breast-feeding was closely related to the health of the 
mother and to the diet available to her. The social and economic conditions in which she 
had to return to work also had to be taken into account. In developed countries, concern 
was mainly with the issue of substitute foods, but in developing countries the problem 
was much more one of health education. Attention must be paid to both those matters. 

WHO'S policy in respect of iodine deficiency was quite clear, but he would recall 
the controversy regarding alternatives to the use of iodinated salt that had been coming 
to light in various discussions in UNICEF. Apart from considerations of cost, periodic 
contributions by WHO to such discussions would be helpful. 

Since the food resources at the disposal of developing countries were limited, there 
was a need for research to ensure that in each country available resources were used to 
provide a balanced diet. 

Professor MEDINA SANDINO pointed out that the kinds of food produced and the ways in 
which they were distributed greatly affected a population's nutritional status. Despite 
the progress made, substantial population groups, including large vulnerable groups such 
as mothers and children, were still suffering from nutritional deficiencies. The idea of 
an international nutrition conference was thus to be welcomed; it was to be hoped that 
it would lead to concrete and positive action to improve the nutritional situation, 
especially of vulnerable groups. 

WHO had a special responsibility for publicizing the benefits of breast-feeding and 
for securing worldwide acceptance for it. Breast-feeding was directly related to the 
health status of mothers, which in turn was closely related to their social and economic 
environment. It was therefore important to promote all measures which tended towards the 
full social integration of mothers, arid all activities in which the subjects of women, 
health and development were correlated. 

It was gratifying to note that in countries where iodine deficiency remained an 
important problem, specific action was to be taken to reduce it, and probably to 
eliminate it completely by the year 2000. 

Each party had a role to play in implementing the Code. WHO should be its principal 
advocate； while governments must be much more aggressive in ensuring that its provisions 
did not remain a dead letter. Furthermore, consumers must have their say, either through 
individual representation or through the intermediary of nongovernmental organizations. 
It was for the Board to delimit each party's responsibilities and to promote and support 
activities that were in keeping with the purpose of the Code, which must be given the 
impact that had been intended at its inception. 

Dr KIM Won Ho expressed keen interest in the issue of promoting and supporting 
appropriate and timely complementary feeding practices with the use of local food 
resources. The nutritional status of infants and children, at the global level but 
especially in developing countries, remained a serious health problem. In order to 
enhance that status, due attention must be paid to solving national problems on the one 
hand, and to increasing international collaboration on the other, the major effort being 
directed towards mobilizing and making active use of local food resources. 

Mr BORAS10 (International Society of Dietetic including all Infant and Young 
Children Food Industries), speaking at the invitation of the CHAIRMAN, said that the 
International Association of Infant Food Manufacturers (IFM), a member of the body he 
represented, had communicated its policies to the Director-General of WHO on a number of 
occasions. In January 1987, his predecessor had confirmed to the Board the support of 
member companies for the aims and principles of the Code. Since then additional steps 
had been taken to ensure its effective implementation. 

As the first measure, member companies were now exercising a system of control for 
supplies to hospitals and clinics to avoid any possible discouragement of 
breast-feeding. The second measure called for supplies to be controlled regularly and 
for quantities to be provided to hospitals in developing countries only on written 
request from authorities able to determine real needs. Of course, besides complying with 
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the Code, member companies observed all national requirements in the matter of hospital 
supplies. 

It was clearly understood that responsibility for implementation and monitoring lay 
with governments. IFM members had offered their full cooperation in writing to Member 
States throughout the world. Furthermore, an open complaints procedure had been 
introduced, and IFM had recently decided to appoint an ombudsman to arbitrate in 
controversial cases. IFM continued to invite the cooperation of all parties in drawing 
its attention to activities felt to be incompatible with the aims and principles of the 
Code. 

With regard to donations and low-priced supplies of infant formula to hospitals and 
institutions, IFM had suggested to the principal nongovernmental organizations concerned 
that the good offices of the Director-General be requested in resolving any 
controversies. In particular, IFM had proposed an informal consultation to define a 
country-by-country process whereby the industry, health professionals and consumers could 
work with governments in implementing procedures in health care facilities which promoted 
breast-feeding while ensuring that the needs of infants that had to be fed on breast-milk 
substitutes were met. Unfortunately, that suggestion had not yet been accepted by all 
parties, but IFM continued to offer its cooperation both to WHO and to Member States with 
a view to achieving the aims of the Code. 

Lastly, with reference to the comments made to the Board on the subject of follow-up 
formula, it -should be pointed out that such products were based on a recommendation made 
by the European Society for Paediatric Gastroenterology and Nutrition. They had a useful 
role to play as the liquid part of a weaning diet, whether as a follow-up to breast milk 
or to infant formula. A Codex Alimentarius standard had been adopted for them, and the 
role of follow-up foods was about to be recognized by the European Community. IFM agreed 
with the Codex Alimentarius Committee on Nutrition and Foods for Special Dietary Uses 
that the products concerned were not breast-milk substitutes and should not be presented 
as such. Accordingly, IFM members made a clear distinction between the marketing of 
follow-up formula products and of breast-milk substitutes. 

Ms ALLAIN (International Organization of Consumers Unions), speaking at the 
invitation of the CHAIRMAN, said that IOCU was a federation of consumers' associations in 
some 60 countries. It linked the activities of its members through research, 
information, education and advocacy functions. It also represented consumer interests at 
international forums. IOCU was a founding member of IBFAN, a worldwide coalition of 
health, consumer, women's and development groups that were fully autonomous in their 
activities but shared findings and information. 

IOCU was glad to learn of the forthcoming WHO/UNICEF initiative for a global 
strategy for breast-feeding. The protection, promotion and support of breast-feeding was 
as essential today as it had been in 1979. Although much had been achieved, much 
remained to be done to consolidate the gains. One weakness was that most governments had 
not yet established a central point for all information on implementation of the Code and 
other measures to promote breast-feeding. Consequently, some of the information supplied 
in the report before the Board was only partial. 

In some countries, work by IBFAN groups had contributed to the establishment of 
national committees for the promotion of breast-feeding. IOCU, in cooperation with other 
members of IBFAN, had assisted a number of governments in establishing codes based 
entirely on the Code and not just regulations covering labelling and quality. Three 
countries - Kenya, the United Kingdom and the Philippines - deserved praise for their 
speedy implementation of the important 1986 resolution on application of the Code 
(resolution WHA39.28), and it was hoped that others would follow their example. 

In its studies of hospital practices over many years, IOCU had found that the mere 
availability - free of charge - of infant formulas was still the most important factor 
undermining breast-feeding. To create a climate in which breast-feeding could really be 
promoted, it was essential that the baby-food industry, as well as governments, apply not 
just the Code but also the 1986 Health Assembly resolution, both in letter and spirit. 

It was encouraging to note from the Director-General's report that the industry's 
umbrella group, IFM, intended to strengthen its complaints procedure. Indeed, if a truly 
independent ombudsman were appointed, some IBFAN groups might be willing to resume direct 
reporting of Code violations to IFM. However, if the IFM procedures continued to fail to 
provide for any sanctions, they would probably remain as ineffective as at present. 
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A common misconception persisted: namely, that the Code was only for developing 

countries. That had never been the intention of the Health Assembly. One quarter of 
IBFAN's groups were in developed countries, and IBFAN would continue to work for the 
universal implementation of the Code, since breast milk was best for babies everywhere. 

In October 1989 some 340 IBFAN organizers from 67 countries, meeting in a forum at 
Manila, had adopted a five-point declaration addressed to governments, corporations and 
United Nations agencies. The declaration called for efforts to ensure the full 
implementation of the Code, related resolutions and strong national codes in all 
countries； to exercise pressure on corporations to abide by the Code and national 
regulations and to stop immediately the practice of donating supplies to hospitals and 
maternity homes； to support health professionals and their associations in their 
endeavours to eliminate industry pressures that interfered with their decisions and 
actions； to improve maternity leave, social support for mothers and facilities for 
working mothers so that all had the ability, as well as the right, to breast-feed, and to 
strengthen all relevant national and international standards； and - through community 
action, the dissemination of unbiased information, education and training - to promote 
breast-feeding as the safest and best means of infant feeding. The forum had affirmed 
that boycott of corporations and products was the consumers' most powerful weapon and 
that it must be used wisely. IBFAN groups also organized training and had started work 
on blueprints for model cities for breast-feeding not uniike the Healthy Cities project 
in Europe. 

IOCU and other IBFAN groups had long been concerned about the economics of infant 
feeding. For instance, it might be of interest to the Board to learn that in 1988 
Pakistan had spent US$ 8.5 million on imports of baby milks, more than double the amount 
spent in 1983, largely due to the rapid decline of exclusive breast-feeding. In the 
United States of America, US$ 29 million would be saved annually in subsidized infant 
formula costs to poor mothers if they breast-fed for just one month. A hospital in the 
Philippines, by changing to rooming-in and exclusive breast-feeding, had saved 8% of its 
total budget. 

In conclusion, IOCU had much to do in the 1990s to promote breast-feeding throughout 
the world. It was therefore unfortunate that during the past year its work had been 
hampered by interference from certain sectors in the industry which had misquoted a 
restricted Executive Board document in letters and publications deliberately aimed at 
discrediting its activities to protect breast-feeding. IOCU relied on the report of the 
Executive Board's Standing Committee on Nongovernmental Organizations to reflect its 
concern regarding the damage done to its reputation and expected WHO to voice due protest 
about the repeated misuse of a restricted Executive Board document. 

Ms BONNER (Medical Women's International Association), speaking at the invitation of 
the CHAIRMAN, said that her organization's members all over the world were using their 
influence with mothers to encourage breast-feeding. The Association also took part in 
the work of the Programme Group on Women and Development, a body representing 
nongovernmental organizations and the Joint United Nations Information Committee (JUNIC), 
that had been established in 1980 to organize the production and distribution of 
development education materials and to stimulate involvement of the organizations in the 
World Conference of the United Nations Decade for Women, held in Copenhagen that year. 
Over the past 10 years the Programme Group had prepared educational kits on various 
topics including: women and disability; women, health and development; women's role in 
economic arid social development; women and shelter； and women and peace. During the 
discussion in the Board, the concern had been expressed that the message contained in the 
long document under consideration might not reach those in all countries who were most 
closely concerned - the women. In that connection, the Programme Group was now working 
on a second kit on the subject of women, health and development, which would be ready for 
distribution in 1990-1991. WHO was the lead agency for that educational kit, and UNICEF, 
FAO, UNESCO and other agencies, as well as nongovernmental organizations, were working 
together to produce a tool for the promotion of women's and children's health, to be used 
at the grassroots level. It was hoped that Member States would take full advantage of 
the kit, giving it the wide distribution that it deserved. Lastly, a WHO/UNICEF/UNESCO 
publication entitled "Facts for Life" gave excellent information for mothers on various 
subjects, including breast-feeding, in language that could be easily understood. 
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The CHAIRMAN invited members of the Secretariat to respond to questions and comments 

raised during the discussion. 

Dr HU Ching-Li (Assistant Director-General) said that the Director-General and his 
staff were fully aware that, despite all the efforts of Member States, nongovernmental 
organizations and United Nations agencies and bodies, the situation with regard to 
nutrition was not satisfactory and further efforts must be made to work together on the 
related issues. That was why an international conference on nutrition had been proposed, 
to consider not only malnutrition in many developing countries, but also the fact that in 
some industrialized countries improper diets and overnutrition of young children was 
causing them to develop certain noncommunicable diseases in adult life. 

The initiative for the international conference on nutrition had come from the 
session of the ACС Subcommittee on Nutrition in February 1989. In March of that year, 
the Director-General of WHO had sent a letter to all United Nations agencies to initiate 
preparations for the conference, and in June 1989 had met with the Director-General of 
FAO to discuss the issue； the FAO Council had endorsed FAO's sponsorship of the 
conference in September of that year, arid in October WHO had set up a task force on 
nutrition; in November, WHO representatives had visited Rome to discuss preparations for 
the conference with FAO, and in January 1990, FAO had organized its own task force； the 
issue would be further discussed at the meeting of the ACС Subcommittee in February 
1990. The cost of the conference was roughly estimated at US$ 3 million, US$ 1.5 million 
to come from each agency. Potential donors had already been approached and a very 
positive response was hoped for. 

Dr Bertolaso had raised the question of the effectiveness of the distribution of 
guidelines to those most in need of that kind of information. Many of the guidelines 
were distributed not only in the official languages of WHO, but had been taken up by many 
countries, arid the joint WHO/UNICEF statement on protecting, promoting and supporting 
breast-feeding, published in 1989, had been distributed at the rate of 32 000 copies in 
English, 7000 in French and 6000 in Spanish, with translations for national distribution 
in Swedish, Bahasa Indonesian, Portuguese, Arabic, German and many other languages； a 
study to evaluate the effectiveness of the guidelines for maternal and child health and 
family planning was currently in progress. In addition to those guidelines, a 
publication on nutrition in primary health care had also been translated into 64 
languages and had been very widely distributed. 

Dr HENDERSON (Assistant Director-General), responding to Dr Cabrai‘s concern that 
the lowering of the age of measles immunization from the current recommendation of 9 to 
12 months to 6 months with a new vaccine might remove a health service contact which was 
needed for other purposes, said that everyone was of course concerned with maintaining 
effective contacts. One approach was to exploit all visits to health services, for 
whatever reason, in order to provide all the services needed by mothers and children. 
Two issues needed to be addressed to promote that approach. First, priorities for 
preventive services should be reinforced among the staff providing the services, 
especially those providing curative services. Health staff often failed to screen 
mothers or children for preventive needs, such as immunization, counselling on 
breast-feeding, child-spacing and family planning. Secondly, health records must be 
maintained and made obligatory, particularly those carried by the mother, so that health 
workers could easily assess the health status of visitors to their services. Visits 
would obviously continue to be made for diarrhoeal diseases, acute respiratory 
infections, malaria and so forth, and the programmes most concerned with communicable 
diseases should reinforce the training and supervision of health workers to ensure not 
only that those diseases were handled correctly, but also that all the necessary 
preventive services were provided. At the risk of sounding heretical, he would suggest 
that care should be taken in recommending visits to health services for routine 
purposes : mothers were obviously the most important family health providers in society, 
and visits to health services which did not result in substantial benefits might not 
constitute the best use of their time, or that of health workers. It would be advisable 
to define exactly when strong emphasis should be laid on routine visits for all children 
or when that emphasis should be placed on special high-risk groups, groups which 
communities themselves might play active roles in identifying and referring to health 
services. 
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Dr BELSEY (Maternal and Child Health) said that the decline in breast-feeding was a 

complex issue, comprising in addition to marketing practices such other contributory 
factors existing in different proportions in many countries as inappropriate health care 
routines and practices in many facilities, lack of training of health workers, lack of 
social support for women and the difficulties encountered by working women. Those issues 
would be addressed in depth at the forthcoming WHO/UNICEF Meeting on Breast-Feeding : a 
Global Strategy for the 1990s. In preparation for that meeting, a series of technical 
meetings was being held, one taking place currently in Copenhagen, involving 
collaboration and cooperation between UNICEF and WHO as well as several bilateral 
agencies. The WHO/UNICEF meeting would also cover the question of integration of 
breast-feeding with other programme activities, particularly those of maternal and child 
health and family planning, including integration of breast-feeding as part of diarrhoeal 
disease control, and breast-feeding and child-spacing. Collaboration between WHO and 
UNICEF in support of those activities had continued for many years and had resulted in a 
number of technical guidelines, publications and case studies. 

With regard to the relationship between breast-feeding and child-spacing, it was 
particularly important to distinguish between what could be regarded as the demographic 
impact of breast-feeding and the needs of individual women. From the demographic point 
of view, breast-feeding indeed might contribute as much as two to two-and-a-half years to 
child-spacing, but as it would be seen from the Director-General's report, the Bellagio 
Consensus Statement on that subject, published in The Lancet, indicated that 
breast-feeding, when fully practised, could provide 98% protection against pregnancy for 
the first six months, but that additional contraceptive methods must be used thereafter 
to ensure continued spacing of children. It should be emphasized that the contraceptive 
method selected should be one that did not interfere with breast-feeding. 

The issue of HIV infection and AIDS in association with breast-feeding had been 
addressed in the Director-General's report on infant and young child feeding in 1988, and 
was therefore not reviewed in depth in his current report. The 1988 report referred to a 
conclusion, resulting from a consultation held in June 1987, that there was no reason not 
to continue strong support for breast-feeding, even in areas with high levels of endemic 
HIV infections. That statement had recently been reviewed at the International 
Conference on the Implications of AIDS for Mothers and Children held in Paris in November 
1989, and would be examined in greater depth later in 1990. That Conference had brought 
together many leading researchers in the field. They saw no need to revise the June 1987 
statement on the basis of unpublished data. The issue would be considered in greater 
detail in 1990. 

Dr PRADILLA (Nutrition) drew attention to the importance of the WHO vitamin A 
control programme, which the Executive Board had discussed in detail in 1987, and the 
procedures of which had a close relationship with those of the Nutrition programme, the 
Blindness Prevention programme, the Diarrhoeal Diseases programme and the Expanded 
Programme on Immunization. WHO had planned a whole series of meetings on the subject in 
order to give new impetus to studies, and considerable efforts were being made at the 
regional level, particularly in Africa, South-East Asia and the Americas. Contributions 
received from expert groups showed that the vitamin-A problem went far beyond that of 
acute deficiency and blindness and was a considerable factor in the general prevention of 
infection. 

With regard to paragraph 5 of the introduction to the report, the fact that there 
had been a spectacular improvement in the averages for emaciation and wasting in a number 
of countries with large populations might give rise to the risk of the situation being 
ignored in countries where chronic none ommun i с ab1e diseases resulting in emaciation and 
wasting might suddenly have a considerable impact in terms of morbidity and mortality; 
the enormous cost of handling those diseases in countries which would eventually emerge 
from the developing stage must be taken into account. In other words, it was essential 
for WHO and other organizations to channel their efforts to assistance for countries 
which were not making progress at the average rate for the whole world. 

(For continuation, see summary record of the fourteenth meeting, sections 3 and 5.) 

The meeting rose at 12h35. 
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STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS : Item 15 of the Agenda (Resolutions WHA42.3 and WHA42.4； Documents EB85/19 
and EB85/35) 

The CHAIRMAN, introducing the item, drew attention to document EB85/19, on 
intensified collaboration with countries, and document EB85/35 on support to countries in 
rationalizing the financing of health care. 

Of these, the first described the action taken by the Director-General to give 
effect to resolution WHA42.3, which called upon him to intensify support, both within WHO 
and from the international community, for countries most in need. The initiative 
described aimed to overcome the obstacles to the effective implementation of primary 
health care, by concentrating efforts on the countries and peoples in greatest need. 

The second document dealt in greater depth with one aspect of that more intensified 
approach. An essential ingredient of WHO support must be an attempt to enhance the 
capacity of countries to conduct economic analyses of the various policies between which 
they had to choose, and to be aware of alternatives and opportunities available with 
respect to health financing. For that purpose, WHO would first have to strengthen its 
own capacity in the field of health economics. 

The Board was invited to discuss document EB85/19 first. 

Dr KHAIRY pointed out that the developing countries were faced with the dual problem 
of the brain drain and the debt burden, resulting in lack of know-how, infrastructure and 
management on the one hand and lack of the necessary material resources on the other. 
The Director-General in his report had made an admirable analysis of the problem; 
paragraph 43 of the document was particularly relevant. 

Health planning was generally considered to be an organized process within an agreed 
strategy and with established objectives, designed to achieve certain results. The 
question then arose as to why the situation was so unsatisfactory in many developing 
countries. The answer perhaps lay in the vertical nature of programmes and the lack of 
coordination, which in all countries had resulted in health units that worked 
independently of one another. Perhaps the projects and systems of projects adopted might 
themselves contribute to the problem. Primary health care, too, and the primary health 
care approach, despite its philosophy, might also be to blame when it consisted of a 
series of independent projects. In addition, the financial resources allocated by the 
donor countries and organizations were inadequate and many obstacles were encountered in 
the course of implementation. The rules should therefore be reviewed with the aim of 
ensuring that donor countries allocated resources to the projects where they were needed 
and that countries were able to make optimum use of them. 

It was particularly important for donors to take account of inflation, given the 
vast amounts that were swallowed up by it, leaving the recipient countries in a very 
unfair situation. Also, resources earmarked, for certain projects were often diverted to 
others and, although many countries had rules which determined how such resources were to 
be used, many donor countries did not take them into account. The result was that 
projects were less effective. Furthermore, if economics meant the optimum use of 
resources to achieve the best results and to ensure that those results were distributed 
in an acceptable and equitable manner, then health economics meant that know-how and 
manpower resources should be used according to needs, in accordance with health plans, to 
achieve the best possible level of health in the country concerned. However, some donors 
insisted that recipient countries should use the resources provided only in certain 
specified areas. That was an error for which the recipient country was usually blamed. 
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Total reliance on outside experts in many countries had impoverished local know-how 

with consequent wastage of resources when such experts left. Efforts should therefore be 
made to train people locally. A large proportion of the resources donated should be set 
aside for training, particularly in management arid at all levels of the health system, if 
results were to be satisfactory and health strategies successful. Much greater 
consideration should also be given to the exchange of expertise between countries with 
similar experience. Lastly, regular workshops or symposia conducted with the help of 
United Nations agencies and the countries concerned would contribute to ensuring that 
there were no inconsistencies between programmes. 

Professor SANTOS said that he wished to highlight a situation that did not 
correspond exactly to the one presented in the Director-General's report in document 
EB85/19, but nevertheless deserved special attention from the Board and the Secretariat 
in connection with the technical and economic support to be given to countries facing 
serious economic constraints. The situation was that of countries with extreme 
geographical inequalities, so that some areas were reasonably well developed while others 
were as poor as those described in the document. It might be argued that such countries 
should deal with the situation themselves, since they did have some resources, even 
though they were insufficient to provide adequate care coverage throughout their 
territory. There was clearly considerable support for the countries in greatest need, as 
could be seen from the number of agencies providing development assistance. However, 
support was also needed by the very poor areas in those countries with extreme 
geographical inequalities. His own country was a good example of the situation that he 
had described, since leprosy and malaria were serious problems in its least developed 
areas. While he appreciated that a country in such a situation would not qualify as a 
first priority for the allocation of development assistance, it should riot be overlooked 
completely. 

Professor BORGOÑO commended the Director-General on the enthusiasm and efficiency 
with which he had fulfilled the mandate given to him by resolution WHA42.3. The 
leadership role of the Organization in supporting countries in greatest need was of 
paramount importance, given the whole range of aid sources - institutions and countries -
and the multisectoral approach; the active participation of the Regional Directors was 
also of great importance. 

The countries concerned faced serious problems which were well described in 
section II of the report. The magnitude of the problems and difficulties that they faced 
were only too obvious. For that reason, coordination based on a sound analysis of the 
circumstances of the countries selected in each region - Guatemala, Ecuador, Jamaica and 
Haiti in the Region of the Americas - was extremely important in handling the 
international flow of resources. Clearly, there could be no complete control over 
resources, not only because of the magnitude of the problems facing such countries, but 
also because political issues were involved which could not be overlooked. The 
Organization could nevertheless play an important role in ensuring that resources were 
used most effectively. Furthermore, the provision of assistance should be a continuous 
process. The problems of follow-up and consistency of action, which should be adapted to 
the progress that would be made in the countries themselves as a result of the assistance 
provided, were of fundamental importance. Certain aspects of that process were extremely 
important, especially the need to analyse the particular circumstances of each country; 
there were certain factors common to a number of countries, but also many differences and 
problems that were purely local. In addition to economic problems per se. the high 
infant mortality, the high birth rate and the inadequacy of the basic health 
infrastructure, the major problems concerned management, human resources and the 
infrastructure necessary for development to continue, aspects which were of fundamental 
importance from the point of view of the support needed. For that reason, management, 
training and the strengthening or creation of a primary health care infrastructure should 
be given priority. As far as management was concerned, the first step was clearly the 
proper planning and programming of action to be taken. 

The role of WHO's country representatives arid, in the Region of the Americas, of the 
РАНО/WHO representatives, was fundamental to the process. It would be very difficult for 
the Organization to achieve the desired results if its representatives were not kept 
fully informed of what had to be done. In addition, they needed a basic knowledge of the 
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country concerned and should play a coordinating role similar to that of WHO at the 
global level. While most responsibility lay with the countries themselves, those 
officials and their teams could play a catalytic role, provided that they were fully 
acquainted with the objectives. However, their action would have to be continuous and 
long term, not just spanning two or three years, if they were to achieve any kind of 
success. It was not an easy task; in fact, it was a very difficult one, but everything 
possible had to be done to achieve success. Judging by the efforts that were already 
being made in some countries, WHO was on the right lines. 

Dr MARGAN welcomed the Director-General's prompt action in mobilizing and 
intensifying international cooperation for the accelerated implementation of primary 
health care, particularly in countries experiencing serious economic difficulties and 
debt problems. The Director-General, the Regional Directors and the staff were to be 
commended for their immediate action aimed at improving the coordination of all available 
WHO resources in a concerted and pragmatic country-oriented attack on the obstacles 
impeding the implementation of primary health care. He was pleased to see that the 
countries in greatest need had been made the focus of WHO initiatives. 

Documents EB85/19 and EB85/35 gave an objective description of the actual situation 
and the difficulties, a clear definition of the problems and an indication of the action 
required. WHO now had the opportunity to prepare its response and plan the activities 
necessary in the near future. To that end, he wished to make certain proposals. 

Now that it had been recognized that in the 1980s the rich had become richer and the 
poor poorer, the problem of rationalizing the financing of health could not be 
dissociated from that of the provision and availability of funds for health care. In 
that context, the question was how to provide practical and constructive help in meeting 
basic health needs to countries suffering from an economic crisis. The effects of such a 
crisis on all sectors of a country and particularly on the health sector were well 
known. However, they could perhaps be better defined. It was also well known that 
weaknesses in the organization of health care systems and in their management, the 
irrational financing of health activities and the poor coordination of the sources of 
finance were largely responsible for difficulties and obstacles in implementing primary 
as well as secondary and tertiary health care of the right quality. 

A basic question was that of macro-economic policies and their influence on the 
health sector of each individual country facing serious economic constraints. There was 
a growing need to identify the link between such policies and the health sector so as to 
permit the best possible adaptation of the latter to macro-economic policies in an 
economic crisis. To that end, economists and health administrators would normally be 
consulted through expert meetings, interagency consultations and relevant bodies within 
the United Nations system. 

However, such consultations would result in having to provide pragmatic help to 
countries in their efforts to develop their own health care systems and their own 
implementation procedures. For example, in the preparation of models of national health 
care systems, the starting-point was usually the lowest administrative level of the 
country concerned or the health care services at the district or regional level or some 
similar structure, depending on the social and political system of the country 
concerned. His own approach would be to introduce a model of a health system at a level 
that would ensure efficient, rational and comprehensive health care; he would 
provisionally call that level a "unit of national health care service". The unit would 
cover a particular section of the population with its own specific complex of health 
problems. There would be no major difficulty in defining such problems by the use of 
modern computerized epidemiological methods. The integrated or coordinated financing of 
the unit of national health care service could be organized at the same level, and could 
be provisionally called a "national unit of health care insurance". Once such a model 
was constructed, it would not be difficult to adapt it to the different socioeconomic or 
sociopolitical systems of the various countries. He would refrain from entering into any 
further details of the proposed model, which should be completed by additional research. 
Such a health system obviously had to be part of the overall development process so that 
wider issues affecting human life or health could be taken into account. 

With the increase in health management problems and the need for a greater knowledge 
of health economics on the part of senior health care officials, it would be advisable 
for institutes of health economics to be established in the various regions, or for 
courses on health economics to be introduced in universities. 
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Parallel with WHO's action in that and other fields was the active, ongoing work on 

TCDC activities and mechanisms. A second medium-term programme on TCDC for health for 
all, compatible with WHO'S Eighth General Programme of Work and identifying activities to 
be carried out by WHO, had been drafted and would be submitted for adoption by the 
Ministers of Health of Non-Aligned and Other Developing Countries at their fourteenth 
meeting in Geneva in May 1990. The establishment of the health care systems that he had 
described meant, of course, that WHO programmes must be acceptable to the countries for 
which they were intended and adapted to the prevailing conditions； a review of priority 
criteria in WHO's programmes was indeed under way. 

Another aspect of the problem was the availability of funds. In the present context 
of the economic crisis affecting the developing countries and the debt burden from which 
they suffered, the conversion of foreign debts into local currency debts to be spent or 
invested in debtor countries seemed at present to be the solution most acceptable to 
creditors. The Director-General had himself called for the cancellation of debts in 
return for, and as part of, the systematic solution by debtors of their own health 
problems. In that connection, he had the following suggestions as to how foreign debts 
could be converted into local currency debts so as to assist the health sector. 

WHO could invite developing debtor countries to devise health projects which they 
would be prepared to carry out through debt conversion. Such projects should be 
specific, and include cost estimates and indications as to which foreign creditors should 
be requested to accept the conversion of their credits into local currency debts for use 
as total or partial assistance, grants or investment in given projects. WHO should also 
help countries to select appropriate projects and work out a feasible procedure for their 
implementation. The projects should be submitted to WHO, which would in turn consult 
relevant agencies and/or programmes of the United Nations system, with whom the projects 
would then be finalized. Countries would then transmit the finalized projects or 
requests to the interested creditors, either directly or through WHO or the United 
Nations, as appropriate. If such a procedure was adopted and the proposed project was of 
direct or indirect macro- or microeconomic and financial interest to the creditor, a 
positive reaction by the latter could be expected. 

Another avenue to be explored for attracting funds for health was the emergence in 
developing countries of special economic zones, i.e., enclaves within the customs and 
trade system of a given country intended to attract foreign investors. Between 1970 and 
1986 the number of such zones in developing countries had risen to 175, employing 
1 300 000 people, and 110 new zones were planned. In the same period, employment in 
export-processing zones had increased by 9% per year and exports by 15%. With a few 
exceptions, those zones had developed rapidly into industrial regions, with attendant 
benefits to the economy as a whole. Such economic growth might be expected to result in 
increased investment in health infrastructure and health care. Monitoring the situation 
in the health sector of those zones and comparing health indicators for a given zone with 
those for the country concerned, as well as those for zones in various countries, could 
provide valuable information about changes in the health situation. If the health sector 
were found to be neglected, WHO should intervene. If the funds invested in the health 
sector were adequate and generous, the Organization would obtain realistic information 
about the kind of health project and investment procedures likely to attract foreign 
donors. That might prove to be of great value in approaching potential donors and in 
identifying and preparing health projects to be financed through debt conversion. 

Dr DAGA, endorsing Dr Margan's comments on the debt burden, said that a related 
problem was that of the low prices paid for the raw materials produced by developing 
countries； that was why they had to rely on aid. He wondered whether WHO could play a 
role in fostering the purchase of those raw materials at realistic prices. 

Another point to be stressed was the importance of the role of WHO country 
representatives, not only in the health sector but in all other sectors linked with 
health. Thanks to their close contact with the local population, they had a broad 
understanding of the problems of the countries concerned, and were thus in a position to 
provide information and to decide when action should be taken. 

Dr RODRIGUES CABRAL joined other speakers in commending the report and the 
information and proposals it contained. He was particularly gratified to see that the 
ideas put forward by the Director-General at the eighty-third session of the Board had 
been followed up so promptly and judiciously. WHO's action in that respect was highly 
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appreciated in his own country, where the Ministry of Health was currently revising its 
national health strategy; one of the main problems identified was, in fact, that of the 
management of resources. 

Referring to paragraph 25 of the report in document EB85/19, he said that the 
reference to the potential for improvement in primary health care as one of the two main 
criteria for priority action, though not incorrect, was too restrictive and might be 
misleading to potential donors. Experience had shown that even minimal support was 
extremely difficult to secure for anything but primary health care, and intermediate 
referral levels such as district hospitals tended to be ignored. Special emphasis 
should, of course, be placed on primary health care, but WHO, in its approach to 
potential donors, should also stress the importance of referral levels. He noted, 
moreover, that donors differed in their interest in supporting particular activities； 
thus multilateral agencies, bilateral agencies and nongovernmental organizations all 
viewed their involvement in health sector investment in their own way. Some form of 
classification of donors would greatly assist in matching needs to donors' interests and 
resources. That was particularly important at a time when there were rumours of a 
decline in investment in the developing countries with the opening up of new investment 
opportunities in eastern Europe. 

The Director-General‘s proposals were aimed first at attracting additional resources 
and secondly at improving coordination. He wondered how that was to be achieved, how the 
financial resources were to be used, and how the Director-General's flexible proposals 
were to be reconciled with the sometimes rigid rules concerning financial management in 
particular. Lastly, he expressed great interest in Dr Margan's proposals, which he hoped 
would be circulated in written form. 

Professor KALLINGS pointed out that the gap between the haves and the have-nots was 
continuously widening. While the OECD and some Asian countries had experienced 
unprecedented economic growth during the 1980s, economies had declined in two regions, 
namely sub-Saharan Africa and the debt-ridden countries of Latin America. The reasons 
for the deterioration in those regions were well known. The external debt burden and 
other adverse economic factors had taken a heavy toll on the poorest countries. 
According to a World Bank report on sub-Saharan Africa, domestic, economic and political 
mismanagement had also caused unnecessary suffering to the poorest sectors of the 
population. 

In order to correct the worsening economic situation, structural readjustment 
programmes were being or would have to be undertaken in most of those countries. 
Although there was now greater awareness of the social and humanitarian consequences of 
such programmes, largely owing to the untiring efforts of the Director-General, those 
consequences invariably had the greatest impact on vulnerable groups. Women in the rural 
areas were among the hardest hit : lack of medical facilities owing to reductions in 
health budgets, unemployment and cuts in education had affected women so much that one 
could perhaps speak of a

 11

 feminization" of poverty in many areas. 

According to World Bank statistical sources, health budgets in sub-Saharan Africa 
had been severely reduced, while military budgets had increased. An intolerable 
situation existed in many countries and regions. WHO had been unable to step up its 
activities because it lacked proper information compiled in such a way as to give an 
overview of the situation; WHO should be able to give Member States a clear picture of 
the health situation in countries adversely affected by the world economic crisis. Such 
information was a powerful instrument for mobilizing international opinion and action and 
would also strengthen WHO's hand in the dialogue with countries, donors and the other 
United Nations agencies concerned. A World Bank report on sub-Saharan Africa had 
recommended increased investment in human resources. Health expenditure would have to be 
doubled from the present average of 4-5% of GNP to 8-10% in order to sustain economic 
development in Africa; yet the reality was that several countries had been forced to cut 
health expenditure. WHO should play a leading role in increasing awareness of the fact 
that a better health situation was not only important in itself but was also a 
prerequisite for economic development. 

As indicated by Dr Daga, WHO country representatives should play an important role 
in assembling information and should therefore be given increased support. He agreed 
with Dr Khairy and Professor Borgoño that the strengthening of capabilities in financial 
planning, management and health economics was also important. At an earlier session of 
the Executive Board, he had proposed that a task force or similar group should be set up 
to assist in those respects - a suggestion that had met with general approval from the 
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Director-General and Board members. He would be interested to learn more about the steps 
taken to implement that suggestion. 

He stressed the need for an annual review of the state of health in the least 
developed countries and countries adversely affected by the world economic situation arid 
undergoing structural adjustment. That was especially important as developments in 
East-West relations were now tending to overshadow North-South ones. WHO had been 
invited to make a contribution to the United Nations Conference on the Least Developed 
Countries to be held later in the year. Perhaps that contribution might form the basis 
for future reports to the Board. 

Dr INFANTE (alternate to Dr Caba-Martín) commended the Director-General‘s report in 
document EB85/19, which was most relevant and timely in view of the resolutions adopted 
at the Forty-second World Health Assembly and the events that had occurred throughout the 
world since then. Due attention should be given to the ideas contained in the report, 
which could have a considerable impact both inside and outside WHO. Many international 
organizations and institutions were currently developing proposals and formulating 
strategies for guiding technical cooperation which were not always mutually consistent. 
In the field of health cooperation, it was WHO's responsibility to find a way through the 
jungle of criteria, guidelines and methodologies. In future, cooperation in the health 
field would be not only North-South but also East-West, and one should not be to the 
prejudice of the other. His own country had recently indicated its wishes in that 
connection. 

He fully endorsed many of the ideas contained in the report and in particular, on 
the basis of five years of experience with the Regional Office of the Americas, the 
emphasis given to the development of human resources. He also agreed with Dr Cabrai on 
the need to avoid too restrictive an interpretation of one of the basic criteria set out 
in paragraph 25, namely the potential to improve coverage of primary health care. 

The report did not make a clear enough distinction between financial and 
non-financial cooperation. To date, his own country's cooperation had largely been 
non-financial, although it was hoping to start providing financial cooperation, probably 
through programmes at WHO headquarters. Non-financial cooperation was often a more 
stable form of assistance, since it was not affected by inflation or exchange rate 
fluctuations. 

He hoped that the forecast made in paragraph 35 would prove to be true and that a 
larger number of countries would benefit from participation in the initiative. If the 
programme was not extended, it would be of limited importance and there would be no 
substantial improvement in the situation. It might be appropriate to convene a 
conference or a meeting of a group of experts to study the ideas presented in the 
document in greater depth so as to provide guidelines for activities in the future. 

In order to assist readers who might not have access to other Board documents, the 
report might usefully have included a reference to the need to link the cooperation 
discussed in the report with that among developing countries. It was essential that the 
strategies defined should be consistent both with the world health situation and trends, 
and with the global strategies of the Organization. 

Dr BERTOLASO endorsed the comments made by Dr Cabrai and Professor Kallings. 
At an OECD meeting on health cooperation activities held two years earlier in Paris, 

he had been one of those to suggest that the percentage of technical official development 
assistance allocated to the health sector should be increased. The figure of 6.9% given 
in paragraph 13 of the Director-General‘s report in document EB85/19 was, in his opinion, 
too low in the light of the needs of the developing countries. In Italy, the allocation 
to the health sector had risen from 5% to 12%. If the Executive Board or the Health 
Assembly were to draw attention to the matter, that would give the Director-General a 
good opportunity to bring the health situation in developing countries to the attention 
of Member States attending the United Nations conference to be held in Paris later in 
1990 and to plead for an increase in allocations to the health sector. 

With reference to paragraph 17, he stressed that aid would continue to be useful as 
no other appropriate method of ensuring the sustainability and replicability of 
interventions had been developed, agreed or implemented to date. 

With regard to the statements made in paragraph 22, it should be realized that there 
were not only strong North-South links but also South-South ones, and that an effort 
should be made to strengthen intercountry relationships and to develop a regional 
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coordinated effort, making more effective use of regional offices and other networks and 
developing links between different regions. The Regional Director for Europe, in an 
earlier presentation, had touched upon new links between the European and African 
Regions, and he would be interested to learn more about them. 

With reference to paragraph 23， he said that one of the reasons why a low proportion 
of the national budget was allocated to the health sector was that ministries of health 
were usually only poorly represented at meetings on official development assistance in 
developing countries, so that it was difficult to agree on bilateral health programmes. 
It was also difficult for potential donors to meet WHO representatives in such countries, 
so that there was often a lack of information on the real health situation. He therefore 
endorsed the statement made in paragraph 28 of the document on the role of WHO 
representatives, and suggested that they should be retrained, as necessary, through 
appropriate methods of continuing education. 

Dr NTABA commended the Director-General on the timely initiative taken pursuant to 
resolution WHA42.3 and in response to the needs of the countries in the most severe 
economic distress. The least developed countries were falling further and further behind 
in the health-for-all struggle. As indicated in the report, the present health status of 
those Member States was a clear reflection of the structural characteristics of 
underdevelopment. 

The health development dialogue required significant reform. For both donors and 
recipients alike, it was often frustrated by political or commercial interests, rather 
than being guided by the genuine need for health assistance. 

In Malawi, it was said that there was nothing more cruel than to withhold a loaf of 
bread from a starving child, regardless of the reasons. In health development, it would 
appear that the loaf was sometimes withheld because the child had first to prove that he 
or she could grow the wheat from which to make tomorrow's bread; sometimes it was 
withheld because it was larger than the child could normally afford. It might therefore 
be necessary to review the official development assistance policies of many donors arid 
accept that, given the critical situation in many recipient countries, it would be 
essential to provide sustained external support before imposing sustainable development 
as a precondition, especially for a sector such as health. The development dialogue was 
also frequently frustrated because the health professionals of both donors and recipients 
were not involved but rather the representatives of development agencies and ministries 
of planning or external affairs, who often had only a limited understanding of primary 
health care and the health-for-all movement. The weak management structures and the 
limited resources available for health and many other areas in the least developed 
countries only aggravated the problem. Given such a background, he particularly welcomed 
the proposal that WHO should assist the least developed countries in coordinating and 
absorbing inputs from development agencies, especially in cases where the priorities of 
such agencies did not coincide with those of recipients. 

The country-centred or holistic approach adopted by WHO was most appropriate. The 
individual preferences of particular donors were often not consistent with the desirable 
integrated and intersectoral initiatives for primary health care in the health-for-all 
battle. For many countries, the country-centred approach would involve implementation of 
activities and strategies by district, and he wondered whether that district approach was 
the same as that being encouraged in the African Region. Perhaps the Regional Director 
for Africa could say whether that was the case. 

Dr TALL agreed with previous speakers that the Director-General was to be commended 
in responding rapidly to resolution WHA42.3. 

Numerous economic problems were being encountered in the countries concerned and 
previous speakers had already outlined the difficult situation prevailing in them. His 
own country, Mali, was among those most severely affected. In such countries, 
governments generally gave priority to self-sufficiency in food. Their climates were 
such that drought, with all its implications, compelled them to appeal for aid from 
various quarters. As a consequence, they were forced to reduce their health budgets, 
thereby jeopardizing well developed health policies which could no longer be maintained. 
The process of structural adjustment to overcome such difficulties, undertaken with 
outside assistance, often contributed to an even greater reduction in the percentage 
allocated to health policy development and health programmes. Such reductions led to 
trained health workers being made redundant, while training was given to others who would 
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have no opportunity to apply their technical knowledge in the health sector, owing to a 
reduction in financial support or in the infrastructures themselves or to their own wish 
to remain in the major cities. Following Alma-Ata, it had been decided that all 
governments should allocate a reasonable proportion, around 5% of GNP, to health budgets. 
In fact, in many cases the percentage had fallen. WHO had an important role to play in 
reminding governments, in particular those of countries experiencing the greatest 
difficulty, and other agencies of that problem. WHO should also strengthen the role of 
the WHO representatives in order to ensure that governments were well informed about the 
harmful consequences of reducing health budgets. 

He was pleased to note that the report presented a number of essential ideas for 
providing genuine support to those countries confronted with economic constraints. WHO 
should do everything possible to enhance its coordinating role both with United Nations 
agencies and with intergovernmental, governmental, nongovernmental and national 
organizations, in the hope that it would have a catalytic effect that would benefit 
health development in such countries. 

Mr HOSSAIN welcomed the Director-General‘s very informative report, which made plain 
the grim reality of the increase, since the Alma-Ata conference, in the absolute number 
of people living in poverty and under poor conditions of health and nutrition. 
Strengthening technical and economic support to countries facing serious economic 
constraints had now assumed greater urgency. Success in that effort would depend on 
accurately identifying countries and areas where action ought to be concentrated. In 
focusing his report on the socioeconomic plight of the most vulnerable group of 
countries, namely those that were least developed, the Director-General had demonstrated 
his deep understanding of the problem. At the present count there were 42 least 
developed countries, where most of the poorest of the world's poor were to be found. 
Those countries, whose inherently weak economies were suffering the disastrous impact of 
the current adverse international economic climate, were now being burdened by structural 
adjustment programmes, frequently at the behest of donor institutions. The cuts forced 
on governments by acute resource scarcity were all too often concentrated in social 
sectors such as health. 

Against that background, the fact that less than 50% of official development aid 
went to the least developed countries pointed to an urgent need for greater 
rationalization of donor country policies in that area. The same dismal trend was 
apparent elsewhere. The United Nations Substantial New Programme of Action for the 1980s 
for Least Developed Countries had remained largely unimplemented despite the proximity of 
the end of the decade, by which time its targets were to be met. It was gratifying that 
WHO was well aware of the situation and was planning to take part in the United Nations 
Conference on the Least Developed Countries to be held in Paris later in the year. He 
hoped that WHO would play an active part in the collective efforts of the international 
community to strengthen official development assistance to such countries. 

The report described various approaches and strategies for fostering an integrated 
and coordinated approach to increasing the share of assistance given to the countries and 
peoples in greatest need and to improving the effectiveness of existing aid flows by 
strengthening management systems and capabilities. In that context, the report rightly 
stressed the need to seek the consent, support and confidence of national governments in 
formulating country-oriented programmes within overall national development plans and 
priorities. The low absorptive capacities of the economies of the target countries were, 
in his view, not an insurmountable problem, nor one unresponsive to well designed 
remedial measures. It was necessary to break the vicious circle in which 
underdevelopment led to low absorptive capacity, low aid flow and back to 
underdevelopment. The strategies and methodology suggested in the report did not, 
however, appear to cover that aspect adequately. A much clearer outline of WHO's own 
initiatives aimed at improving the situation would have been appreciated. WHO ought to 
be able to make its own, even if limited, contribution in that respect by maximizing 
efforts to harness locally or regionally available expertise, using appropriate 
technology for the planning and implementation of its country programmes. Information on 
that point from the Secretariat would be welcomed. 

Professor RANSOME-KUTI said that the report represented an important new step taken 
by WHO in the field of planning and health services. In the past, it had frequently been 
the case that national health authorities in developing countries had few coherent goals 
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or plans in the health field or none at all, since most health-related projects and 
programmes were sponsored and implemented by various United Nations and other 
organizations with little input from or feedback to those authorities. As in his own 
country's experience, country health plans in the 1970s had been prepared by incoming WHO 
teams who made little attempt to come to grips with local views and assessments of the 
health situation so that realistic and workable proposals could be made. He was pleased 
to see that the new approach was quite different； countries were being asked to identify 
their own problems themselves and consider how they themselves would go about using their 
resources to solve them. That approach would help to develop a country's planning skills 
as well as its ability to diagnose its own problems and decide how to use its resources 
most effectively. Another welcome new departure was the fact that all the donors 
prepared to assist a country would be present when a plan was initiated. It was also 
gratifying that the roles to be played by the different levels of WHO had been clearly 
identified, since that would ensure a smooth flow of assistance to countries. 

The present economic difficulties experienced by developing countries had forced 
many of them to agree to undertake structural adjustment programmes. However, in 
pursuance of the aim of adjustment with a human face, many developed countries had been 
providing further assistance to such countries. Wise use of those resources and of funds 
released by debt conversion, by applying the new methodology, should help to relieve many 
of the difficulties faced by the population as a result of structural readjustment. He 
therefore wished the exciting new methods of planning proposed in the document every 
success. 

Professor MEDINA SANDINO joined in the commendation of what, in her view, was a very 
timely document, given the present precarious health situation in many countries, 
especially the least developed ones, in the wake of economic difficulties and social 
problems caused by political and military factors. As a result, greater efforts and 
resources needed to be directed to more specific objectives. In the least developed 
countries structural adjustments to improve the economy had led to a deterioration in the 
health status and living conditions of the most vulnerable sectors of the population. 
Under those circumstances, the risk approach should be used in preparing health 
programmes, and major efforts made to ensure a continued coordinated approach to health 
and development. Social development programmes should be fostered, and a major political 
commitment made to preparing a long-term integrated development plan for health services 
in countries undergoing economic adjustment. Such plans should be based on an improved 
understanding both of the actual health problems of the population concerned and of the 
most effective way to allocate resources in order to meet those problems and provide a 
better quality of care and improved access to services. The development and training of 
human resources, including enhancement of managerial skills, should also be covered. 

Further initiatives could also be contemplated. In Central America, for example, 
many benefits had been gained from the exchange of experience in joint regional 
initiatives to cope with shared problems. Those efforts had not only helped to solve 
health problems but had also promoted peace and understanding among the peoples 
concerned; they might therefore usefully be included in the approaches described in the 
document. Efforts should also be made to strengthen relations between all countries 
whatever their level of development, in ways that mutually reinforced measures to improve 
health. The world community should therefore support the initiatives proposed in the 
document. Those initiatives should be properly followed up and implemented on an ongoing 
basis and studies should be carried out to elucidate the way in which economic 
difficulties and adjustment measures affected the implementation of health programmes or 
influenced living conditions. 

Dr REILLY congratulated the Director-General and his staff for raising such an 
important topic. It was noteworthy that many Board members had highlighted in their 
comments the impact of economics on health. The theme of World Health Day for 1990 was 
the environment. That theme, and indeed the very future of the planet, was closely 
linked to the subject under discussion. The poorer countries were being forced to 
destroy the social and physical environment of the planet to ensure the survival of their 
peoples, and that destruction obviously affected the rich countries, too. All the 
peoples of the world were thus interdependent. 
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He hoped that WHO would take the lead in educating the populations of the rich 

countries on the importance of providing for the healthy development of the poor oríes so 
as to prevent the destruction of the environment. Such an approach would convert the 
paternalistic concept of donor and recipient countries into one of a search for resources 
to improve the quality of life of all peoples, thereby enabling them to work together for 
the mutual benefit of all. 

Dr ESPINOSA FACIO LINCE said that he, too, wished to congratulate the 
Director-General on the document: he could remember few other subjects on which such a 
high degree of consensus had emerged in statements by Board members. 

The document's title used the word "support": there was a difference between 
support and assistance, since support implied relations of near-equality. Economic 
support was linked not only to external debt, but also to trade. The purchase of raw 
materials at low prices and the sale at exorbitant prices of high-technology items 
adversely affected the economic situation of certain regions and of countries within them 
just as much as the burden of external debt. 

Efforts should be made to ensure that support was directed towards the strengthening 
of appropriate technology, especially for primary health care. In other words, support 
should take the form of the transfer of technology, and should be aimed at rationalizing 
the financing of health services, a subject covered in document EB85/35. 

Support should be given without being made conditional on the decisions taken or 
financial investments made by the country receiving it. It should not result in 
technological dependence - another way of keeping such countries in subjection. And it 
in no way diminished the obligation of those giving and receiving support to reach 
agreement. It was to be hoped that such support-based relationships would generate a 
genuine two-way exchange of experience. Countries in need of support must never become 
beggars. 

Professor HASSAN thanked the Director-General for preparing the report, which placed 
a heavy responsibility on the Organization, namely that of alleviating the burden of the 
least developed countries : its contents would put the slogan "Health for all by the year 
2000" to the test. 

He himself was very doubtful whether the least developed countries received anything 
but the most minimal support. Priorities were not taken into consideration. It was 
difficult to overcome the obstacles to the implementation of primary health care 
activities, especially in view of the rate of population growth in such countries, which 
far exceeded that of economic development. That phenomenon must be taken into account. 
It might be useful to carry out scientific and practical studies to determine the reasons 
for such difficulties and identify ways of overcoming them. It remained to be seen 
whether WHO could find solutions, or whether the causes were outside its competence. If 
that was so, it would be forced to ask for the assistance of other agencies and donor 
countries, or merely keep adopting decisions, year after year, that remained a dead 
letter, thus undermining the credibility of its programmes. 

The countries that faced severe constraints should be reclassified in an appropriate 
manner, to take account of their health conditions and to establish accurate priorities 
for economic and technical assistance. 

The Conference on the Least Developed Countries to be held in Paris later in 1990, 
in which WHO would participate, should shed light on such matters； WHO should ensure 
that the health aspects of the problem were highlighted at the conference. 

Dr KO KO (Regional Director for South-East Asia) said that he wished to report on 
the work being done in his Region in the important area under discussion. A programme 
had been launched as far back as the 1960s, when a WHO team, including a health planner 
and an economist, had been placed at the United Nations Asian Institute for Economic 
Development and Planning in Bangkok and had trained a number of health planners and 
health economists. Later, WHO had employed economists at the Regional Office as well as 
in countries. The programme had been progressing very well since then. 

The countries of the Region were greatly interested in the topic, as shown by the 
adoption, at the most recent session of the Regional Committee, of resolution 
SEA/RC42/R3, on health care financing and mobilization of resources for health 
development. The topic had also been on the agenda of the eighth meeting of health 
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ministers in October 1989, at which very fruitful discussions, linking economics with 
health systems and the TCDC programme, had taken place. 

Earlier, in February 1989, a regional consultation had been held on the financing of 
health care and the future of the health economics programme. As a follow-up, within the 
framework of the headquarters programme, the Regional Office had developed health 
economics programmes in many countries including Indonesia, Mongolia, Myanmar and 
Thailand. 

In the South-East Asia Region, support to countries in rationalizing the financing 
of health care was given greater emphasis than strengthening technical or economic 
support, which was implemented and coordinated by headquarters. However, some examples 
could be quoted to illustrate the efforts made at regional and country level regarding 
the mobilization of technical and economic support. 

Countries were being assisted in preparing for the Conference on the Least Developed 
Countries that was to be held in Paris. Health ministries were being informed about the 
conference and assisted with the necessary studies and preparation so as to fortify them 
in their approach to national coordinating bodies for international health economics 
events. In Bhutan and Sri Lanka, assistance had been given in preparing country resource 
utilization reviews, which provided the basis for programme formulation. 

Together with USAID and the World Bank, the Regional Office was working in Indonesia 
on the mobilization of resources at country level. In Nepal, it would be fielding a team 
together with the office of the Director, Planning, Coordination and Cooperation at 
headquarters, so that the health sector could prepare for including a health component 
in the total sector development plan of the World Bank. 

He was very happy that the Board was taking a keen interest in the subject. It 
fitted in very well with the Director-General‘s emphasis since taking office and with 
WHO'S programme of health economics. With the guidance and support of the Board, and 
through it, of the donor countries and development agencies, it should be possible to 
forge ahead with the programme. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that he greatly 
appreciated the high level of discussion - perhaps the best he had ever heard in the 
Board - generated by the document. The ideas that had emerged would certainly enrich the 
extraordinary initiative launched by the Director-General and support the regional 
offices in their efforts in the same direction. 

One of the main concerns of the Regional Office for the Americas was to study the 
interrelationships between health and the development process with a view, inter alia, to 
increasing the health sector's visibility, its participation in decisions that affected 
the well-being of people, and above all its credibility in terms of the ability to 
understand the complex problems with which it was faced, to mobilize available resources 
effectively, and to use them efficiently. 

He wished to refer in particular to a point raised by Dr Margan, namely the 
conversion of external debt, or debt for health. The Regional Office had been working 
continuously on that question for three years now. After meetings with prominent 
academics and experts on external debt, including representatives of international banks, 
it had become obvious that the problem was much more complex than it had originally 
appeared. Simply writing off debts seemed of little value from the point of view of debt 
for health, for example. 

The main area identified where further work was needed was the difference between 
the face or nominal value of debt bonds and their real value on secondary bond markets. 
That difference for all the Latin American countries taken together averaged around 65%, 
with a market value of around 35%, which made it possible to adopt certain measures； but 
there were some unforeseen problems. In addition to the political and technical ones, 
the very structure of the debt was problematic. In Latin America, approximately 60% of 
the debt was made up of loans from governmental or international agencies. Such debt had 
to be handled very differently from the remainder, contracted with private banks. 

Another difficulty was that the resources represented by the bonds did not exist in 
reality. They were available purely for accounting purposes, and could not be converted 
into domestic currency as required. The economic policies applied to control fiscal debt 
and inflation, among other objectives, posed strict limits in that regard. 

A number of experiments on debt conversion had been carried out - some within the 
private sector alone, but also some involving government-sponsored activities in 
agriculture, environmental protection and, in one case, health. 
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A joint initiative of UNICEF and the Inter-American Development Bank had been 

intended to create a revolving fund for the purchase of debt bonds on the secondary bond 
market and for their conversion into domestic currency for use in social development 
projects. Unfortunately, that initiative had been impossible to implement； but a new 
attempt would be made soon, based on the use of the difference between bond market prices 
and their face value. For that purpose it would be necessary to generate foreign 
exchange for purchases on the secondary market, and to develop mechanisms to convert the 
bonds into national currency. The technical problems with regard to health projects 
involved in such an approach should be easily overcome. 

He had thought it important to inform the Board about that initiative in the Region 
of the Americas, because experience and information had been acquired that might be 
helpful to other regions. 

The meeting rose at 17h40. 
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1. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS : Item 15 of the Agenda (Resolutions WHA42.3 and WHA42.4; 
Documents EB85/19 and EB85/35) (continued) 

Dr HYZLER (alternate to Sir Donald Acheson), commending the Director-General on his 
two reports (EB85/19 and EB85/35), noted from the discussion that both had aroused 
considerable interest. The excellent report on rationalizing the financing of health 
care clearly set out and analysed the problems facing many countries, and was 
refreshingly candid in pointing out WHO's weaknesses in providing the necessary 
leadership in response to countries' requests arid, needs for assistance in that field. 
The Director-General was to be congratulated for having addressed the problem head on, 
with a firm commitment to strengthen the Organization's capacity in that respect. His 
initiatives to seek extrabudgetary resources, to establish additional posts, and to 
strengthen support to countries and to WHO programmes in health economics should be fully 
supported. 

During the discussion proposals had been made on how WHO could best help countries 
to restructure the financing of their health services. That question had taken on a new 
importance, not only for developing countries but also - because of recent changes - for 
the European Region. Dr Bertolaso had rightly evoked the need to strengthen WHO 
representation at country level, where the Organization had an important role to play in 
the coordination of technical support provided by donor agencies. 

The strategy outlined in paragraph 12 of document EB85/35 was well conceived and 
rightly emphasized the need to develop technical skills in applied economics at all 
levels of the health system. It was particularly important to impart such skills at 
undergraduate level； and at the same time to educate the wider public in the rational 
use of limited resources. The United Kingdom was keen to play its part in those efforts 
and to share its experience with other Member States. Funding had been provided for a 
five-year programme of research and teaching in health economics at the London School of 
Hygiene and Tropical Medicine. 

Professor SANTOS said that WHO had an extremely important contribution to make in 
helping countries with the rationalization of health financing, the impact of which at 
country level would probably be comparable to that of an important advance in 
biotechnology or immunology. A more refined methodology, in conjunction with the 
political will to use such a methodology, would improve health care in many countries. 
There was a widespread intuitive feeling that the use of national and international 
resources could be greatly improved; the manner of doing so, however, remained unclear. 
It would probably be easier to develop the required methodology in an institution such as 
WHO than in individual countries, where the availability of specialized personnel was 
almost invariably limited; moreover, WHO's global perspective would be extremely 
helpful, and its wide experience in other fields would favour the adoption of a realistic 
approach. At the same time, theoretical work should be firmly linked to the practical 
experience of a variety of countries, so that the results might be usefully applied. 

Rationalizing the financing of health care would - he believed - soon result in 
progress towards the main objective of the Organization - improved health throughout the 
world. The Director-General and his staff were to be congratulated on an initiative 
which could have important consequences in a shorter time than might be imagined. 
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Professor BORGOÑO commended the report contained in document EB85/35. Health care 
financing and expenditure depended on overall national development policies, and thus was 
not always totally rationalized. But although the task was a difficult one, success 
could - he was sure - be achieved. Foreign assistance was often required to overcome 
financial constraints, and rationalization itself was a complicated matter. Increasing 
costs and the inappropriate use of resources exacerbated the problem. Diagnosis and care 
accounted for 75% to 80% of health expenditure, and new difficulties were emerging. The 
approach outlined in the report before the Board was generally satisfactory, and every 
effort should be made at the national, regional and central levels to implement the 
recommendations, especially with regard to teamwork. 

Two ways of improving rationalization were of particular importance. The first was 
the provision of continuous training in management and planning, especially at local and 
district level. WHO had an important role to play in that connection. The second was 
research, which should be of a multidisciplinary character since financing impinged on 
many different sectors, and should be arranged at the regional and more especially 
country levels in order to take account of varying conditions. The roles of WHO, the 
regional offices and the country representatives were well defined. In particular, the 
latter should be fully conversant with WHO policies and guidelines in order to play a 
catalytic role in their implementation. International organizations were not always able 
to contribute much towards rationalizing the financing and management of health services, 
and in that connection the matter should be seen in the broader perspective of the norms 
governing economic development. 

Dr RODRIGUES CABRAL underlined the importance of assistance in the rationalization 
of health financing, especially in Africa which, as Dr Monekosso had pointed out at an 
earlier meeting, lacked a managerial tradition. Evidently, problems and their solutions 
differed greatly from country to country, and much work was required to determine the 
best approaches； but two considerations were relevant in all national contexts. In the 
first place, equity should remain a goal and should not be undermined in the interests of 
profitability, Secondly, proper management would add weight to the health sector's 
requests for funding. 

In the African Region, a critical mass of officials, technicians and other skilled 
staff had to be taught to manage resources and programmes. On the basis of Mozambique's 
experience, he would divide them into three groups. First came hospital directors and 
administrators, not only because they were responsible for a major part of their 
countries' overall health service budgets, but also because of their long-term influence 
on staff, especially doctors, trained in those institutions. It was important for 
interns and doctors under training to appreciate the incidence of health economics on 
therapy and length of stay, as well as on decisions concerning the provision of medical 
care, so that when they returned to their districts, rural hospitals and rural health 
systems, they might promote a more general awareness of that relationship. Managers of 
specific programmes constituted the second target group. In many countries, the managers 
of essential drugs, immunization and similar programmes were responsible for a greater 
amount of external and, sometimes, internal resources than the managers of other routine 
programmes； sometimes they tended to forget that they, too, must make appropriate 
choices in the deployment of funds. The third group for particular attention comprised 
the managers of support services and officials in ministries of health and regional 
health directorates. It should be borne in mind that other projects, including some 
World Bank projects, covered the rationalization of expenditure in health systems and the 
training of some of the target groups he had mentioned. There was thus a need for 
coordination of efforts. 

Professor RANSOME-KUTI warmly commended the two reports as a fitting response to the 
request for clarification of the bases on which decisions concerning the deployment of 
health resources were taken. For example, given a set of health problems, how was a 
decision reached to spend 90% of a health budget on building two teaching hospitals, 
rather than on creating thousands of health centres in villages and bringing primary 
health care to the people? How were benefits to the people of such expenditure 
calculated? Against the background of such questions, WHO's efforts to support countries 
in the rationalization of health financing held out a promise of improvement in the 
disbursement of funds on behalf of the peoples' health. He joined previous speakers in 
calling for training as an essential part of the programme. 
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Those who lacked resources often devoted their energies to seeking resources, 

neglecting in the process the question of determining how resources should be effectively 
spent. While efforts to collect money, for example through health insurance 
contributions, might well be successful, checks were not always made to ensure that the 
savings were used to provide the health care that people needed. Moreover, cost-recovery 
programmes might place people in the position of not being able to afford health care. 

It was to be hoped that WHO'S initiative would make everyone in the health care 
system aware of health economics； that it would help to eliminate waste； that it would 
direct resources to priority actions for effective health care； that it would lead to 
increased accountability; that it would focus attention on appropriate technology; and 
that it would ensure equity in the use of resources to provide health care. At the point 
where resources were utilized, those policy obj ectives could be undermined by poor 
management and by the inability of those responsible for implementing programmes to see 
the obj ectives clearly. Resources should be seen as a means of improving health, not of 
financing activities for their own sake. 

With all those considerations in mind, he fully supported the programme and wished 
the Organization every success in implementing it. 

Dr MOHITH commended the Director-General on his prompt response to resolution 
WHA42.3, noting with particular appreciation his commitment to the rationalization of 
health financing. With reference to section VI of document EB85/35, the question, as 
Professor Ransome-Kuti had pointed out, was not only one of mobilizing, but also of 
making proper use of resources. He hoped that the steps to be taken by the 
Director-General would include examination of the burden imposed by bureaucracy. Cases 
occurred where available resources under regular country budgets were not utilized in 
time simply because of lengthy procedures that compounded problems instead of solving 
them. 

Some clarification was perhaps called for concerning the role of WHO 
representatives. Were they diplomats or experts in international health work? He would 
submit that their offices should not merely be clearing-houses for correspondence between 
Member States and headquarters； they should reflect the image and purpose of the 
Organization as an authority and coordinating agency in international health work. 

He endorsed the proposals for the training of health personnel in health economics 
and financing. 

Dr MONEKOSSO (Regional Director for Africa) said that it had been recognized in the 
African Region that there were two groups of major obstacles to be overcome by the 
year 2000； those involving economic constraints and those involving AIDS-related social 
constraints. In response to the wishes of Member States, efforts had been made to 
strengthen WHO representation in the Region by making truly international appointments in 
all countries. Cooperation with Europe and the European Regional Office had been sought 
in order to help in the promotion of modern management techniques already established in 
Europe, with a view to strengthening management technology within countries and at the 
Regional Office. In the context of the comments by Dr Ntaba, Professor Borgoño and 
Dr Cabrai, it should be noted, with regard to the relationship between the district 
approach advocated by the countries of the African Region within the framework of African 
health development and intensified collaboration with a view to strengthening technical 
and economic support to countriès confronted with serious economic difficulties, that the 
approach initiated by the Director-General had been warmly welcomed by the Regional 
Office, particularly as both aspects were complementary and focused on the fundamental 
principles established at Alma-Ata. The objectives of both were to strengthen national 
capacities and establish health through primary health care. Health development in the 
African Region was being implemented to varying degrees in all countries at community, 
collectivity and village levels. The goal of health for all had been subdivided into 
subobjectives related to individual health, family health and the health of the 
collectivity as a whole. There was thus a parallel with the obj ectives of basic minimum 
needs - the approach adopted by the Regional Office for South-East Asia. Collectivities 
were invited to chose one or more subobjectives relating to high-risk groups, such as 
children, deprived families and women in particular, with implementation being carried 
out by administrative, technical and health officials in political circumscriptions or 
districts. Such district level management ensured operational support including 
personnel, data, financing, physical infrastructure and logistic management for 
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community health activities. Upper hierarchical levels had responsibility for technical 
and strategic support. Intermediate regional and provincial level institutions were 
represented by provincial hospital networks, provincial health offices and health-related 
sectors such as education, agriculture and public works. Central-level partners 
comprised ministries of health and other private and public sectors as well as a number 
of nongovernmental organizations. Such an approach enabled intervention by national 
authorities in favour of health at district level, focusing on one or several districts 
in turn until all districts in a country were covered. That was the case in Nigeria, 
where Professor Ransome-Kuti was playing a leading role. The approach enabled planning, 
programming, budgeting and implementation of activities, continued monitoring and 
evaluation, thus involving all structures and institutions in an ongoing dialogue for 
health and development. However, the countries that had adopted the approach in 1985 and 
reaffirmed it at the most recent session of the Regional Committee continued to lack the 
necessary financing to carry out their policies. For that reason, the report contained 
in document EB85/19 was of particular interest to African countries. With 
well-structured economic support, countries of the Region could ensure the functioning of 
structures at all levels with a view to promoting both health care and socioeconomic 
development. Priority programmes included maternal and child health and family planning, 
and selected control of diseases, water, sanitation and environment at all levels, while 
activities could be implemented through structures and institutions at any level, thereby 
ensuring complementarity between infrastructure-strengthening activities and health 
technology in accordance with the current General Programme of Work. 

As the Director-General had mentioned in his report, countries in the African Region 
were already taking part in the initiative. In order to accelerate participation, they 
had been subdivided into three groups : (i) some ten sparsely populated countries 
(including most of the islands off the coast of Africa)； (ii) five or six countries 
having suffered internal conflicts, destabilization or natural disasters (including 
Angola, Chad, Ethiopia, Mozambique and Uganda), and (iii) the remaining countries, some 
of which had already received headquarters visits. During 1989 the Regional Office had 
organized meetings between WHO, other United Nations agencies, bilateral agencies and 
nongovernmental organizations in most countries, which had been chaired by ministries of 
health. Information on technical cooperation in the health sector was thus available and 
would help better to coordinate and rationalize support and the use of national 
resources. In that context, the United Kingdom initiative at the London School of 
Hygiene and Tropical Medicine, which Dr Hyzler had mentioned, was most welcome, 
reflecting as it did a realistic approach to health economics. In the Region, it was 
intended, in a spirit of self-reliance at all levels, to pre-finance community health 
activities, all districts being assisted to initiate a dialogue on the financing of basic 
community health activities. It was also intended to implement the Bamako Initiative, 
whereby rationally used essential-drug supplies and cost-recovery activities would be 
implemented on a community self-financing basis. The means of financing patients' 
hospital expenses would be studied at regional and provincial levels and, in certain 
countries, health insurance in the context of social security or other schemes would be 
organized at central level. 

As Professor Santos had pointed out, even advanced countries had poorer districts. 
Such a vast programme of economic support would include the poorest districts everywhere 
in Africa. The support of WHO headquarters and all friendly countries could be of great 
assistance. A basis for cooperation among different districts of the same countries and 
among countries could also be established. An appeal to the highest instances in Africa 
in that respect had already been heard and a special fund for health in Africa was being 
studied. It was hoped to achieve "structural adjustment with a human face" through 
health-for-all activities. 

In conclusion, it was intended to embark on a true health development process 
through the strengthening of management capacities, supported by appropriate management 
training and operational research, in accordance with the resolution on this subject made 
at the most recent Regional Committee meeting, thereby enabling Africa to rediscover its 
management tradition and restore the management culture which it had lost during the 
colonial era. 

Dr ASVALL (Regional Director for Europe), complementing Dr Monekosso's reply to 
Dr Bertolaso‘s query on cooperation between the European and African Regions, said that 
indeed such cooperation went back several years； on occasions the European Regional 
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Office had provided programme managers to work with colleagues in the African Regional 
Office to develop some of their programmes in cooperation with headquarters, including 
the research and development programme, the disaster preparedness programme and, at 
country level, the pharmaceuticals programme. Recent discussions had taken place 
concerning the continuation and possible strengthening of such cooperation; European 
Member States were very interested that the Regional Office should do so and staff were 
eager to assist in other regions. Thus, quite a number of staff members - both general 
service and professional - had said they were willing on occasion to work in Africa 
should the African Regional Office need them. In addition, there was a willingness to 
share experiences in new programme areas in which the African Region might be interested, 
such as the Healthy Cities project. The European Region had also in the past - as it 
would in the future - been ready to help country-level programmes； it had, for instance, 
following consultations with the Regional Director for Africa and the Director-General, 
expressed willingness to include representatives from Mauritius in activities relating to 
some programmes in the European Region, where health problems in that country had 
similarities with those of European countries. Overall, such cooperation was relatively 
easy to undertake, required relatively few financial resources and could be carried out 
on an ad hoc basis through consultation between the two Regional Directors and other 
staff. Moreover, until recently, the European Regional Office had for many years run a 
number of global programmes and therefore already had good links with other regional 
offices. 

On the matter of health economics generally and in relation to the new situation in 
Eastern Europe referred to by Dr Hyzler, the European Regional Office had for some time 
been undertaking a strong programme on health economics, a major issue with European 
countries. Within those countries, there were considerable differences in health 
expenditure patterns； countries spent from 5% to almost 11% on health care but the 
results were not always proportionate. It was clear that an optimum or reasonable level 
must be sought in health investment from public and private sources. If health economics 
was to help shed light on such situations, it must be closely linked with matters of 
overall policy and aspects of management at the macro level and choice of methods at the 
local operational and micro level. In relation to the former, efforts had been 
undertaken for some years to identify all sources of economics training in the Region, to 
stimulate it through activities such as the training of trainers, and to look at areas of 
cost-benefit and, more recently, at diagnostic-related groups. A number of activities 
were under way which would be of interest to countries in other regions. A summer 
workshop on health economics was held at the Regional Office each year and national 
health economics workshops were organized (one was scheduled in Israel in the near 
future). A very interesting study of possible changes in payment systems for health care 
in the Soviet Union was also being undertaken; it involved looking at ways of changing 
responsibilities for financing health care and of introducing incentives and quality 
control methods. A number of meetings, studies and workshops had been scheduled for 1990 
to look into such issues as the financial impact of prevention, the adaptation of 
economic policies to health-for-all policies, and the economic management of national 
health-for-all policies and health economics in national health service systems - the 
latter with particular emphasis on the Eastern European countries. 

In conclusion, health economics was regarded as an important tool in overall health 
strategy; it was not, however, regarded as a panacea. Health economics could serve to 
indicate any danger of health service systems getting out of step, both in overall 
organizational and management capacity and at local operational level. Ultimately, its 
main contribution would be to equip countries with a stronger political will to undertake 
efforts in areas where there was a real need, to strengthen health promotion and 
prevention activities, and to adopt a new attitude to quality through measurement of 
output and by using health system results as a guide to resource allocation in order to 
optimize the distribution of resources. At the same time that posed problems of research 
and development related to obtaining the results of country-level health service 
activities with respect to such aspects as mortality and patients' quality of life. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) thanked members of the Board 
for the welcome extended to WHO'S new initiative for strengthening technical and economic 
support to countries facing serious economic constraints, as well as to the 
Organization's efforts to support countries in rationalizing the financing of health 
care. The proposals put forward by members were appreciated. 
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The new initiative was based on an intensified holistic approach to support at the 

country level, which, as members had rightly mentioned, should be provided pragmatically 
and in a concerted way. In that connection WHO was now operating more on a team basis 
through interprogramme collaboration at the headquarters level, in cooperation with the 
regional offices and WHO country representatives. WHO's expertise needed for the health 
development of the countries identified for action under the approach could indeed be 
most effectively mobilized by such a team approach. The intensified approach was 
providing an opportunity to embark upon full coordination with other United Nations 
agencies and other economic institutions concerned at the country level - notably UNDP, 
UNFPA, UNICEF and the World Bank. Coordination with other institutions such as IFAD was 
also taking place. In addition, bilateral agencies involved in the development of the 
health sector were being involved at the country level. Governments themselves were 
making efforts to improve their internal planning and coordination, taking advantage of 
WHO's intensified approach. Ministries of health were taking steps to discuss sectoral 
issues with ministries of economic affairs, ministries of planning and ministries of 
finance. The Prime Minister's office was also being involved when necessary. 

Turning to specific points raised by members, he recalled that Dr Khairy had 
referred to the importance of harmonizing coordination among all the parties concerned. 
That, of course, was an essential element for the success of WHO'S intensified approach. 
The relationship between donors and recipient countries had been mentioned by a number of 
members. The health plans and programmes of a recipient country should, in principle, be 
decided upon by the country itself, but they needed to be reviewed in a more 
comprehensive mariner so that isolated, segmented projects could be avoided. At the 
present juncture WHO was expected to play a more active role in coordinating cooperation 
between donors and recipient countries. If, through the Organization's intervention, 
more substantial and harmonious discussions could take place, better results could 
certainly be achieved. 

WHO'S important advocacy role, particularly in sensitizing donors by the provision 
of appropriate information, had been mentioned by several speakers. The Organization 
would strengthen its capacity to collect, analyse and provide accurate, timely and 
scientifically sound information, not only to donors but also to the general public. 

Dr Bertolaso, Professor Kallings and Professor Hassan had recommended that WHO make 
a contribution to the United Nations Conference on the Least Developed Countries, to be 
held in Paris in September 1990. In fact, WHO had already contacted the Secretariat of 
UNCTAD and had submitted its input. It was important that ministers of health of all 
Member States should draw the attention of representatives at the conference to the 
negative impact of deteriorating economic conditions and economic adjustment on health 
development. 

In addition, WHO had started an effective dialogue with the World Bank in that 
area. It had already provided technical input to the Bank's strategy for sub-Saharan 
Africa. In addition, an IMF team would be visiting the Organization in a few weeks' time 
to discuss health development in relation to economic adjustment policies. 

Professor Santos had asked, in connection with the selection of countries for the 
initiative, whether the intensified approach could not also include countries not 
classified as least developed countries. The criterion determining the selection of such 
countries - namely, the potential for improvement in primary health care coverage - had 
also been questioned by Dr Cabrai and Dr Infante. The Board could rest assured that 
those aspects would be thoroughly examined and that countries would be carefully selected 
in full consultation with the regional offices. 

In reply to Dr Mohith, he stressed that WHO representatives had a crucial role to 
play in the new initiative. As had been suggested by several speakers, some intensified 
measures to strengthen WHO representatives' capabilities were absolutely necessary. The 
Organization would be able to provide for that by supplying essential information and 
disseminating it in appropriate seminars, workshops and training courses. WHO's Staff 
Development Programme was organizing ongoing courses in that connection. 

Dr Cabrai had asked whether the Organization was becoming more flexible in its 
administrative procedures, including procedures relating to the utilization of funds in 
accordance with the priorities derived from the analyses made under the new approach. 
That was a crucial issue and should be followed up. 

He fully agreed with Dr Borgoño‘s suggestion that activities under the initiative 
should be carried out in a continuous fashion and demonstrate consistency of action in 
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the policy and approach adopted. That would help to realize sustainable development, 
which was one of the concerns expressed by Dr Ntaba. Since each country had its own 
specific problems and activities, the initiative would clearly have to be carried out 
using a country-by-country approach based on a well-designed, in-depth analysis. 

The linkage between macroeconomics and health had been pointed out by a number of 
speakers. It had been initially raised by the Director-General in a statement earlier in 
the session. Several useful proposals had been made in that connection. Dr Khairy's 
proposal that workshops be organized to deal with economic and health planning matters, 
with the possible involvement of other United Nations agencies, was certainly very 
sound. It was in line with the suggestions made by other members of the Board and could 
be implemented at different levels. The participation of a country's top-level 
decision-makers in discussions on health and macroeconomic matters would provide positive 
support for health development, in keeping with resolution WHA42.3. Integrated workshops 
involving senior economists, financial experts and health planners would no doubt lead to 
the provision of valuable relevant information. 

The innovative suggestions made concerning debt reconversion were most interesting, 
and the formulation of appropriate health proposals in relation to debt cancellation 
should be carefully explored by governments, together with WHO. The proposed special 
economic zones could be reviewed in the context of the current world situation, and 
subsequent investments in the health sector should be fully examined by a group of 
experts, perhaps at one of the proposed workshops. Donors would have to be involved in 
the debt reconversion process to enable them to respond more favourably to the 
formulation of health proposals. 

The importance of North-South, East-West and South-South exchanges had been 
mentioned by several members. In that context the TCDC mechanism should be fully 
utilized. WHO had been making its technical input to the second medium-term plan for 
TCDC, and it would continue a dialogue on the subject with the focal point of the 
non-aligned countries. The idea of establishing an institute of health economics or of 
using the expertise existing in regional institutions should certainly be encouraged. 
The Regional Director for South-East Asia had already given an example from his Region. 
The need for more research on macroeconomics and health was certainly recognized.

 1 

Dr Espinosa had referred to the importance of appropriate technology in the context 
of primary health care development, as well as to the need for the transfer of 
technology. That matter should be looked into. 

With regard to Professor Kallings‘ question on the need for a task force on primary 
health care development, members would no doubt be pleased to learn that the 
Director-General periodically called upon all the programme managers concerned to review 
the progress of the initiative, and an internal core group involving different programmes 
and the Office of International Cooperation had been created. Periodic consultations 
were being held with the regional offices. A consultation on primary health care 
development, for example, would be held in April 1990 with a view to developing the new 
action-oriented direction given to primary health care, taking into account many economic 
aspects. 

In answer to Professor Hassan's query whether WHO was a suitable organization for 
solving the extensive problems that had emerged, it could only be said that solutions 
would have to be found through the vigorous efforts of Member States themselves, and of 
WHO and other parties concerned, especially donors, who would need to strive to implement 
a realistic plan of action in a spirit of true partnership. 

With regard to the hope expressed that in future it would be possible to increase 
the number of countries identified for intensified technical cooperation under the 
initiative, that should be possible, although it must be borne in mind that the lack of 
resources for health development at all levels remained an obstacle. The problems could 
only be tackled by cooperation between governments, donors and WHO acting in concert. At 
the global level some donors had responded very positively to the Director-General's 
initiative, and thanks were due, in particular, to the Governments of France, Italy and 
Japan and to the Japan Shipbuilding Industry Foundation. It was to be hoped that more 
donors would be joining them soon. 

Dr JANCLOES (Office of International Cooperation) said that the initiative had 
started up in a rapid but very modest way because no specific regular budget allocation 
had been made for it and it had been necessary to put together joint 
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headquarters/regional office teams capable of approaching countries at all levels. It 
had also been necessary to mobilize the resources needed to provide concrete and 
immediate support after the initial visits to countries. The Secretariat's technical 
capacity had had to be expanded in areas in which it had not been very strong, 
particularly in macroeconomics and international financing. In addition, it had been 
necessary to contact a number of partner agencies which had had to be informed at both 
headquarters and country levels. That explained the care with which the Organization had 
worked in the first year of the initiative to deal with all the requests submitted. 

From a methodological standpoint, during the first visit to a country the WHO team 
tried to understand priorities as they were perceived by the highest authorities of the 
country, particularly the minister of finance, the minister of planning and, of course, 
the ministers concerned with health problems. He believed that would respond to 
Dr Ransome-Kuti's expressed concern about a planning approach which should be in keeping 
with the needs of the beneficiary country. 

It was on the basis of a holistic approach to the perceived priorities of the 
country that WHO tried to see how it could help it in the short and medium term. The 
immediate action that followed the first visit was designed to demonstrate the 
Organization's determination to have a presence in a country over and above the 
contributions which it had already been making. On the basis of such reinforced 
solidarity, WHO wished to establish strategic planning, and in all cases an approach 
involving immediate and longer-term action had been developed. The Organization had 
stressed the financing aspects of the health sector, at both the macroeconomic and the 
microeconomic levels, and was engaged in installing in its country offices, in agreement 
with the regional offices, a greater capacity for intervention, particularly in the 
management field, on the basis of the strategic priorities established by countries in 
line with the WHO regional strategies. 

As far as the development of a partnership at all levels of WHO with all other 
relevant agencies was concerned, one of the basic objectives of the initiative was to 
permit not only a better utilization of resources but also a greater concentration of 
resources in the countries that stood most in need of them. The Organization's country 
budgets had been revised arid focused on priorities based on recommendations made by the 
Regional Directors. Through the adoption of that approach at the country level, it was 
hoped that allocations of WHO resources could be influenced at all levels. At 
headquarters, a number of programmes had already considered organizational and budgetary 
changes in order to be able to respond to future demands. It was also hoped that the 
establishment of a coherent framework for international cooperation by the recipient 
country would make it possible to direct donors and cooperating agencies towards more 
relevant and more pertinent activities, which was what most donors wanted. 

Mr CREESE (National Health Systems and Policies) clarified a number of points 
concerning the current status and the immediate future of WHO's work in health 
economics - a field where the Organization's support to regions and countries was, in 
fact, characterized more by diversity than by depth. It supported a range of analytic, 
advisory and training activities, but not on a regular basis. For example, the training 
supported by headquarters and the regional offices covered activities directed to senior 
staff at the national level, often bringing them together with their counterparts from 
ministries of finance and ministries of planning. There were also activities directed to 
specific programme managers, as well as training in the field of financial management for 
district health workers. The provision of training in economics and financial matters 
for WHO representatives was also under discussion. 

However, WHO did not yet support regionally-based training in health economics and 
financing in all the regions with the same regularity which the Regional Director for 
Europe had reported for his Region. Consequently, the Organization was working to 
increase the regularity of training and to expand the network of regionally-based 
institutions that would be capable of initiating and continuing the work during the next 
two years. The Secretariat was also seeking to increase support for the development and 
implementation of national programmes of action in health economics along the lines of 
those reported for some countries in the South-East Asia Region, whether the countries 
concerned were or were not covered by the intensified initiative. In the Secretariat's 
view, nationally-based programmes of action in health economics should be concerned 
primarily with undertaking - through the use of local resources as far as possible - the 
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appraisal of financing of health service delivery options within the country, and 
secondly with making the programmes the mechanism for faster development of the local 
skill-base, thereby endowing it with greater autonomy. 

With regard to the directions for research reported in document EB85/35, the studies 
of the effects of fee increases on health service utilization patterns would be 
complemented during the next two years by further studies, which, together with other 
available research, would provide an input to a study group on the subject that would 
meet in 1991. The Secretariat was also in the process of initiating preparations for an 
interregional meeting later in 1990 to review the experiences of selected countries in 
their recent activities to implement health insurance systems. 

In conclusion, WHO'S work on health economics would continue to be concentrated on 
identification and analysis of policy choices, not on the recommendation of particular 
policies or processes for general implementation in all countries. The recently 
published studies on recurrent cost problems in three countries provided a good 
illustration of the sort of analytical framework for identifying and systematically 
reviewing financing and service provision options for the national health sectors that 
WHO would like to see further developed. In an overall approach to health for all, there 
was a multitude of possible strategic options, and WHO's role was not that of making 
policy choices - which was, of course, the responsibility of accountable decision-makers 
at all levels in the countries concerned - but of providing information to allow for a 
more rational process of choice-making and promoting the use of techniques of option 
application and economic evaluation which were in general use, widely available and well 
known. The methods were available, and the challenge was to promote their much more 
widespread use : that meant a position of pragmatism with respect to any particular 
financing instrument and recognition that while one approach might be applicable in a 
given country, it might be socially and economically impossible in another. 

The DIRECTOR-GENERAL said he was glad to note that the Executive Board was at last 
discussing the realities, rather than the ideology, of the health-for-all and primary 
health care concepts, since only a decade now remained to achieve the health goal of the 
year 2000. From a purely market-based economic perspective it would seem that, in most 
countries, the demand for services had grown more rapidly in the health care sector than 
in any other since the Second World War. There were three possible approaches in dealing 
with this increase in demand - to increase the supply of services, while keeping prices 
at the same level, to increase the supply but also raise prices, or not to increase the 
supply but to try to reduce the demand by responding only to real needs； the last 
approach might have an adverse effect on the health system by creating a parallel market 
responding to the perceived needs of the people themselves. 

In the 1950s and 1960s, WHO policy in the matter had been directed mainly to 
strengthening the "supply" side of the health sector - by providing fellowships, 
supporting the establishment of education and training institutions, promoting 
international standards for drug potency and safety and biological vaccine production, 
encouraging increased international exchanges, and promoting the development of 
technology, such as that related to water supply and sanitation. Since the Alma-Ata 
Conference, however, Member States had been expressing their concern to an increasing 
extent about the "demand" side of the health sector, with its cost implications； and 
were recognizing the need for rationalization of costs and the financing of the sector. 
At the same time WHO's advocacy role had steadily intensified, due to factors such as the 
development of international communications systems, the technological explosion and very 
rapid population growth. The national health service market was inevitably determined by 
government policy, even in countries with mixed economies； and governments had adopted a 
number of new approaches to respond to the rising demand. 

Both WHO and its Member States were now facing the realities of restructuring. 
Dr Margan and several other members had spoken of the availability of funds and had said 
that a solution seemed to be the reconversion of hard currency debts into local currency 
debts, the funds to be spent in the debtor countries； Dr Guerra de Macedo had given some 
examples. But conversion into a local currency debt could stimulate the government to 
print new money, thus causing inflation. Certainly those problems could not be finally 
solved in the Executive Board or the Health Assembly, but WHO could begin to consider its 
future direction. The international community of creditors was coming to the conclusion 
that in many cases outstanding debts should rather be put aside and that the hard 
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currency brought into debtor countries by the IMF or other multilateral or bilateral 
agencies should be used to restructure the whole economy, including the health sector, 
through the identification of priorities and the optimum allocation of resources. 

As he saw it, the two approaches that had emerged from the debate were parallel 
rather than contradictory. Some speakers had stressed the need for greater resources to 
be allocated to the health sector, in order to respond to the real demand and to ensure 
that the health market was not accompanied by the parallel market that existed in certain 
countries. Others had advocated the more rational utilization of available resources. 
It was the availability of resources to meet the increased health needs of the year 2000 
and thereafter that was the major issue to be faced, not only in the Executive Board and 
the Health Assembly but also in other international forums. 

It was indeed difficult to bring that issue to the attention of international 
forums, since the health sector was still generally regarded as marginal from the 
economic point of view, was given low priority, and was not taken nearly seriously 
enough. WHO was therefore adopting various measures to promote that sector, and 
appreciated the support for its action expressed in the Executive Board. A number of 
ideas for enhancing the visibility of the health sector had been advanced; further 
support was needed, however, and the Health Assembly might enlist the help of selected 
heads of state or world leaders in international cooperation to emphasize the importance 
of health for national and worldwide development. More positively, there were signs that 
even pure economists concerned with international trade were beginning to recognize the 
importance of health: thus, a developing country which had introduced restrictive 
measures on the import of tobacco products for health reasons had not been subjected to 
economic sanctions by the major tobacco exporter concerned, as it would have been some 
years previously, but the case had been brought before the GATT tribunal. WHO must 
respond seriously to such examples of changes in economic policy and increased 
international awareness of the importance of the health sector. He was sure that if, in 
many developing countries, national and international resources for health could be 
properly allocated and distributed, the sector would assume its rightful place in the 
economic structure and would attract additional resources from the major donors. A 
restructuring of the economic policies applicable to health was an essential prerequisite 
for turning the health-for-all ideal into reality； perhaps that goal would not be 
attained by all by the year 2000, but at least WHO would be on the right track by giving 
priority to that most important issue. 

Professor KALLINGS recalled that, earlier in the debate, he had asked for some kind 
of annual report to be produced on the state of health in the least developed countries. 
The format of such a report might be similar to that of UNICEF's annual report on the 
state of the world's children. Such a publication could mobilize world opinion and 
strengthen WHO's hand and visibility in its advocacy role in the ongoing dialogue with 
recipient countries, donors, and multilateral organizations. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) said that the format of the 
proposed report was being considered from the technical point of view. The format used 
by UNICEF might perhaps be rather heavy, but the suggestion would be borne in mind. 

Professor SANTOS suggested that it might be appropriate for the Board to express its 
interest in the problem of health economics by adopting a recommendation or resolution 
for submission to the Health Assembly. 

Professor BORGOÑO supported that proposal； the matter should be discussed at the 
Health Assembly. 

The DEPUTY DIRECTOR-GENERAL said that it had become evident from the monitoring and 
evolution of strategies for health for all carried out in recent years that, in some 
countries, there were certain infrastructural shortcomings. Thus they were unable to 
provide a clearer picture of their health situation. It was hoped that this would be 
rectified with the new initiative for intensified collaborative activities with the 
Member States most in need. In the light of Professor Kallings comments, it should be 
considered how reporting might focus more specifically on action taken in response to the 
economic situation in the most needy countries, without making reports unduly 
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cumbersome. That issue, including the best reporting method, should be reconsidered and 
settled finally at the Health Assembly. 

With regard to the advocacy role mentioned by the Director-General, a number of 
measures would be taken not only to increase public awareness, but also to enlist the 
support of political leaders at future Health Assembles. 

The DIRECTOR-GENERAL, further to the Board's earlier discussion on item 7.1 of the 
agenda, announced that the Organization's main contributor had paid up a substantial 
amount, as a result of which the figure of 70.22% for 1989 contributions given in 
document EB85/4 should be corrected to 82.43% as at 19 January 1990. That payment, 
effected in spite of financial difficulties, reflected Member States‘ willingness to 
cooperate with WHO and the importance they attached to health. Indeed, all Member States 
should realize that health was essential to their economic, social and political 
development. 

With reference to the comments made by Professor Kallings, he added that 
consideration had been given to the publication of an informal paper on health status 
containing information from various sources and that the Organization would endeavour to 
improve its information output in 1990. 

The DEPUTY DIRECTOR-GENERAL suggested that the members of the Board might wish to 
use their important discussions as a basis for the preparation of a draft resolution for 
submission to the Health Assembly, focusing on the most important issues in order to 
facilitate the Health Assembly's consideration of the matter. 

The CHAIRMAN, noting that the members of the Board agreed with the Deputy 
Director-General's suggestion, requested the Rapporteurs to prepare the proposed draft 
resolution for consideration by the Board at a later stage. 

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

Mr Srinivasan took the Chair. 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): Item 16 
of the Agenda (Resolutions WHA40.26, WHA41.24 and WHA42.33; Documents EB85/20 and 
EB85/INF.DOC./3) 

Dr MANN (Global Programme on AIDS), reviewing the work of the Global Programme on 
AIDS(GPA) during the past year, said that 1989 had been a year of expansion, experience 
and transition. The Programme was now more consolidated, more integrated and more 
decentralized in preparation for its next phase of work, taking global AIDS prevention 
and control into the 1990s. The energy and commitment of the programme had been 
sustained and its global leadership maintained. 

With regard to the consolidation of the Programme, a deputy director had been 
appointed with effect from 1 October 1989. Its management procedures had been further 
consolidated, notably with the establishment of the Global Commission on AIDS and the 
steering committees on biomedical, behavioural and epidemiological research. 

Through the Programme WHO was collaborating with over 160 countries, meeting 
evolving challenges as national AIDS programmes matured. In 1989, 63 
resource-mobilization meetings had been held with the support of the Global Programme, 
and guidelines for monitoring and reviewing national AIDS programmes had been developed, 
thereby helping to consolidate their management, including funding mechanisms, 
coordination mechanisms and the strengthening of collaboration with nongovernmental 
organizations. 

Emphasis had been given to the need to follow through once policy had been 
developed. For example, the adoption of resolution WHA41.24 had been followed by 
regional consultations on discrimination, legal and ethical issues. The question of 
discrimination and AIDS had been placed on the agenda of the United Nations human rights 
bodies and contact had been established with the nongovernmental organizations working in 
that area. 
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Research also had been consolidated in 1989, and the programme was now funding 12 

epidemiological research projects with a total budget of US$ 1 million. Social and 
behavioural research instruments had been developed and assistance had been provided in 
their use. More than 40 countries now used research instruments and training materials 
developed by the Programme； 21 countries were participating in the Programme's sexual 
behaviour study, and 17 cities were now using its study protocol on drug-injecting 
behaviour. An illustration of the Programme's concern with pragmatic issues and 
practical applications was the publication in the WHO AIDS Series of the "Guide to 
planning health promotion for AIDS prevention and control", followed up in 1989 by 
regional workshops at which over 350 participants had been trained in putting guidelines 
into practice. Furthermore, for the purposes of epidemiological surveillance, 
self-instructional models and training materials for sentinel surveillance had been 
developed and distributed, and regional and intercountry workshops had been held. 
Computer software and associated manuals to assist countries in collecting and analysing 
their own epidemiological data had also been developed. 

Integration was essential to the Programme's ability to effect the transition from 
the early stages of consensus and guideline development to targeted training activities 
and the provision of useful support materials. Such integration included the orderly 
decentralization that had been carried out in all but one region. At headquarters, the 
Programme had collaborated with over 15 others, including the Special Programme for 
Research and Training in Tropical Diseases, the Special Programme of Research, 
Development and Research Training in Human Reproduction, as well as with the Division of 
Family Health, the Division of Communicable Diseases, and the Division of Mental Health. 
In the process, responsibility had sometimes been devolved to other parts of the 
Organization, as had been the case with the coordination of the global blood safety 
initiative transferred to the Division of Noneommuniсable Diseases and Health Technology 
as of 1 January 1990. Increasing collaboration and integration with the regional offices 
had resulted in substantial decentralization of country support activities. Integration 
also included relations with nongovernmental organizations, which played an important 
part in the global AIDS strategy, as reflected in resolution WHA42.34. Specifically, in 
1989, the Programme had organized the first international meeting of AIDS service 
organizations, developed new mechanisms to support nongovernmental organizations at the 
country and community levels and provided some US$ 1.6 million in direct support of 
international contracts with them. 

With regard to contacts with international organizations, WHO had held two important 
meetings with the International Labour Office in 1989 on AIDS and seafarers and on the 
management of occupational exposure of health care workers to HIV. Cooperation with the 
United Nations Office in Vienna focused on women, prisons and drug use； and a 
preliminary agreement had been concluded with the United Nations Industrial Development 
Organization for pre-investment studies on the production of blood bags, syringes, gloves 
and condoms. 

The Programme had continued to innovate in 1989. It had developed condom 
procurement standards, emphasized strongly the issue of quality assurance and prepared 
the materials to support condom services management at the national level. The Programme 
had assessed the needs of HIV-infected people and people with AIDS and developed a number 
of planning tools to bridge the gap between the identification of needs and the 
development of services to meet them. In addition, clinical management protocols for HIV 
infection and disease management had been developed and field tested. The Programme had 
also designed a new WHO staging system for HIV infection and disease, now being tested in 
30 centres, as a common basis for comparing studies from various countries. 

Women and AIDS had been an important area of focus and innovation in 1989. Indeed, 
at least two million women were now infected with HIV and the proportion was increasing 
in relation to men in that respect. WHO had organized jointly with the Government of 
France an International Conference on the Implications of AIDS for Mothers and Children, 
in November 1989, in an effort to improve the dialogue between scientists and 
policy-makers. The outcome of the meeting, the Paris Declaration (document 

1 WHO AIDS Series, No. 5, 1989. 
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EB85/INF.DOC./3)f was a very important step towards putting women, children and AIDS 
firmly on the agenda in the broad context of the role and status of women in society. 

Summing up the programme's activities in 1989 he said that the Global Programme had 
emerged from its initial and urgent phase and made substantial progress on all fronts 
towards programmatic maturity, systemization, integration and decentralization, without 
sacrificing innovation or boldness. In that year, it had obligated some US$ 80 million 
to set up a complex programme of increasing sophistication, depth and intensity while 
making a constant effort to be pragmatic and link policies and programmes. In the areas 
where it had taken action, its contribution had made a difference. 

Turning to the outlook for the 1990s, he drew attention to the changes that had 
occurred since the Organization had set out to meet the challenge of global AIDS 
prevention and control, and briefly reviewed the developments that had led to the 
implementation of the global AIDS strategy and the progress achieved through scientific 
mobilization and global solidarity, notably in the form of strong public health 
programmes, the development of useful drugs and international technical and financial 
cooperation. The global AIDS strategy was also beginning to produce results. In fact, 
only where the global strategy had been followed was there evidence of a beneficial 
impact on HIV transmission. An additional discovery of great importance for the future 
was that many intravenous drug users were willing to change their behaviour when informed 
about the risk of AIDS. 

Yet, despite those efforts, the threat to global health created by the HIV pandemic 
had grown. The global epidemic was gaining momentum, major obstacles to effective action 
had yet to be overcome and complacency about AIDS was spreading. 

First, the pandemic remained unstable and dynamic. In spite of a few - often 
deceptive - promising signs in some areas, the recent spread of HIV infection to new 
parts of the world, including Eastern Europe, South-East Asia and West Africa, showed 
that no society or geographical area was immune. Furthermore, the millions of injecting 
drug users worldwide and well over 100 million new cases of sexually transmitted diseases 
each year provided an indication of the extent of global vulnerability to HIV infection. 
Health and social services were already straining to meet current needs for the care of 
HIV-infected and ill people, yet the global number of AIDS cases was expected nearly to 
double by the end of 1990, reaching a cumulative total of some 1.1 million. In the early 
1990s, therefore, many societies would have serious difficulty in providing those 
critical health and social services. 

The second major problem was the failure of many countries to overcome major 
obstacles to effective action, by confronting the underlying social issues that created 
and enhanced vulnerability to HIV infection. AIDS could not be controlled unless such 
countries boldly tackled problems such as drug use, unequal access to health and social 
services, discrimination, prostitute/client relationships and the education of young 
people about sexuality. Research on sexual and drug injecting practices must be expanded 
if AIDS was to be controlled effectively, because much more was currently known about the 
virus itself than about the human behaviour that caused it to spread. 

Another danger was the widening gap between AIDS prevention and control in 
industrialized and developing countries. Thus, while the development of drugs to treat 
opportunistic infections and HIV itself had accelerated dramatically in the past few 
years, such drugs were not generally affordable or available to the majority of the 
world's population in need. Global AIDS prevention and care would fail if only the rich 
had access to effective drugs and eventually to a vaccine. 

Certain societies continued to discriminate and permit discrimination against 
HIV-infected people or people at risk. As was stated iri resolution WHA41.24, the 
struggle against the HIV pandemic had become inextricably linked with the struggle 
against prejudice and discrimination. Indeed, vulnerability to HIV infection could often 
be traced to underlying economic, social, cultural or political prejudice. 
Discrimination weakened social capacity for HIV/AIDS control. 

The third major threat was growing complacency about AIDS, which threatened to 
undermine the progress already achieved and cripple future efforts. Unfortunately, 
denial of the realities of the pandemic at the personal, national and international 
levels had contributed to the epidemic from the very outset. 

For those reasons, the world's struggle with AIDS in the 1990s was expected to be 
much more difficult than it had been in the past decade. An estimated 6 million cases of 
AIDS might have occurred by the year 2000, which would represent a ten-fold increase over 



140 E X E C U T I V E B O A R D , E I G H T Y - F I F T H S E S S I O N 

their present number. Yet, if the spread of HIV accelerated, as it threatened to do in 
Asia, even that estimate would prove too conservative. 

With regard to future action, he explained that analysis made by the Programme had 
divided global AIDS prevention and control into five major areas. The first was strategy 
development, on which global leadership was based. Indeed, WHO played the central role 
in further developing the global AIDS strategy. Its consequent role as global 
coordinator was becoming ever more important as the number of participants increased. 
The practical importance of its role in that respect had been repeatedly demonstrated 
over the past three years. Strategic thinking on AIDS must be dynamic to respond to new 
information, emerging trends and strategic opportunities created by new prevention and 
control technologies. One of the most important questions to be addressed now was the 
global availability of drugs and a future vaccine. The challenge of producing an AIDS 
vaccine was enormous, yet science could only create the technology. It was up to WHO to 
create the unprecedented capacity to guarantee that new preventive and therapeutic 
technologies would be available to the world's population in need. 

The second element was research, an area in which the Organization could play a 
number of roles. In the field of biomedical research, it endeavoured to accelerate the 
pace of global research. In vaccine development, for example, its most useful role was 
likely to centre on field evaluations of candidate vaccines. However, in behavioural 
research, its role should be more catalytic and in some ways more essential, if the 
research was to be as efficient and effective as possible. 

The third element was intervention development. Although the global AIDS strategy 
included policies and general strategies, more specific and pragmatic guidance was needed 
to prevent HIV transmission and care for the infected and the ill. In that area, WHO 
should collect and distil the best information available from prevention and care 
interventions in order to improve the quality of guidance and technical support. For 
example, the counselling of HIV-infected people was an important intervention intended to 
prevent further transmission. Many counselling programmes were under way worldwide, yet 
little was known about their effectiveness and cost. Indeed, only an evaluation and 
comparison of such programmes would make it possible to improve the effectiveness and 
impact of counselling programmes. 

The fourth element was implementation, which, of all aspects of AIDS prevention and 
control, was clearly the area which had changed most in the previous three years. There 
was now a welcome and large numbers of organizations and institutions actively engaged in 
implementing the global AIDS strategy at the national and local level. That meant that 
the critical role of WHO in coordination and in support to implementation must be clearly 
defined and redefined. Support to implementation was based on the special relationship 
between WHO and Member States, through which WHO could focus its support on technical and 
operational areas such as training and planning, coordinating, monitoring, reviewing and 
evaluating national AIDS programmes. The integration and decentralization of national 
AIDS programmes within the national health system were being improved, with particular 
emphasis on maternal and child health/family planning and sexually transmitted disease 
control. Linkages were also being strengthened with nongovernmental organizations, the 
private sector and international organizations. To become effective and to be sustained, 
a national AIDS programme must be firmly based on primary health care and health for all, 
and it must be well coordinated, well integrated and decentralized. 

Lastly, there was a critical need to monitor and evaluate the effectiveness and 
impact of national and international programmes. In 1990 the Organization was proposing 
to monitor how the global AIDS strategy had been integrated into national policies and 
programmes, and during 1990 would be conducting the first national AIDS programme 
evaluations and coordinating studies on the demographic, economic, social and behavioural 
impacts of the pandemic. 

Within the overall framework of global AIDS prevention and control, WHO thus had the 
central role in global AIDS strategy development, in global coordination, in evaluation 
of prevention and care interventions and in the assessment of national and global 
activities. WHO also had a critical and irreplaceable role in support of national AIDS 
programmes, as well as a targeted role in biomedical, behavioural and epidemiological 
research. Consequently, while the headquarters role in direct national AIDS programme 
support was decreasing, new challenges in research, intervention development and 
assessment required increased effort. On the basis of that analysis and approach to the 
role and work of the Programme in 1990 a budget of US$ 109.4 million had been approved. 
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A distinction must be drawn between organizational questions and other, more 
fundamental issues. A great deal of energy had been spent and must continue to be spent 
on the important organizational issues relevant to a programme of the size and complexity 
of the Global Programme on AIDS. Yet, larger and more critical questions must be faced. 
Since the inception of the Programme, it had been asserted that AIDS prevention and 
control activities must strengthen the health system. However, the actual integration of 
AIDS prevention and control efforts within health systems at different stages of 
infrastructure development, without sacrificing the urgency of AIDS prevention and 
control, was a truly complex and difficult challenge. The relationship between 
investments of human and financial resources in AIDS, compared with other health 
problems, posed a critical challenge to thinking about resources in the health sector. 
The magnitude and momentum of the pandemic, especially in some areas of the world, 
contrasted dramatically with the scope and capacity of all current efforts, including the 
work of WHO. Clearly, the complexities of the next phase of global AIDS prevention and 
control into the 1990s would require leadership and vision. It must be borne in mind 
that the new global epidemic was still in its early phase. In a few short years the 
foundation for controlling that new global threat to health had been established and that 
foundation must be built upon and strengthened, failing which the fears of the early 
1980s might become a tragic global reality. The choices were pragmatic and stark, the 
opportunities and dangers were clear, and the challenge was great. 

Sir Donald ACHESON, commending the Director-General on his report, Dr Mann on his 
introduction and all members of the Global Programme on AIDS for the progress made, said 
that his reaction to the scope and scale of what had been accomplished in so short a time 
was one of awe. It was sometimes understandably asked why so much larger a programme was 
required for AIDS than those for major problems such as malaria, malnutrition, coronary 
heart disease, and tobacco. There were two reasons. First, the nature of the virus was 
extremely unfavourable, since it was not only one of the most lethal, but also had 
characteristics that made a number of scientists believe that cure, in the true sense of 
the patient being fully restored to health, would not be forthcoming, even though 
treatment might bring some benefit - if at considerable expense. The virus was also 
insidious. The fact that a person could carry it for 10 years while being completely 
unaware of being infected or infectious meant that the shape of the future trend of the 
epidemic could not be predicted. A "hundred years' war" lay ahead, or at least one of 
many decades. 

Secondly, such a large-scale programme was necessary because of the highly complex 
social, moral and ethical issues associated with HIV infection and AIDS, including drug 
abuse, prostitution, HIV in prisons, discrimination and stigmatization, and occupational 
risks to health care workers. 

It was only thanks to WHO that tens and perhaps hundreds of thousands of people had 
not been infected. It was through the Global Programme and Dr Mann's efforts that WHO 
was unequivocally and authoritatively in the lead globally in all aspects of the 
problem. Many who had never heard of WHO or had been sceptical about its usefulness now 
recognized it as the crucial and effective organization that it was, with a leadership 
role extending far beyond AIDS. 

Since the Programme had been operating for only three years, problems must have 
resulted from the rate of growth which the urgency of the situation had made necessary. 
He trusted that they would be dealt with sympathetically without compromising the 
creative impetus and commitment which had been the key to success so far. 

Several aspects of the work being done deserved particular commendation, namely the 
expert technical reports which provided authoritative guidance, especially to those 
working in the field, on many aspects concerning policies； the work on HIV infection and 
AIDS in women; and the mobilization of other United Nations agencies, an essential task 
in view of the complex social issues involved. 

For all the difficulties, a ray of hope was to be seen in the observable fact that 
people could and did change their behaviour, including drug abuse, to a greater extent 
than had been thought likely. However, he did not believe that the problem could be 
solved through health education and behavioural change alone. His final point therefore 
concerned the search for a vaccine, and he wondered whether the vast capacity of the 
biomedical industry had been effectively harnessed in the interests of society; in his 
own country, he had heard suggestions that there was some lack of coordination of 
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effort. WHO might have a role to play in that respect, by inviting key people to Geneva 
for confidential discussions on what was obviously a sensitive issue. 

Dr САВА-MARTIN commended Dr Mann‘s exhaustive introduction. Although, as Sir Donald 
Acheson had pointed out, it might take ten years before any symptoms became apparent in 
an infected person, there was a considerable, though undetermined, number of infected 
people who did show some early symptoms two or three weeks after infection. Some 
attention might therefore be given by the experts to the possibility of early detection 
during that phase. 

Of the three modes of HIV transmission that had been documented by epidemiological 
and serological data, the first was most relevant to his own country, where most cases 
concerned intravenous drug users and homosexual or bisexual men, heterosexual 
transmission accounting for only a small, though growing, proportion of cases. The 
proportion of infected men to women was approximately 10:1. In the European Region, AIDS 
epidemiology showed a marked contrast from north to south and east to west. In western 
Europe, the pattern was similar to that in the United States of America, where 90% of 
cases were homosexual men or intravenous drug users. In northern Europe, 70-90% were 
homosexuals, while in Italy and Spain, drug addicts accounted for more than one-half of 
all cases of HIV infection, the proportion in Spain being 60%. 

The AIDS pandemic had revealed hidden weaknesses, both biological and social, in 
humanity. People had reacted to it with solidarity, generosity and even heroism, but 
also with petty, irrational and discriminatory attitudes. It affected nearly all sectors 
and social classes and every aspect of life in society. It had also disrupted 
traditional concepts of disease, health care, sexuality, blood, drugs and death. It had 
shaken the foundations of society and revived ancient myths about corrupt societies and 
notions of taboo and divine retribution. There had been numerous reports of HIV-infected 
persons losing their jobs, their friends, their homes and their families. Adults had 
been denied access to their workplaces and children to their schools. It should not be 
forgotten that the AIDS epidemic coincided with technological, social, demographic and 
life-style changes in contemporary society. Rapid urban development, changes in sexual 
mores and technological development had all contributed to the spread of AIDS. Blood and 
semen, once seen as the sources of life, were coming to be regarded as instruments of 
death. Faced with an incurable disease, humanity was reminded that scientific progress 
had not freed it from the tyranny of nature. People's approach to human relations, love 
and sexuality, including homosexuality, were changing. In the previous five years, 
subjects that had previously been taboo in his country and region were now being 
discussed more openly. AIDS was beginning to be a disease like any other. In the United 
States of America, its spread to all sectors of society had made it an issue of concern 
to the entire population. 

The determining factor in the treatment of AIDS was its high cost ; in the United 
States of America, the average cost per patient was estimated at US$ 60 000. Further 
medical expenditure was incurred through the screening of persons who were not infected 
but feared that they might be. 

The initial, silent spread of the virus across the five continents had been followed 
by the second phase, with the discovery of HIV and its modes of transmission, and the 
consequent mobilization of world opinion and the worldwide fight against AIDS, admirably 
spearheaded and coordinated by WHO. 

Health workers should have three priority objectives when tackling the AIDS 
epidemic. First, effective and generous humanitarian care should be provided to AIDS 
patients, irrespective of their economic status. Secondly, the epidemic had to be 
stemmed, which implied a continuous educational effort directed towards the entire 
population, with special emphasis on the high-risk sectors. Thirdly, scientific research 
must be promoted. Competition between the private or public sectors carrying out 
research on AIDS should give way to cooperation. 

With regard to AIDS prevention, it would take about ten years to find a vaccine. 
Zidovudine (AZT) was currently the only effective drug whose sale was authorized, and it 
should be made accessible to all social sectors regardless of their purchasing power； 
the same applied to drugs still being tested which appeared to be giving good results. 

He suggested that the next evaluation of the health-for-all objectives should 
include an objective for AIDS, with appropriate indicators to assess the prevalence of 
the disease and the effectiveness of preventive measures. 
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HIV had changed people's attitudes and life-styles. The emergence of AIDS would 

either promote understanding and tolerance of different forms of sexual behaviour or 
would entrench traditional concepts； only the future could show what the effect on 
society would be. 

Professor RANSOME-KUTI congratulated WHO for the prodigious effort it had made and 
thanked the Director of the Global Programme for his informative introduction. 

The fact that a country had only few cases of AIDS did not mean it was free from the 
disease, and there were no grounds for complacency. Although data for Nigeria were 
limited because of the costs involved in conducting large-scale surveys, they 
nevertheless indicated a problem which, although not as serious as elsewhere, appeared to 
be growing. If the spread of AIDS were not stemmed in Nigeria, the situation would 
finally be as serious as in other countries. One difficulty, however, was that of 
convincing people that AIDS was indeed a problem, which constituted an additional 
obstacle to controlling the epidemic. 

An essential requirement was a simple and effective method of testing for HIV 
infection. Given the plethora of test kits, it was difficult to distinguish the genuine 
from the fake. Although countries received ample information from WHO, he suggested that 
they should also be informed about acceptable test kits suited to their resources. 

Dr Mann had stressed the importance of integrating the AIDS programme into primary 
health care, but many countries were just beginning to develop their primary health care 
systems. The primary health care programme should perhaps be analysed to identify which 
part was most important from the point of view of the AIDS programme. He recommended the 
examination of village health services, since most people lived in villages, and that was 
where the virus was spread. It was through those services that the AIDS programme could 
be introduced into primary health care. 

In view of the large number of organizations implementing AIDS programmes, they 
should be integrated so as to form a national system. That was an area in which WHO 
could assist countries to pool resources and ensure that the various nongovernmental 
organizations involved in the AIDS programme worked together to achieve the programme‘s 
goals. 

Referring to condoms, he pointed out that, although they were being distributed in 
large quantities, they were not being used. There was some kind of obstacle between 
their availability and their use； the Global Programme on AIDS might wish to look into 
the matter to identify the factors - social or otherwise - that might hamper the use of 
condoms. 

Blood donors were a major source of infection in Nigeria, and he thanked WHO for 
responding quickly to the country's request for assistance in improving blood transfusion 
services. Limited resources remained a major obstacle, but available funds would be put 
to good use if efforts were made to integrate the AIDS programme into primary health 
care. 

Dr SADRIZADEH commended WHO's work in directing and coordinating support of national 
AIDS programmes. Substantial support had been provided by the Global Programme on AIDS 
in areas of particular importance for the implementation of national AIDS programmes. A 
significant amount of information had been collected on the epidemiology, diagnosis, 
clinical management, prevention and control of AIDS, and extensive research had been 
carried out on various aspects, thereby providing satisfactory solutions to some serious 
problems. 

Nevertheless, even on the most conservative estimate for HIV infection during the 
1990s - 5 million cases - there would be more than 2.5 million new cases of AIDS by the 
end of the century. While preventive measures might soon considerably reduce the 
incidence of HIV infection, progress had been slow in solving the medical and 
socioeconomic problems of those already infected or suffering from AIDS. What were the 
chances of safer and more effective antivirals than AZT being developed within the next 
few years? What percentage of those in need would be able to afford the drugs or to 
undergo treatment? What was the real solution to the problem of discrimination that was 
occurring even in the countries where many other problems relating to HIV infection and 
AIDS had been tackled? The scourge of AIDS should be seen as a multidimensional problem 
requiring continuous multisectoral efforts, international solidarity, political 
commitment and personal responsibility. 
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Mr RAMOS-GALINO (United Nations Division of Narcotic Drugs) stressed the need to 

strengthen cooperation between the United Nations and WHO in a number of areas of mutual 
interest, some traditional, such as the control of potentially addictive drugs, others 
more recent, such as epidemiological studies on the nature and extent of drug abuse and 
the development of community resources to prevent and reduce demand. The prevention and 
control of AIDS was a new area where cooperation and coordination between the United 
Nations and WHO could gradually be built up, one in which the Division of Narcotic Drugs 
had become a focal point for coordinating United Nations activities. Statistics on the 
transmission of AIDS among drug-addicts, particularly intravenous drug users, were 
alarming. The relationship between drug addiction and AIDS was an issue that the 
Division had introduced in all its regional and global meetings, especially meetings of 
experts. He trusted that its efforts would contribute to changing trends in the medium 
term. 

He cordially invited WHO to participate at the highest level in the forthcoming 
special session of the United Nations General Assembly, to be held in New York from 20 to 
24 February, on international cooperation against the production, supply, demand, 
trafficking and illicit distribution of narcotic and psychotropic substances. 

Mr BONEV (United Nations Development Programme) pointed out that UNDP had been among 
the first in the United Nations system to respond to the AIDS pandemic by joining WHO in 
an alliance to combat AIDS. Over the past two years, US$ 10.8 million in commitments had 
been made by UNDP to nearly 30 developing countries, further funds had been earmarked and 
three regional projects approved. An evaluation of the work done so far was under way, 
and questionnaires had been sent to all UNDP field offices, replies having been received 
from 61 of them. 

He drew attention to the development aspects of efforts to combat AIDS, which were 
lagging behind the medical ones. Even in developed countries prevention campaigns had 
produced limited results, so what hope could there be for fruitful campaigns in countries 
where health infrastructure was poor, qualified staff lacking, literacy rates low and so 
forth? A concerted multipronged attack was required in which development was an 
essential component. 

The Administrator of UNDP had said that the prevention of HIV infection and support 
measures should be included in new programmes, and an assessment should be made of the 
impact of the epidemic on countries' development. He had also instructed all UNDP field 
offices that HIV infection prevention and control activities should receive special 
attention during UNDP‘s current and forthcoming programming cycles. His draft annual 
report on AIDS and HIV infection and its impact on development had been transmitted to 
the Director of the Global Programme on AIDS for comment. 

UNDP remained fully committed to the global strategy for the prevention and control 
of AIDS, and considered that the alliance between WHO and UNDP had already provided an 
important policy framework for collaborative action. 

The meeting rose at 13hl5. 
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GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): Item 16 of 
the Agenda (Resolutions WHA40.26, WHA41.24 and WHA42.33; Documents EB85/20 and 
EB85/INF.DOC./3) (continued) 

Dr SHIMAO, commending the Director-General and his staff on the excellent 
documentation and the Director of the Global Programme on AIDS (GPA) on his comprehensive 
introduction, said that the number of AIDS cases in Japan at the end of 1989 had been 
102, more than half of them haemophiliacs who had received transfusions of contaminated 
blood before screening had been introduced. The number of HIV-positive individuals had 
been roughly 1000, and HIV seropositivity among blood donors had been 0.0002%. The 
increase in the number of AIDS patients and HIV-positive persons had been quite slow, 
even after the AIDS surveillance system had been well established, and the disease was 
now well under control； nevertheless, every possible measure would be taken to prevent 
the further spread of HIV infection. 

With regard to the clinical management of AIDS, he fully endorsed the comments by 
the Director of the Global Programme on the importance of counselling. Sufferers from 
AIDS, for which there was as yet no effective cure, were prone to undisciplined behaviour 
which often caused trouble with health staff; they sometimes even intentionally infected 
others. From personal experience in dealing with tuberculosis patients at a time when 
the disease was incurable, he knew the value of the dictum of the great specialist - and 
tuberculosis victim himself - Trudeau: "to cure sometimes, to alleviate often and to 
console always"; efforts must be made to ease the physical suffering of AIDS patients to 
the extent possible and - through counselling - to alleviate their psychological pain. 

On the subject of the relationship between AIDS and tuberculosis, he pointed out 
that, since the latter was a typical disease in which cellular immunity played a major 
role in host defence mechanisms, incidence or progression of that disease might be 
expected among HIV-positive persons and AIDS patients； indeed, the tuberculosis 
situation had been deteriorating in some African countries, and although the 
epidemiological impact of AIDS might be less significant in the developed countries, the 
pandemic constituted a major obstacle to the eradication of tuberculosis there as well. 

That state of affairs provided an opportunity to reconsider the tuberculosis problem 
itself. Tuberculosis and malaria were the major health issues in most developing 
countries, but their significance appeared to have been neglected or forgotten for 
several years, even in WHO. Where tuberculosis was concerned, that situation was due to 
the chronic nature of the disease and to the fact that, unlike leprosy lesions, for 
example, lung lesions were not visible symptoms. Moreover, the success of tuberculosis 
control in developed countries through the application of advanced technologies had given 
the erroneous impression that the same technologies could easily be applied to developing 
countries : that was certainly not the case. Most of the technologies used in 
tuberculosis control in developed countries had - moreover - been invented at least 40 
years, and some of them more than a century, ago. The only new technology invented in 
the past 30 years had been short-course chemotherapy, but its introduction in the 
national tuberculosis programmes of developing countries had been limited by its high 
cost. 

With regard to AIDS, he argued that if a new vaccine or effective drug were 
developed, it should be made available to all who needed it, irrespective of wealth or 
poverty； WHO must make every effort to ensure that such a vaccine or drug became 
available in developing countries, otherwise the public at large would lose faith in a 
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unique feature of the Organization, which was its vocation to strive for the elimination 
of inequities in health care. That principle should - he added - be applied to all 
disease control programmes: whereas multidrug therapy was indeed now available for 
dealing with leprosy in developing countries, there was persistent inequity between the 
regimens of chemotherapy for tuberculosis applied in the developed and the developing 
countries. Although he would have retired from the Board by then, he would urge that the 
intensification of tuberculosis research and control, with particular reference to the 
development of appropriate technologies for the developing countries, be placed on the 
agenda of the Board's eighty-seventh session, so that the issue might be considered in 
depth in connection with the proposed programme budget for 1992-1993. 

Professor BORGOÑO, congratulating the Director of the Global Programme on his 
presentation, stressed the importance of the advances made in integrating the Global 
Programme at headquarters with other programmes, with activities in the regions, with 
nongovernmental organizations - whose valuable contributions had been acknowledged on a 
number of occasions by the GPA Management Committee - and with other United Nations 
agencies. 

Generally speaking, he would have wished the short- and long-term objectives of the 
Global Programme to be more specifically and measurably defined. That of course did not 
relate to epidemiological indicators, since it was well known that the incidence of AIDS 
would continue to increase, but rather to actions under way. For example, it would be 
interesting to know how many countries were participating in the Blood Safety Initiative 
and how many of them had a national screening programme, not one confined to a few 
hospitals. The Initiative should be so implemented that all hospitals, wherever they 
were located, could provide transfusions of blood that was guaranteed to be 
uncontaminated. That kind of objective should - he believed - be added to those set out 
in the report. 

With regard to other safety measures, it was imperative for all countries, 
especially the poorest and least developed, to be able to count on the supply of reagents 
at low prices and of guaranteed quality; revolving funds might be used for joint 
purchasing, as in the case of vaccines and other drugs. Action in that direction had 
already been initiated in the Region of the Americas. 

From the administrative point of view, the process of decentralization should be 
accelerated, in order to reduce further the time-lag between requests for programmes and 
their final approval. 

Dr Mann had said that the GPA Management Committee had approved a budget of 
US$ 109.4 million for the Programme in 1990. But the Committee had recognized that the 
Programme was a very ambitious one because, according to the information available, in no 
year so far had the approved budget been fully implemented; hence there was a gap in 
that respect. That was a problem it was important to solve in the interests of all. 
Another such problem was that, owing to the donors‘ budgetary cycles, donations tended to 
become available in certain months rather than others. Consequently, provision should be 
made for the Programme to have some working capital - that, too, was the Committee's 
rcommendation. 

He attached great importance to the protocols that were being developed and to the 
whole clinical staging system of investigation and research designed to increase the 
comparability of studies in different parts of the world and to bring about - to the 
extent possible - a more uniform approach. He also agreed with Dr Mann on the need to 
make drugs available at prices which everyone, rich and poor alike, could afford, when 
and where they were needed. The Board should - he submitted - formally endorse the Paris 
Declaration on Women, Children and the Acquired Immunodeficiency Syndrome (AIDS). 

Progress had been made in behavioural research, particularly into the sexual 
behaviour of populations in relation to the risk of AIDS； but patterns of behaviour did 
not change very quickly, and considerable time might elapse before the findings could be 
applied. One important subject for investigation was the complacency of certain 
population groups in the face of the AIDS threat. 

The connection between AIDS and tuberculosis mentioned by Dr Shimao was of course 
important in countries where tuberculosis was a major killer; but unlike AIDS, 
tuberculosis was now a curable disease if caught early enough, and many patients had 
responded well to modern treatment. Although the integration of the Global Programme 
with others to which AIDS was relevant might mobilize additional support, the Management 
Committee had warned that such integration might serve as a pretext for diverting funds 
from the Global Programme to others. 
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Lastly, and as a human rights issue, he asked what progress had been made in 

consultations with the United States Government on whether HIV-infected people and people 
with AIDS would be allowed to enter the country to attend the Sixth International 
Conference on AIDS, to be held in San Francisco (United States of America) in June 1990. 
All Members of WHO had endorsed the pertinent resolutions； every effort should be made 
to ensure that double standards were not applied in a specific case. 

The CHAIRMAN, speaking as a member of the Board, said that when attending the recent 
International Conference on the Implications of AIDS for Mothers and Children (Paris, 
1989), he had listened to a number of scientific presentations and stimulating 
discussions on the health policy implications of HIV infection/AIDS for those categories 
of persons. The Declaration issued at the conclusion of the Conference appealed to all 
governments, the United Nations system, intergovernmental and nongovernmental 
organizations, the scientific community, health and social professionals and the public 
at large, to assume leadership and to mobilize the necessary resources, both human and 
financial, to support actively the prevention and care of HIV infection/AIDS in women and 
children, particularly in those countries that were most affected and were in the 
greatest economic need, in conformity with the global AIDS strategy. As would be seen 
from document EB85/INF.DOC./3, the Declaration had 15 operative paragraphs, dealing, 
inter alia. with enhancing the role and social, economic and legal status of women and 
children, the promotion of safe motherhood, and the availability of and access to 
necessary health care, including treatment. 

Dr RODRIGUES CABRAL associated himself with the congratulations addressed to the 
Director-General and his staff, including Dr Mann, on their comprehensive report and 
presentations. The Director General's report (document EB85/20) demonstrated both the 
vigour of national AIDS programmes and the ability of WHO to coordinate activities 
worldwide. He was particularly glad that at least an outline of a strategy had been 
prepared for the next two years, and endorsed that outline as presented in the report. 
On the other hand, he considered that two points had not been sufficiently developed in 
the report - coordination with programmes for the control of sexually transmitted 
diseases (STD) and public information. 

On the first issue, he would have expected more details on a kind of joint strategy 
for the development of both control programmes at the national level. In sub-Saharan 
Africa, a number of countries had recently developed STD control programmes because they 
had had to start HIV control programmes, and the initiation of those programmes had been 
overlapping during the past two or three years. The STD control programme was critical 
in those countries for the development and success of AIDS control, not only because 
infection could be best kept in check through the STD control programmes for high-risk 
population groups, but also because STD activities, particularly with respect to 
consultation, were essential for the epidemiological surveillance of HIV infection. 

Public information also seemed to have been given insufficient attention in the 
report, where there was a passage (paragraphs 134 to 137) concerning media activities and 
another (paragraphs 179 to 193) on health promotion. If the global strategy was to be 
implemented in each country, it should take into account not only the media, but also the 
utilization of a variety of other means of reaching both the general public and special 
target groups. In some African countries, where illiteracy rates remained high, the 
media could not be relied upon to transmit the message；. it would be necessary to have 
recourse to person-to-person dialogue and contacts and to the great variety of existing 
information networks, both formal and informal. Accordingly, implementation of the 
strategy should include the development of training programmes in the use of those 
networks for all categories of health personnel and the adaptation of messages to 
different target groups. In the experience of Mozambique, attempts to develop AIDS 
information campaigns rapidly led to jealousy in ministries because other health 
education programmes were held back and faced persistent difficulties； it was thus most 
important to invest at least part of the inputs to the information component of AIDS 
control programmes in more general health information programmes. All those 
considerations justified the development of a specific strategy for information needs, at 
least where national control programmes were concerned. 

Turning to section V of the report, on national programme support, he welcomed the 
careful appraisal of the problems involved in the implementation of various country 
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programmes, but considered that two further sources of complexity might be added to the 
list of obstacles to national programme development. First was the fact that in 
countries like his own attempts to develop programmes with integrated structures had been 
bedevilled by the many differences in managerial style between AIDS control programmes 
and other routine programmes and by conflicts of power between technical support 
divisions in ministries. The second obstacle was the burden of the annual evaluation 
process； although the first annual evaluation at the end of 1989 had proved instructive, 
it had taken nearly two months to complete. 

Observing that national health authorities might feel that the cost of launching 
national AIDS control programmes was too high, he expressed the fear that enthusiasm for 
such programmes might decline. Although he agreed in principle that decentralization was 
called for, he was anxious in the light of his previous comments that decentralization 
should not add more bureaucracy to the already complex process of relations between the 
providers and managers of programmes. 

Lastly, with regard to social and behavioural research, he observed that there was 
controversy surrounding the utilization of the results of surveys of knowledge, 
attitudes, beliefs and practices (KABP), as referred to in the report； often they could 
not be generalized to the population at large and sometimes not even to the risk groups 
of the sample. That being so he asked whether the KABP surveys undertaken would be 
accompanied by other forms of behavioural research, whether inferences were drawn from 
small samples and cross-sectional studies on social issues, and what attempts were being 
made to generalize the findings to larger population groups. 

Dr NTABA welcomed the comprehensive report before the Board, and observed that a 
number of useful comments had already been made which he would not repeat. 

Referring to section V of the report, concerning national programme support, which 
acknowledged that difficulties were being encountered between the Global Programme, the 
donors and Member States, he said that there were two major problems, as indicated in 
paragraph 140 : pre-existing limitations on human and institutional resources； arid the 
specific complexities of AIDS prevention and control. It was often difficult to ensure 
the preconditions for moving from formulation to implementation of national programmes 
owing to fundamental resource and infrastructure constraints. Problems of manpower 
shortages and poorly developed primary health care infrastructures in ministries of 
health had been compounded by uncertainties regarding the nature and sustainability of 
international support for national AIDS control programmes. As indicated in paragraph 
146, at resource mobilization meetings, direct support from WHO had stabilized at around 
15-20%, the balance coming from national and bilateral sources. Although, according to 
the report, there was apparent consensus among donors that the medium-term plan document 
should serve as the basis for their support, donors continued to draw up their own 
detailed project documents for the specific components they had chosen to support, 
inevitably introducing their own rules, bureaucracy and interests, which sometimes 
significantly distorted the medium-term plan. As the implementation stages of some of 
those components were interdependent, progress in carrying out the medium-term plan could 
be considerably delayed, for example when bilateral donor-specific requirements were not 
met, or where the project preparation period was lengthy, as was typical of many donors. 
Such protracted procedures for obtaining external assistance were not suited to the 
rapidly changing situation in AIDS control programmes. The disintegration of medium-term 
AIDS control programmes made it difficult for developing countries effectively to 
coordinate existing inputs, to say nothing of the excessive time constraints on the 
already over-stretched and scarce staff of national programmes. For example, in Malawi, 
where AIDS was a major problem, after extensive consultations between WHO, donors and the 
country, a medium-term plan had been finalized and presented at a resource mobilization 
meeting in June 1989. The cost of unsupported activities for the first year had been 
estimated at US$ 2.7 million. Pledges totalling US$ 1.43 million had been received at 
the meeting, including an advance of US$ 678 000 from the Global Programme, representing 
a second bridging advance following that of US$ 400 000 received to support the 
short-term AIDS control plan. Regrettably the budget had had to be revised downwards as 
compared to the pledged figure, markedly reducing activities in the crucial areas of 
blood banking, patient management, counselling and support, health workers' safety, and 
research. To date, none of the funds pledged in June 1989 had been made available -
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two donors were still finalizing project documents for the components they had chosen to 
support and one donor was seeking further clarification on the medium-term plan document 
and had questioned the Global Programme's policy of asking donors to donate untied funds 
through the Programme for a specific country's medium-term AIDS control plan. Meanwhile, 
more and more victims were becoming infected with HIV and dying from AIDS； the bridging 
funds were now exhausted; and some activities had had to be halted - including 
information and education, and orientation workshops for district development committee 
members - or slowed down, such as activities related to condom-use promotion and supplies 
for health workers' safety. He wondered whether that experience was a local phenomenon 
or whether it reflected a general change in the attitude of donors. It appeared to him 
that the dialogue between donors, the Global Programme and Member States on external 
support for AIDS control programmes had indeed changed in nature, with a move towards 
more bilateral donations rather than the earlier, initially mutually agreed provision of 
untied contributions through the Programme. WHO should rapidly devise ways of responding 
to such shortcomings rather than allowing effective programmes to be affected by 
unnecessary uncertainties. 

Welcoming the discussion on discrimination in paragraphs 64-69 of the report, to 
which a number of speakers had referred, he recalled resolution WHA41.24 and the 
collective and emphatic acceptance and affirmation by Member States of a common and 
reasonable policy of non-discrimination, despite which there were constant reports of 
travel and immigration requirements and restrictions, legislation and other practices 
inconsistent with the common policy. It appeared that ministries and departments of 
health were sometimes responsible for such violations, which could only undermine the 
integrity and credibility of WHO, not only in the area of AIDS but also as a reputable 
institution. A way should be found of constantly reminding Member States of the 
Organization's agreed collective policy of non-discriminâtion against those infected with 
HIV or suffering from AIDS, and to ensure that everything was done to honour and 
implement that policy. 

Participants in the recent International Conference on the Implications of AIDS for 
Mothers and Children were only too well aware how useful the contents of the Paris 
Declaration would be; its recommendations were most timely for those countries where a 
significant number of women and children were affected. 

Was there any truth in press reports concerning a computer "virus", circulated in 
the guise of an AIDS information diskette in many countries, with the apparent aim of 
extorting money in return for advice on eliminating the "virus"? If so, to what extent 
was WHO involved in the matter, and how serious was the situation? Was it proposed to 
issue guidelines on the security and confidentiality of computer systems, information 
which would be equally useful to those who wished to modernize and computerize their 
systems? 

Professor KALLINGS concurred with Sir Donald Acheson that HIV infection, which had 
now spread to over 150 countries, would be with the world for a long time to come. The 
struggle to contain its spread would take decades, or even generations, depending on 
whether an effective vaccine to prevent the infection was developed. Even if an 
effective vaccine was developed within five to ten years, its impact would depend on its 
widespread distribution to millions of people, not least in the developing countries. 
The world's record of applying vaccination with a wide coverage was not too impressive, 
as the difficulties in improving the coverage of the six existing vaccines in the 
Expanded Programme on Immunization had shown. Owing to the high costs involved, it had 
taken ten years before the hepatitis В vaccine available in the industrialized countries 
had been introduced in developing countries, during which time the disease had spread 
dramatically at a price now reflected in the large numbers of cases of liver cancer and 
cirrhosis to be found in those countries. Such shortcomings must not be repeated. An 
immediate start must therefore be made in building up, in developing countries, the 
infrastructures and guidelines required to perform clinical trials of vaccines after the 
first round had been carried out in the country of origin. 

Immediate attention must also be given to determining how the widespread 
distribution of a vaccine in developing countries could be financed. The industry was 
not likely to invest in research on vaccine development if there was no obvious 
indication of returns; and no amount of HIV infection among the poor, in whatever 
society, was likely to rekindle its interest unless some incentive was created. 
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Meeting recently in Brazzaville, the Global Commission on AIDS had pointed to the 

problem and had stated, in its recommendations, that all persons, irrespective of 
nationality or population group, should have equitable access to future safe and 
effective vaccines, as well as to intensive programmes for the prevention of HIV 
infection, to sensitive and specific diagnostic testing, to health care - including 
appropriate therapeutic agents and medical supplies - and to a safe blood supply. The 
Commission had requested the Director-General to consider the most effective approaches 
to achieve those objectives. His comments on those difficult and crucial questions would 
be appreciated. 

What were the latest estimates of the numbers of HIV-infected persons and AIDS cases 
in some of the most affected areas, such as Africa and Latin America? The available 
scientific data suggested that in the absence of effective therapy the great majority of 
HIV-infected persons would eventually develop AIDS. With the greater understanding of 
the disease now available, it seemed more accurate to consider HIV infection as a 
continuum ranging from the mononucleosis-like symptoms mentioned by Dr Caba-Martín, 
through a gradual decline of the white blood cells, to symptomatic HIV infection and 
finally to lethal AIDS itself. The terminal stage was relatively short - one to two 
yearsS- compared with the average of ten years between the onset of the infection and 
full-blown AIDS. During the course of the HIV infection there was an increasing 
sensitivity to other infections requiring various preventive and curative interventions. 
Therefore, in order to encompass the whole problem, it was important to ascertain the 
estimates of the incidence of HIV infection, not just the incidence of AIDS cases. 

Lastly, he agreed with Dr Тара and Professor Borgoño that the Executive Board should 
endorse the Paris Declaration on Women, Children and the Acquired Immunodeficiency 
Syndrome (AIDS). Dr Ntaba, as Rapporteur, might be requested to prepare a draft 
resolution on the AIDS problem. 

Dr BERTOLASO expressed gratification that - as indicated in the excellent report -
so much progress had been made in the short space of three years. Sir Donald Acheson had 
quite rightly stated that, as a result of the AIDS pandemic, the world now knew what WHO 
was and what it was able to do. However, realism also compelled attention to 
Professor Ransome-Kuti's remarks concerning the lack of data, the small number of 
individuals being tested due to financial constraints and nonexistent health structures, 
as well as lack of coordination. A programme such as that under consideration, although 
it might work in the more advanced developing countries, could fail where the need was 
greatest - namely, in sub-Sabaran Africa. Accordingly, he welcomed the priorities set 
for the 1990s with regard to national programme support: the extension of programmes to 
the periphery, and particularly to rural areas, was one of the most important operational 
challenges, as was the need for better coordination between the different institutions 
involved. In that connection, more information regarding the different responsibilities 
of headquarters, the Regional Office for Africa and the country offices would be 
appreciated. It would also be interesting to know what kind of follow-up was to be given 
to resolution AFR/RC39/R7 on the subject adopted by the Regional Committee. 

As far as the scientific aspect of the programme was concerned, paragraph 168 of the 
report indicated that 561 AIDS-related research projects were being carried out in 
35 sub-Saharan countries. However, fewer than 2% of them concerned effective prevention 
and control, and fewer than 1%, the effectiveness of interventions. An explanation of 
that state of affairs would be appreciated, since, with only a limited volume of funds 
available, time and resources could not be wasted on research that could only enrich the 
personal history forms of the few scientists involved. 

With regard to coordination, there was apparently no information on the substantial 
activities financed in the same field by the European Economic Community. In Brussels, 
the representative of Italy had firmly stressed the need for a close link with WHO's 
Global Programme on AIDS. Perhaps Dr Mann could reassure the Board that there were no 
problems of overlapping. 

As had already been pointed out, in many developing countries where the AIDS 
epidemic was spreading, tuberculosis, already highly prevalent, was also on the 
increase. Moreover, because of the unavailability of drugs the mortality rate for 
tuberculosis was still very high in many countries where AIDS was not prevalent. Despite 
general awareness of the problem, there seemed to be little political commitment to 
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tuberculosis control. As a consequence, the control programmes suffered from weak 
management and extremely limited resources. Moreover, WHO's support for tuberculosis 
control had declined in the past decades. Effective technology, such as short-course 
chemotherapy, together with an improved system for managing treatment, had proved 
feasible and cost-effective. He believed that a comprehensive report on the global 
epidemiological situation with regard to tuberculosis and on the action to be taken by 
the Organization to support countries in their tuberculosis programmes should be prepared 
for submission to the Executive Board at its eighty-seventh session. 

Dr DAGA asked whether it was true - as he had read in a newspaper article - that 
AIDS had been identified as early as 1970. 

Paragraphs 4 and 18 of the Director-General‘s comprehensive report referred to the 
transmission of AIDS from HIV-infected women to their children. Dr Mann had stated in an 
article that it was not advisable for HIV-infected women to bear children. That might be 
the best solution, but would the same be said in respect of certain hereditary diseases 
with which a similar problem arose? The matter called for further consideration. It 
seemed that the promise of all the progress made over the past three years might have 
been overlooked. In his opinion the women concerned should not be discouraged from 
having children. He was hopeful that in a number of years a way would be found to enable 
HIV-infected mothers and children to survive. 

A previous speaker had referred to the distribution of condoms. In Niger that would 
give rise to many problems, since 90% of the population was rural and 95% Muslim. Any 
programme must therefore be preceded by sociocultural research to ensure its 
harmonization with the culture of the country concerned. 

WHO had a great deal to do in the public information field. The mass media had 
generally taken the lead, but health professionals could do much to avoid confusion and 
dangerous misapprehensions and to promote health education. 

The Global Programme apparently had to collaborate with 24 different programmes. 
Although he had every confidence in the Director-General and his staff, he feared that 
such a situation might lead to conflicts of priority. If the Programme was to be 
decentralized, it would be better to leave it to each region and Member State to decide 
how to organize such collaboration in their respective areas. 

Professor ESPINOSA-FERRANDO (alternate to Professor Medina Sandino) said that in few 
cases had a disease mobilized society and attracted so many human, material and financial 
resources as had AIDS. They far exceeded the resources allocated to other diseases that 
were currently the main causes of death in the developing countries and among the more 
disadvantaged populations of the world. The AIDS programme must be coordinated with the 
tuberculosis, malaria and other programmes, and the immense resources mobilized for the 
former must be used to strengthen the latter. As the report indicated, substantial 
national efforts were being made under the AIDS programme. The mobilization of 
resources, the development of intersectoral activities and the support of the mass media 
had made it possible to face up to the disease in a short period of time. Nevertheless, 
the ethical and moral problems associated with AIDS still had to be solved. Furthermore, 
there was a need for research to develop inexpensive methods and less complex technology 
to enable the poorer countries to meet the cost of early detection. 

In addition, it was necessary to arrange for poorer people to have access to drugs 
and care once they had developed the disease. Experience in Nicaragua had shown the need 
to find a way of integrating the national AIDS prevention and control programme with 
other programmes, thereby strengthening them. 

The report in itself was quite comprehensive, and faithfully reflected the efforts 
being made so far. Nevertheless, more information should be communicated to the mass 
media so as to prevent sensationalism about AIDS and to mobilize public opinion in 
support of each country's national programme. 

Mr AHOOJA (alternate to Mr Srinivasan) noted with concern that, whereas some 182 000 
cases of AIDS had been officially reported as at 1 October 1989, the actual figure was 
thought to be in the region of 600 000. A study should be made of the reasons why, 
despite the work done so far, the discrepancy was so great. The non-reporting of cases 
might concern areas with poor health systems where a greater effort and a greater 
investment of resources would be required in order to prevent the epidemic from 
spreading. 
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In his report, the Director-General rightly drew particular attention to the need to 

integrate the AIDS programme with primary health care, to involve nongovernmental 
organizations, and to ensure ways and means of disseminating the new technology. All of 
that implied the training of the required health manpower, health education, and better 
communication. He consequently welcomed collaborative programmes set up within the 
United Nations system, particularly with UNESCO, and the efforts being made to include 
information on AIDS in school curricula. That was an area where present investments 
would produce future dividends. The efforts to improve communication that had been 
started in 1988 would need further strengthening. 

With regard to the formulation and implementation of national programmes, each 
country's response to AIDS would vary according to perceived strengths and weaknesses in 
the AIDS programme. The authorities of some countries would consider that emphasis 
should be placed on strengthening the infrastructure； others would stress health 
education. However, the essential point to be borne in mind was that, in order to ensure 
that countries derived full benefit from the implementation of the AIDS programme, it 
should be formulated in accordance with their own perceptions. Consequently, 
international assistance should not be used to impose the perceptions of donors on 
recipients. Otherwise the results would not come up to expectations. 

Dr LIEBESWAR commended the Director-General for his lucid report and Dr Mann on his 
impressive exposition of the decisive points and of the next steps to be taken. Careful 
planning was extremely important, since everyone agreed that the available funds had to 
be used in an optimal manner. He endorsed Professor Railings' comments regarding past 
difficulties in connection with the development and supply of vaccines. 

He welcomed WHO'S effort to collaborate with all major private institutions working 
in the field of AIDS-related health and welfare, whether in prevention and education, 
care and social services, policy advocacy, "watchdog" activities, or civil and human 
rights. 

AIDS was an inescapable challenge in many fields. An in-depth and comprehensive 
study should be made of the role of self-help organizations and modern public health. 
Personal experience had taught him that collaboration with such organizations was not 
always easy, but a better insight into the ways in which they operated could offer a 
unique chance of progress in aligning health policies with public sentiment and thereby 
encouraging the majority of the population to commit itself actively to the campaign 
against disease. 

Professor SANTOS said that one of the outstanding features of developments in health 
and health care in the past decade had been the rapid pace at which data on the HIV/AIDS 
pandemic had been established. The data accumulated and the knowledge that the 
scientific community and medical specialists could now bring to bear on the problem were 
simply staggering, especially when compared with what had been available at the time of 
the first scattered clinical observations. Throughout the entire effort, WHO's 
leadership role had been absolutely essential. He congratulated the Director-General and 
Dr Mann and commended the Organization on the immense service it had rendered to 
humanity. 

Despite such concerted efforts, there were aspects of the problem that still eluded 
solution. Some of them were country-specific, others, more general : the failure to 
develop a truly effective therapy and a vaccine, for example. 

Another aspect that did not admit of swift solution was the description of the 
disease's natural history: for that, prolonged observation of large numbers of patients 
was absolutely essential. Examples of the benefits such information conferred on therapy 
could be found in connection with arthritis, tuberculosis, hypertension and rheumatic 
fever. In the past, clinicians able to observe individual patients over extended periods 
of time had often been able to make essential contributions to the knowledge of a 
disease, but modern treatment practices made it less likely that they would continue to 
do so. Consequently, the manner in which records were drawn up， especially concerning 
the relationship between HIV infection and the development of the syndrome, and the 
overall nature of the syndrome itself, would become increasingly important. 

Dr REILLY joined in in congratulating WHO and more particularly the staff of the 
Global Programme on the report and on the work accomplished throughout the world. He 
endorsed Dr Shimao's remarks concerning tuberculosis. He then asked for clarification 
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about how the extended incubation period for HIV-2 infection would affect the safety of 
blood transfusions in countries where the virus had been detected. 

The confidentiality component of the AIDS control programme seemed to have been 
particularly influenced by a Western concern for individual privilege. In many 
developing societies, however, individuals were highly integrated into their communities, 
and there was a greater sense of realism about the interdependence of people. 
Individuals went home to their villages when they fell ill or sensed they were about to 
die； and they received support, no matter what disease they had contracted or what 
social wrong they had committed. Such was the case in Papua New Guinea, with the few 
AIDS cases observed. 

The Western concept of confidentiality propagated under the Global Programme on AIDS 
did not seem entirely appropriate in such situations； he would welcome comments on that 
point from the Director-General or his staff. 

Professor THAIRU (Commonwealth Secretariat) extended unreserved compliments to the 
Director-General and Dr Mann for achieving so much in such a short time. He was in a 
position to appreciate the collaborative work done by WHO with organizations such as his 
own, and to see that available resources were used to best effect. 

There was a distinction between two aspects of AIDS that was not always clearly 
appreciated: AIDS as a general problem affecting every nation; and AIDS as an 
unmitigated disaster in a narrow band of countries across sub-Saharan Africa. The 
problem in that area confirmed all the dire predictions made in the media at the start of 
the pandemic. In some villages, there were simply no people left between the ages of 20 
and 50. In others over 30-40% of all adults were infected. One small town had an orphan 
population of 20 000; another, of 40 000. The presence of orphans in itself was 
something that AIDS had brought to Africa: even with the wars of liberation and the 
devastation wrought by various groups, someone had always been available to look after 
children. That was no longer always the case 

African communities had ways of dealing with disasters that differed from those 
prevalent in Western cultures. Happiness, sorrow and grief were shared parts of 
community life. The ability to deal with death had wrongly been described in 
anthropological works as a kind of fatalism. Life expectancies were not very high; 
mothers were used to losing children. Yet people could cope with what would seem totally 
devastating in a Western setting; the community had systems of support and counselling 
that were far more complex than anything that health workers could institute. 

What such communities needed to deal with the AIDS crisis were well-tried public 
health measures, based on primary health care, for dealing with an infection in the 
community. The mode of transmission and methods for making early diagnosis were known. 
Simple measures like those used for tuberculosis in the days before vaccines, medications 
and sanatoria had been available were more than sufficient. 

The international community's reaction to the AIDS problem in Africa was often of a 
baffling intensity. Á number of WHO Member countries in the industrialized world had 
placed Africans from the sub-Saharan region in virtual quarantine. Africans on student 
visas of more than three months were screened in one country, while another screened all 
African students. Even developing countries outside Africa were screening African 
students. One Western power debarred anyone from donating blood who had had sexual 
contact with an African up to two years earlier. 

He was sure that those measures had been taken purely out of public health concerns, 
not out of prejudice. But they pointed to the need for greater realism about the nature 
of AIDS in Africa, to re-examine the public health approach to the disease, and to move 
away from the emotional, politicized atmosphere generated by adverse media coverage at 
the outset of the pandemic. If public health measures within the primary health care 
setting were used, there was no reason why the disease could not be tackled. 

The problem was not a lack of financial or human resources for the struggle : there 
were plenty available. What was required was an end to double standards, to the attitude 
that Western lives were more valuable than those in the developing nations, that 
heterosexuals counted more than homosexuals. In short, a more empathetic approach, 
emphasizing the sanctity of life, was required. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking 
at the invitation of the CHAIRMAN, said the AIDS pandemic had posed new and painful 
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ethical questions for the entire medical profession - on the individual level, in terms 
of patient-doctor relations, and in terms of health policy decisions at the national 
level. The pandemic challenged the main ethical principles that health professionals 
were guided by； and it created new conflicts between the preservation of individual 
autonomy and service to the community. 

His organization collaborated closely with the Global Programme, which had already 
developed guidelines in a highly sensitive field: the testing of new drugs and new 
vaccines. Most new drugs would be discovered in the Western world and tried out in 
developing countries whose populations, being often largely illiterate, had to be 
protected from abuse. Ethical guidelines for the testing of candidate HIV vaccines had 
already been prepared, even though such vaccines were far from ready at present. 

One of the most stimulating aspects of CIOMS's collaboration with the Global 
Programme was in epidemiological research. All biomedical programmes and research 
involving human subjects were covered by the Helsinki Declaration and the relevant СIOMS 
guidelines, but there were still enormous gaps: ethical guidelines for epidemiological 
researchers and surveyors were desperately needed. CIOMS, inspired by the Global 
Programme, was now working to develop such guidelines, which would be useful not only in 
connection with AIDS but for all epidemiological studies. The work was being done in 
collaboration with representatives of a number of medical disciplines, ethicists, 
philosophers and advisers from various cultures, with a view to ensuring that cultural 
differences did not obstruct the application of the guidelines. The intention was for 
the guidelines to promote - not constrain - epidemiological research, yet give national 
authorities a tool to ensure that research was carried out in accordance with ethical 
principles, and thereby reduce possible abuses to a minimum. 

Dr ASVALL (Regional Director for Europe) said that the AIDS epidemic had existed for 
a number of years in the European Region. The present situation with regard to 
preventing transmission through blood and blood products was quite satisfactory: that 
problem had virtually been solved in almost all countries of the Region. 

With regard to the spread of AIDS among homosexuals and bisexuals, there were 
indications that at-risk communities were responding. However, while there were isolated 
cases of success in working with drug abusers, the overall impact on that population 
subgroup was minimal. On the contrary, the problem was growing, especially in the 
southern part of the Region, and reaching disastrous proportions in a number of 
countries. Heterosexual spread of the disease in Europe had not shown any strong 
tendency to increase and did not at present appear likely to evolve as it had in other 
parts of the world. 

As for the overall number of cases, the growth rate was still on the rise, but at a 
speed that appeared to be slowing slightly, according to the figures for 1988 and those, 
still incomplete, for 1989. The Regional Office fully realized that new developments, 
specifically the changes in eastern Europe, would increase the risk of AIDS in that part 
of the world owing inter alia to increased travel. All in all, although AIDS remained a 
huge and tragic problem in Europe, it did not appear to be unmanageable. 

Having listened to the Board's discussion, and being aware of the worldwide 
epidemiological situation, he nevertheless wondered whether the magnitude of the issue 
had yet been grasped. In one western African city, the percentage of the adult 
population with AIDS had risen from 2% to almost 6.5% between 1985 and 1989. In a 
central African city, the increase over the same period had been from 2% to 10%. In an 
eastern African city, the percentage of seropositive women in prenatal care had increased 
from 11% to 24% between 1985 and 1987, i.e. in just two years. In a Caribbean country, 
7% of adult residents of a major city had been seropositive in 1989. In an Asian city, 
the seropositive rate among drug abusers had risen from 1% to 40% in only about two 
years. 

All those facts pointed to an epidemiological situation of explosive potential. The 
lack of HIV screening mechanisms, of ways of treating victims, of local resources, 
pointed to the urgent need for a completely new dimension of programmes at local level if 
a major disaster was to be prevented. A much greater research effort to accelerate the 
development of vaccines and drugs was also called for. There might be grounds for 
establishing an expert group to look at the epidemiological warning signals and project 
their impact for the immediate future. It might also be appropriate to take a different 
approach to public relations and fund-raising worldwide. Everyone agreed that the 



SUMMARY RECORDS : THIRTEENTH MEETING 155 
decentralization of operational responsibilities to regional level should be stepped up, 
but the practical modalities therefor should not prevent those concerned from taking 
advantage of the substantial resources and expertise available at the global level. In 
closing, he commended the impressive skill with which Dr Mann and his staff had 
undertaken the difficult task of organizing the Global Programme. 

Dr MONEKOSSO (Regional Director for Africa) said that he had no information to add 
concerning AIDS in Africa because previously he had had no responsibility for the AIDS 
programme in the Region. Responsibility for AIDS control had been returned to 
headquarters after the Global Programme had been created and the GPA-UNDP alliance 
formed. He insisted on the term "GPA-UNDP alliance" because operationally that was the 
case. The Ministers of Health of the African Region meeting in Niamey in September 1989 
had exhaustively discussed the grave situation regarding the spread of AIDS in Africa. 
They had approved a resolution calling for measures to ensure pursuance of the AIDS 
control programme and more effective implementation. That was essentially a plea from 
Africans to be included in AIDS control, not selectively included, but actually 
mobilized. The Regional Office was ready to launch activities. The Regional Director 
had appointed a staff member to gather information on the situation in the Region. The 
Regional Office had prepared a framework for adapting the global strategy for the 
prevention and control of AIDS to the African situation, which was now ready for 
implementation. He hoped that he would be able to report to the Board's eighty-seventh 
session on the contribution made by the African Region to the programme. 

Dr HAN (Regional Director for the Western Pacific) observed that the Western Pacific 
Region was fortunate in that it had less than 1% of the global incidence of reported AIDS 
cases and that operations were delegated to the Region to a substantial degree. He 
mentioned the four most significant and visible effects of WHO's efforts : the building 
up of HIV-testing capabilities in most countries of the Region, dramatically reducing the 
risk of infection through blood transfusion; the consolidation of political commitment, 
illustrated by the formation of many national AIDS committees in the Member States； the 
development and strengthening of health education activities in the Region, which 
benefited the AIDS programme as well as other programme activities； and the fact that 
although it was too early to observe any effect of WHO'S activities on the incidence of 
AIDS infection or AIDS cases in the Region, a strengthening of the Sexually Transmitted 
Diseases programme, which was part of most national AIDS programmes, was expected to 
produce results shortly. 

Dr MANN (Global Programme on AIDS), responding to questions raised during the 
debate, said, with regard to the neuropsychiatrie and neuropsychological aspects of HIV 
infection, that on the basis of the scientific evidence there appeared to be no 
clinically relevant neuropsychiatrie or neuropsychological manifestation of HIV infection 
in asymptomatic people, a critical matter for a number of policy issues. Concerning the 
relationship between religion and the fight against AIDS, mentioned by Dr Caba-Martín, he 
referred to a meeting held recently at the Vatican in which Pope John Paul II urged 
comprehension and solidarity for AIDS sufferers. The strength of religion in the fight 
against AIDS was beginning to develop fully. A further question had been raised 
concerning the approach to sexuality in the context of educational programmes for young 
people. In that connection, he observed that in some countries young people under 18 
years of age considered the use of a condom as a possibility, whereas those over 18 found 
it uncommon or even unacceptable. Programmes were reaching youth because at the country 
and local levels they spoke directly to young people. Taking up Dr Caba-Martín's 
reference to homosexuality, he made it clear that WHO had not declared homosexuality to 
be either a disease or a mental disorder. 

In answer to Professor Ransome-Kuti's remark about the absence of primary health 
care in the African Region he maintained that elements of primary health care were often 
strengthened with the use of AIDS resources. A specific example came from Uganda where 
the health education programme of the Ministry of Health had used AIDS resources to hire 
and train health educators to work at the district level, providing instruction on AIDS 
and other health concerns. He agreed with Professor Rarisome-Kuti that AIDS could be a 
useful way to enter upon primary health care. Referring to the Programme's recently 
completed inventory of research projects in Africa, he emphasized that those projects 
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were not WHO research projects, but were all the projects identified in the African 
countries. It emerged from that exercise that governments themselves knew of only 40% of 
the projects. Thus the majority were being carried out without any formal contact with 
or knowledge of the government or the national AIDS Committee. WHO had adopted a number 
of strategies to strengthen the national-based research coordination and prioritization 
process, with the aim not of substituting GPA priorities for national priorities, but of 
supporting the development and implementation of national research priorities. On the 
question of antivirals raised by Dr Sadrizadeh, he said that the initial promise of 
antivirals was usually followed by less effectiveness than expected in clinical trials, 
or increased evidence of toxicity. 

He differed with the comments made by the UNDP representative on one point, namely 
that from the outset WHO had maintained that AIDS was a problem affecting all sectors of 
society and posed a direct threat to social and economic development. He welcomed 
further development of the WHO-UNDP alliance to combat AIDS and of UNDP activity in 
implementing the global strategy for the prevention and control of AIDS. 

He agreed with Dr Shimao on the usefulness of the experience and wisdom of 
tuberculosis control programmes for the design and implementation of AIDS prevention and 
control programmes, especially in areas such as the individual within a family context, 
or compliance with long-term regimens. In 1990 over one million dollars had been 
allocated for collaboration with the Tuberculosis unit of the Division of Communicable 
Diseases, particularly regarding collaborative research designed to address questions 
closely linked to the AIDS-tuberculosis interaction. Referring to comments by Dr Shimao 
and Professor Kallings on the global availability of drugs and vaccines he felt that a 
test of the ethical character of the modern world was whether it permitted the fruits of 
international science to be available to only a small segment of the world's population. 
There was no precedent to follow in making available rapidly and effectively to the 
entire world's population a drug or a vaccine that had a huge potential market in both 
industrialized and developing countries. That would call for collective will, wisdom and 
willingness. In Decembèr 1989, the United Nations General Assembly unanimously adopted a 
resolution on AIDS which inter alia invited the Director-General of WHO to promote the 
access of all peoples to preventive technology and pharmaceuticals, making these items 
available at an affordable cost. Work had to start on that immediately because once the 
vaccine was available it would be too late to build up the distribution capacity 
required. 

Agreeing with the comments made by Professor Borgoño, he considered the development 
of specific and measurable objectives as a priority for the work of the Global Programme 
during 1990. Those would be mostly input or process objectives, such as the number of 
existing blood services or the quantity of blood screened. The Global Programme on AIDS 
was also developing its capacity to assess the effectiveness and impact of national AIDS 
programmes, an important aspect for future work. Evaluation of the clinical staging 
system mentioned by Professor Borgoño had been completed in about 20 out of 30 centres, 
and a technical working group meeting would be held shortly to finalize the staging 
system so that it could be made widely available. 

In response to Professor Borgoño's query about the International Conference on AIDS 
to be held in San Francisco (United States of America) in June 1990 and human rights, he 
stated that there was concern that the immigration policy applied to short-term visitors 
might create discrimination against or stigmatization of HIV-infected people or people 
with AIDS who might wish to attend the Conference. Efforts had been made to determine 
the possible nature of such discrimination and whether measures could be taken to prevent 
it. WHO had taken a very strong stand, namely that the active and full participation of 
HIV-infected people and people with AIDS was indispensable at the Conference because of 
its multidisciplinary and international nature and because such people made important 
individual and group contributions. WHO would not co-sponsor, participate in or organize 
an international conference on AIDS if the participation of HIV-infected people could not 
be ensured. He hoped the issue of potential barriers to the travel of HIV-infected 
people to the United States of America to attend the Conference would be resolved by June 
to ensure that solidarity prevailed at the Conference. 

With regard to sexually transmitted diseases referred to by Dr Cabrai, he informed 
the Board that field tests had been carried out on the use of data on sexually 
transmitted diseases as indicator data regarding sexual practices and the likely 
incidence of HIV-transmission. In addition, Professor King Holmes of the University of 
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Washington, a pre-eminent authority on sexually transmitted diseases, was spending his 
sabbatical year with the Global Programme and was Chairman of the task force of the 
Division of Communicable Diseases and the Global Programme set up to study ways to 
integrate and support activities on sexually transmitted diseases at the national level 
and through research. A draft document had been prepared on that matter. He pointed out 
however, that the sexually transmitted disease model was generally based on diagnosis and 
treatment whereas the HIV model was based on primary prevention, which obviously implied 
a different approach, different training and different resources, making integration 
between the two areas less simple than it might appear. 

Concerning Dr Cabrai‘s comments on education and information, he reported that on 
average approximately 35% of the resources of national AIDS programmes were used for 
education and health promotion programmes, that being the largest single component of the 
budget of national AIDS programmes. He agreed with Dr Cabrai‘s suggestion that it was 
necessary to achieve decentralization to the local level where people could communicate 
directly with each other. He also agreed that an "AIDS resentment complex" was emerging, 
when one programme within a ministry of health obtained more resources than others, thus 
stirring up resentment. 

With particular reference to Dr Cabrai's observations on the programme review 
process, he agreed that it had been too heavy in Mozambique. The programme review 
process had subsequently been redesigned to allow greater flexibility, with the creation 
of three levels of programme review. In some cases the thorough, intensive programme 
review that had been carried out in Mozambique would continue, but in others it would be 
replaced in some years by greater attention to the monitoring systems and to a lighter 
form of review which emphasized speed in identifying and resolving problems. The Global 
Programme had managed to develop a consensus among all donors not to conduct individual 
reviews of the Programme. Programme reviews were now designed to meet the programme 
review needs of all the donors as well as the review needs of the Programme itself. In 
answer to Dr Cabrai on the question of KABP surveys - he explained that the B, for 
beliefs, had been inserted because experience had shown that it was important to identify 
the belief system of individuals as it could provide insights for the development of 
prevention programmes. He felt that KABP surveys could be intensified to avoid some 
possibly superficial problems of broad-survey data and to elucidate questions of cause, 
effect and influence which had to be understood in order to improve the programmes. 

On the issue raised by Dr Ntaba concerning relationships between bilateral donors 
and countries, he assured the Board that every effort was being made to harmonize the 
process of mobilizing resources for AIDS, so that bilateral donors could contribute 
within the context of national AIDS plans, addressing the concerns of all parties 
involved in the most efficient way. Although the complexities of relationships between 
bilateral donors and the countries sometimes surpassed the Programme's capacity to 
harmonize the process, efforts had generally met with success. A coordinated process had 
been created to the benefit of all concerned, in which WHO supported governments' 
capacity to coordinate the involvement of the many donor and other agencies concerned. 
That would make a substantial contribution to the capacity to view other issues in a 
coordinated manner and to ensure that national needs had priority when mobilizing 
resources for AIDS. Concerning Dr Ntaba's comment on the gap between individual national 
policies and the collectively agreed global strategy for the prevention and control of 
AIDS, he hoped that an effort would be made to draw the attention of Member States to 
such disparities. Many of the laws and policies regarding AIDS had been drawn up before 
1988 when the resolution on the global AIDS strategy was unanimously adopted by the World 
Health Assembly. In some cases they had not had the benefit of information now available 
and reflected earlier attitudes that had been replaced by a common strategy. To improve 
the efficiency of the AIDS programme in 1990 it would be essential to repeal some of the 
laws and regulations passed in earlier times that might even diminish the effectiveness 
of national AIDS prevention and control efforts. 

The type of computer "virus" referred to by Dr Ntaba was a general problem and one 
that had been faced before by WHO. Everyone using computers should be aware of the risks 
attached to the use of unauthorized or unsolicited software. The diskette concerned had 
apparently been sent to the subscribers to a particular computer magazine as well as to 
all those who had attended the Fourth International Conference on AIDS held in Stockholm 
two years earlier. Anyone wishing for further information on the matter should contact 
the Global Programme or the relevant technical units of WHO with expertise in that area. 



158 EXECUTIVE BOARD, EIGHTY-FIFTH SESSION 
In reply to Professor Kallings concerning actual estimates of seroprevalence and HIV 

infection, he said that it was estimated that at least six million people were infected, 
of whom at least three million were in Africa. The current estimate of AIDS cases was 
600 000 worldwide, of whom 320 000 were in Africa, 220 000 in the Americas, 36 000 in 
Europe and less than 5000 in Asia and Oceania together. There were many ways of looking 
at seroprevalence and the severity of the epidemic, and he endorsed the basic thrust of 
Professor Thairu's comments that it was possible to distinguish between the global 
epidemic and those areas where it was most severe, namely, sub-Saharan Africa, parts of 
the Caribbean and Latin America and now also parts of South-East Asia. 

On the question of orderly decentralization in Africa, raised by Dr Bertolaso, he 
said that the Global Programme was working with the Regional Office to develop the 
capacity to decentralize activities fully - a process that would take approximately two 
years. The Regional Director for Africa had emphasized that the process was reversible, 
so that if monitoring showed that decentralization reduced efficiency, appropriate 
adjustments could be made. 

The inventory of AIDS research mentioned by Dr Bertolaso was not concerned with WHO 
research but was a list of research being undertaken by other institutions. WHO's 
particular interest was in operational and evaluation research. Collaboration with the 
European Community was quite close; the Community was a critical partner, providing 
resources for the support of national AIDS programmes in the majority of countries of 
Africa, the Caribbean and the Pacific. 

He assured Dr Daga that the Global Programme firmly believed in the importance of 
reproductive rights. In his own address to the International Conference on the 
Implications of AIDS for Mothers and Children he had emphasized the need to take account 
of the rights and preferences of the women involved - it was not simply a question of 
recommending sterilization, abortion or contraception. Although it was a difficult 
issue, full consideration had to be given to the reproductive rights of women. 

He agreed with Dr Daga that coordination of AIDS activities within a country was a 
crucial national responsibility. 

He had noted the comments by a number of speakers on self-help organizations and the 
intersectoral nature of the response to the intersectoral nature of AIDS. 

He agreed with Professor Santos that the world had become aware of the AIDS epidemic 
relatively rapidly. It could easily have gone undetected for a further five years or 
more but for a series of fortuitous circumstances : the discovery of human retroviruses 
just a few years earlier; the capacity to detect those viruses； the occurrence of 
HIV-associated disease in a country with a highly developed epidemiological surveillance 
infrastructure； the occurrence of HIV-associated disease in a narrowly defined group of 
individuals, both geographically and socially, who had themselves recognized that a 
problem was occurring; and the manifestation of HIV through the development of unusual 
opportunistic infections. If, for example, HIV had been manifested by an increase in 
bacterial pneumonia in the general population, it would have taken many more years to 
detect. Again, if the latency period between infection and disease had been 20 years 
instead of the average of 10 years detection might have been delayed perhaps by a 
decade. Every delay in detecting an epidemic could cost lives. WHO should therefore 
consider developing an early warning system for new viral epidemics - HIV was unlikely to 
be the last such disease to appear and on a future occasion the circumstances for 
detection might not be as propitious. 

He welcomed the comments made by the Regional Directors for Europe and Africa. 
Owing to time constraints, it had not been possible to answer every question in 

detail； however, he and his staff would be happy to answer individual inquiries from 
Board members at any time. 

He summarized the Board's extensive discussion by saying that, although the Member 
States and WHO had taken on a massive task, they were imbued with optimism as to what 
could be achieved. The discussion had been pragmatic and had repeatedly emphasized the 
importance of collective will in dealing with the epidemic. Board members had indicated 
that the Global Programme should continue to challenge the status quo - it was possible 
to combine experience with bold innovations. The Board had given clear support and 
strong guidance. He reiterated, however, that the difficulties of the next phase of the 
epidemic were formidable. It was the first major epidemic of a new infectious disease in 
the modern world, and there was still the dilemma of uncertainty. The potential 
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consequences of finding that vast resources had been invested but that the epidemic did 
not prove as serious globally as had been feared had to be balanced against those of 
making insufficient investment now only to find that the epidemic proved to be far more 
serious than feared. In the former case there would at least be the compensation of 
strengthened primary health care assistance and improved capacities to achieve health 
promotion. He interpreted the Board's comments to mean that the Global Programme should 
not slow down but rather intensify its efforts. The Board's words were a potent antidote 
to complacency and the Board's strength and will gave strength and will to the Programme. 

The DIRECTOR-GENERAL said it was unfortunate that the misleading presentation of 
information on AIDS in the media had led to some confusion, since the media could prove a 
key element in transmitting correct messages associated with the activities of WHO and 
Member States, especially on primary prevention. 

Dr Ntaba and other speakers had referred to the Paris Conference and Declaration. 
In his opinion, a draft resolution on the issue, as suggested, should be fully supported, 
since the Conference had been the first to focus specifically on the effect of AIDS on 
women and in particular on mothers and children. Programmes on women and health were 
particularly important in many developing countries around the world. The first 
evaluation of the Global Strategy for Health for All had showed that the illiteracy rate 
among women was increasing significantly - illiteracy was well known to be one of the 
major obstacles to the achievement of primary disease prevention campaigns, family 
planning, and primary health care as a whole. Primary health care could not be achieved 
without the participation of women； and without primary health care AIDS prevention 
would also be impossible. In future, therefore, WHO should place greater emphasis on 
women and health in the broader context of education for all, in association with other 
United Nations agencies, and in order to involve women more closely in activities for 
health for all. The prevailing situation was deteriorating - one of the first adverse 
effects of economic structural adjustment in many developing countries (and a sign of 
poverty itself) was the increasing illiteracy rate and the declining number of women 
attending schools. It was most timely that WHO had decided that the theme for World AIDS 
Day on 1 December 1990 would be AIDS and women, and he hoped that associated discussions 
would look at the broader issues of health, women and AIDS. 

A number of speakers had commented on issues related to AIDS research and 
development. There were parallels with developments in the Special Programme for 
Research and Training in Tropical Diseases, which had been running for some 15 years and 
which would be discussed under agenda item 17. The Programme had addressed two main 
issues : infrastructure development, together with associated training and institutional 
strengthening； and the identification and ultimate production of diagnostic and 
therapeutic tools that could be utilized for tropical disease control. Taking account of 
the time and money spent over the first 10-15 years, relatively few new products had been 
developed and effectively applied. It was therefore essential to review AIDS research 
objectives and policies in the light of the particular aspects of the disease and in 
terms of strengthening both the research capabilities themselves and research 
coordination and management at all levels. Unless the two aspects were developed 
together, successful research results would take even longer to obtain. Experience with 
tropical disease research had shown just how long it took to translate or convert 
existing knowledge into practical measures. 

Dr Mann had rightly indicated that the Sexually Transmitted Diseases programme was 
largely concerned with diagnosis and treatment, whereas AIDS was concerned with primary 
prevention. However, he agreed that the two programmes should start to look together at 
the possibilities of using experience gained in the Sexually Transmitted Diseases 
programme for the secondary prevention of AIDS, should advances make that possible. At 
present, of course, primary prevention was the only major tool for AIDS control. 

It was clear that current AIDS research was not as well coordinated as it might be 
at country level； WHO should play a more important role in that respect. In reply to 
Sir Donald Acheson's question concerning collaboration with the pharmaceutical industry 
in respect of both diagnostic and therapeutic measures for AIDS control, he said that 
informal discussions had taken place on a number of occasions, which included the World 
Economic Forum held each year in Davos. The industry was currently examining research 
policies but did not appear to be concerned with setting up research infrastructures, 
perhaps feeling that individual researchers were more likely to suggest innovative 
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approaches. It was important for WHO, with the Board's support, to give a clear message 
to those individual researchers regarding the priorities in AIDS research. WHO also had 
formal contacts with the International Federation of Pharmaceutical Manufacturers 
Associations and a number of research institutions, and with governments, in particular 
through drug regulatory authorities, with the aim of accelerating and guiding rapid 
development of both diagnostic and therapeutic tools. 

On such issues, it was important to make use of WHO'S past experience, experience of 
both a positive and negative nature, and to improve communications within the 
Organization at global, regional and country levels and between those levels. That was 
one of the reasons for the new information and communication arrangements in WHO. It was 
also hoped that they would improve WHO's relations with the media so that the realities 
of the health situation would be transmitted to the people together with WHO messages, 
inter alia. as to how control of diseases, including AIDS, could be achieved. 

Dr NTABA requested a clear response from the Secretariat regarding the painful 
truths touched on by the representative of the Commonwealth Secretariat, and particularly 
his reference to the screening of African students by Western health authorities. Taken 
together with the remarks by Dr Reilly on confidentiality, Professor Thairu's statement 
suggested that WHO should perhaps re-examine its AIDS prevention and control strategies 
in developing countries. 

The DEPUTY DIRECTOR-GENERAL said that, at its most recent meeting, the GPA 
Management Committee had raised the issue of discrimination, about which it had expressed 
concern. 

WHO'S approach, as the Secretariat saw it, must be to insist on strict compliance 
with the Board's and the Health Assembly's resolutions on AIDS. Should it become aware 
that those resolutions were not being respected, the Organization must seek to establish 
a dialogue with the Member State concerned, and it must work with diligence and 
flexibility to ensure an end to any discrimination. That dual approach of firmness and 
flexibility was already being applied by Dr Mann and his staff, and it was to be hoped 
that the San Francisco conference would reaffirm it as part of the solidarity called for 
in the struggle against AIDS. 

Regarding the comments about AIDS truly being a disaster in Africa, he said 
vigilance and flexibility were called for in that context as well. 

Dr MANN (Global Programme on AIDS) said the global AIDS strategy contained a number 
of key elements. Where they had been applied, there was evidence of change in behaviour 
and a reduction in rate of spread. The problem was not the strategy, but its 
application. Providing targeted information to people in relevant health and social 
services in a non-discriminatory environment took a vast amount of time, energy and, most 
importantly, infrastructure: where it did not exist or was weak, the strategy's pace was 
necessarily diminished. 

There were population groups in different parts of the world, including Africa, 
however, where a dramatic change in the rate of new infection from an epidemic to a very 
low level had been achieved exclusively through the behavioural changes promoted in the 
global strategy. On the other hand, wherever coercive and punitive approaches had been 
applied, there was absolutely no evidence of a programme's effectiveness. 

The traditional public health practices so often referred to had in most cases not 
proved their efficacy. Despite many myths about the role of quarantine and isolation, 
for example, it was clear that only under a very limited set of circumstance were such 
approaches ever viable. Approaches used in the past tended to be overvalued, and 
scientific evidence of whether they had worked was not sought. Yet it was important to 
find out how to improve the strategies, and not simply to revert to earlier ideas of how 
to control infectious disease that on close scrutiny often turned out to be illusory in 
their actual value. 

If there was one breakthrough he and his staff were hoping for, it was to be able to 
intensify the global strategy's application many times over in parts of the world 
currently suffering from an epidemic that was, indeed, increasing to disastrous 
proportions. The basic essence of how to improve the strategies was known: if the 
political and social will to intensify the necessary work could be achieved, it could, 
and would, be done. 
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The CHAIRMAN invited the Rapporteurs to prepare a draft resolution on the item, for 
consideration by the Board at a later meeting. 

(For continuation, see summary record of the fifteenth meeting, section 4.) 

The meeting rose at 13h35. 



THIRTEENTH MEETING 

Monday, 22 January 1990. at 14h30 

Chairman: Dr S. ТАРА 
later: Dr H. OWEIS 

The meeting was held in private from 14h30 to 15hl5. when it resumed in public 
session. 

1. AWARDS : Item 27 of the Agenda 

At the invitation of the CHAIRMAN, Dr NTABA, Rapporteur, read out the following 
decisions adopted by the Board in private session: 

Darling Foundation Prize (report of the Darling Foundation Committee): Item 27.1 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Darling 
Foundation Committee, awarded the eighteenth Prize to Professor H. M. Gilles and the 
nineteenth Prize to Dr S. Pattanayak. It also endorsed the recommendation of the 
Foundation Committee that the Prizes be presented during a plenary meeting of the 
Forty-third World Health Assembly. 

Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee): 
Item 27.2 of the Agenda 

Decision: The Executive Board, after considering the report of the Léon Bernard 
Foundation Committee, awarded the Léon Bernard Foundation Prize for 1990 to 
Professor Cosme Ordoñez Carceller for his outstanding services in the field of 
social medicine. 

At the invitation of the CHAIRMAN, Dr TALL, Rapporteur, read out the following 
decisions adopted by the Board in private session: 

Dr A . T. Shousha Foundation Prize (report of the Dr A. T. Shousha Foundation Committee): 
Item 27.3 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 1990 to 
Dr Mohammed Azim Karimzad for his outstanding contribution to the improvement of the 
health situation in the geographical area in which Dr Shousha served the World 
Health Organization. 

1

 Decision EB85(6). 
2

 Decision EB85(7). 
3

 Decision EB85(8). 

-162 -



SUMMARY RECORDS : THIRTEENTH MEETING 163 
Sasakawa Health Prize (report of the Sasakawa Health Prize Committee): Item 27.5 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Sasakawa Health 
Prize Committee, awarded the Sasakawa Health Prize for 1990 to Monsignor Fiorenzo 
Angelini, Professor B. N. Tandon, and the Biankouri Health Centre (Togo) for their 
innovative work in health development. The Board noted that Monsignor Angelini and 
Professor Tandon would receive US$ 30 000 each, and the Biankouri Health Centre 
US$ 40 000.

1

. 

2. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES (REPORT ON PROGRESS 
IN RESEARCH AND TRANSFER OF TECHNOLOGY TO NATIONAL HEALTH SERVICES): Item 17 of the 
Agenda (Document EB85/21) 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases - TDR), 
introducing document EB85/21, said that the fairly detailed report focused on the major 
tools that TDR was currently associated with and that were being used in clinical trials, 
field trials, or disease control. The challenges faced by the Programme at the present 
crucial time differed from those faced at the beginning of the 1980s. The development of 
new tools during the past decade had changed the picture, but unevenly. There were 
effective and affordable tools for some diseases, such as drug treatment for leprosy, 
schistosomiasis and onchocerciasis, and vector-control methods for African 
trypanosomiasis and Chagas disease. Malaria represented a special challenge； there had 
been significant progress in several areas, particularly in drug development, but needs 
were so great that malaria research called for continued top priority. 

Having achieved some progress, new questions and new choices had to be faced. What 
were the priority needs for research in the coming years? Where should energies and 
resources be concentrated? Areas of great need currently included drugs for malaria, 
drugs active against adult filarial worms, and drugs for leishmaniases and Chagas 
disease. Vaccines were needed for malaria, leishmaniases, schistosomiasis and leprosy. 
There was a need for a vigorous approach to product development, bearing in mind that 
that was a time-consuming process which often required 20 years or so before tools could 
be used in disease control. New managerial strategies were being set up to exploit 
skills and know-how, both in industry and academia. 

Vaccines represented a special challenge. There were risks involved in going all 
out to find vaccines for malaria and other parasitic diseases in the 1990s, but the 
unprecedented progress in understanding how those parasites survived in the human host 
and how they caused disease gave grounds for optimism. 

The second main challenge was to make the best use of the many tools that had 
emerged from TDR's efforts over the past decade. There was a critical need for field 
research, including socioeconomic research. A start had already been made and TDR had 
significantly increased its resources devoted to field research over the past years. The 
reorganization of WHO's tropical diseases control efforts into a new division would 
greatly ease the task. It should be noted in that connection that the report had been 
drawn up before the reorganization and thus reflected the old structure. The new 
emphasis on field research had provided an opportunity to introduce new approaches in 
research capability strengthening, and to train scientists in endemic countries. Field 
research projects were ideal training grounds for young scientists. Being part of a 
field research programme was bound to give trainees a much better sense of being useful 
and of learning the ropes in the context of down-to-earth reality in the tropical world 
rather than, say, sitting in a lecture room in London or New York. The object of 
training was not to acquire academic degrees but to raise the level and amount of useful 
scientific output. 

There was no need to remind the members of the Board, however, that field research 
was fraught with obstacles. First, it was not easy to recruit people for field research 
because of the personal sacrifices involved. Secondly, there were usually considerable 
logistic problems. The commitment and participation of national disease programmes were 

1 Decision EB85(9) 
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crucial to success. In addition, efforts had to be continuous because disease were 
moving targets that adapted with incredible speed and ingenuity to the changing human 
environment and to control efforts. The battle would be long and drawn out. 

Lastly, perhaps the most crucial need for any programme director was for feedback 
and assessment from those not directly involved in day-to-day operations. If the Board 
felt that the Programme continued to contribute to the overall objectives of the 
Organization, that would help in galvanizing commitment and support. 

Professor KALLINGS supported what he considered to be an important and well managed 
Programme. In particular, he welcomed the social and economic research component, as 
well as the establishment of the new components of epidemiology and field research 
support. There was an urgent need to facilitate and speed up the translation of research 
results into efficient and workable technologies for use in control programmes on 
tropical diseases. It would be interesting to have more information on FIELDLINCS and on 
the clinical trials of ivermectin and its effects on disease transmission. Having been 
able to follow the success story of TDR, he felt privileged to have the opportunity of 
expressing his admiration for the work done and for future plans. The results achieved 
by TDR strengthened his belief in the possibility of achieving international solidarity 
in development activities. Initially, high technology and prestigious research had been 
devoted almost entirely to the diseases important in industrialized countries. The 
initiatives of the TDR sponsors, the Programme itself and the Rockefeller Foundation had 
focused research in molecular biology, immunology and biotechnology on the six disease 
groups covered by the Programme, all of which were of major importance to developing 
countries. That result had been achieved by networking basic research institutes that 
were centres of excellence, both in industrialized and developing countries, with field 
workers, resulting in capability strengthening as well as in relevant scientific and 
practical results. There were grounds for optimism that breakthroughs would be made in 
vaccine development. The Director-General had rightly referred earlier to TDR as 
providing an example of the networking approach, as well as its role in research 
training, institution strengthening and the improvement of research management 
capability. TDR was certainly one of WHO's most important contributions towards the 
health-for-all goal. 

Professor SANTOS drew attention to the publication Tropical diseases : progress in 
international research. 1987-1988 (Ninth Programme Report of the UNDP/World Bank/WHO 
Special Programme for Research and Training in Tropical Diseases (TDR), Geneva, World 
Health Organization, 1989) which would help to generate the support that the Programme 
needed and deserved. The Introduction to that report, by Dr Godai, showed how science 
and field work could be combined and be mutually beneficial in research. Important 
results obtained in laboratories using the basic tools of scientific research would 
eventually become applicable to the prevention, diagnosis and treatment of disease. But 
field observations could suggest topics for research that might lead to results 
applicable in a much wider field than originally anticipated. Dr Godai‘s elegant 
Introduction contributed not only to an understanding of progress in research in tropical 
diseases, but also made it clear to those outside the world of biological research that 
the Programme deserved support. The publication also provided a lively description of 
"scenes from the field" which would be of great help in raising interest in such work and 
making it better known. 

Reference had repeatedly been made to the difficulties involved in integrating 
specific WHO programmes within the health-for-all approach. In some countries, 
programmes had been successfully integrated and benefits had been substantial. If 
action-oriented measures faced difficulties in developing countries, in particular 
because of lack of infrastructure, then field research faced even greater difficulties 
because of the need to maintain rigorous standards. Yet field research was of the 
greatest importance in solving the problems faced by TDR; laboratory results could not 
be applied until they had been field-tested. Over the years, TDR had been able to 
overcome many of the difficulties and achieve important results that would enable the 
next phase of action-oriented work to be implemented. Field work and basic research were 
both necessary, the latter being usually carried out in the more developed countries 
where laboratory facilities, infrastructure and personnel were all readily available. He 
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hoped, however, that TDR would support basic research in the countries where field work 
was necessary by strengthening institutions in those countries. Such support would have 
wide consequences in terms of raising the level of scientific work in those countries by 
training personnel and supporting research under the supervision of an agency such as 
WHO. The rigorous criteria and high standards of research would therefore be 
maintained. He praised the activities of TDR, not only on the basis of the report, but 
also in the light of his own experience, and fully supported both the Programme and the 
report. 

Dr SHIMAO congratulated the Director-General and the Secretariat on the report and 
welcomed the introduction by the Programme Director. Referring to section 4 of 
document EB85/21 on research capability strengthening, he noted that it could be effected 
either through WHO, as set out in the report, or bilaterally by granting aid and 
transferring technologies for research. At present, only two agencies appeared to be 
providing the research grants that were crucially important in strengthening research 
capabilities in developing countries. He warmly appreciated the role played by TDR in 
that respect. Multilateral and bilateral research cooperation were both important, but 
new procedures were required for the latter. As the diseases covered by TDR, as well as 
other infectious diseases, were no longer endemic in developed countries, it had become 
increasingly difficult to recruit young research workers and obtain research grants for 
work on those diseases. Had any consideration been given to the question of maintaining 
research capacities in developed countries? 

Dr SADRIZADEH commended the continuous efforts of WHO in further strengthening the 
Programme, since the diseases it dealt with were among the leading causes of disability 
and death in most of the developing countries. The increasing extrabudgetary 
contributions were a good indicator of confidence in the Programme on the part of 
governments, international institutions and nongovernmental organizations. As one of the 
main objectives of TDR was to support developing countries in undertaking the research 
required to develop new control technologies, high priority should be accorded to the 
production of new disease control tools, in particular vaccines, in countries where 
tropical diseases were endemic. It appeared from the comprehensive report by the 
Director-General that a few products were already being produced in those countries； 
more information on that point would be welcome. 

Dr NTABA thanked the Director-General and Secretariat for an informative and useful 
report. It seemed, however, that the admirable results achieved by the Programme were 
not generally well known. More attention should therefore be focused on the Programme 
within WHO and within the Executive Board and the Health Assembly. Greater feedback on 
progress and on difficulties encountered in the field would enable WHO'S governing bodies 
to provide guidance on the policies and implementation of the Programme. Indeed, a 
programme with a budget of almost US$ 73 million for the 1990-1991 biennium, addressing 
important diseases such as malaria, should have higher visibility, comparable, for 
example, to that of the AIDS programme. 

Despite all the well known problems, the Programme's emphasis on field and 
operational research with increased involvement of the social sciences was most 
satisfactory. The problems of tropical diseases were mainly to be faced in the 
developing countries, which was where the strategic battles for health for all by the 
year 2000 would have to be fought and won. The tools for disease control had to be 
adaptable, applicable and viable, even in countries with severe economic problems. 
Community participation initiatives, such as the pilot project for the control of Chagas 
disease in Venezuela, were becoming increasingly important as more and more countries 
adopted the primary health care approach. More emphasis should thus be placed on social 
and economic research. 

He welcomed the work being done on malaria and noted the large number of compounds 
being tried in the management of that important public health problem. He further hoped 
that any major advance in the work being done on drug resistance and malaria vaccines 
would be quickly applied in the countries affected. It was gratifying to note that the 
emphasis in malaria research was now increasingly on malaria as a disease rather than an 
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infection, leading to studies of people in their environment. It was to be hoped that 
such studies would highlight the importance of developing malaria control tools, whether 
drugs, vaccines or community initiatives, that were applicable and feasible in the local 
conditions in countries in the greatest need. He thanked the discoverer and manufacturer 
of ivermectin, Merck & Company, for making the drug available free of charge for use in 
public health programmes. Many people were benefiting from that generous donation. 
Could WHO do anything to encourage other drug companies to follow that example for 
similarly worthwhile causes? 

Lastly, a breakdown of how much was being spent on each of the six disease groups 
and on the other initiatives in the Programme would have been useful. Such figures would 
have given an indication of the relative importance of those problem areas and enabled 
the Board to comment appropriately. 

Dr RODRIGUES CABRAL commended both the operational emphasis of the second phase of 
the Programme and the optimistic tone of the report. The Programme had gone through a 
depressed period in recent years due to the fact that it had been somewhat sceptically 
appraised. The first reason why it had received less attention from the world health 
community in past years, as compared with the initial phase in the late 1970s, was that, 
at the time when it had been developing from a purely research development phase into one 
in which disease research tools were becoming more prominent, the Third World had been 
caught up in a major economic crisis, particularly affecting rural areas, where the 
diseases against which such tools were required were widespread. In addition, the 
technology needed in the use of the new control tools took a long time to develop and 
called for the training of a large number of technicians, but had not always been given 
sufficient attention by third-world countries. The second reason concerned the research 
capability strengthening component. While it had initially been enthusiastically 
welcomed, results in some African countries had been rather disappointing. There had 
been errors on both sides； for example, the new research institution in Mozambique had 
tried to cover a large number of fields, rather than restricting itself to one or two 
disciplines. Insufficient attention had been paid to strengthening capabilities in basic 
disciplines, the duration of capital grants being too limited for any real growth of such 
capabilities to be possible. At the same time, the number of operational research 
projects under way was not in itself the most appropriate indicator of research 
capability strengthening. It was important to bear in mind that donors must be prepared 
to take the risks mentioned in the introductory paragraph of section 4 of the report. 

With reference to subsection 3.1, concerning malaria, could the Secretariat give an 
estimate of the time it would take before arteether, an ester derivative of artemisinin, 
would become available on a commercial basis, as mefloquine resistance was spreading? 
The second paragraph of subsection 4.1, on interinstitutional linkages, was incomplete as 
only North-South linkages were mentioned. There were also cases where beneficial 
linkages could be established among institutions in the South, such as those already 
existing between Mozambique and Brazil. Lastly, with reference to the first paragraph of 
subsection 4.2, could information be given on the amount of support provided for 
postgraduate courses? 

Professor BORGOÑO welcomed the structural change which had taken place with the 
establishment of the Division of Tropical Diseases Control, as that would ensure better 
feedback between the different groups involved in the Programme in respect both of basic 
research and of applied epidemiological research in the field. 

Concerning malaria, he stressed the importance of the rapid implementation of the 
recommendations emanating from the most recent meeting of the Expert Committee on 
Malaria. It was obvious that the question of malaria could no longer be approached as in 
the past； clinical, epidemiological and other problems had changed and malaria control 
must be better integrated into primary health care, with applied research in the field 
being more closely linked with other forms of tropical disease research. If that was not 
done, there would be criticism that problems of malaria and drug resistance were 
unchanged or increasing, with regard not only to etiological agents, as in the case of 
Plasmodium falciparum, but also to the resistance of mosquitos to different 
insecticides. In that respect, the approach adopted in relation to Chagas disease 
provided an example of how the situation might be tackled, particularly as it had been 
recognized at the recent meeting of the Expert Committee that it was not possible to 
eradicate malaria. 
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Research on Chagas disease in Chile was important, not only in relation to the 

epidemiological and clinical aspects of malaria, but also to the strengthening of 
institutions, particularly the State University. The latter had made it possible to 
study some of the reasons why Chagas disease in Chile was more benign than in Argentina, 
Venezuela or Brazil； that might be related to the different strains of trypanosome 
involved. Some common factors had been identified, although others had been found to 
vary from country to country. 

Social and economic research on tropical diseases was important, since it was 
necessary to adopt an integrated approach to them, paying attention not only to the 
biomedical aspects but also to their social and economic consequences. 

While institution strengthening was important in all regions within the framework of 
tropical disease research, a significant problem in the training of research workers 
arose from the fact that, in many cases, once they had been trained and gained initial 
experience, they tended to leave the country in which they had been trained, usually to 
go to developed countries. That was a problem which should be taken into consideration 
when selecting research workers and following up their work. 

Epidemiological support and research in the field was very important and should be 
combined with fundamental research in such areas as parasite biology, in order better to 
predict findings, the impact of the findings on control measures, and the possibility of 
eradicating certain diseases. 

Section 6 of the report, on future directions and priorities, should have been more 
explicit, given that sufficient knowledge was already available to identify the specific 
lines of research that should be developed for all the diseases covered by the 
Programme. An effort should be made clearly to fix directions and priorities for the 
remaining ten years of the century. 

Could the Secretariat provide information both on the antimalaria vaccine being 
developed at the Walter Reed Institute in Thailand, and on developments concerning the 
leprosy vaccine? While he was aware that work on the latter would take many years and 
that no final conclusions could yet be drawn from the trials, he would be interested to 
know what progress had been made so far. The leprosy research programme represented one 
of the Organization's most important programmes. On the one hand, the number of persons 
suffering from the disease was much higher than was generally believed but, on the other, 
the outlook for treatment and vaccination was very promising. 

Dr MARGAN commended the Director-General and his collaborators on the progress that 
had been made in the difficult and silent battle against tropical diseases since the 
Programme had begun. Nevertheless, in the light of the technological and scientific 
advances and economic development of the past 15 years, progress remained inadequate and 
efforts must be intensified. An operational infrastructure had been established and 
future directions and priorities outlined, as mentioned in the report. It remained to 
include a component of technological development among developing countries if the 
Programme was not to find itself in a situation where it had a large number of officers 
but few soldiers. Cooperation had previously been focused on areas such as planning, 
programming, management, evaluation and systems analysis. However, it was precisely in 
the research and field work being carried out by the Programme that cooperation could be 
of great value in the future. Joint ventures for the production of equipment, 
instruments and drugs could also be of value. 

The question of information and public education should also be considered. So far, 
the battle had been a silent one, almost ignored by the media. In the future, the world 
must be informed and mobilized in order to combat diseases that were of crucial 
importance not only to the developing countries but also to the whole world. 

Professor RANSOME-KUTI, emphasizing the importance of the Programme, particularly to 
the developing countries, commended the excellent work done so far. From the point of 
view of a developing country, the production of highly effective drugs such as ivermectin 
and those used in multidrug therapy of leprosy, was very important. At the same time, 
however, WHO should concern itself with the capacity of developing countries to deliver 
drugs to those who most needed them. There was little point in drugs being available if 
countries were unable to purchase them - as was the case with multidrug therapy - or did 
not have the infrastructure to deliver the drugs to the population - as was the case for 
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ivermectin. He wondered whether the use of vaccines to control parasitic diseases was 
really appropriate. Was a schistosomiasis vaccine needed, for example, when the disease 
could be prevented by improving the water supply? 

The Programme was highly appreciated in developing countries and in some respects 
its work might be considered more relevant at the present time than action to combat 
AIDS. Millions of people were suffering from tropical diseases and in many cases methods 
of controlling them were available, even though their use was not yet always possible in 
practice. However, there was so far no solution - in the form of a drug or vaccine - to 
the AIDS problem; all that could be done was to educate people. Nonetheless, the 
resources available to combat AIDS completely overshadowed those available for tropical 
disease research. Efforts should be made to provide comparable resources for the latter 
because of its immediate usefulness to developing countries. 

He hoped that all possible steps might be taken to ensure that all new, useful and 
field-tested technology was made available to those who needed it. 

Professor ESPINOSA-FERRANDO (alternate to Professor Medina Sandino) said that the 
strengthening of local capability for the administration and management of health 
services would assist countries in their field work. However, mechanisms to transfer 
technology on an appropriate scale to every level of the health services must 
simultaneously be strengthened, since that was an essential part of the Programme. 
Clearly, joint action in developing local capability for field work and the transfer of 
technology at all levels would call for additional resources. He endorsed 
Professor Ransome-Kuti's comment that the diseases covered by the Programme were killing 
more people than others such as AIDS, which were currently very difficult to treat. 

Socioeconomic research, as described in section 3.9 of the report, was essential to 
the development of programmes for the control of tropical diseases. In order to 
strengthen such research, intersectoral teams should be set up in the universities, and 
economists should carry out cost-benefit analyses and socioeconomic research to identify 
the most efficient control measures. 

Dr BERTOLASO, speaking as a long-standing member of the Joint Coordinating Board 
(JCB) welcomed the growing emphasis that JCB was giving to so-called product development, 
namely the process of transforming scientific discoveries into usable disease control 
tools, which was to become the Programme's major priority. That was a further indication 
that WHO'S policy was genuinely becoming more realistic in its pursuit of health for all 
by the year 2000. 

In view of the scale of the challenge confronting TDR and the Programme's limited 
resources, the results it had achieved were truly commendable. In that connection, he 
contested the claim that AIDS control programmes were more urgent than other WHO 
programmes. Such programmes were certainly much more popular among the donor community 
because AIDS affected developing and developed countries alike. However, Italy had 
consistently supported TDR with contributions of the same order as those that it made to 
other WHO programmes. . 

Regarding the question of programme management and finance, taken up in section 2 of 
the report, he felt that the Board should be better informed of the specific activities 
that would account for the 25-30% increase requested in the TDR budget within the next 
five years. 

With regard to malaria vaccine development, could up-to-date information be given on 
the promising research programme being undertaken in Colombia? He welcomed the 
outstanding results achieved in research training and the establishment of the new career 
development grant for research workers in developing countries. Lastly, reiterating his 
full support for the Programme's future directions and priorities, he proposed that TDR, 
while field-testing new products, should identify ways of establishing links with other 
programmes already in progress, perhaps with the support of bilateral donors, subject to 
the availability of sufficient data on epidemiological patterns and socioeconomic 
conditions. 

Dr Oweis took the chair. 

Dr CABA-MARTIN said that, 
management, logistic and other 

despite the progress made in various programmes, 
problems remained, and it was necessary to seek new ways 
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of tackling the large number of diseases transmitted by vectors. The Programme should 
accordingly focus on field research; the rational use of drugs based on a better 
understanding of the life cycle of the pathogens, the improvement of existing drugs and 
the development of new ones； and socioeconomic research, with special emphasis on the 
adverse economic consequences of tropical diseases. 

TDR should pursue a more active communications policy aimed at the public at large 
instead of only at specialists. New methods of controlling tropical diseases must be 
applicable by the local population, i.e., capable of interaction into primary health 
care； for instance, vaccines should be effective in a single dose and not have to be 
stored in refrigerators. Doctors wishing to specialize in the treatment of such diseases 
must be fully informed as to their prevalence and of all the factors, such as 
malnutrition, and poor living and economic conditions, which increased vulnerability to 
tropical diseases. 

In the first decade after it was launched, TDR had been concerned with planning, the 
establishment of the basic infrastructure, and management. Over the past five years, 
more than 20 new products had been tested. In the coming years, however, TDR would have 
to make greater efforts to strengthen the ability of developing countries to conduct 
field research. Institutions and scientists in countries where tropical diseases were 
endemic must concern themselves with those diseases and cease to be dependent on foreign 
assistance. Of course, the 1990s were expected to bring more rapid progress in the 
biomedical field, and new drugs and vaccines and better diagnostic tools and vector 
control would no doubt help in the achievement of the objectives of TDR. 

In the light of the Board's discussion, he proposed that steps should be taken, 
first to promote closer and more active coordination between international agencies, 
especially WHO, and national health institutions, both private and public, in controlling 
tropical diseases； secondly, to improve existing methods of controlling tropical 
diseases through the study of the life cycles of vectors, taking due account of national 
and local socioeconomic needs； thirdly, to create and promote bodies capable of 
disseminating and updating information on tropical disease research and facilitate the 
exchange of experience； and, fourthly, to formulate and apply standards on the use of 
pesticides, arid investigate and develop new, environmentally safe vector-control 
methods. Financial and technical assistance would have to be provided by the 
international organizations for the implementation of such programmes. 

Lastly, he asked the Secretariat to clarify the information given in subsection 3.7 
of the report on the three classes of new antileprosy drugs, since his impression was 
that there were only two, namely fluorinated quinolones and macrolides, the latter 
including tetracyclines, which were therefore not a separate class. 

Dr KIM Won Ho, stressing the extent of the problem posed by tropical diseases in the 
developing countries, drew attention to the crucial importance of research in that field 
and the transfer of the appropriate technology to national health services. 

With regard to malaria control, he suggested that the use of mosquito nets should be 
promoted systematically as one of the simplest and most cost-effective methods of 
controlling the disease. That method had been successfully applied in the Democratic 
People's Republic of Korea and malaria had long since been eradicated. The practice he 
was proposing could be promoted by providing information, especially to women, and 
encouraging the use of mosquito nets. In cooperation with national authorities, WHO 
should promote that practice as part of TDR and primary health care programmes. 

Dr HYZLER (alternate to Sir Donald Acheson) welcomed the commendable results 
achieved by the Programme, and its increasing emphasis on the social aspects of tropical 
disease transmission and control, and suggested that an additional scientist should 
perhaps be assigned to the Scientific and Technical Advisory Committee. 

The recommendation of the External Review Committee, that the Programme might 
support operational research for ensuring the effective utilization of new disease 
control tools, should be pursued so that the products of research were effectively and 
efficiently applied at the operational level. As had been pointed out by the 
Director-General, that was one of the most crucial issues confronting the Programme. He 
looked forward to information on the best approach that might be adopted to deal with 
that matter. 
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Noting that the Programme's budget had been increased by US$ 8 million to 

US$ 72.9 million, he wondered what the prospects were that those additional resources 
would actually become available. What would happen if they failed to materialize? The 
United Kingdom would be increasing its contribution to the Programme in the current 
biennium, and he hoped that other donors would follow suit. Further consideration should 
also be given to the possibility of parallel funding with other donors, as proposed in 
the report of the Ad hoc Committee on TDR's Financial Prospects to the Joint Coordinating 
Board in June 1989. Could the Secretariat inform the Board of any recent developments in 
the area of patent applications or any measures taken by WHO to protect public interests 
in connection with scientific advances funded by TDR? 

Lastly, he fully supported the general objectives and structure of the Programme arid 
its future directions and priorities, as outlined in section 6 of the report. The 
coordination of TDR's activities with those of other WHO programmes should be further 
developed, especially in respect of the Action Programme on Essential Drugs in the area 
of drug development, as recommended by the Joint Coordinating Board. 

Mr BONEV (United Nations Development Programme) stressed the special importance that 
UNDP attached to TDR and welcomed the progress that it had made as well as the greater 
emphasis given to socioeconomic research. At its June 1989 session, the Governing 
Council of UNDP had approved additional funding for TDR amounting to US$ 5 million up to 
the end of the current cycle, i.e. December 1991. UNDP fully supported the development 
of technical cooperation among developing countries, as proposed by several Board 
members, which would help those countries to achieve self-reliance in controlling 
tropical diseases. 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases) 
expressed the gratitude of the Secretariat for the Board's comments on the Programme, 
some of which had been exactly as expected while others had been innovative. The 
emphasis on field research, socioeconomic research and TCDC had been predictable, but the 
way in which those topics had been dealt with had provided very valuable inputs for the 
Secretariat. 

Professor Kallings had asked about the FIELDLINCS programme. That programme was 
designed to enable scientists working in neighbouring countries to get the maximum amount 
of feedback and interaction in their activities so that the Secretariat could adapt its 
training and support to local needs. The programme was also designed to stimulate a 
"bottom-up" process in which the investigators were expected to become the 
problem-solvers in the field by considering local realities rather than turning to staff 
in Geneva for guidance. Lastly, it was fundamental to the programme that the project 
should be used for training, with greater emphasis on scientific output as a primary 
target than on academic degrees or other similar effects of training. The programme was 
therefore arranging project-based workshops in various parts of the world in which the 
focus was on supporting the development of the projects, rather than on lectures. The 
workshop programme would vary as needs arose. Two workshops had already been held in 
East Africa and, as the fundamental need was no longer computers but the ability to 
process the data from the field projects, a third workshop, to be held later in the year, 
would focus on data processing using computers. The flow of scientific input into those 
networks was also important. For example, it had been discovered during a study of 
schistosomiasis in the United Republic of Tanzania that by asking schoolchildren, through 
a questionnaire, about the severity of that disease at the village level, answers were 
produced in a quantitative fashion which were remarkably consistent with the results of 
egg examination by mobile teams. Furthermore, the cost of that kind of diagnosis was 30 
times less than the cost of the mobile teams. The attitude to the community was 
different, too, in that the whole process started by consulting the community about the 
magnitude of the problem. As a result of the field-linked programmes and the 
socioeconomic component, therefore, a multicentre trial would be carried out in eight 
different African countries to see whether the findings could be validated in different 
cultural settings. 

In relation to the question on the effect of ivermectin on transmission, it should 
be noted that, despite the initial enthusiasm after tests on clinical patients, results 
in the field had shown a shorter duration of suppression of microfilaria by ivermectin. 
Moreover, as ivermectin could not for the time being be given to children under 5 years 
of age or to pregnant women, and considering the tremendous mobility among 



SUMMARY RECORDS : THIRTEENTH MEETING 171 
populations in rural developing countries, the chances of reaching over 70% of the 
population at any one time were very limited. The programme had therefore had to take a 
more realistic view with regard to invermectin's capability to block transmission of 
disease, but its effectiveness could be better assessed in different epidemiological 
settings, particularly in Latin America, where the transmission dynamics were different, 
and where ivermectin might have a significant impact. 

The Secretariat fully agreed with Professor Santos‘ view on the basic research to be 
carried both in the North and in the South, and was using various mechanisms to achieve 
that aim. A j oint venture had been established with the Rockefeller Foundation to link 
institutions in the North to those in the South with sufficient scientific maturity to be 
fully capable of assimilating the input from the North. Many of those partnerships had 
been generated by scientists in the South who had identified the partners in the North 
with whom they wished to collaborate. The Programme hoped that there would be the 
minimum structural adjustment and that scientists anywhere in the world would eventually 
have the freedom to work with those who could provide the best help and support in 
solving the problems in which they were involved. 

Dr Shimao had raised the very important question of how research and interest in 
tropical diseases could be maintained in the North. That was a growing challenge which 
caused TDR some difficulty, in that its commitment and mandate were to develop research 
capability in the South. It had a project in the North to provide information on 
specific questions but no mandate for research capability there. In several countries, 
and particularly in the United States of America, there was a threat that the resources 
for tropical diseases research might diminish in future years. The Programme was taking 
up that issue with the relevant governments, as well as the European Community, and was 
also pursuing its efforts to increase the commitment and interest of industry in the 
North in tropical diseases research. As far as cooperation between bilateral and 
multilateral agencies and programmes such as TDR were concerned, the roles had frequently 
been found to be so different as to be complementary. The bilateral agencies often had 
more resources but less technical expertise, while a programme like TDR was stronger in 
technical expertise than in resources, and ways were being sought, including parallel 
funding, as Dr Hyzler had mentioned, to optimize collaboration between bilateral agencies 
and special programmes such as TDR. 

Dr Sadrizadeh had raised the question of how the Programme could be sure that the 
most needed products could be produced in the developing endemic countries. About two 
thirds of the tools currently used in disease control were actually produced in the 
developing endemic countries, which was quite a good proportion. At the same time steps 
were being taken, through the initiative for biotechnological implementation, to give 
institutions in the South strengthening grants to enhance their capability to produce DNA 
probes, to produce recombinant proteins from yeast, and to do synthetic protein work, in 
the hope that in the long run there would be sufficient capability build-up in the South 
to be linked up with commercial ventures. In addition, whenever a new tool was to be 
tested, the Programme explored the possibility of production in the South. For example, 
for the testing of a new vaccine against leishmaniasis in the Islamic Republic of Iran, 
the Programme had arranged for support by the State Serum Institute in Copenhagen to 
enable an institute in that country to produce and develop the vaccine on the basis of a 
local strain. That productive capability could be expanded later should the vaccine 
prove to have the necessary protective efficacy for disease control. 

Dr Ntaba's suggestion on the promotion of TDR and similar comments made by Dr Margan 
and Dr Caba-Martín had been most welcome and would be considered very seriously. To 
raise awareness, the Programme was particularly keen to involve more journalists in the 
South with a view to generating a critical dialogue in the media in the South on ways of 
controlling tropical diseases. 

A number of speakers had emphasized the importance of socioeconomic research, which 
had also been recommended in the last review of the Programme as a whole. The Programme 
intended to embark on communications research for the purpose of determining the most 
effective ways of promoting awareness through the media. 

Dr Hyzler had raised the question of having a socioeconomic scientist on the 
Scientific and Technical Advisory Committee. That suggestion was a good one and steps 
would be taken to ensure that it was given effect the following year. 

Dr Ntaba had asked whether ivermectin was a special case or whether other tools, as 
they became available, could also be given free of charge by the pharmaceutical 
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companies. Ivermectin was in fact a special case in that it was very profitable for the 
manufacturers in the veterinary field. However, Merck's stand had changed the general 
attitude towards tropical disease tools, and the Programme now had very good relations 
with industry, which was clearly willing to make concessions, although not necessarily to 
the same extent as Merck. For example, the Programme was in the process of negotiating 
certain cost prices which meant no profit for the company. 

It was unfortunate that the document had not included specific costs or other 
expenditure on each component of the Programme. That aspect would be borne in mind next 
time. However, instead of providing a list of figures, which might be difficult to 
absorb, Board members might more usefully be provided with the 1990-1991 programme 
budget. 

Dr Cabrai had mentioned the question of capital grants being too short for research 
capability strengthening and had also addressed the issue of indicators. In his view, 
indicators provided useful scientific output, and while the duration of grants was open 
to question, even more important was the duration of the research capability exercise, 
and it was in that connection that the grants for the first and second phases of the 
exercise had been adopted. In other words, the commitment was there, but the approach 
was more flexible and a variety of mechanisms was being used rather than a single type of 
grant. 

Dr Cabrai had also raised the question of artemisinin derivatives and their 
availability. In that connection, the Programme had taken a two-pronged approach. Those 
derivatives constituted a type of antimalarial treatment discovered by the Chinese who 
continued to be very interested in that area of research. The Programme's approach was 
to facilitate the development process in China, and to that end had already translated 
documents into English for the benefit of drug registration outside China. At the same 
time the Programme was heavily involved in research on arteether, which was expected to 
be ready for clinical testing before the end of the year and, together with the 
methylether (from China), should be available for large-scale field trials by the 
mid-1990s, and possibly commercial development as well. 

In reply to Dr Cabrai‘s question on South-South linkages, the Programme was working 
along various lines. For example, a visit from Brazil to Mozambique had been planned for 
the end of 1989 to strengthen collaboration between the two countries, but had been 
postponed for personal reasons. However, it was expected to take place in the early part 
of 1990. The Programme was trying to create linkages and networks to solve specific 
problems and test specific tools, so that the linkage formation would be directly related 
to what was productive in terms of disease control. Programme-based grants had been 
initiated to link up institutions within the same country or in neighbouring countries in 
order to focus on problems for which linkage with academic institutions was encouraged 
both for biomedical research and for social science and disease control programmes. In 
the case of Chagas disease for example, there was an extensive network in Latin America 
relating to the epidemiology of the disease as well as the development and arrangement of 
new serological tests, and new networks were being established for the testing of new 
vector control methods. Networks would also be formed for operational research into 
multidrug therapy for leprosy. In that way, therefore, the Programme promoted extensive 
South-South linkages. 

With regard to training courses, 15 courses, and not 15 fellowships, were involved, 
and the Secretariat apologized for the lack of clarity in that regard. 

Professor Borgoño had mentioned a very important aspect of the linkage between 
research and disease control. As TDR moved more into operational research, that linkage 
would obviously become even more important. Dr Espinosa-Ferrando and a number of other 
speakers had made similar comments. It was an increasingly important challenge and the 
Board should perhaps keep a close watch on developments to be sure that it was taken up 
with the desired speed and priority. Professor Borgoño had also raised the question of 
the future of the Programme. That aspect could undoubtedly have been better emphasized. 
However, the Programme was setting targets and developing a strategy for the 1990s which 
would involve the various review bodies, and the comments of the Board would be reflected 
in that process. 

Professor Borgoño had also asked a question about malaria vaccine in Thailand. 
There were plans for testing a new derivative of the circumsporozoite vaccine that had 
been tested in the United States of America three years previously with unsatisfactory 
results. A more immunogenic combination had since been obtained by linking the repeat of 
the protein to lipids of Pseudomonas. Since it was now considered that that kind of 
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vaccine could not adequately be assessed by artificial challenge, a study was to be 
carried out in Thailand with the new construct. With regard to leprosy vaccine trials in 
Venezuela, the intake had been completed with 30 000 people present, and results were 
expected to become available in 1991-1992. In Malawi, the intake had been completed the 
previous year with 130 000 people, and the results were expected to become available in 
1994-1995. Trials were due to begin soon in India. 

Professor Ransome-Kuti had asked whether the use of vaccines was really feasible. 
The Programme maintained an optimistic view but was fully aware that it was a gamble. No 
disease control programme today should base its strategy on the availability of a vaccine 
in the near future. As to whether improved water supplies or a vaccine would be better 
for schistosomiasis, the Programme's view was that, as those diseases exploited changes 
in the human environment, a limited number of new tools had to be pursued for every 
disease. A vaccine for schistosomiasis would be particularly welcome in view of the fact 
that infection occurred frequently after the use of the drug praziquantel. However, it 
was impossible to assess the cost-effectiveness of the various tools with any degree of 
accuracy and a limited number of approaches had therefore to be pursued concurrently. 

Dr Bertolaso had mentioned the question of the increasing budget and what it would 
be used for. The greatest increase in resources would be used to promote field research, 
including socioeconomic research. At the same time, in accordance with the Programme's 
strategy to focus on a more limited number of tools, more resources would have to be 
invested in those tools. In that context it could not be overlooked that the estimates 
in industry for developing any new drug were in the order of US$ 100-150 million per 
drug. With a budget of US$ 30 million and 65 products the Programme was therefore faced 
with considerable challenges in terms both of finance and of priority-setting. 
Dr Bertolaso‘s encouragement of linkage with other ongoing projects had been very 
welcome. That was an area which needed to be explored more thoroughly so that the 
Programme's resources could be used in the best possible way. The question of the status 
of the antimalaria vaccine in Colombia had also been mentioned. In that connection, the 
Programme was working closely with Dr Patarroyo to extend the studies already undertaken 
in non-human primates, and was currently awaiting more complete reports with regard to 
studies that had been initiated with human volunteers. 

Dr Caba-Martín had raised the question of the development of new pesticides which 
were not harmful to the environment. The approach taken by TDR to focus on biological 
control methods had been very encouraging. The tool most used in the Onchocerciasis 
Control Programme in West Africa was В. thuringiensis which had been developed with the 
help of TDR and was far superior to any of the other tools in that it was totally 
biodegradable and hence not harmful to the environment. The Programme was now 
concentrating its efforts on B. sphaericus as a new tool for filariasis and on the 
genetic manipulation of organisms that had been identified in the endemic areas, by 
adding both toxins to microorganisms which might be able to survive in the upper layers 
of water where malaria mosquitos in particular were known to breed, and thus to develop 
new non-toxic tools for vector control. 

While appreciating the comments by Dr Kim Won Ho with regard to the use of mosquito 
nets, the Programme's view was that, while nets were useful in some settings, in others 
there was need for further research to assess fully the utility of impregnated nets as a 
malaria control strategy. 

Dr Hyzler had raised the question of whether the budget set by the Board at its June 
meeting, namely US$ 72.9 million for the next biennium, would actually be met in terms of 
financial resources. With the present dollar exchange rate and the commitment of the 
existing and new donors, the Programme was cautiously optimistic of being able to reach 
the budget level of contributions for the next biennium and of not having to reduce the 
budget significantly. 

With regard to patent applications, the Programme encouraged all its scientists to 
take up patents as research required. In many instances, those patents not only covered 
the public health sector for the South but possibly also private sector use in the North, 
with the possibility in some instances of income for the Programme when the patents and 
their products were fully developed. As far as collaboration with the Action Programme 
on Essential Drugs was concerned, as TDR became more involved in operations for drug 
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development, particularly in relation to leprosy, so its collaboration with the Action 
Programme increased. The Director of the Division of Drug Management and Policies had 
recently agreed that a member of the Action Programme should join the secretariat of the 
TDR steering committee on chemotherapy of leprosy; thus TDR's collaboration in that 
area, too, was rapidly gaining momentum. 

In conclusion, he expressed his great appreciation of the discussion in the Board, 
which had come at a most appropriate time. The Programme was in the process of setting 
its strategy for the next decade and the support it had just received from the Board had 
provided a tremendous boost both for himself and for all the staff in TDR. 

The DIRECTOR-GENERAL said that he was gratified that tropical diseases, which, as 
diseases of the silent majority of the world population, were often too cursorily 
discussed, had been the subject of much useful and constructive comment by Board 
members. The discussion had been wide-ranging, reaching beyond research and transfer of 
technology to cover all activities, at both headquarters and other levels - not only the 
activities of the Special Programme but also operational activities of the new Division 
of Tropical Diseases Control funded principally from the regular budget. Ten years into 
the Programme, it was evident that research in tropical diseases had a very bright 
future. Field research, however, still presented problems. In the context of the point 
made by Professor Ransome-Kuti, it was clear that the expertise required to make it work 
for the beliefit of the world's silent majority was still lacking. The economic and 
political realities highlighted in the discussion on agenda item 15 (Strengthening 
economic and political support to countries facing serious economic constraints) would 
need to be borne in mind in implementing the tropical diseases control programme； by so 
doing it was hoped that in coming years it would be possible to report to the Board in a 
more integrated way covering all aspects of tropical diseases control. Priority-setting 
in that and all other WHO programmes would, he hoped, be carried out in a much more 
pragmatic way in future. 

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

3. REPORT OF THE INTERNATIONAL CONFERENCE FOR THE TENTH REVISION OF THE INTERNATIONAL 
CLASSIFICATION OF DISEASES: Item 18 of the Agenda (Document EB85/22) 

Dr JARDEL (Assistant Director-General), introducing the report of the International 
Conference for the Tenth Revision of the International Classification of Diseases 
(document EB85/22), recalled that the periodic revision of the International 
Classification of Diseases (ICD) was one of the tasks assigned to the Organization under 
its Constitution. The Ninth Revision currently in force had been adopted in 1976 by the 
Twenty-ninth World Health Assembly. The Tenth Revision had taken 14 years instead of the 
usual 10; that had made possible a detailed review of the structure and content of the 
ICD with the advice and guidance of many specialists and experts. 

The ICD had been renamed the International Statistical Classification of Diseases 
and Related Health Problems in order to highlight its statistical vocation and the 
broadening of its range. The Tenth Revision introduced a system of alphanumeric 
notation, which had doubled the space available for future additions and changes. 

He called attention to a number of recommendations made by the Conference and set 
out in operative paragraph 3 of the draft resolution contained in the report, which read 
as follows, and which the Board might wish to consider for adoption: 

The Executive Board, 
Having considered the report of the International Conference for the Tenth 

Revision of the International Classification of Diseases, held in Geneva from 
26 September to 2 October 1989; 

1. NOTES with appreciation the work done by the Conference； 

2. TRANSMITS the report to the Forty-third World Health Assembly; 
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3. DRAWS THE ATTENTION of the Health Assembly to the recommendations of the 
Conference in respect of: 

(1) The Tabular List of three-character categories and optional four-character 
subcategories and the Short Tabulation Lists for Mortality and Morbidity, which 
are to constitute the Tenth Revision of the International Statistical 
Classification of Diseases and Related Health Problems (ICD-10), due to come 
into effect on 1 January 1993； 

(2) the definitions, standards and reporting requirements related to maternal, 
fetal, perinatal, neonatal and infant mortality; 

(3) the rules and instructions for underlying cause coding for mortality and main 
condition coding for morbidity; 

(4) the concept and implementation of the family of disease and health-related 
classifications, with the International Classification of Diseases as the core 
classification surrounded by a number of related and supplementary 
classifications and the International Nomenclature of Diseases； 

(5) the establishment of an updating process within the ten-year revision cycle. 

Dr HYZLER (alternate to Sir Donald Acheson) thanked the Director-General for the 
report and expressed his deep appreciation for the considerable amount of work that had 
gone into the preparation of the excellent Tenth Revision of the ICD. It was gratifying 
that there was general consensus on the changes to be made. The United Kingdom intended 
to implement the new Classification with effect from 1 January 1993； the collaborating 
centre in London was looking forward to the next Heads of Centres meeting in London at 
the end of March 1990, when the development of training materials would be discussed. 

Dr OBRADOVIC (International Association of Cancer Registries), speaking at the 
invitation of the CHAIRMAN, said that the Association was a nongovernmental organization 
in official relations with WHO since 1979. It was composed of representatives of 
epidemiological registers throughout the world and was devoted to the improvement of the 
quality and comparability of data on incidence and survival, being closely associated 
with the preparation of Cancer incidence in five continents, a publication of the 
International Agency for Research on Cancer, which contained international reference 
data. 

Although it had been associated with the preparation of the Tenth Revision, the 
Association had been unable to ensure that it maintained the integrity and specificity of 
the chapter on neoplasms； it had in fact been proposed that malignant neoplasms 
occurring in persons with AIDS should be removed from that chapter in order to include 
them in the statistics on that disease. The Association, with the support of the vast 
majority of its members from both developed and developing countries, who had been 
consulted on the matter, had opposed that proposal. While recognizing that a larger 
proportion than expected of AIDS patients might well develop terminal cancer, so the 
prevalence of such complications should be recorded, the Association deplored the 
curtailment of the neoplasms chapter in favour of one specific etiological complex. If 
that approach was generally applied, the neoplasms chapter would eventually disappear. 

The Association recalled that any change made in the ICD called for a considerable 
effort of adaptation on the part of its members if the comparability over time of 
epidemiological data was to be maintained. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences - CIOMS), 
speaking at the invitation of the CHAIRMAN, said that the International Conference for 
the Tenth Revision of the International Classification of Diseases had recognized that an 
authoritative, up-to-date international nomenclature of diseases, representing the 
consensus of a large international group of experts, and recommending a name and 
definition for each disease, was essential for the classification of diseases. The 
preparation of the International Nomenclature of Diseases (IND) was a joint WH0/CI0MS 
project, the Council being the executive agency. The main purposes of the IND were to 
provide a single recommended name for every disease entity, with a brief definition and a 
comprehensive list of synonyms, to serve as a complement to the International 
Classification of Diseases. In preparing the Tenth Revision, use had been made of the 
experience gained in the preparation of the IND, particularly with regard to communicable 
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diseases, diseases of the respiratory system, cardiovascular diseases and diseases of the 
digestive system. About 10 000 recommended names and definitions of diseases had been 
produced. The principal value of the IND was that it was prepared by experts； over 
500 specialists had collaborated in establishing the recommended names and definitions, 
which thus represented the opinion of the scientific community in the fields of activity 
concerned. 

The IND project had been supported from the outset by the United States Public 
Health Service and since 1982 by the Kuwait Foundation for the Advancement of Sciences 
and the Kuwait Ministry of Public Health. CIOMS was deeply grateful to those sponsors 
for permitting the continuation of its activities. 

Those responsible for the IND project were particularly pleased that the 
International Conference for the Tenth Revision of the International Classification of 
Diseases had strongly recommended the timely completion and maintenance of the IND. 
CIOMS was ready to continue to collaborate in that field with WHO and, through the 
preparation of the IND, to contribute to further revisions of the ICD and to work in any 
other areas of mutual interest. 

Dr LIEBESWAR recalled that, at a former session of the Board, it had been stressed 
that the ICD was not an appropriate basis for reimbursement of medical expenses. Did 
that view continue to apply to the Tenth Revision? 

Dr JARDEL (Assistant Director-General), responding to Dr Obradovic, said that he 
appreciated the concerns of the International Association of Cancer Registries. The 
amendments to the chapter concerned were described in the second paragraph of Annex VII 
to the report. In the many discussions held with AIDS experts and health administrators, 
it had been agreed that, because of the importance of AIDS in public health, in cases 
where it had been established that a malignant neoplasm had been stated to be due to 
AIDS, that disease should be selected as the underlying cause of death rather than the 
tumour. Furthermore, in order to take into account the concerns of epidemiologists 
specializing in cancer, it had been decided that a separate category for HIV disease with 
malignant neoplasm would be necessary at the third character level and should be 
established under the HIV disease categories. The amendments had been accepted by the 
Conference, which had made a conscious decision to take HIV-caused neoplasms out of the 
neoplasms chapter and introduce, for the first time, the axis of etiology for the 
classification of certain neoplasms. That was not, however, intended to set a precedent 
but to remain an exception. 

Responding to Dr Liebeswar, he confirmed that the Ninth Revision of the ICD had not 
been thought suitable to act as a basis for reimbursement of medical expenses. However, 
the Tenth Revision was considered by a number of countries to provide a sufficiently 
valid basis, with some adaptation, for that purpose. 

The draft resolution was adopted.� 

4. ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON NARCOTIC DRUGS AND PSYCHOTROPIC 
SUBSTANCES : Item 19 of the Agenda (Document EB85/23

2

) 

Dr HU Ching-Li (Assistant Director-General) said the report contained in 
document EB85/23 provided information on activities undertaken during 1989 in compliance 
with WHO'S statutory obligations under international conventions. Paragtaphs 2 and 3 
referred to the recommendations submitted by WHO to the thirty-third session of the 
United Nations Commission on Narcotic Drugs in February 1988. All the recommendations 
had been approved by the Commission. Paragraphs 5-7 referred to the recommendations 
contained in the twenty-sixth report of the Expert Committee on Drug Dependence, which 

1
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had been transmitted by the Director-General to the Secretary-General of the United 
Nations and would be examined by the United Nations Commission on Narcotic Drugs at its 
session to be held in Vienna at the end of January 1990. The Annex to the report 
contained the Revised Guidelines for the WHO Review of Dependence-Producing Psychoactive 
Substances for International Control. In the early 1980s WHO had developed guidelines 
for the review of dependence-producing psychoactive substances, the first version of 
which had been submitted to the Board at its seventy-seventh session in 1986. The 
revised version had been prepared on the basis of experience gained over past years. The 
text had been submitted for information and comments to all interested parties including 
the United Nations Division of Narcotic Drugs, the International Narcotics Control Board, 
INTERPOL, and nongovernmental organizations, including the International Federation of 
Pharmaceutical Manufacturers Associations (IFPMA). Further information could be provided 
on request. In addition, notification had been received in December 1989 from the 
Government of the United States of America for the exemption of a number of preparations 
from certain measures of control provided for in the Convention on Psychotropic 
Substances, 1971. In accordance with the Revised Guidelines, the matter would be 
examined by the Expert Committee on Drug Dependence at its next meeting. 

Two amendments to the text of the report should be noted. On the first line of 
paragraph 17 of the Annex, the words "and comments" should be added after "for 
information". In paragraph 14, subparagraph (2), of the Annex, a third footnote should 
be added reading "The same criteria will apply also for a re-review, that is, when an 
already scheduled substance is selected for a reconsideration of its level of control", 
in order to make it clear that the criteria for the selection of a substance for a 
complete documented critical review would also apply when an already scheduled substance 
was selected for reconsideration of its level of control. 

Professor KALLINGS said that over the years WHO had made an important contribution 
within its sphere of activity to the international conventions on narcotic drugs and 
psychotropic substances. The review process had been considerably improved through the 
review procedure set up in the early 1980s. He commended the report and fully endorsed 
the Revised Guidelines contained in its Annex. Continuation of WHO's efforts in the 
field of narcotic drugs and psychotropic substances was very important. 

However, he felt that the wording of subparagraph 2(ii)b of paragraph 14 of the 
Annex to the report could lead to misunderstanding, in that the exemption of laboratory 
substances from the second principle might be taken to mean application of the first 
principle to them rather than the actual intention, which was to protect substances under 
investigation by the industry from unnecessary control problems. To make that clear, a 
second sentence should be added to the second footnote as follows : "Since its 
international control would hamper further research, especially on its therapeutic 
usefulness, and since its liability to cause public health and social problems is still 
uncertain, a laboratory substance should therefore not be selected for review under the 
similarity principle either.

и 

The meeting rose at 18h35. 



FOURTEENTH MEETING 

Tuesday, 23 January 1990 at 09h00 

Chairman: Dr S. ТАРА 

1. ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON NARCOTIC DRUGS AND PSYCHOTROPIC 
SUBSTANCES : Item 19 of the Agenda (Document EB85/23

1

) (continued) 

The CHAIRMAN recalled that, in introducing the item at the previous meeting, 
Dr Hu Ching-li, Assistant Director-General, had indicated that the words "and comments" 
should be added in paragraph 17 of the Annex to the Director-General's report (document 
EB85/23), the first sentence of which would then begin "The critical review document is 
sent for information and comments to institutions ...". 

Dr Hu Ching-li had also suggested the addition of a footnote to paragraph 14(2) of 
the Annex to read "The same criteria will apply also for a re-review, that is, when an 
already scheduled substance is selected for a reconsideration of its level of control". 
That would be footnote 2, the original footnote 2 becoming footnote 3. 

Professor Kallings had suggested that a sentence be added to footnote 3 to explain 
the term "laboratory substance", which would read "Since its international control would 
hamper further research, especially on its therapeutic usefulness, and since its 
liability to cause public health and social problems is still uncertain, a laboratory 
substance should therefore not be selected for review under the similarity principle 
either." 

He invited the Board to approve those suggestions. 

It was so agreed. 

Dr BERTOLASO said that in the fight against drug trafficking and abuse it was 
important to recall that the threat to social systems was greater than that to the health 
of individuals. It was also important to agree on a common strategy to ensure 
coordinated and concerted action among all those involved. Italy, which was trying to 
combat both international drug traffic, and drug abuse within the country, had focused 
its action at the international level on support for the relevant United Nations 
agencies, in particular the United Nations Fund for Drug Abuse Control. 

Paragraphs 1 and 2 of the Annex to the Director-General's report outlined WHO's 
statutory obligations and mandate. In addition, WHO'S role of supporting the actions of 
other United Nations agencies with a more clear-cut mandate in the area of drug abuse 
control should be complemented by the broader efforts of all governments and 
nongovernmental organizations to assist those countries most affected by the traffic in 
drugs, which had become involved in an armed struggle that was disrupting their economies 
and societies, with increasingly visible effects at the national level. The interagency 
meeting to be held in Vienna in February 1990 should contribute significantly to the 
coordination of actions and should provide guidance to governments in their continued 
efforts to control drug traffic and abuse. 

Dr ESPINOSA FACIO LINCE welcomed the Director General's report. 
He agreed with earlier comments that WHO appeared to be facing an increasing number 

of recommendations for the consideration of substances for possible scheduling under the 
international conventions on narcotic drugs and psychotropic substances. He wondered 
whether it would be possible to include for consideration solids such as urea, caustic 
soda, carbonates and potassium permanganate, and liquids such as ether, acetone, sulfuric 
acid, hydrochloric acid and ammonia, which were precursors in the manufacture of narcotic 
drugs. Up to 7 November 1989 the Colombian authorities had confiscated 2 630 000 gallons 
of liquid precursors and 504 000 kg of solid precursors. There appeared to be a change 
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in the trend in such illegal imports, since in 1988 the proportions of substances 
confiscated had been reversed, with 1 600 000 kg of solids and 936 000 gallons of 
liquids； that no doubt implied a change in the processing and production of narcotics. 
It appeared that the precursor substances were being supplied from the northern part of 
the Region of the Americas and from the European Region. 

He emphasized that economic variables in the illicit traffic in drugs should be 
taken into account. He had already referred in an earlier statement to the relationships 
between supply and demand and the use and abuse of narcotic drugs. 

Another serious aspect of the issue was the laundering of money from the illicit 
trade in drugs. The President of Colombia had indicated that most of the money from 
Colombia was being laundered through the financial systems of the United States of 
America and Europe and was ultimately invested in real estate or in legitimate industries 
outside the country. 

The violence caused by the illicit traffic in drugs was adversely affecting social 
conditions and had resulted in the flight of capital from, and fewer investments in, 
Colombia. The President had also quoted a British newspaper report which had estimated 
that cocaine sales in Colombia were in the range 1.5-3% of GDP. 

The kind words of support expressed by Dr Caba-Martín the previous week were greatly 
appreciated. 

He agreed with Dr Bertolaso on the need for a more integrated approach and a broader 
framework for WHO's action against the illicit traffic in narcotic drugs. 

Dr HYZLER (alternate to Sir Donald Acheson) said that he shared Dr Bertolaso's views 
on what was a most difficult and acute problem. The Director-General‘s earlier comments 
had indicated that they were also shared by the Secretariat. 

He proposed that the third sentence of paragraph 16 of the Annex to the 
Director-General's report be amended by replacing the words "the activities of" with 
"data from" so that it would read "Studies will as far as possible include data from the 
manufacturing industry." 

It was so agreed. 

Dr KHAN (Psychotropic and Narcotic Drugs) said that there were now three conventions 
concerned with the international control of substances. Under the Single Convention on 
Narcotic Drugs and the Convention on Psychotropic Substances the initiation of 
recommendations for consideration of substances for scheduling were the responsibility of 
the Director-General of WHO. He was able to inform Dr Espinosa Fació Lince that, under a 
new convention, namely the United Nations Convention against Illicit Traffic in Narcotic 
Drugs and Psychotropic Substances, finalized in December 1988, the responsibility for 
initiating recommendations was entrusted to the International Narcotics Control Board and 
that precursors and other substances used in the manufacture of narcotic drugs and 
psychotropic substances would also be considered. Once the Convention had been ratified, 
hopefully during the course of 1990, WHO would cooperate with the International Narcotics 
Control Board in bringing such substances under control. 

Decision: The Executive Board, having considered the Director-General‘s report on 
action in respect of the international conventions on narcotic drugs and 
psychotropic substances, approved the revised guidelines for the WHO review of 
dependence-producing psychoactive substances for international control, as amended 
by the Board.

1 
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2. MANNER AND SCHEDULE OF REPORTING BY THE DIRECTOR-GENERAL TO THE EXECUTIVE BOARD AND 

THE HEALTH ASSEMBLY ON THE WORK OF WHO AND PROGRESS IN IMPLEMENTING THE GLOBAL 
STRATEGY FOR HEALTH FOR ALL (REPORTS OF THE PROGRAMME COMMITTEE AND THE 
DIRECTOR-GENERAL)• Item 13 of the Agenda (Resolution WHA42.2； Documents 
EB85/16

1

, EB85/17
2

, and EB85/INF.DOC./4
3

) (continued from the sixth meeting) 

The CHAIRMAN invited the Board to consider the following draft resolution proposed 
by Professor Santos : 

The Executive Board, 
Recalling resolution WHA34.36 adopting the Global Strategy for Health for All 

by the Year 2000, which requested the Executive Board inter alia to monitor and 
evaluate the Strategy at regular intervals； 

Recalling resolutions WHA37.17 and WHA42.2 requesting that steps be taken to 
review the global indicators for monitoring and evaluation of the Strategy in order 
to assess their adequacy and relevance； 

Mindful of the multiple constraints faced by a number of countries in 
implementing the monitoring and evaluation process as a regular part of their health 
system management； 

Recognizing that such countries need support to enable them to improve their 
national monitoring and evaluation process； 

Having considered the report of the Director-General on progress in 
implementing the Global Strategy for Health for All - a review of the evaluation 
methods, which includes the recommendations made at an interregional consultation 
held in Brazzaville in October 1989 to review the global indicators； 

Noting that the reformulated indicators remain, where possible, consistent with 
the original indicators so that trends will not be disrupted; 

Stressing the need to keep the list of global indicators short so that 
countries can use at least these indicators for monitoring and evaluation; 

Recalling resolution WHA41.27 urging Member States to make greater use of 
epidemiological data, concepts and methods in preparing, updating, monitoring and 
evaluating their health-for-all strategies； 

Bearing in mind that the report on the role of epidemiology in attaining health 
for all, which was submittd by the Director-General to the Forty-second World 
Health Assembly, described the epidemiological capabilities essential in both WHO 
and Member States for achieving the goal of health for all； 

1. ENDORSES the reformulated global indicators as proposed by the Director-General 
and amended in the light of the Executive Board's discussion; 

2. INVITES Member States to use these indicators, as a minimum, for the monitoring 
and evaluation of their national strategies, and particularly for the 1990-1991 
second evaluation round； 

3. REQUESTS the regional committees to use these indicators, as a minimum, in 
preparing the second evaluation reports on the regional strategies； 

4. REQUESTS the Director-General 

(1) to provide the necessary support to ensure that countries can carry out 
the second evaluation, strengthen their application of the process, and 
integrate the process as an essential part of their health system management, 
(2) to mobilize all the resources necessary to accelerate the development and 
strengthening of essential national and WHO epidemiological capabilities. 

Professor BORGOÑO said that in operative paragraph 2 the word "INVITES" was not 
sufficiently strong and might perhaps be replaced by the word "REQUESTS". 

1
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Dr HYZLER (alternate to Sir Donald Acheson) said that the document containing a list 

of global indicators reformulated in accordance with the comments made by the Board 
(document EB85/INF.DOC./4) was most useful. Although the Secretariat had made valiant 
efforts to meet the Board's concerns regarding global indicator No. 6, it was not quite 
clear whether Member States were being asked to make separate returns for aid given to 
the health sector and that given to other sectors. In his opinion, in global indicator 
No. 7, the phrase "The percentage of women of childbearing age using family planning.

и 

should not be underlined and should form the final indented phrase of the previous 
sentence. Furthermore, the reference to "all possible subgroups" in the last sentence of 
global indicator No. 7 should perhaps be clarified; it might be preferable to replace it 
by

 11

 those subgroups specified in the common framework". 
The preambular paragraphs of the draft resolution should be rearranged to provide 

greater continuity of thought. The first and second preambular paragraphs should remain, 
followed by the fifth and sixth preambular paragraphs, which would therefore become the 
third and fourth. The latter should be amended by inserting the words "analysis of" 
before the word "trends". The existing seventh preambular paragraph was perhaps 
unnecessary, since it was the nature of the global indicators rather than the length of 
the list that affected the ability of countries to use them in monitoring and 
evaluation. The remaining preambular paragraphs would follow as drafted. 

Professor BORGOÑO said that the Spanish version of the seventh preambular paragraph 
referred to the need to keep the list of indicators short which, in his opinion, was 
perfectly logical and should be retained. Perhaps there was a problem with the wording 
in the English version. 

Professor RANSOME-KUTI proposed that, in order to avoid any confusion, the paragraph 
under consideration might be amended by replacing the words "to keep the list of global 
indicators short" by "to choose few and essential global indicators". If there were too 
many indicators, countries had difficulty in using them. 

Dr HYZLER (alternate to Sir Donald Acheson) agreed that such a wording would reflect 
the Board's views more closely. 

Dr JARDEL (Assistant Director-General) said that the editorial amendments to the 
draft resolution posed no problem for the Secretariat. With regard to Dr Hyzler's 
comments regarding indicator No. 6, the proposal to separate aid given to the health 
sector from information on aid given to other sectors was quite acceptable. A 
recommendation to that effect would be incorporated in the common framework. In any 
case, it should be borne in mind that the evaluation exercise was an exercise for 
countries. It was for Member States to decide how they disaggregated the data; WHO 
merely wished to be informed of the choices that they had made. The Organization would 
provide indications and recommendations, but it could not impose rigid questionnaires on 
countries. 

That also applied to the use of the words "all possible subgroups". Such a 
formulation could be replaced by something more acceptable - for example, by "all 
relevant and available subgroups". Member States could then choose the most appropriate 
subgroups in their own context. Each country had its own definitions, and the important 
point was that they should notify WHO of their choices and decisions concerning equity 
measurement. The Secretariat would take account of them in its analyses. Global 
analysis would then show trends rather than absolute values. 

In reply to Dr Hyzler, who had been surprised to see that the percentage of women of 
childbearing age was underlined in indicator No. 7, he pointed out that when it had been 
decided to reformulate the list of indicators, everything new had been underlined. The 
indicator in question had not been included in the original list and was therefore 
underlined in the document before the Board. 

Dr HYZLER (alternate to Sir Donald Acheson) referring again to indicator No. 7, 
suggested that the words "all possible subgroups" be replaced by "all identifiable 
subgroups". 

The draft resolution, as amended, was adopted.� 
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3. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 14 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code； 
Document EB85/18) (continued from the ninth meeting) 

The CHAIRMAN drew attention to the following draft resolution entitled "Prevention 

and control of iodine deficiency disorders", proposed by the Rapporteurs : 

The Executive Board, 
Having considered the report of the Director-General on infant and young child 

nutrition; 

1. THANKS the Director-General for his report； 

2. RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution: 

The Forty-third World Health Assembly, 

Having considered the report of the Director-General on infant and young 
child nutrition, in particular regarding the progress achieved in preventing 
and controlling iodine deficiency disorders； 

Recalling resolution WHA39.31 on the prevention and control of iodine 
deficiency disorders； 

1. COMMENDS governments, intergovernmental and bilateral agencies, and 
nongovernmental organizations, in particular the International Council for 
Control of Iodine Deficiency Disorders : 

(1) on their efforts to prevent and control iodine deficiency disorders 
and to support related national, regional arid global initiatives； 
(2) on the encouraging progress achieved since 1986 through joint 
activities in many countries, towards the elimination of iodine deficiency 
disorders as a major public health problem throughout the world; 

2. DECIDES that, in view of the progress already achieved and the promising 
potential of current and planned national prevention and control programmes, 
WHO shall aim at eliminating iodine deficiency disorders as a major public 
health problem in all countries by the year 2000； 

3. URGES Member States to continue to give priority to the prevention and 
control of iodine deficiency disorders through appropriate nutrition programmes 
as part of primary health care； 

4. REQUESTS the Director-General: 
(1) to continue to monitor the incidence and prevalence of iodine 
deficiency disorders； 
(2) to reinforce the technical support provided to Member States, on 
request, for assessing the most appropriate approaches to preventing and 
controlling iodine deficiency disorders； 
(3) to mobilize additional technical and financial resources to permit 
Member States to develop or expand their programmes for the prevention and 
control of iodine deficiency disorders； 
(4) to report to the World Health Assembly, no later than 1996, on 
progress achieved in preventing and controlling iodine deficiency 
disorders. 

Dr HYZLER (alternate to Sir Donald Acheson) said that the mobilization of additional 
technical and financial resources should be targeted on those countries where iodine 
deficiency was still a significant problem. He therefore proposed that, in the second 
line of operative paragraph 4(3), the words "in which iodine deficiency disorders are 
still a significant problem" should be inserted after the words "Member States". 
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He also proposed that, in the first line of operative paragraph 4(4), the words "no 

later than 1996" be replaced by the words "by 1996", which were less imperative in tone. 

The draft resolution, as amended, was adopted.� 

The CHAIRMAN drew attention to a further draft resolution, entitled "Protecting, 
promoting and supporting Breast-Feeding", proposed by the Rapporteurs, which read as 
follows : 

The Executive Board, 
Having considered the report of the Director-General on infant and young child 

nutrition; 

1. THANKS the Director-General for his report; 

2. RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution: 

The Forty-third World Health Assembly, 
Recalling resolutions WHA33.32, WHA34.22, WHA35.26, WHA37.30, WHA39.28 and 

WHA41.11 on infant and young child feeding and nutrition; 
Having considered the report of the Director-General on infant and young 

child nutrition; 
Reaffirming the unique biological properties of breast milk in protecting 

against infections, in stimulating the development of the infant's own immune 
system, and in limiting the development of some allergies； 

Recalling breast-feeding's positive impact on the physical and emotional 
health of the mother, including its important contribution to child-spacing; 

Convinced of the importance of protecting breast-feeding among groups and 
populations where it remains the infant-feeding norm, and promoting it where it 
is not, through appropriate information and support, as well as recognizing the 
special needs of working women； 

Recognizing the key role in protecting and promoting breast-feeding played 
by health workers, particularly those in maternal and child health/family 
planning programmes, and the significance of the counselling and support 
provided by mothers' groups； 

Reiterating its concern over the decreasing prevalence and duration of 
breast-feeding in many countries； 

THANKS the Director-General for his report. 

2. URGES Member States: 
(1) to protect and promote breast-feeding, as an essential component of 
their overall food and nutrition policies and programmes on behalf of 
women and children, so as to enable all women to breast-feed their infants 
exclusively during the first four to six months of life； 
(2) to continue monitoring breast-feeding patterns, including traditional 
attitudes and practices in this regard; 
(3) to enforce existing, or adopt new, maternity protection legislation 
or other suitable measures that will promote and facilitate breast-feeding 
among working women； 
(4) to draw the attention of all who are concerned with planning and 
providing maternity services to the universal principles affirmed in the 
joint WHO/UNICEF statement on breast-feeding and maternity services that 
was issued in 1989； 
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(5) to ensure that the principles and aim of the International Code are 
given full expression through national health and nutrition policy and 
action, in cooperation with professional associations, women's 
organizations, consumer and other nongovernmental groups, and the food 
industry； 

3. REQUESTS the Director-General, in collaboration with UNICEF and other 
international and bilateral agencies concerned: 

(1) to continue to review regional and global trends in breast-feeding 
patterns, including the relationship between breast-feeding and 
child-spacing; 
(2) to support Member States, on request, in adopting measures to improve 
infant and young child nutrition, inter alia by collecting and 
disseminating information on relevant national action of interest to all 
Member States； and to mobilize technical and financial resources to this 
end. 

Professor RANSOME-KUTI proposed the insertion of the following paragraph between the 
sixth and seventh preambular paragraphs of the draft resolution recommended for adoption 
by the Health Assembly: "Recognizing that, in spite of the clarification of the Code as 
contained in resolution WHA39.28, free or low-cost supplies of infant formula continue to 
be available in hospitals and maternity facilities, with deleterious consequences for 
breast-feeding;“. 

He also proposed that a third request to the Director-General be added at the end of 
operative paragraph 3. The text would read: "(3) to urge Member States to take 
effective measures to implement the recommendations included in resolution WHA39.28.

1 1 

Professor BORGOÑO proposed that, in the first line of operative paragraph 2(5), the 
words "legislation and" be inserted after the words "full expression through". That was 
important, since legislation was constantly changing. 

During the debate on the item under consideration, mention had been made of the 
International Conference on Nutrition. It would therefore be advisable to make a brief 
reference to it, not in the present draft resolution but in a draft resolution to be 
submitted under item 25 of the agenda (Collaboration within the United Nations system). 

Professor KALLINGS proposed that, in the first line of operative paragraph 2(5), the 
words "the principles and aims of" be deleted and that the words "and the recommendations 
in resolution WHA39.28" should be inserted after the words "the International Code", in 
line with Professor Ransome-Kuti's proposed amendments. 

He had no difficulties with Professor Ransome-Kuti's second proposal, but the first 
proposal needed further consideration. Since several amendments had already been 
proposed, he suggested that a drafting group should be established to recast the text of 
the draft resolution. 

Dr LIEBESWAR said that the draft resolution should also take into account the 
emotional problems experienced by mothers when they were placed under too strong a 
pressure to breast-feed. He therefore proposed that a new subparagraph be inserted after 
subparagraph (1) of operative paragraph (2), reading: "to urge Member States to use 
methods for the promotion of breast-feeding that do not cause emotional problems for 
mothers who are not able to breast-feed". 

Dr CABA-MARTIN proposed that, in order to avoid tautology, the word "in" be deleted 
in the second line of the third preambular paragraph of the draft resolution recommended 
for adoption by the Health Assembly, and that, in operative paragraph 2(5), the words 
"are given full expression through" be replaced by the words "are incorporated in". 

Dr HYZLER (alternative to Sir Donald Acheson) said that, if a drafting group was to 
be established, it might wish to consider certain editorial changes. He proposed that, 
in the second line of the sixth preambular paragraph of the draft resolution recommended 
for adoption by the Health Assembly, the words "nurses and" be inserted after the word 
"particularly", since the category of health workers in most constant contact with 
mothers was the nurses. 
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Professor COLOMBINI (alternate to Dr Bertolaso) supported Dr Hyzler's proposal, 

adding that he would like to see midwives mentioned as well as nurses. 

The CHAIRMAN suggested that, in view of the importance of the draft resolution and 
of the number of amendments proposed, the Board should take up Professor Kallings‘ 
suggestion that a drafting group be established to recast the text. The group would 
consist of Professor Kallings, Dr Liebeswar, Dr Caba-Martin and Professor Ransome-Kuti. 

It was so agreed. 

(For continuation, see section 5.) 

4. TRAVEL STANDARDS OF PARTICIPANTS IN THE EXECUTIVE BOARD, THE HEALTH ASSEMBLY, THE 
REGIONAL COMMITTEES, EXPERT COMMITTEES, STUDY GROUPS AND SCIENTIFIC GROUPS : Item 21 
of the Agenda (Document EB85/27

1

) 

Mr UHDE (Acting Assistant Director-General) said that since 1 January 1978 the 
standard of airline accommodation provided for members of the Executive Board, delegates 
and other representatives to the Health Assembly had been set at economy/tourist class. 
Earlier, in 1975, the same level of travel accommodation had been fixed for members of 
expert committees, study groups and scientific groups, and in 1981 that standard had also 
been established for representatives of Members and Associate Members whose travel 
expenses for regional committee sessions might be paid for by the Organization. 

The limitation of WHO reimbursement to economy/tourist class air travel had been 
made strictly for reasons of economy, taking into account the significant difference in 
cost between that level and first class, which had been the standard previously provided 
for members and delegates attending sessions of the Organization's governing bodies. 

For many years, in what had originally been a two-class airline accommodation 
configuration, the provision of the economy-class standard had been deemed to be 
satisfactory, in terms both of comfort and of the level of airline services provided. 
The economy class had then been the standard immediately below first class. 

However, in the early 1980s airlines throughout the world had introduced a variety 
of lower-cost air fares within the economy/tourist class standard. That action had 
resulted in a massive increase in the number of travellers, basically leisure travellers, 
and as a consequence the standards of accommodation and services for all economy class 
travellers had declined, irrespective of the fare actually paid. At the same time, an 
intermediate class of accommodation, which had become known as "business class", had been 
introduced, the intention being to provide a better standard of accommodation for 
frequent, predominantly business travellers whose activities required them to be able to 
work productively in flight and efficiently upon arrival at their destination. The 
present business-class accommodation and services approximated to those of the economy 
class in 1977. 

With the emergence of the three-class airline accommodation configuration and the 
accompanying deterioration in economy/tourist class standards, which included the 
addition of more and smaller seats in order to accommodate greater numbers of low-fare 
travellers, business travellers, who usually faced heavy work schedules, had consequently 
been placed at a disadvantage. Furthermore, with the increase in the number of low-fare 
travellers, the economy/tourist class on many flights, particularly for destinations 
where air services were less frequent, was often fully booked far in advance of the 
actual travel date. That could result in the need to arrange alternative, more complex, 
longer and sometimes more expensive routings in order to meet late changes in travel 
schedules. It was a matter of fact, considering that time was money, that business class 
travel could be cheaper in many circumstances. 

1 Document EB85/1990/REC/1, Annex 3. 
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In order to mitigate those difficulties for travellers covered by the document under 

discussion, the Director-General considered that flight accommodation standards and 
services that were available in the business class could reasonably be provided at WHO's 
expense. The effect would be to restore the provision of the class immediately below 
first class as the standard for travel and comfort for those senior officials undertaking 
work for the Organization. 

Consequently, for members, delegates and representatives attending sessions of WHO's 
governing bodies, the Director-General proposed that reimbursement of the air fare for 
travel in the class immediately below first class should be authorized irrespective of 
flight duration. However, for members of expert committees, study groups and scientific 
groups, he believed that such a standard could be set only for flights of five hours‘ 
scheduled duration or longer； for shorter flights, economy class fares should be 
retained as the basis for reimbursement for those groups of travellers. If that proposal 
was approved, the additional costs involved, which would be absorbed within existing 
resources, would certainly not be excessive. 

The Director-General‘s proposal was set out in full in document EB85/27, and if the 
Board agreed with it, it might wish to consider the draft resolution contained therein, 
which read as follows : 

The Executive Board, 
Noting the report of the Director-General on the travel standards of 

participants in the Executive Board, the Health Assembly, the regional committees, 
expert committees, study groups and scientific groups； 

Considering the significant deterioration in recent years in the standards of 
airline accommodation and services provided in economy/tourist class, and convinced 
that the continuation of its use is detrimental both to the traveller and to the 
Organization； 

RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution: 

The Forty-third World Health Assembly, 
Noting the report of the Director-General and the recommendation of the 

Executive Board regarding the travel standards of participants in the Executive 
Board, the Health Assembly, the regional committees, expert committees, study 
groups and scientific groups； 

1. DECIDES that, with effect from 1 July 1990: 
(1) members of the Executive Board shall be reimbursed for their actual 
travel expenses between their normal country of residence and the place of 
the session of the Executive Board, or its committees, the maximum 
reimbursement to be restricted to the equivalent of one return air ticket 
in the class of accommodation immediately below first class from the 
capital city of the Member State to the place of the session, except that 
reimbursement of actual travel expenses for the Chairman of the Board 
shall continue to be on the basis of a first-class air ticket; 
(2) for attendance at the Health Assembly, each Member and Associate 
Member shall be reimbursed the actual travel expenses of one delegate or 
representative only, the maximum reimbursement to be restricted to the 
equivalent of one return air ticket in the class of accommodation 
immediately below first class from the capital city of the Member to the 
place of the session; this provision shall be applied to other 
representatives entitled to reimbursement of travel expenses for 
attendance at the Health Assembly; 
(3) for attendance at regional committees, the actual cost of travel, 
excluding per diem, of one representative may be financed by the 
Organization upon request of those Members and Associate Members whose 
contributions to the WHO regular budget are at the minimum rate in the 
scale of assessments, the maximum reimbursement being restricted to the 
equivalent of one return air ticket in the class of accommodation 
immediately below first class from the capital city of the Member to the 
place of the session; 
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(4) members of expert committees, study groups and scientific groups 
shall be entitled to reimbursement of actual travel expenses, for flights 
scheduled to take less than five hours, equivalent to an economy/tourist 
return air ticket from the normal place of residence to the place of the 
meeting; for flights scheduled to take five hours or more, the 
reimbursement shall be equivalent to s. return air ticksü in the class of 
accommodation immediately below first class. 

Professor BORGOÑO fully supported the proposal. It would certainly enable those 
Board members for whom the journey to Geneva was a very long one to travel in greater 
comfort. The resolution proposed for the Board's consideration in document EB85/27, 
paragraph 9, referred to "members of expert committees, study groups and scientific 
groups". Did those categories cover programme advisory groups as well? 

Mr AL-SAKKAF said that the Director-General‘s proposal was an equitable one and the 
extra expenditure it entailed was justified, as it would enable members of WHO 
delegations to work more easily on long journeys. He fully supported the proposal, and 
would like to know whether any other United Nations body had adopted similar 
arrangements. 

Dr MARGAN fully endorsed the proposal for changes in standards of travel. It might 
be preferable not to distinguish, for members of expert committees, study groups and 
scientific groups, between flights of five hours' duration and those that were shorter, 
since that might cause administrative and accounting problems whose cost would exceed the 
value of possible savings. He would not press the point, however, and would accept any 
decision the Board might make. 

Having rightly tackled the question of travel standards for a special and limited 
category of staff, the Board should now go even further. There were many reasons to 
consider making an overall review of the entire travel system and practices within the 
Organization. He would therefore suggest that a comprehensive report, with an analysis 
of staff travel during the past two years, should be prepared and submitted to the 
Board. The report should give, inter alia. the total yearly expenditure from the regular 
budget and other sources of funds, and a breakdown by headquarters and WHO offices 
outside headquarters, as well as by programmes and functions. It should also provide 
information on the maximum and minimum duration of visits to individual countries and on 
the duration of attendance at various meetings. Such a comprehensive study seemed 
essential in order to explore ways and means of improving the present travel system and 
practices. The report did not need to be limited only to facts and figures, of course: 
any comments from the Director-General on the subject and on any changes that he would 
consider would be particularly welcome. 

In order to rationalize staff travel, reduce physical effort and save time and 
money, the introduction of advanced communications equipment and services should also be 
considered: today, telecommunications represented the key both to economic and social 
progress and to management and operational efficiency. The Organization should explore 
the possibility of setting up multiple-picture telephone systems between headquarters and 
regional offices. That in itself would reduce staff travel to a considerable extent and 
at the same time increase the Organization's operational efficiency on a global scale. 

His proposals might sound futuristic, but he was convinced that advantage should be 
taken of technological developments, possibly at low cost, since companies that wished to 
become the Organization's regular suppliers of high-technology equipment might be induced 
to lower their prices. 

Dr HYZLER (alternate to Sir Donald Acheson) said that he was not against that 
proposal but was somewhat concerned that the increase in expenditure might work to the 
detriment of WHO'S programmes. It might be more appropriate, as Dr Margan had suggested, 
to use length of journey, rather than status of representative or delegate, as the 
decisive factor in applying different standards of travel : trips lasting over five hours 
would be in the business class, for example. 
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The reference in preambular paragraph 2 of the draft resolution to the "significant 

deterioration ... in the standards of airline ассoramodation and services provided in 
economy/tourist class" as being "detrimental both to the traveller and to the 
Organization" might leave WHO open to legal action by airline companies； he would like 
to hear the Legal Counsel's views on that point. 

Mr AHOOJA (alternate to Mr Srinivasan) said that he supported the Director-General's 
proposal, which would go a long way towards reducing the discomforts of intercontinental 
travel. 

While he agreed with Dr Margan that much would be gained by rationalizing staff 
travel, he also thought a great deal would be lost by preventing staff in the field and 
headquarters from interacting in person. Communication through high technology was no 
substitute for the intimate knowledge of problems gained from direct exposure to the 
people and places involved. 

Mr VIGNES (Legal Counsel), replying to the question raised by Professor Borgoño, 
said that the resolution established the same standards of travel for members of expert 
committees, study groups and scientific groups alike - it did not distinguish among 
them. Therefore, no matter which category programme advisory groups fell into, they 
would receive the same treatment. 

He agreed with Dr Hyzler about preambular paragraph 2. Although that paragraph 
would hardly be a basis for legal action in the absence of identification of a specific 
airline company, he thought that, since it added nothing of substance to the resolution, 
the best course might be simply to delete it. 

Dr ESPINOSA FACIO LINCE said he fully supported the Director-General‘s proposal and 
wished to congratulate him for taking that initiative, which would be of great benefit to 
those who had to take intercontinental flights. He took the opportunity to thank the 
Director-General, the Regional Director for the Americas, the Colombian Mission in 
Switzerland and the Swiss Mission, for their rapid response and the support given to him 
during a disagreeable incident upon his arrival in Switzerland for the Board's current 
session. 

He would suggest, on the basis of that experience, that the Organization might look 
into the possibility of furnishing the customs and immigration authorities of countries 
where major meetings were to be held with computerized lists of representatives who were 
likely to be attending those meetings. 

Dr САВА-MARTIN said that such unpleasant incidents might be avoided if members of 
the Board were provided with credentials or accreditations that they could show when they 
arrived to attend meetings. 

Professor BORGOÑO endorsed the suggestions made by Dr Espinosa Fació Lince and 
Dr Caba-Martín. It might also be useful to ensure that Board members were met by WHO 
officials upon their arrival. That was the practice in the Region of the Americas, and 
it would facilitate the rapid response to and resolution of any possible problems with 
local officials. 

Dr HYZLER (alternate to Sir Donald Acheson) said that he had not been informed about 
the details of the incident, which might better be discussed in closed session. 

Dr ESPINOSA FACIO LINCE said that he was willing to circulate copies of the relevant 
correspondence between the Colombian Mission and the Swiss Mission, on the understanding 
that they were for the information of Board members only. 

Professor ESPINOSA-FERRANDO (alternate to Professor Medina Sandino) fully endorsed 
the proposed changes in standards of travel. Referring to the problem mentioned by 
Dr Espinosa Fació Lince, he suggested that the Board should consider requesting a report 
dealing with the treatment of delegates upon their arrival in countries to attend 
meetings and determining whether it conformed to the relevant United Nations resolutions 
on privileges and immunities, as well as on the access of delegates to headquarters 
buildings. 

Mr UHDE (Acting Assistant Director-General), referring to Professor Borgoño's 
suggestion that Board members should be met at the airport, said that that responsibility 
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had always fallen upon the diplomatic missions in Geneva, but if a country had none 
there, WHO was willing and able to assist upon request, on the understanding that WHO's 
staff resources for that purpose were very limited. 

Mr Al-Sakkaf had asked about the travel arrangements of other United Nations 
bodies. He did not have complete information on all of them, unfortunately. For the 
General Assembly, first-class travel was authorized for representatives from least 
developed countries alone； all others flew business class. For meetings of UNESCO's 
governing body, travellers whose journey lasted five hours or less went business class； 
for five hours or more of travel, first-class tickets were authorized. Similar 
standards were applied by the International Labour Organisation. 

Regarding the comments by Dr Margan, he said that the Director-General was 
investigating ways of using telecommunications and computers to enhance the provision of 
information throughout the Organization. A new travel agency had just been engaged and 
its office in headquarters was to be computerized to an even greater degree than was 
previously the case, with a view to generating data and reports that would provide better 
information on all types of travel and allow better control of travel costs. 

There was a precedent for the sort of study Dr Margan had called for. In 1975 the 
Joint Inspection Unit had carried out a study of staff travel throughout the United 
Nations that had resulted in a number of changes in travel regulations and procedures by 
WHO. 

Concerning Dr Margan's other remarks, he stressed that WHO staff travel was not 
covered by the document under discussion. 

In response to the concern voiced by Dr Hyzler that the increased cost of the 
business-class travel provision might impair technical programme delivery, he indicated 
that the extra cost would be absorbed through the slippages in programme delivery that 
occasionally occurred and various economic measures； hence no programme delivery 
impairment was expected. 

With regard to the travel of Executive Board members and Health Assembly delegates, 
the Director-General considered that there should be no discrimination between different 
countries and had therefore proposed that those travellers be provided with 
business-class flight accommodation. Referring to Dr Hyzler's suggestion that 
business-class accommodation should be provided only for flights over five hours long, he 
pointed out that the savings thus generated would be minimal, because within Europe 
full-fare economy tickets were in any event upgradable to business class on most 
airlines. On the other hand, the journeys of some Executive Board members and Health 
Assembly delegates coming from countries outside Europe took approximately five hours and 
the Director-General wished to offer them the possibility of travelling in business-class 
accommodation. Although he agreed with Dr Hyzler's objection to the wording of the 
second preambular paragraph of the draft resolution, he maintained that travelling did 
involve much fatigue and discomfort, and could be detrimental to health, as had been 
documented by The Lancet. Nevertheless, the Director-General did not take a strong 
position on that point, and deletion of the term "detrimental" would not detract from the 
resolution. 

Professor BORGOÑO observed that the Executive Board should approve resolutions 
relating to Board members. He suggested that the paragraph concerning delegates to the 
Health Assembly should be referred to the Health Assembly and that the rest of the 
resolution should be submitted to the Board. Although it might be preferable to have 
only a single resolution approved by the Health Assembly, that precedent might be 
inconvenient in the future as it implied that an amendment to the statutes of the Board 
would have to go before the Health Assembly. Future problems would be avoided if a Board 
resolution were prepared that related solely to the entitlements of Board members and if 
matters relating specifically to travel by Health Assembly delegates were submitted to 
the Forty-third World Health Assembly. 

Mr VIGNES (Legal Counsel), responding to Professor Borgoño‘s suggestion, pointed out 
that the travel standards for Executive Board members had been set by the Health Assembly 
in resolution WHA30.10. Accordingly, any modification of the provisions should also be 
decided by the Health Assembly. 

The resolution, as amended, was adopted.� 

1 Resolution EB85.R7 
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5. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT； AND STATUS OF 

IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 14 of the Agenda (Resolution WHA33.32; Article 11.7 of the Code; 
Document EB85/18) (resumed) 

The CHAIRMAN invited Professor Kallings to report on the work of the drafting group 
on the draft resolution proposed by the Rapporteurs entitled "Protecting, promoting and 
supporting breast-feeding". 

Professor KALLINGS said that the following amendments had been proposed by the 
drafting group to the draft resolution recommended for adoption by the Health Assembly. 

The fourth preambular paragraph should read "Recalling the positive impact of 
breast-feeding on the physical and emotional health of the mother, including its 
important contribution to child-spacing;

 11

 . 
The sixth preambular paragraph should read "Recognizing the key role in protecting 

and promoting breast-feeding played by health workers, particularly nurses, midwives and 
those in maternal and child health/family planning programmes, and the significance of 
the counselling and support provided by mothers‘ groups;". 

A further subparagraph should be added which would read "Recognizing that in spite 
of resolution WHA39.28, free or low-cost supplies of infant formula continue to be 
available to hospitals and maternities, with adverse consequences to breast-feeding;". 

In operative paragraph 2, a new subparagraph should be inserted between 
subparagraphs 1 and 2 reading "(2) to promote breast-feeding, with due attention to the 
nutritional and emotional needs of mothers； "subsequent subparagraphs should be 
renumbered accordingly. 

A new subparagraph 6 should be introduced which would read "to ensure that the 
principles and aim of the International Code of Marketing of Breast-Milk Substitutes and 
the recommendations contained in resolution WHA39.28 are given full expression in 
national health and nutrition policy, legislation and action, in cooperation with 
professional associations, women's organizations, consumer and other nongovernmental 
groups, and the food industry;". 

In operative paragraph 3, a new subparagraph 1 should be inserted, reading "to urge 
Member States to take effective measures to implement recommendations included in 
resolution WHA39.28 ;" and the subsequent subparagraphs should be renumbered accordingly. 

Dr HYZLER (alternate to Sir Donald Acheson) objected to the word "legislation" in 
the new subparagraph 2(6), pointing out that countries should be allowed to decide 
whether to introduce legislation or to use other means. In the United Kingdom, every WHO 
resolution on breast-feeding had been implemented without legislation. 

Professor BORGOÑO commented that some countries had legislation on the subject but 
others did not. It was not a matter, therefore, of following the example of a given 
country but of taking either possibility into account. Legislation was changing all the 
time, and new legislation might be in conflict with what was already in force. 

Professor RANSOME-KUTI remarked that the implementation of a nutrition policy in a 
country might or might not require legislation. He supported deletion of the word 
"legislation" from the paragraph in question because action taken by different countries 
to implement a resolution varied considerably. 

The amendments were adopted. 

The resolution, as amended, was adopted.� 

(For continuation, see summary record of the sixteenth meeting, section 1.) 

1

 Resolution EB85.R8. 
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6. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS: Item 22 of the 

Agenda (Document EB85/28) 

Mrs KEHRLI-SMYTH (representative of the WHO Staff Associations), speaking on behalf 
of the Staff Associations of the six regional offices of WHO, the International Agency 
for Research on Cancer and WHO headquarters in Geneva, said that, since the previous 
session of the Board in May 1989, many changes had taken place in the world - many 
definitely for the better, others for the worse, but all in some way or other 
contributing to the already heavy demand on the financial and human resources of Member 
States and organizations alike. If the challenge of new demands was to be met, WHO had 
to be secure in the knowledge that Member States and staff worldwide were united by a 
common bond. That, however, was possible only when causes for frustration, friction and 
general dissatisfaction had been eliminated. 

The staff had said in the past and now repeated that dialogue was essential for 
harmonious relations. At headquarters, the staff had been in the privileged position of 
enjoying a constant and constructive exchange with the Director-General, the Deputy 
Director-General and their representatives and were confident that that dialogue would 
continue to flourish in the future. 

In 1989 WHO had passed the milestone of 41 years of existence and consequently the 
trend of staff withdrawing from active service was clearly upward. But how many of them, 
having devoted their lives and loyalties to the service of the Organization, could now 
enjoy the financial security of pensions for which they had contributed over the years 
and on the basis of which they had planned their retirement? The erosion of staff 
pensions continued slowly but surely, and with it the inevitable effect on the morale of 
serving staff and on the image of the Organization as an employer of quality. That 
erosion had to stop before the system collapsed completely. The question of pensions was 
of particular importance and was foremost in the minds of staff in 1990 - a year when 
pensionable remunerations were to be reviewed. The vertiginous increase in numbers of 
short-term staff, few of whom contributed to the Pension Fund, was a cause of great 
concern to staff representatives and to the participants' representatives on the WHO 
Staff Pension Committee in particular. Reduction in the period of service relating to 
compulsory participation had coincided with the reduction in the duration of short-term 
contracts, hence there had not been the anticipated net benefit to the Fund. The 
additional complication of general service pensions in soft-currency areas, where 
pensions were continuously on the decline owing to the devaluation of the local currency 
against the United States dollar, had also to be considered. 

A year of intense activity had culminated in the submission of the proposals of the 
International Civil Service Commission (ICSC) tripartite working group to the 
forty-fourth session of the United Nations General Assembly and their acceptance to a 
large extent by its Fifth Committee. That had marked the first significant improvement 
in professional conditions of employment and salary for many years. Although it was 
clear that those measures only went some way towards redressing the loss in purchasing 
power of salaries and only partially re-established the competitiveness of conditions of 
employment, the staff took heart in the expectation that that would be the first step in 
a continuing process after years of stagnation and despondency. 

The staff certainly appreciated the support of their administration in the struggle 
for those improvements in professional conditions of employment - perhaps most 
significant was the 5% across-the-board increase in professional salaries, although there 
were still differences between the various duty stations. The staff particularly 
appreciated the supportive statements made by the Director-General to the special session 
of the Administrative Committee on Coordination (ACC) held in Geneva in July 1989 and the 
contributions of the administration to the sessions of the ICSC later in the year in New 
York. 

Did Member States really believe that staff were a privileged category and that the 
United Nations and its specialized agencies were still a highly competitive employer? If 
so, then they should do some serious homework. If not, they should face reality and 
admit that in order to merit any credibility on the international market, the 
Organization had to be able to offer conditions of employment at least equal if not 
superior to those in the public sector in order to attract and retain the quality of 
expertise essential to the staff's functions and the demands made on them. Not only were 
conditions of employment uncompetitive, but the current mechanisms for making salary 
adjustments were such that they were also a matter of grave concern to the staff in 
general. The collaboration of all Member States was essential in order to ensure that 
WHO remained competitive and provided adequate career incentives. 
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Although recent developments in relation to professional salaries were encouraging, 

it had to be remembered that conditions of employment had still not reached their former 
competitive level - a point already accepted by the ACC, which had foreseen the need for 
annual increases in professional salaries over the next five years. The staff would 
therefore be following very closely developments resulting from the comprehensive review 
in the months ahead. It would be on that basis that the question of the future 
relationship between the staff and ICSC would be debated at the forthcoming forty-third 
session of the Council of the Federation of International Civil Servants' Associations 
(FICSA) in Montreal in February 1990. 

It had for some time been evident that the current growth in employment in WHO had 
been the result of recruiting short-term staff and not of an increase in established 
posts. Governments had to be fully aware of the impact of that strategy on staff 
benefits. Failure to make contributions to the Pension Fund on behalf of short-term 
staff placed an undue and unforeseen burden on its resources, and led to an increase in 
contributions, not only by the staff but also by the Organization, coupled with an 
erosion in benefits. 

Staff had also expressed deep concern regarding the safety of colleagues assigned to 
posts in areas where normal security could not be assured and requested Member States to 
provide maximum protection in all such circumstances. At the moment, staff were 
particularly anxious about a colleague imprisoned in Ethiopia. 

At the Joint Meeting on Staff Health Insurance held in Geneva in November 1989, it 
had been deemed essential to increase contributions by both active staff and retirees by 
50% over the next five years. For pensioners with less than 30 years service, it had 
been decided to revise the basis on which their contributions were calculated, which 
would now be the full pension benefits to which they would have been entitled after 
30 years contributory service. That would mean that pensioners would be faced with 
additional financial obligations at a time when their income had considerably 
deteriorated. Staff representatives, since there was no alternative, had accepted the 
increase proposed, but stressed the need to continue to seek a viable system such that 
further increases in contributions would be avoided. The staff considered that the 
solution found was far from satisfactory from their point of view, but appreciated the 
administration's agreement to shoulder a large proportion of the cost increases, and 
pledged support in devising acceptable ways and means to attain that goal. 

In view of the potential trend to continue favouring short-term and local contracts, 
there was an urgent need to undertake a review of proposed staffing patterns in country 
offices, to identify the basic staff composition, and draw up clear guidelines on local 
procedures for dealing with contracts and regulations governing staff selection, 
performance, remuneration and evaluation. The staff proposed that the Director-General 
should set up a special committee to undertake that review. There was also a need for 
harmonization of grades in WHO so as to ensure that regional staff performing similar 
functions did not suffer from inconsistencies or discrimination in particular regions. 

At the dawn of a new decade, with a dynamically changing world and the inevitable 
demands on agencies already stretched beyond all conceivable limits, staff had to meet 
those demands - that was their raison dTêtre - and were expected to do so despite the 
continuing attacks on their conditions of employment and benefits from many directions. 
A working environment free from unnecessary stress was essential to the morale of the 
staff, which in turn affected the quality of their work. 

The WHO Constitution defined health as "a state of complete physical, mental and 
social well-being and not merely the absence of disease or infirmity". Staff health was 
the health of WHO and the Member States they served for the common good. 

Dr BERTOLASO welcomed the statement made by the representative of the WHO Staff 
Associations. With reference to the concern expressed about the safety of staff in areas 
where normal security could not be assured, what measures did the Organization take to 
protect staff under such circumstances? What was the latest information on the staff 
member detained in Ethiopia? 
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Dr HYZLER (alternate to Sir Donald Acheson) supported Dr Bertolaso's request for 

information. He much appreciated the statement by the representative of the WHO Staff 
Associations and felt that he was speaking on behalf of all members of the Board when he 
said that he was grateful to all members of the Secretariat for their hard work and 
dedication. Those Board members who had had the pleasure of working closely with WHO 
staff could testify to their professionalism and the high quality of their work. 

Dr REILLY agreed with Dr Hyzler's comments and thanked the staff for their admirable 
work. He, too, supported Dr Bertolaso's request for information on staff security. If 
WHO was to maintain its position during the forthcoming decade, it was important for 
salaries to be competitive with those in other organizations and in other countries in 
order to attract the best staff. What could be done to resolve the problem of staff 
pensions? Pensions were not only of great importance to those concerned, but also 
affected staff morale in general. 

Professor RANSOME-KUTI supported Dr Hyzler's views and the questions posed by 
Dr Bertolaso. The statement by the representative of the WHO Staff Associations had 
raised the serious issues of salaries, pensions, competitiveness, and the working 
environment. Staff had asked for something to be done； action was now required. What 
was the Director-General's reaction to the statement? The Staff Associations had not 
made any definite proposals, but their complaints were undoubtedly justified. What was 
being done to ensure that the present fine and dedicated staff did not disappear? 

Mr LAFIF (Division of Personnel) said that, as regards general security measures, 
WHO and the other international organizations applied a common security plan for which, 
in general, the UNDP representative/coordinator was the responsible officer. At the 
central level, there was a United Nations security coordinator in New York with whom WHO 
coordinated all matters concerning security of staff in all countries. Collaboration was 
very close. The security plan of the United Nations and the specialized agencies 
provided for certain measures to be taken, depending on the seriousness of the 
situation. The recent events in Manila had demonstrated the efficiency of the security 
plan. WHO and other organizations had been obliged to evacuate a number of staff from 
one area in the city to a safer place. The plan had operated satisfactorily and without 
any major problem. 

Concerning individual security and, in particular, the case mentioned by 
Mrs Kehrli-Smyth, a staff member of WHO had been arrested in Addis Ababa, but not in 
connection with the performance of her duties as an official of WHO. The measures to be 
taken had been carefully coordinated with WHO's legal office and with the United Nations 
security coordinator in New York. The Secretary-General himself had taken certain steps 
which had led to some improvements in the conditions of the colleague concerned. The 
Organization had riot been able to claim the protection of the Convention on Privileges 
and Immunities because the facts which were thought to have motivated the arrest were not 
considered to be related to the performance of official duties. The facts had, however, 
not been disclosed to WHO. Through the United Nations security coordinator and the 
Secretary-General, with the extremely useful assistance of the director of the centre in 
which the staff member was employed, the WHO representative and other officials, the 
staff member had been allowed to receive a visit by a physician and other persons from 
WHO and the United Nations. Until the staff member was released or taken to court, 
monthly visits had been insisted upon. The matter was being closely pursued with the 
Viviana Micucci Committee and the United Nations security coordinator. 

Concerning competitiveness of WHO salaries and conditions of employment, a subject 
which could be taken up in greater detail in discussing the amendments to the Staff Rules 
and the report of the ICSC, it was true that the competitiveness of salaries in WHO and 
in other organizations had deteriorated considerably. The previous revision of salary 
scales for professional and higher categories dated back to 1975, i.e., there had been no 
increase in those salaries for 15 years despite inflation and the considerable erosion of 
purchasing power. The matter had, of course, been the subject of lengthy review and 
discussion by the Consultative Committee on Administrative Questions (CCAQ), the ICSC and 
the ACC which, in its statement at the special session held in Geneva in July 1989, had 
strongly recommended to the Chairman of the ICSC that a recommendation be made to the 
General Assembly for a minimum increase of 5% across the board and a certain number of 
other improvements in conditions of service. That recommendation applied only to 
professional and higher category staff. As far as general service staff were concerned, 
although their conditions of employment had perhaps not deteriorated to the same extent, 
they certainly deserved further consideration. 
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Over the past years, the pensions of retired staff had deteriorated continuously. 
Certain measures proposed by the United Nations Joint Staff Pension Board and adopted by 
the General Assembly and other measures adopted by the General Assembly without a 
recommendation from the Pension Board had led to a number of restrictions which had 
affected the pensions of retired staff. Those measures had been taken in an attempt to 
correct the actuarial imbalance of the Pension Fund and in response to the position taken 
by some Member States that any improvement in the actuarial situation of the Pension Fund 
should not entail additional expenses for Member States and therefore had to be borne by 
the beneficiaries. 

The question of pensionable remuneration was to be discussed in detail in 1990, and 
recommendations would be made to the General Assembly. What did WHO intend to do to 
overcome the present unhappy situation? It was, first, a matter for close consultation 
with the staff; such consultation was, he believed, already taking place within WHO. 
Secondly, the representatives of WHO in the coordinating committees, such as CCAQ, would 
convey the staff's message and make every effort to protect and improve the status of the 
staff. 

Mrs KEHRLI-SMYTH (representative of the WHO Staff Associations) greatly appreciated 
the interest shown in the welfare of the staff in general and thanked all those who had 
replied favourably to her statement. 

The CHAIRMAN said that, in the absence of any further comment, he assumed that the 
Board wished to note the statement by the representative of the WHO Staff Associations. 

It was so agreed. 

7. CONFIRMATION OF AMENDMENTS TO THE STAFF RULES : Item 23 of the Agenda (Documents 
EB85/6

1

 and EB85/INF.DOC./2 ) 

Mr LAFIF (Division of Personnel), introducing documents EB85/6 and EB85/INF.DOC./2, 
noted that the latter gave the texts of the revised Rules referred to in document 
EB85/6. The amendments in section 1 of document EB85/6 resulted from recommendations of 
the International Civil Service Commission (ICSC) in its fifteenth Annual Report, and the 
decisions of the United Nations General Assembly at its forty-fourth session on those 
ICSC recommandations. 

Further amendments to the Staff Rules resulting from the decisions of the General 
Assembly in respect of other conditions of service, including those applying specifically 
to field assignments, would be submitted to the Board at its eighty-sixth session after a 
review by the Consultative Committee on Administrative Questions on the modalities of 
implementation. 

As usual, the amended Rules had involved a full consultation with the Staff 
Associations and regional administrations. 

Section 1 of document EB85/6 described the following amendments : 
(1) Establishment of a floor salary scale for staff in the professional category 
and directors' posts through the incorporation of 12 points of post adjustment 
coupled with structural improvements to the scale, including the addition of steps 
at grades P.2 to D.2 to be granted every two years of qualifying service. 
(2) Granting of a 5% general increase in the salaries of staff in the professional 
category and directors' posts. It might be useful to recall that the General 
Assembly, in section 1 of its resolution 43/226, had requested the Commission to 
examine all elements of the current conditions of service and, after identifying 
problems relating to staff recruitment, retention and mobility, to propose solutions 
to those problems. In compliance with the General Assembly's resolution, the 
Commission had decided inter alia to recommend to the General Assembly a 
5% across-the-board increase in salaries. At its July 1989 session, the 
Administrative Committee on Coordination had requested the Chairman of the ICSC to 
include in the recommendations to the General Assembly a minimum of 5% 
across- the-board increase. That recommendation had been submitted to the General 
Assembly, which had approved it together with various structural improvements to the 
scale. That would be the first salary increase since 1975. 

1 Document EB85/1990/REC/1, Annex 4. 
2 Document EB85/1990/REC/1, Annex 4, Appendix. 
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(3) Doubling the amount of the children's allowance in respect of a disabled child 
from US$ 1050 to US$ 2100. 
(4) Discontinuation of the 18-month home-leave cycle. 
(5) Extending the normal age of retirement of 62 in respect of staff who entered or 
re-entered the pension fund on or after 1 January 1990. 
The overall budgetary implications of the amendments in section 

were estimated at US$ 8 300 000, of which the regular budget covered 
Board was invited to consider the two draft resolutions contained in 

of the document 
US$ 5 100 000. The 
section 3 of 

document EB85/6. 

The first draft resolution read as follows : 

The Executive Board 

CONFIRMS in accordance with Staff Regulation 12.2 the amendments to the Staff 
Rules which have been made by the Director-General with effect from 1 January 1990 
concerning the retirement age, and with effect from 1 July 1990 concerning (a) the 
salary scale applicable to staff in the professional category and directors' posts； 
(b) the amount of dependants' allowances for disabled children; (c) the 
requirements regarding service time to qualify for additional steps in the salary 
scale； and (d) the discontinuation of the 18-month home leave cycle. 

The second draft resolution read as follows : 

The Executive Board 

RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution regarding salaries of staff in the ungraded posts and of the 
Director-General: 

The Forty-third World Health Assembly, 

Noting the recommendations of the Executive Board with regard to 
remuneration of staff in the ungraded posts and of the Director-General; 

1. ESTABLISHES the salary for the posts of Assistant Directors-General and 
Regional Directors at US$ 110 000 per annum before staff assessment, resulting 
in a modified net salary of US$ 67 000 (dependency rate) or US$ 60 485 (single 
rate)； 

2. ESTABLISHES the salary for the post of Deputy Director-General at 
US$ 123 350 per annum before staff assessment, resulting in a modified net 
salary of US$ 73 942 (dependency rate) or US$ 65 370 (single rate)； 

3. ESTABLISHES the salary for the Director-General at US$ 151 233 per annum 
before staff assessment, resulting in a modified net salary of US$ 88 441 
(dependency rate) or US$ 77 391 (single rate)； 

4. DECIDES that these adjustments in remuneration shall be effective from 
1 July 1990. 

The two resolutions were adopted.丄 

The meeting rose at 12h3Q. 

1

 Resolutions EB85.R9 and EB85.R10. 



FIFTEENTH MEETING 

Tuesday. 23 January 1990. at 14h30 

Chairman: Dr S. ТАРА 

1. REAL ESTATE FUND: Item 24 of the Agenda (Document EB85/29) 

Mr UHDE (Acting Assistant Director-General), introducing the Director-General‘s 
report (document EB85/29), drew attention to the additional costs incurred in relation to 
the project to replace the air-conditioning units in the Regional Office for Africa, as 
reported in part I, paragraph 1.1, and to the differences between the estimated and 
actual costs of some other projects in that Region, resulting essentially from exchange 
rate fluctuations and inflation between the time when the estimates were made and that of 
project implementation. After drawing attention to the status of projects in other 
regions and at headquarters, he summarized the established requirements for the period 
1 June 1990 to 31 May 1991, as reported in part II of the document, and informed the 
Board that the Regional Director for the Eastern Mediterranean would be reporting on 
recent developments in the search for additional accommodation for the Regional Office. 
Lastly, he drew attention to the draft resolution contained in part IV of the report. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), adding to the 
information given in paragraph 9.1 of document EB85/29, recalled that the Regional Office 
had carried out a study of alternative ways of meeting essential accommodation 
requirements. Since 1949 the Office had been located in Alexandria in premises built in 
1929. Some improvements and additions had been made but, as reported to the Executive 
Board at its eighty-first session, the point had been reached at which it was 
structurally impossible to make additional space available in the building. 

The only solutions were to extend the existing premises or to change the location of 
the Office. Following consultations with the host country, other Member States of the 
Region and the Regional Committee, investigations had been concentrated on the 
alternatives : to transfer the Office to Cairo； or to remain in Alexandria in new or 
extended premises. Cairo had a number of recognized advantages over Alexandria as a 
location: there were only a few direct flights to Alexandria so that most air travel to 
and from that town had to pass through Cairo, with considerable inconvenience, loss of 
time and additional expense (estimated at some US$ 300 000 a year)； telephone and other 
communications tended to be better to and from Cairo； and most offices of agencies of 
the host Government and embassies of Member States were located there. There were also 
some advantages for staff members and their families in living in Cairo. 

Discussions had been held with officials of the host Government in an effort to find 
suitable new premises, or land on which new premises might be built. Although several 
sites had been proposed, no suitable location had been found until recently. Nor had it 
proved possible to find cost-effective premises elsewhere in Alexandria or to obtain 
additional land adjacent to the existing building. As authorized by the Forty-first 
World Health Assembly, a feasibility study of the possible extension of the present 
building had been carried out. Consideration had been given to the construction, at an 
estimated cost of US$ 2 381 000, of a partly underground annex in the grounds in front of 
the main office building, which would provide an additional 1310 square metres, to 
accommodate some 30 offices and other facilities. However, that would barely meet 
current requirements and would certainly not allow for any future expansion. It was also 
possible that a major maintenance operation would shortly be required for the existing 
building. 

The Government of Egypt had very recently informed him that it could make available, 
at no cost to the Organization, a most suitable plot of 5000 square metres at Heliopolis, 
conveniently located near the airport and the city of Cairo. That offer opened up the 
prospect of a highly functional, efficient new building of attractive design, with good 
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communications and convenient low-cost operation and maintenance. Space could be 
provided for up to 150 offices as well as conference rooms, library, cafeteria, stores, 
computer and other facilities, parking space and gardens. Its cost would certainly be 
higher than the US$ 2 381 000 currently established for the extension - possibly in the 
order of US$ 3-3.5 million - but it would permit expansion to meet future needs and in 
the long term might well prove the more cost-effective solution. He would therefore 
pursue the proposal and discuss the matter further with the host country and with other 
Member States of the Region with a view to obtaining additional contributions for the 
building and preparing detailed plans and estimates. He proposed that the estimated 
requirement, under the Real Estate Fund, for the Regional Office for the Eastern 
Mediterranean, as shown in document EB85/29, be maintained, but that the explanatory 
wording be broadened to permit either an extension of the old building or the 
construction of a new building. He would report to the Forty-third World Health Assembly 
through the relevant committee of the Executive Board, after fully discussing the matter 
with the Director-General. 

Professor BORGOÑO asked whether it would be necessary, should the offer of land be 
accepted, to extend the existing premises for the period remaining until new 
accommodation was ready. That clarification was necessary before the resolution 
recommended for adoption by the Health Assembly could be considered. 

Dr SADRIZADEH said that, having recently been in Alexandria, he could agree with 
Dr Gezairy that it would be more cost-effective to transfer the Regional Office to Cairo, 
especially as it would be possible to provide, free of charge, land on which to erect 
premises better adapted to the current needs of the Office. 

Mr AL-SAKKAF, after commending the Director-General on his report, referred to 
section 9 of the document, and reminded Board members that all Member States of the 
Eastern Mediterranean Region had expressed a preference for Cairo as the location of the 
Regional Office. The Board was already acquainted with the problems posed by the 
existing, antiquated premises in Alexandria; extension might offer a partial solution, 
but the office space thus obtained would inevitably be limited. Furthermore, the 
proposal to build an extension - albeit at considerable cost - had been made because no 
other suitable premises or land had been available at the time. He was inclined to 
favour acceptance of the offer of a plot of land in Cairo, suitable from the point of 
view of both location and surface area; new premises would make it possible to 
accommodate all programmes in a functional manner and with low maintenance costs. The 
Egyptian Government should be thanked for its generous initiative. 

He urged the Board to consider the matter carefully and to approve the request that 
approximately US$ 2.8 million be allocated from the Real Estate Fund for the construction 
of new premises in Cairo rather than the maintenance and extension of the existing 
premises. 

Dr HYZLER (alternate to Sir Donald Acheson), observing that real estate monies had 
to come out of casual income, inquired about the status of casual income at the end of 
December 1989 and the estimated status for the end of 1990. As the Board was regularly 
asked to approve transfers for real estate purposes from casual income, consideration 
might perhaps be given at a future session to the incorporation of an element to cover 
such expenditure in the programme budget. 

The Egyptian Government's generous offer was certainly to be welcomed, and he fully 
agreed with the Regional Director's analysis of the advantages to be obtained from 
transferring the Regional Office to Cairo. As he understood it, the suggestion was that 
the current estimated provision should be used either for the extension of the existing 
Regional Office or to offset the cost of new premises in Cairo. He was confident that 
Member States of the Region would feel honoured to make up the additional cost of such 
new premises, should a decision to build them be taken. 

Lastly, on the subject of headquarters accommodation and in the interests of greater 
efficiency, he suggested that the performance of the Board itself might be enhanced if 
windows were made in its present, mausoleum-like meeting room. 
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Professor HASSAN endorsed the statement made by the Regional Director for the 
Eastern Mediterranean. He recalled that the Regional Office had been established in 
Alexandria in 1949 in accordance with a decision by the Executive Board and had been 
housed in a building made available by the Egyptian Government. Those premises no longer 
provided adequate accommodation, taking into account the increased workload of the 
Region. There were currently 23 Member States in the Region and the present Office could 
not cater for the size of meetings now held there. Electricity and water supplies were 
also inadequate. To have premises in Cairo, on the other hand, would offer many 
advantages, including direct air travel - with consequent savings in time, money and 
effort - and easier contacts with embassies. There would also be certain advantages for 
staff members. He therefore hoped that the Board would approve the Regional Director's 
proposal. 

Professor BORGOÑO observed that if it was agreed to allocate the sum of 
US$ 2 381 000 for the construction of new premises in Cairo, it would be necessary to 
modify the draft resolution contained in document EB85/29, which, as it stood, made 
reference to part IV of the report and thus to the extension of the existing Office. 

Dr HYZLER (alternate to Sir Donald Acheson) asked what would happen to the existing 
premises if a decision was taken to transfer the Regional Office to Cairo. Would any 
funds accrue from its disposal? 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) replied that the 
existing building was leased to the Organization by the Egyptian Government for a nominal 
sum. It would therefore presumably remain the property of the Egyptian Government. 

Dr OWEIS concurred with the Regional Director for the Eastern Mediterranean that the 
Regional Office should be transferred to Cairo for the reasons outlined. Nevertheless, 
he was concerned with all the possible consequences of such a transfer, and more 
specifically with the impact on the local economy in Alexandria. Perhaps, if the 
transfer to Cairo was agreed, it might be possible for the lease of the old premises to 
be extended, so that they might accommodate activities such as WHO training schemes for 
the Region. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) expressed interest in 
Dr Oweis‘ proposal, but pointed out that it would be up to the Egyptian Government to 
decide whether WHO could continue to use the building in Alexandria if the Regional 
Office moved to Cairo. At any rate, no immediate decision was required in that respect. 

Mr UHDE (Acting Assistant Director-General) said, in response to Professor Borgoño, 
that Dr Gezairy was in fact proposing either the extension of the building in Alexandria 
and the retention of the Regional Office there, or the construction of a new building in 
Cairo. He was not proposing both. 

In reply to Dr Hyzler's questions, he said that the Organization's casual income had 
been estimated at US$ 28.7 million at 31 December 1989 and US$ 49 million as at 
31 December 1990 and would amply cover the expenditure envisaged. Regarding the 
incorporation of real estate funding in the regular budget, he explained that not only 
were real estate activities very difficult to plan in advance, but implementation of 
Dr Hyzler's suggestion would make it impossible for the Director-General to maintain a 
zero-growth budget, thereby entailing an increase in the assessed contributions of Member 
States. The Real Estate Fund had accounted for 1.8% only of total casual income 
appropriations, whereas US$ 136 728 000 had been drawn from that source to help finance 
the regular budget and maintain zero growth. 

The estimated requirements of the Real Estate Fund set out in part IV of document 
EB85/29 were unusually high because the regions had hitherto complied with the request to 
limit proposals for real estate activities； but they could no longer delay making those 
proposals. However, real estate proposals from the regions over the next two years could 
be expected to be much lower. 
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Dr RODRIGUES CABRAL concurred with Professor Borgoño that further information was 

required before the draft resolution could be considered. Were the construction of a new 
building to be approved, what costs could be recommended for inclusion in the biennial 
budget? What specific appropriation could the Board approve? In keeping with past 
practice, the Board should perhaps be provided with a document outlining the project, 
describing the proposed new building, giving the reasons for, and advantages of, the 
transfer, and presenting alternatives. 

The CHAIRMAN took it that Dr Gezairy in fact wished to give further consideration to 
the Egyptian Government's offer of land in Cairo before discussing the matter with the 
Director-General and submitting specific proposals to the Health Assembly. Meanwhile, he 
was simply asking that the Cairo construction project be mentioned as an alternative to 
the penultimate item on the list of estimated requirements in part IV of document 
EB85/29, without changing the corresponding financial requirement. Accordingly, the 
figure in operative paragraph 1 of the resolution recommended to the Health Assembly 
would remain unchanged. 

Professor BORGOÑO observed that since the recommended resolution specifically 
referred to part IV of the Director-General's report, the latter would have to be amended 
if there was to be no firm commitment to the construction of an annex in Alexandria, or 
if the principle of constructing a new building in Cairo was endorsed. Alternatively, if 
the Cairo project had yet to be approved officially, a compromise could be arrived at by 
deleting the reference to the Regional Office's requirements altogether and setting aside 
the corresponding amount for the time being. The Health Assembly could certainly not be 
expected to adopt a resolution referring to an inaccurate report. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the reference 
in part IV of the report could, of course, be reworded in a manner that accommodated both 
alternatives. However, by the time of the next Health Assembly, all negotiations with 
the host country, the Director-General and the committee of the Executive Board would 
have been completed, making the situation abundantly clear. 

The CHAIRMAN suggested that the matter be deferred to a later stage in the meeting, 
to give Dr Gezairy and the Secretariat time to make the necessary amendments in 
document EB85/29. 

It was so agreed. 

(For continuation, see summary record of the sixteenth meeting, section 3.) 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 25 of the Agenda 

General matters: Item 25.1 of the Agenda (Resolution EB59.R8; Documents EB85/30 and 
EB85/30 Add.l) 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) introducing documents EB85/30 
and EB85/30 Add.l, briefly reviewed their contents and pointed out that the reference to 
the General Assembly in paragraph 2 of document EB85/30 should read "forty-fourth", not 
"forty-third". 

The Governing Council of UNDP, the Economic and Social Council (ECOSOC) and the 
United Nations General Assembly had devoted considerable attention to the prevention and 
control of AIDS, and the Director-General had reported to the General Assembly on the 
implementation of WHO'S Global Strategy. In that connection, he drew attention to ECOSOC 
resolution 1989/108 and General Assembly resolution 44/233, which were reviewed in the 
documents. 

The United Nations system as a whole had also devoted great attention to the problem 
of drug abuse and illicit trafficking in narcotics, as reflected in the General 
Assembly's decision to convene a special session on drug abuse control in February 1990 
and in the development of a United Nations system-wide plan of action on drug abuse 
control - two initiatives in which WHO was cooperating, pursuant to resolution WHA42.20, 
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with particular focus on the reduction of demand and the treatment and rehabilitation of 
drug addicts. 

The second regular session of the Economic and Social Council held in July 1989 and 
the forty-fourth session of the General Assembly had been dominated by worldwide concern 
for the environment. The General Assembly, in resolution 44/228, had decided to convene 
a conference on the environment and development in Brazil in 1992, preparation for which 
would be assisted by the planned WHO high-level technical expert commission on health and 
the environment. The findings of that commission would constitute the basis for WHO's 
contribution to the conference. 

In view of the increasing importance attached to adequate nutrition throughout the 
world, the Subcommittee on Nutrition of the Administrative Committee on Coordination 
(ACC) had proposed that an international conference on nutrition be organized, possibly 
in 1992, to mobilize efforts and resources to combat malnutrition, with the participation 
of all organizations concerned. WHO and FAO had taken the initiative of setting in 
motion plans for the organization of such a conference. 

Another area of growing concern to the United Nations system was that of social 
development, especially human resource development, with special emphasis on the crucial 
role of women in development. The General Assembly, in its resolution 44/25, had adopted 
the Convention on the Rights of the Child, which was of great sociopolitical importance 
and relevance to WHO's activities in child health. UNICEF, for its part, had decided to 
hold a world summit for children during the forty-fifth session of the United Nations 
General Assembly in 1990, and had requested WHO to take part in its preparation. 

Referring to the special session of the United Nations General Assembly devoted to 
international economic cooperation, scheduled for April 1990, he explained that WHO, 
which had consistently stressed the link between economic development and health, was 
contributing to the preparations for the special session and the elaboration of the new 
International Development Strategy for the Fourth United Nations Development Decade. In 
that respect, the new initiative for a comprehensive, intensified approach to countries 
in greatest need would make a significant contribution during the 1990s. 

Recalling that the General Assembly had declared that the 1990s would be a decade to 
foster international cooperation in the field of natural disaster reduction, he said that 
WHO'S programme for emergency relief operations was fully in line with the objectives of 
the Decade and that the Organization was already very active in that area, as recently 
illustrated by its assistance to Romania. 

A more detailed report on WHO'S collaboration within the international community 
would be made to the Forty-third World Health Assembly. 

Dr HYZLER (alternate to Sir Donald Acheson) said that close cooperation between WHO 
and other United Nations bodies in respect of AIDS, the environment, disaster relief and 
other issues was essential if resources were to be used rationally and duplication 
avoided. He welcomed the continuing cooperation between WHO and the United Nations 
Centre for Human Rights regarding the rights of mentally ill persons, a field in which 
the United Kingdom had been particularly active. 

Dr MOHITH, referring to the section of document EB85/30 entitled "Drug abuse 
control", observed that the control measures mentioned therein focused primarily on 
illicit trafficking, i.e. the supply side of the drugs market. Yet, the social and 
health problems created by trafficking could only be overcome through programmes aimed at 
an effective reduction in the demand for drugs through preventive action, treatment and 
the rehabilitation of addicts. WHO should therefore strengthen the ability of Member 
States to carry out such programmes. More emphasis should be given - in the 
comprehensive report to be submitted to the Health Assembly - to that aspect of the 
problem. 

Professor KALLINGS, observing that drug abuse was spreading throughout the world as 
a consequence of the increasing availability of drugs on the licit and illicit markets, 
recalled that the United Nations had recently called upon its specialized agencies to 
contribute to the development of a global plan of action on drug abuse control. In that 
connection he recalled resolutions WHA39.26 and WHA42.20 and expressed concern about 
WHO'S response in the form of activities designed to reduce demand through the 
development of effective means of prevention, treatment and rehabilitation. Indeed, WHO 
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should support Member States in those areas, notably by carrying out operational research 
projects arid field-testing various approaches. 

Noting that a WHO global plan of action on drug abuse control was under preparation 
and that Regional Directors had allocated extra funds to the prevention of alcohol and 
drug abuse, he felt that the Organization's approach should go beyond the various aspects 
of mental health and extend, inter alia, to cooperation with nongovernmental 
organizations engaged in primary health care and occupational health activities. 
Operational research and other activities, including health education, rehabilitation and 
care, at the country, regional and global levels must also be supported. Lastly, he 
invited the Director-General to outline some of the priorities of WHO's proposed global 
plan of action, any new activities introduced and the prospects for progress in that 
area. 

Dr RODRIGUES CABRAL, noting the references in document EB85/30 to the International 
Initiative Against Avoidable Disablement, said that, as he recalled, a resolution had 
been adopted at the Forty-second World Health Assembly calling for increased involvement 
and a broader programme on handicap prevention, treatment and rehabilitation; he had, 
however, been unable to find a reference to that resolution as part of the response of 
WHO to the initiative. For some time, a number of developing countries had been affected 
by civil unrest, war and aggression, as well as national catastrophes, the consequences 
of which were becoming more serious than any other type of disability. There was 
therefore both the need and the scope for a new initiative in that area; given the large 
number of local institutions and foreign agencies and organizations involved in relief 
work, there was also a certain technical role for local WHO representatives in helping 
the responsible ministries in the affected countries to formulate national policies. 

Turning to paragraph 5 of document EB85/30, which referred to the continued efforts 
of the United Nations Population Fund (UNFPA) to assist developing countries, at their 
request, in the fight against the AIDS pandemic, he wondered whether UNFPA's objectives 
and involvement within WHO-led AIDS control programmes had been sufficiently well 
defined; he recalled that difficulties had been experienced between UNICEF and the 
national programme when neither partner had any clear idea, locally, about matching the 
needs of the programme to UNICEF's mandate. 

Dr DAGA, welcoming the Director-General's report, said that the reference in 
subparagraph 10.1 to desertification and drought caused alarm in a Sahelian such as 
himself, who knew only too well what those two scourges had meant to Sahelian countries 
and, indeed, to the whole of Africa for a number of years. They had brought many 
difficulties, hindered progress and exacerbated social problems, including those related 
to nutrition and to AIDS； it could only be hoped that WHO would give due emphasis at the 
proposed United Nations conference on environment and development in 1992 to the major 
social problems caused by persistent desertification and drought in Africa and actively 
seek ways and means - together with other United Nations agencies - of contributing to 
their solution. 

Professor BORGOÑO said that the many initiatives described in' documents EB85/30 and 
its addendum, all requiring substantial participation by WHO, provided excellent 
opportunities for the Organization to play a leadership role. 

The proposal for a United Nations conference on environment and development in 1992 
was particularly noteworthy. The Director-General had already highlighted the importance 
and, indeed, the crisis of the environment situation as it related to other problems and 
particularly to the major problem of health; the participation of WHO in that gathering 
would thus be of paramount importance in view of the subjects to be dealt with. 

On the other hand, he was somewhat alarmed so see that so many world conferences had 
been planned in close succession. While all the problems to be dealt with were of 
extreme urgency, presidents and prime ministers, whose time was very limited, but whose 
presence would be valuable, could not be expected to be available so frequently. Without 
better scheduling and coordination those conferences risked losing their impact. 

Dr SARTORIUS (Division of Mental Health), replying to Professor Kallings' question 
on the contents of WHO'S global plan of action on drug abuse control, currently being 
prepared, said that it would take off at the point where the documents prepared for the 
Health Assembly's discussions of resolution 42.20 had stopped. Three main areas of 
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action were involved: for action at the national level, the Secretariat had drafted a 
fairly detailed description of the issues arising, together with guidelines for the 
structuring of the national response to drug-related problems； similarly, it would 
develop a description of possible regional action, referring to activities within regions 
defined in WHO terms and to action to resolve problems common to different regions； 
lastly, it would deal with global activities, which in turn fell into three main areas of 
policy, development of technology, and collaboration with other WHO programmes and with 
other United Nations agencies. 

As far as policy was concerned, efforts were currently concentrated on issues which 
were identified as particularly troublesome and might in the near future be raised at the 
national level. The Secretariat hoped to be able to prepare materials which would make 
it easier for countries to consider their policy and for international bodies to agree on 
certain policy lines. The issues involved included, for example, the questions of 
decriminalization of drugs, joint or separate handling of problems related to alcohol and 
other drugs, and handling of drug abuse problems in countries with a federal structure. 

In the area of technology development, an extensive network of centres had been 
established which would help in the research needed to produce technological tools to 
deal with drug problems at the national level. Some of the techniques that were being 
developed included those for: the management of acute emergency problems arising in 
connection with drug abuse at primary care level； the prevention of drug abuse problems 
in high-risk groups such as adolescents； the handling of drug dependence problems in 
families； and the definition and enhancement of the roles of different family members in 
that regard. Particular attention was also being paid to the development of tools which 
would help monitor changes in the size and nature of drug dependence at country level and 
to the variety of topics mentioned during the Board's discussions earlier in the day in 
relation to WHO's activities under the United Nations treaties and conventions. 

As far as collaboration with other WHO programmes was concerned, the Secretariat 
hoped to carry out the programmes in the field of drug dependence and drug abuse in close 
collaboration with a variety of WHO programmes, with the United Nations and its agencies, 
and with a wider set of nongovernmental organizations active in that field. 

Within WHO, programmes had been developed in collaboration with the Global Programme 
on AIDS, the programme on psychotropic and narcotic drugs discussed earlier, and the 
programme on occupational health; an expert committee would, for example, be organized 
with the latter programme in 1991. There were several other programmes with which 
collaboration had been established, including those dealing with health promotion. A 
good relationship had also been developed with a large number of nongovernmental 
organizations； the WHO global plan of action being prepared would give a more detailed 
description of the j oint activities to be undertaken with them. 

The remaining contributions were expected to be submitted in time to make the WHO 
global plan of action available at the United Nations conference scheduled for February 
1990. A preliminary draft should be ready before the end of January and could be made 
available to any member of the Board for comments and suggestions before being 
finalized. High-level policy inputs to the global plan of action on a number of issues 
were expected from the interministerial conference to be organized by the United Kingdom 
Government in April 1990. 

Dr MANN (Global Programme on AIDS), responding to Dr Cabrai‘s inquiry, said that the 
relationship between WHO and UNFPA in AIDS spanned two major areas : the preparation of 
various global guidelines and materials and support for national programmes. It was of 
critical importance to ensure that information on AIDS was incorporated into family 
planning programmes around the world, and that family planning programmes did not 
inadvertently contribute to the further transmission of the virus. That involved 
educating health workers, and ensuring the availability of guidance and information to 
family planning practitioners at all levels. In addition, UNFPA was involved in support 
of national AIDS programmes, usually by ensuring that AIDS-relevant materials were 
incorporated into projects under way in individual countries. There were fewer 
AIDS-specific UNFPA projects than, for example, there were UNICEF-based AIDS-specific 
projects. Lastly, a professional staff member had been seconded from UNFPA to WHO to 
work on the Global Programme on AIDS, with the particular task of ensuring that the 
relevant policies and materials were developed as expeditiously as possible. 
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Dr KAWAGUCHI (Planning, Coordination and Cooperation), replying to Dr Cabrai's 

question on the action taken in relation to the International Initiative against 
Avoidable Disablement, said that the initiative marked the start of a joint activity 
between UNDP, UNICEF and WHO, known as IMPACT. A pilot project was to be run in the 
South-East Asia Region and the agreement would shortly be signed by UNDP. An additional 
post in Geneva was filled by a professional staff member seconded from UNDP to deal with 
day-to-day operations and the development of IMPACT. 

Generally speaking, coordination had been intensified in recent years and more 
dialogue had taken place； the Board was to be thanked for its encouragement of the 
Secretariat‘s work. 

With regard to Professor Borgoño's remarks, while it was true that greater care 
should be taken in the scheduling and organization of meetings, that was a matter for the 
ACC. Nevertheless the Secretariat would look into the question, particularly in relation 
to the subjects mentioned. 

Dr LUNVEN (Food and Agriculture Organization of the United Nations), expressed FAO's 
profound satisfaction with the spirit of cooperation and complete harmony that had 
prevailed between the two organizations in preparing for the International Conference on 
Nutrition. He was confident that that atmosphere would continue to prevail during the 
many preparatory meetings that would be needed. 

The FAO Conference, at its twenty-fifth session, had recommended that an 
international conference on nutrition be organized jointly by FAO and WHO in Rome during 
the first half of 1993, in collaboration with other United Nations institutions and 
agencies, and in particular with the ACC Subcommittee on Nutrition. 

FAO felt that, at what would be the first world conference on nutrition since the 
founding of the United Nations， stress should be laid on both national and international 
efforts to combat the problems of undernutrition and dietary excesses, and to control 
deficiencies and other ill-effects of inadequate diets. The objectives of the conference 
should be so formulated that realistic strategies and suitably cost-effective programmes 
of action could be worked out. 

It had been a great pleasure to welcome Dr Hu Ching-Li and his collaborators to Rome 
immediately after the FAO Conference, to discuss preparations for the planned nutrition 
conference. During their discussions the two secretariats had reiterated the agreement 
of both Director-Generals to co-sponsor the conference and to share the costs equitably. 
A meeting would take place in a few days time between the task forces set up by FAO and 
WHO to continue the discussions initiated in December； and FAO and WHO intended to 
present a j oint statement on the conference to the ACC Subcommittee on Nutrition at its 
sixteenth session in Paris in February, with the request that it determine a 
modus operandi for drawing up collaboration agreements with other agencies. 

He called the attention of the Executive Board to the decision of the 
Director-General of FAO to include an item on nutrition on the agendas of the conferences 
scheduled for the period March-July in the five regions. It was hoped that WHO would 
participate actively in those conferences, and help to promote in-depth discussions and 
the formulation of integrated strategies well adapted to local conditions. 

The Director-General of WHO in his opening statement to the Executive Board had 
referred to the total unacceptability of a situation which allowed hunger and 
malnutrition to persist and threaten future generations. The Director-General of FAO 
fully endorsed that view and was determined to make all possible resources available to 
ensure that the international conference would be instrumental in putting an end to 
hunger and malnutrition. 

Professor KALLINGS asked for clarification on Dr Sartorius‘ reference to the 
decriminalization of drugs. He felt confident that the WHO global plan of action on drug 
abuse control would not advocate legitimizing illicit drugs, and wondered whether what 
had been meant was the monitoring of any decriminalization activities. 

Dr SARTORIUS (Division of Mental Health) replied that he had meant the continuing 
collection of information on policy issues such as decriminalization. WHO was not 
intending to make any such statements at the present juncture. 
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The Executive Board took note of the report by the Director-General on collaboration 

within the United Nations system. 

(For continuation, see summary record of the sixteenth meeting, section 1.) 

Reports of the Joint Inspection Unit: Item 25.2 of the Agenda (Document EB85/31) 

The CHAIRMAN, after calling attention to the five reports formally addressed to the 
Director-General by the Joint Inspection Unit, and to the Director-General‘s comments 
thereon as contained in document EB85/31, noted that there were no comments on the first 
four reports. 

Concerning the fifth report (Practices and procedures aimed at a more equitable 
geographical distribution of sources of procurement for technical cooperation projects), 
Dr HYZLER (alternate to Sir Donald Acheson) said that in general he endorsed the 
Director-General‘s comments, and shared his doubts as to whether the target purchasing 
system for common-use products best suited WHO's requirements. Although he had no 
objection to diversifying sources of procurement, the overriding consideration still had 
to be the principle of competitive purchasing and value for money. He therefore fully 
supported the Director-General‘s position on that matter. 

Mr AHOOJA (alternate to Mr Srinivasan) asked whether the figure of 18% referred to 
in paragraph 16 of the Director-General‘s report related to total purchases or to 
purchases at the original level. 

Mr CROCKETT (Division of Conference and General Services) replied that the figure 
referred to the total purchases made by the Organization as a whole. 

Decision: The Executive Board, having considered the reports of the Joint 
Inspection Unit on "A review of the use of equipment provided to technical 
cooperation projects in developing countries", "Evaluation of United Nations 
technical cooperation project evaluation systems : Parts I and II", "Representation 
of organizations of the United Nations system at conferences and meetings : Part В -
the specialized agencies", "Concluding report on the implementation of General 
Assembly resolution 32/197 concerning the restructuring of the economic and social 
sectors of the United Nations system", and "Practices and procedures aimed at a more 
equitable geographical distribution of sources of procurement for technical 
cooperation projects", thanked the Inspectors for their reports and expressed its 
agreement with the Director-General‘s comments thereon. It requested the 
Director-General to transmit his report, together with the Board's views and 
comments on the aforementioned reports, to the Secretary-General of the United 
Nations, the Chairman of the Joint Inspection Unit, the members of the 
Administrative Committee on Coordination, and the External Auditor of WHO, for their 
information and perusal. 

Report of the International Civil Service Commission: Item 25.3 of the Agenda 
(Document EB85/32) 

Mr LAFIF (Division of Personnel), introducing the fifteenth annual report of the 
International Civil Service Commission (ICSC), said that under its Statute the Commission 
was required to submit an annual report to the United Nations General Assembly. Under 
Article 17 of the Statute, the Director-General was now submitting the Commission's 
Annual Report to the Board. 

Matters that had involved ICSC and which affected staff entitlements had been dealt 
with in a separate document and considered by the Board under agenda item 23: 
Confirmation of amendments to the Staff Rules. 

He drew the Board's attention to chapters II-VI of volume I of the Commission's 
report, which contained its recommendations on general items (summarized in 
document EB85/32), and chapters II-IX of volume II of the report, which contained its 

1 Decision EB85(11). 
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recommendations on the comprehensive review of the conditions of service of the 
professional and higher categories. 

Since the Federation of International Civil Servants Associations (FICSA) and the 
Coordinating Committee of International Staff Unions and Associations (CCISUA) had 
decided to participate only in work on the comprehensive review, the Commission had 
consulted all administrations and their staff representatives on matters related to the 
comprehensive review, and sought the views of the administrations on all other matters. 

The Board was asked to take note of the Report. 

Decision: The Executive Board took note of the fifteenth annual report of the 
International Civil Service Commission, submitted in accordance with Article 17 of 
the Commission's Statute. 

3. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS : Item 26 of the Agenda 
(Document EB85/36

2

) 

Applications of nongovernmental organizations for admission into official relations with 
WHO: Item 26.1 of the Agenda 

Review of nongovernmental organizations in official relations with WHO: Item 26.2 of the 
Agenda 

Dr MOHITH (Chairman of the Standing Committee on Nongovernmental Organizations), 
introducing the Committee's report (document EB85/36), said that the Standing Committee 
had considered applications from the World Association for Psychosocial Rehabilitation, 
the Commonwealth Association for Mental Handicap and Developmental Disabilities, and the 
International Union of Family Organizations, and recommended their acceptance for 
admission into official relations with WHO. 

The Standing Committee‘s second task was to review collaboration with 
39 nongovernmental organizations already in official relations with WHO. It had noted 
that the activities of those nongovernmental organizations was supportive of WHO'S work 
in fields such as research, training of health personnel and health education of the 
public； and consequently recommended that official relations with those organizations be 
maintained. 

However, the Committee considered that three cases called for special attention. In 
the case of the International Association for Child and Adolescent Psychiatry and Allied 
Professions, collaboration appeared to have been limited in recent years. Nevertheless, 
as the Secretariat was at present taking steps to increase that collaboration, the 
Committee recommended maintaining official relations, but suggested that the progress 
made should be closely examined during the next triennial review of relations in 1993. 
The Committee had further rioted that collaboration with the International Association of 
Environmental Mutagen Societies and with the International Society of Endocrinology had 
been minimal in recent years, but had decided to recommend that official relations be 
maintained in 1990, during which the Secretariat would initiate measures to renew 
contacts, and that the results of those efforts be considered by the Board at its 
eighty-seventh session in January 1991. 

The attention of the Standing Committee had been drawn to a communication addressed 
to the WHO Secretariat by the International Organization of Consumers Unions (IOCU), with 
regard both to improper use of views expressed in a restricted document reviewed by the 
Standing Committee during the Board's eighty-third session in January 1989, and to IOCU's 
position on decision EB83(11) adopted at that session. The Committee had noted IOCU's 
position and expressed its concern at the reported misuse of restricted material intended 
for consideration by the Board alone. It had been informed that the Secretariat, in 
consultation with the Director-General, was taking appropriate action on that matter. 

Lastly, he drew attention to the draft resolution and draft decision contained in 
section V of document EB85/36, which summarized the Committee's recommendations. 

1

 Decision EB85(12). 

2 Document EB85/1990/REC/1, Annex 8. 
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The draft resolution read as follows : 

The Executive Board, 

Having examined the report of its Standing Committee on Nongovernmental 
Organizations； 

DECIDES to establish official relations with the following nongovernmental 
organizations : 

World Association for Psychosocial Rehabilitation 
Commonwealth Association for Mental Handicap and Developmental 
Disabilities 
International Union of Family Organizations. 

The draft decision read as follows : 

The Executive Board, having considered the report of its Standing 
Committee on Nongovernmental Organizations, decided that official relations be 
maintained with the 39 nongovernmental organizations reviewed at the current 
session, and expressed its appreciation for their valuable contribution to the 
work of WHO. With regard to the International Association for Child and 
Adolescent Psychiatry and Allied Professions, the Board requested that further 
steps be taken to revitalize and strengthen collaboration through a plan of 
work, and that progress be reported to the Board during the next review of this 
organization, in 1993. Regarding the International Association of 
Environmental Mutagen Societies and the International Society of Endocrinology, 
the Board requested that efforts be made to revive collaboration and that 
progress be reported to the Board at its eighty-seventh session, in January 
1991, when the Board would take a decision, in the light of the results 
obtained, on whether or not to maintain official relations. 

Professor BORGOÑO observed that it was usual to find that a few nongovernmental 
organizations were maintaining only minimal contacts with WHO. Without in any way 
wishing to amend any of the Standing Committee's recommendations, he felt it might 
perhaps be timely to consider the wisdom of establishing some guidelines as to when a 
decision to sever relations with a nongovernmental organization which showed little 
interest in WHO might be appropriate. 

Dr REILLY agreed that there was a need for such guidelines； they would help 
nongovernmental organizations to appreciate the privilege of being admitted to official 
relations with WHO and to establish an acceptable code of behaviour within those 
relations. On another matter, he deplored the misuse of restricted information as 
described in the report; nongovernmental organizations indulging in such practices 
should be severely censured. He was gratified that the Director-General was taking 
appropriate action. 

Professor RANSOME-KUTI recalled that many nongovernmental organizations had 
considerable human and material resources which they used to support much of the work 
being carried out in pursuance of WHO resolutions. Care should be taken to avoid 
implying that the faults of some nongovernmental organizations extended to all of them, 
since such organizations were extremely varied. Should any guidelines or other measures 
to determine the scope of official relations be considered necessary, they should be 
drawn up by the Standing Committee, whose job it was to consider the matter. His country 
had benefited greatly from the work of many nongovernmental organizations, which had 
cooperated closely and constructively in the implementation of many programmes. He 
endorsed Dr Reilly's comment with regard to the misuse of WHO documents. 

Dr NTABA endorsed Professor Ransome-Kuti's views, adding that care should be taken 
to avoid implying that a nongovernmental organization in official relations with WHO was 
by that fact being admitted to an exclusive group or that it was expected to defer to WHO 
in order to retain that privilege. Concern for health for all should lead to recognition 
of the increasing role nongovernmental organizations were playing in the health-for-all 
movement. WHO should consequently encourage relations with such organizations and itself 
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assume responsibility for maintaining contacts when they appeared to be faltering. 
Perhaps some clarification of the actual status of nongovernmental organizations entering 
into official relations with WHO would be useful. 

Dr SHIMAO, speaking as a member of the Standing Committee, said that the concerns 
expressed were unfounded. The vast majority, 98%, of nongovernmental organizations in 
official relations with WHO cooperated well with the Organization. It was only in 
exceptional circumstances that contacts were poor; in such circumstances every effort 
was made to improve relations and to give the organization concerned the time to 
re-establish them. 

Professor BORGOÑO agreed that collaboration from nongovernmental organizations was 
extremely helpful, to countries and to WHO alike. He had merely intended to point out 
that in the few cases when it appeared that a relationship with WHO was no longer needed 
by a nongovernmental organization, such a relation should not be prolonged indefinitely. 

The resolution and the decision were adopted.丄 

4. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS: Item 16 of the Agenda 
(Resolutions WHA40.26, WHA41.24 and WHA42.33; Documents EB85/20 and 
EB85/INF.DOC./3) (continued from the twelfth meeting) 

THE CHAIRMAN invited the Board to consider a draft resolution proposed by the 
Rapporteurs, which read as follows : 

The Executive Board, 
Recalling resolutions WHA40.26, WHA41.24 and WHA42.33; 
Having reviewed the report of the Director-General on the global strategy for 

the prevention and control of AIDS, 

1. THANKS the Director-General for his report and congratulates him on the quality 
and extent of the action taken； 

2. NOTES with satisfaction: 
(1) WHO'S continuing efforts to provide strong, effective and coordinated 
leadership in global activities for the prevention and control of AIDS； 
(2) the active collaboration established between WHO and Member States in 
support of national AIDS programmes； 

3. COMMENDS to the attention of the Forty-third World Health Assembly the 
Declaration made by the International Conference on the Implications of AIDS for 
Mothers and Children, held in Paris in November 1989. 

Professor BORGOÑO proposed that in operative paragraph 2(2) the words "and other 
organizations and bodies of the United Nations system, in particular UNDP," be added 
after "Member States". 

Professor RANSOME-KUTI proposed that a further operative paragraph 2(3) be added to 
the draft resolution, to read: "the assurance of an orderly decentralization of AIDS 
prevention and control activities from the Global Programme on AIDS to regional offices 
and Member States, which will be accomplished by 30 June 1990". 

Professor SANTOS endorsed that proposal but felt that mention of a time-limit might 
be counter-productive if it proved difficult to implement decentralization by the date 
mentioned. 

1

 Resolution EB85.R11; Decision EB85(13). 
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Professor KALLINGS said that he was unable to support Professor Ransome-Kuti's 

proposed amendment. WHO's Global Programme on AIDS already included country activities； 
there was thus de facto decentralization. Furthermore, decentralization was an ongoing 
process； the review of programme operation included a headquarters component as well as 
a regional and country component. 

Professor BORGOÑO, endorsing Professor Ransome-Kuti's proposed amendment, agreed 
that the process of decentralization should be accelerated. One region, moreover, the 
African Region, had so far been left outside that process； he consequently understood 
the concern of Board members from that Region on the subject. Such decentralization 
could not be postponed indefinitely, but the deadline proposed was perhaps too short； it 
might perhaps be stated that the process would be carried out in the course of 1990. 

Dr DAGA also endorsed Professor Ransome-Kuti‘s proposal. Many speakers in the 
debate, including the Director of the Programme himself, had stressed the importance of 
decentralizing; it would appear perfectly normal to call for decentralization at the 
national level, because of the administrative obstacles that could thereby be avoided, to 
the undoubted benefit of the Programme. 

Dr BERTOLASO observed that it was he who had raised the question of orderly 
decentralization, and recalled that in his reply Dr Mann had clearly agreed with the 
Regional Director for Africa that the decentralization process should be reversible. 
Since the Board had seemed to approve that clarification, there was perhaps no need to 
add the subparagraph proposed by Professor Ransome-Kuti. 

Professor SANTOS drew attention to the Director-General‘s statement, in his previous 
report to the Board on the Global Strategy (document EB83/26, paragraph 24), that 
"expanding activity by regional offices and country representatives has led to increasing 
decentralization of operational activities, while preserving and strengthening the 
central management of the Programme." Perhaps that wording might be incorporated in 
Professor Ransome-Kuti's proposal? 

Professor RANSOME-KUTI said that his proposal had been mainly prompted by the 
statement by the Regional Director for Africa to the effect that he had no information on 
the AIDS Programme to report to the Board. There thus seemed to be every reason to take 
bold steps to ensure that decentralization was speeded up, at least in the African 
Region. No results could be obtained by adopting a half-hearted resolution; the Board 
should decide once and for all whether or not it wanted decentralization; if it did, it 
should at least set a date for the beginning of the process, if not for its completion. 

Dr RODRIGUES CABRAL said that he could not support Professor Borgoño‘s proposed 
amendment to operative paragraph 2(2), because it would weaken the specific thrust of 
each of the two subparagraphs. With regard to Professor Ransome-Kuti's proposal, he 
agreed that a timetable for orderly decentralization was called for, since in the absence 
of a cut-off date, national institutions might take no action. A new subparagraph should 
therefore be included, but the date in question should perhaps be one agreed upon by the 
Director-General, the Regional Director for Africa and the Director of the Global 
Programme, and approved by the Board at its next session, in May 1990. 

Professor BORGOÑO observed that the debate appeared to favour the insertion of the 
subparagraph proposed by Professor Ransome-Kuti. As for the date for the completion of 
the decentralization process, although the opinion of the Director of the Programme 
should be heard, it was for the Board to take a decision. With regard to his own 
amendment, he considered that the resolution should stress the Organization's 
satisfaction with its collaboration with other organizations and bodies of the 
United Nations system, especially UNDP. 

Dr REILLY endorsed Dr Cabrai's views on the additional subparagraph proposed by 
Professor Ransome-Kuti. While not opposed to the idea of formal decentralization, on the 
basis of his own experience in Papua New Guinea he saw no problems with regard to the 
present national control of AIDS programmes； staff in his country certainly exercised 
such control and were provided with advice when they requested it. The problem mentioned 
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by the Regional Director for Africa was - he submitted - one of decentralization at the 
regional level. It must be appreciated that the regions differed very widely as regards 
experience of the AIDS problem; it would at present be difficult to establish a single 
date for the accomplishment of decentralization. 

Professor Kallings‘ difficulty with the new subparagraph might be met by replacing 
the phrase "from the Global Programme to ..." by the words "by coordination of work 
between the Global Programme and … " . 

Mr AHOOJA (alternate to Mr Srinivasan) said that, while all the members of the Board 
seemed to be in favour of decentralization, it appeared that the establishment of a 
deadline would not be conducive to an orderly process, given the present state of 
knowledge of the problems to be dealt with, the question of securing extrabudgetary 
financial support and the need to obtain opinions from headquarters. He consequently 
believed that no date should be specified. 

Dr NTABA said that it was clear from the Director-General‘s report, Dr Mann's 
presentation and the debate on the subject that decentralization was desirable； the 
present discussion concerning the advisability or feasibility of setting a date for the 
completion of the process might be expedited by some further explanation of what 
"decentralization" really signified and entailed. 

Dr SADRIZADEH remarked that although everyone was in favour of decentralization, it 
would be extremely difficult to set a specific date for the completion of the process, 
since certain phases of its implementation could not be carried out in days, weeks or 
even months. 

Professor KALLINGS said that his objection to the words "from the Global Programme 
to ..." had been based on the belief that the process should be confined within the 
Programme, and that extrabudgetary funds should not be diverted from the Programme to 
other recipients. 

Dr MANN (Global Programme on AIDS) observed that some statements made during the 
debate demonstrated a need for clarification and further discussion of certain issues. 
First of all, a fundamental principle adopted from the very outset by the Global 
Programme was that responsibility for national AIDS programmes was national, and that 
support from WHO at any level was provided to national authorities, so that they could 
develop, implement, evaluate and improve their own national programmes. Thus, at the 
resource mobilization meeting recently held in Niger, US$ 1.5 million had been made 
available for a national programme, established in accordance with a national plan 
developed by national experts with WHO support. There had never been any departure from 
that fundamental principle, as Dr Reilly had clearly pointed out. 

The second question was how best to support national programmes. For some two years 
now, a gradual and accelerating process of decentralizing the operational possibility of 
support for national programmes from headquarters to the regions had been under way, and 
that process had already been carried out extensively in all the regions except one. 

At its meeting in Niamey, the Regional Committee for Africa had very clearly stated 
its strong desire to have the process further extended in the Region. Discussions with 
the Director-General and the Regional Director had resulted in the organization of a task 
force, which had gone from headquarters to Brazzaville to work with regional colleagues 
on a proposal which, by the end of 1991, would culminate in the full decentralization of 
operational support to the countries of the Region, with the African Regional Office 
playing the focal and critical role. 

The decision that the process should take two years had not been taken unilaterally 
at headquarters, but jointly and in the interests of efficient support for national AIDS 
programmes. The reason why the process was estimated to take two years to complete was 
its extraordinary complexity, exceeding that of any other WHO programme involving 
operational support for national programmes: thus, every single country of the African 
Region would have a medium-term plan, supported by resource mobilization meetings, 
programme reviews, supplies, equipment and the entire gamut of WHO support. As a 
reflection of that complexity, it had been agreed that two years might be required to 
reach the stage of full decentralization and it had been at the request of the Regional 
Director that the concept of reversible decentralization had been introduced, taking into 
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account the possibility that when the progress of decentralized support was jointly 
monitored, it might be jointly determined that certain functions could be more 
efficiently operated through headquarters than through the Regional Office. 

Other issues had been raised during the debate, and one of the most complex of 
those, which did not relate solely to the Global Programme, concerned the relationship 
between regional offices and headquarters. Models of relationships between headquarters 
and the regions for other programmes had been examined, and considerable differences had 
been observed from one region to another and even within a single region in the ways in 
which regionalization or decentralization had occurred for various programmes. It was 
indeed difficult to decide what was normal and desirable. How should issues such as 
resource mobilization be handled? Should such activities be centralized or regionalized, 
or both? Should policy development be centralized or should regional adaptation of 
policy be taken to the point where WHO had multiple policies in certain areas? All those 
questions were so important as to deserve full discussion at the appropriate time, but 
meanwhile he could assure the Board that there was no disagreement whatsoever about the 
importance and value of decentralization, interpreted in the sense of the full 
involvement and participation in that process not only of the regions, but also of 
country offices. While relationships between headquarters and regions and countries 
should be taken into account, the critical issue was the support actually provided to 
countries. When commenting on the results achieved by the Global Programme, members were 
not addressing WHO headquarters, but the entire Programme, which sought to deliver strong 
support to national AIDS programmes in an unprecedently rapid and extensive fashion. The 
Organization as a whole should take credit for that, and the Programme was well on the 
way to working through any initial shakedown issues in the relationships evolving between 
headquarters and regional and country offices. 

To summarize, the Global Programme was firmly committed to the decentralization 
process, which was already quite extensive in all the regions but one； and for that 
Region it had engaged in a process of orderly decentralization with the completion date 
of 31 December 1991 established by mutual agreement. If a change in that deadline was 
called for, the Programme would do all in its power to ensure completion of the process 
by any date decided upon by the WHO governing bodies. 

Professor RANSOME-KUTI thanked Dr Mann for his most explicit statement. During the 
Board's discussion, he had listened for a response from the Director to the very strong 
statement by the Regional Director for Africa, but had heard nothing beyond an assurance 
of decentralization that would be "reversible". Now, he had heard Dr Mann's clear, 
unequivocal answer: there had been mutual agreement on a decentralization process to be 
completed by December 1991, although he did not know how complex the process itself would 
be. He would be satisfied to let the matter rest if Dr Monekosso were to confirm that 
agreement. 

Dr MONEKOSSO (Regional Director for Africa) emphasized that his own statement had 
been based on a very long discussion among angry administrators, a debate that had been 
tape-recorded and was available to any Board member who wished to listen to it. The 
background of that discussion was the fact that, for whatever reason, only one region had 
been left out of the decentralization process, as the Director of the Global Programme 
had only now confirmed. The main concern of the African countries was decentralization, 
not within WHO itself but within their national AIDS control programmes； they imputed 
the slow progress in AIDS control to the failure to decentralize national programmes to 
the people actually responsible for control. As Professor Thairu of the Commonwealth 
Secretariat had stated so succinctly, communities had to be given a chance to tackle 
their own problems； as the people most directly involved, they were most apt to know 
what kinds of cultural and other resources were available to deal with local threats of 
disease and death. It was consequently felt that WHO should set an example that they 
could follow: decentralization, not from the Global Programme to the regions, but from 
WHO headquarters through the regional offices to the WHO country offices (and not to the 
national country programmes which, as Dr Mann had said, were autonomous). 

The possibility of decentralization had been under discussion for two years, yet no 
starting date had yet been set; in his earlier statement he had requested the 
Director-General himself to set one. It was important to bear in mind the difference 
between decentralization and déconcentration. Groups of staff had been working in the 
Regional Office for two to three years essentially as "guests", carrying out orders from 
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headquarters and providing the Regional Office with copies of actions taken by them. 
Staff in the country programmes behaved similarly vis-à-vis the WHO representatives. 
That had resulted in a certain degree of administrative malaise, compounded by the human 
and national tragedy being played out. In the context of decentralization there had been 
lengthy discussion on certain posts believed necessary, such as one for a behavioural 
scientist, on which no decision had been taken for two years despite the urgent need for 
it. 

In the negotiations between the headquarters team and the Regional Office, it had 
been agreed that decentralization would be concluded at the very latest by 
December 1991； in other words, that was not a target date but a final deadline. As an 
experienced manager, he knew that decentralization could not be carried out hurriedly. 
However, he pointed out that the concept of "reversible decentralization" had not emerged 
from those negotiations, and in fact was not mentioned in the minutes. Rather, it was a 
word of warning that he had sounded in a speech to Regional Office staff, on whom he was 
trying to impress the need for carrying out properly the responsibilities delegated to 
them, lest those responsibilities be taken back again. 

The authority and responsibility for managing the technical and administrative 
affairs of the Organization were vested in the Director-General and in no one else. Now, 
it was clear that the technical and scientific side of decentralization - i.e., the 
technical support provided to countries - was more complex than the administrative side. 
The j oint headquarters/Regional Office group had therefore decided to take technical 
decentralization step by step, country by country, until the process had been completed, 
by December 1991 at the latest. When it came to the administrative aspects, however, 
partial decentralization - say, to one district of a country - was impossible. 
Managerial responsibility was either delegated or it was not, and what was needed now was 
a date for beginning that process. The procedure for delegating responsibility for 
medium-term programmes had been discussed by technical staff from headquarters and the 
Regional Office, who had especially addressed the need to strengthen the staffing of the 
Regional Office, the intercountry teams, and the WHO representatives' offices in 
particular. He was awaiting instructions from the Director-General as to the 
responsibility for staff in the field working within his Region and reporting through 
their WHO representative to the Regional Office. Once that responsibility had been 
established, he would be able to report to a later session of the Board on what had been 
accomplished. 

Authority simply could not be dispersed. As an example of the administrative 
confusion currently prevailing, he cited a country in which recruitment for a post had 
been blocked for eighteen months because the World Bank, UNDP and WHO all had to agree on 
the selection and each agency had its own preferred candidate. If he was now being so 
frank about these problems, which he could have mentioned far earlier, it was because 
ministers of health in his Region were losing patience. 

The DEPUTY DIRECTOR-GENERAL referred to the draft resolution and 
Professor Ransome-Kuti‘s proposed amendment. While the Board at some future time might 
wish to discuss what decentralization meant in WHO - after all, each of the special 
programmes, such as the Onchocerciasis Control Programme and the Expanded Programme on 
Immunization, had developed its own characteristics, for historical and other reasons -
it might be advisable not go into those details at present. As regards the Global 
Programme on AIDS, there seemed to be a clear consensus in the Board on the desirability 
and importance of decentralization. Equally clearly, there was no consensus on the need 
to fix a date for its completion, at least in the resolution itself, although the urgency 
of accelerating an orderly decentralization was recognized by all, as Dr Mann had just 
confirmed. 

With that principle agreed, the matter would be pursued. Discussions had taken 
place with the Regional Director for Africa, although there were as yet no visible 
results in the field. Members of the Board, as well as the Regional Director for Africa 
and the Director of the Global Programme, were in full agreement on starting the process 
urgently. The ways and means of doing so would grow out of an intensification of the 
discussions concerning implementation that were under way with the full participation of 
the Global Programme. It was up to the Director-General to accept specific proposals for 
the implementation of decentralization; only then would a clear plan emerge, be it in 
March, May or December. 
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Even if no date were specified in the resolution, Professor Ransome-Kuti had made 

his point concerning the need to heighten awareness of the urgency of decentralization 
and to ensure vigilance with respect to its implementation in Africa, and on that he had 
the agreement of all Board members. He would therefore suggest, if Dr Cabrai had no 
objection, that the new operative paragraph 2(3) should stress the urgency of the 
implementation process in all regions and particularly in Africa. Managerially, he 
believed that the details of implementation could be left to the Director-General and the 
Regional Director, with the active participation of and specific proposals from the 
Director of the Global Programme, if there was confidence in all concerned in the 
process. In April the GPA Management Committee would be consulted about those matters, 
as well as about the restructuring of the programme. 

He therefore suggested the following wording for a new operative paragraph 2(3) in 
the draft resolution, based on the earlier proposal by Professor Ransome-Kuti: 

(3) the assurance of an acceleration of the decentralization of AIDS prevention and 
control activities already under way from global to regional and country levels, 
particularly in the African Region. 

Professor RANSOME-KUTI was convinced that the problem was almost completely 
resolved. He put forward an amendment to his own proposal, as follows : 

(3) the assurance of an orderly decentralization of AIDS prevention arid control 
activities from the Global Programme on AIDS to the regional offices and Member 
States, which will take place according to a programme for the process agreed 
between the Director-General, the Regional Directors and the Director, GPA, 
presented to the Board at its eighty-sixth session in May 1990. 

Professor SANTOS favoured the wording suggested by the Deputy Director-General, 
perhaps with the addition of the word "operational" before "AIDS prevention and control 
activities". The addition of further detail, as proposed by Professor Ransome-Kuti, 
tended to obscure the Deputy Director-General's suggestion that the details be worked out 
on another occasion. 

Since the resolution was concerned with the global AIDS strategy, it must be borne 
in mind that there was central management of the Programme, which was ultimately the 
responsibility of the Director-General. However, as other paragraphs of the draft 
resolution seemed to cover the strengthening of central management, he would not insist 
on his earlier suggestion that a specific reference thereto be included in the text. 

Dr RODRIGUES CABRAL noted a certain malaise among Board members : a process that 
should have been carried out already had not yet begun: it was important and urgent to 
resolve the matter through consensus. In his view, the forthcoming meetings in March and 
April mentioned by the Deputy Director-General would leave enough time for a date to be 
set before the Board's next session. In the light of the results of those meetings, it 
should be possible for the Secretariat to set a time-frame before the Board in May 1990, 
thereby eliminating all malaise. He hoped that consensus could be reached around 
Professor Ransome-Kuti's new proposal for solving the general problem affecting the 
African Region; as far as Mozambique was concerned, he was comfortable with 
decentralization, not to the WHO representative's office but to the national AIDS 
programme and the Ministry of Health. 

Dr HYZLER (alternate to Sir Donald Acheson) agreed that there was a malaise. 
Personally, he was grateful to the Deputy Director-General for his efforts to resolve the 
problem. However, unless consultation was broadened to include all those involved in the 
Programme, there was a risk. It was important to widen consultation, especially to the 
GPA Management Committee, and he would be grateful for confirmation by the Deputy 
Director-General that such would be the case. What counted above all was the orderliness 
of decentralization; the question of its speed should be left to the parties undertaking 
the process, who would have to ensure that the necessary absorptive capacities and skills 
were in place and that decentralization would hence benefit, and not disrupt, the 
continuity of operations. 
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The DEPUTY DIRECTOR-GENERAL put forward a rewording of Professor Ransome-Kuti's 

proposal, based on Dr Cabrai‘s suggestion: 

(3) the assurance of an orderly decentralization of AIDS prevention and control 
activities to the regional offices and Member States that will take place according 
to a schedule to be presented to the next session of the Executive Board. 

Dr MONEKOSSO (Regional Director for Africa) thought that, as Member States were 
sovereign, it would be better to say "decentralization ... to the regional offices and 
country offices of WHO". 

The DEPUTY DIRECTOR-GENERAL believed that consensus might be reached on the wording 
11

 decentralization ••• from the global to regional and country levels . . .
 и

. 

After Professor RANSOME-KUTI had confirmed his agreement with the new wording, the 
CHAIRMAN asked the Board members if they were prepared to adopt the draft resolution 
without amendment to operative paragraph 2(2) and with a new operative paragraph 2(3) as 
read out by the Deputy Director-General. 

The resolution, as amended, was adopted.丄 

5. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES (REPORT ON PROGRESS 
IN RESEARCH AND TRANSFER OF TECHNOLOGY TO NATIONAL HEALTH SERVICES): Item 17 of the 
Agenda (Document EB85/21) (continued from the thirteenth meeting) 

The CHAIRMAN invited the Board to consider the following draft resolution: 

The Executive Board, 
Having considered the report of the Director-General on the UNDP/World Bank/WHO 

Special Programme for Research and Training in Tropical Diseases； 

1. THANKS the Director-General for his report; 

2. RECOMMENDS to the Forty-third World Health Assembly the adoption of the 
following resolution: 

The Forty-third World Health Assembly, 
Recalling resolutions WHA30.42, EB71.R10 and EB77.R4; 
Noting the report of the Director-General on the UNDP/World Bank/WHO 

Special Programme for Research and Training in Tropical Diseases； 
Appreciating the accomplishments of the Special Programme to date in the 

development and testing of a number of important new disease control tools, 
many of which are already in operational use, as well as the innovative and 
pioneering approaches taken in strengthening research capability in developing 
countries where tropical diseases are endemic； 

Recognizing, however, that the target diseases of the Special Programme 
(malaria, schistosomiasis, filariasis (including onchocerciasis), African 
trypanosomiasis, Chagas disease, leishmaniasis and leprosy) continue to be 
major public health problems in many tropical countries, especially in the 
least developed countries, not only in rural areas but also, increasingly, in 
urban areas； 

Aware that during the next decade further challenges need to be addressed 
with respect to: 

(a) translating current advances in basic biomedical research into 
practical disease control tools, such as recombinant vaccines; 
(b) increasing the commitment of the pharmaceutical industry to the 
development of new drugs and vaccines for tropical diseases； 

1 Resolution EB85.R12. 
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(c) identifying strategies for preventing the most serious consequences 
of these diseases, such as childhood mortality from malaria; 
(d) promoting applied research in economics and social sciences to 
identify the most cost-effective methods of utilizing new tools； 
(e) strengthening field and operational research in the least developed 
countries in a sustainable manner; 

1. ENDORSES the thrusts and priorities of the Special Programme, which focus 
on: intensified strategies for the development of products in selected areas, 
such as new drugs for malaria, vaccines for leishmaniasis, malaria and 
schistosomiasis, and a macrofilaricide for filariasis； the implementation of 
new vector control methods for Chagas disease； operational research aimed at 
optimizing multidrug therapy for leprosy; and the use of specific projects and 
research results as a basis for research capability strengthening; 

2. THANKS the international community, multilateral and bilateral agencies, 
nongovernmental organizations, foundations and companies for their support to 
the Special Programme, and in particular UNDP and the World Bank, the 
со-sponsors of the Programme, and the research institutions and scientists 
throughout the world who contribute their talents and skills for the 
achievement of the Programme's objectives； 

3. APPEALS to the pharmaceutical industry to increase research and 
development in tropical diseases and to intensify its collaboration with the 
Special Programme in the development of new and more effective tropical disease 
control tools and in ensuring that these tools are accessible and affordable 
for the populations affected; 

4. REQUESTS multilateral and bilateral agencies to place greater emphasis on 
the provision of assistance both for research and for control of tropical 
diseases in endemic countries； 

5. ENCOURAGES biomedical and social science research institutions to devote 
greater attention to tropical diseases and to establish appropriate links among 
themselves and with tropical disease control programmes in endemic countries； 

6. WELCOMES the Director-General's decision to integrate WHO's various 
programmes for the control of tropical diseases； 

7. URGES those Member States in which tropical diseases are endemic to 
intensify their efforts to control them by making full use of newly-developed 
technology and developing targeted national control strategies, especially for 
the diseases for which affordable and effective tools are now available； 

8. REQUESTS the Director-General to ensure the continuation of the Special 
Programme's global leadership role in tropical disease research by: 

(1) strengthening collaborative efforts in academic and industrial 
research and in disease control activities； 
(2) fostering further the commitment of endemic countries to research; 
(3) mobilizing additional contributions to the Special Programme, in 
collaboration with UNDP and the World Bank, the со-sponsoring agencies, to 
enable the Programme to achieve its objectives more rapidly. 

Dr HYZLER (alternate to Sir Donald Acheson) proposed the inclusion of the phrase "as 
adopted by the Joint Coordinating Board" after the words "Special Programme" in operative 
paragraph 1. 

The resolution, as amended, was adopted.丄 

The meeting rose at 18h43. 

1 Resolution EB85.R13. 



SIXTEENTH MEETING 

Wednesday. 24 January 1990. at 9h00 

Chairman: Dr S. ТАРА 

1. INFANT AND YOUNG CHILD NUTRITION (PROGRESS AND EVALUATION REPORT; AND STATUS OF 
IMPLEMENTATION OF THE INTERNATIONAL CODE OF MARKETING OF BREAST-MILK SUBSTITUTES): 
Item 14 of the Agenda (Resolution WHA33.32； Article 11.7 of the Code； Document 
EB85/18) (continued from the fourteenth meeting) 

COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 25 of the Agenda (continued) 
General matters : Item 25.1 of the Agenda (Resolution EB59.R8; Documents EB85/30 
and EB85/30 Add.1) (continued from the fifteenth meeting) 

The CHAIRMAN drew attention to the following draft resolution entitled 
"International Conference on Nutrition" proposed by the Rapporteurs : 

The Executive Board, 
Noting the proposal made by the Administrative Committee on Coordination's 

Subcommittee on Nutrition and the initiative taken by the Director-General in his 
communication with the executive heads of other organizations and bodies of the 
United Nations system to convene an international conference on nutrition with a 
view to mobilizing efforts and resources to combat all types of malnutrition； 

1. ENDORSES the proposal that FAO and WHO should jointly convene an international 
conference on nutrition in 1992 or 1993 in close collaboration with other United 
Nations agencies and with concerned multilateral and bilateral organizations； 

2. URGES Member States to accord high priority to the inclusion of dietary and 
nutrition considerations in their development plans and programmes, to implement 
them through intersectoral approaches, to evaluate them in the light of established 
goals and of their effect on the nutritional status of the population, and to report 
on their actions to the international conference. 

Dr BERTOLASO proposed that, in the second line of operative paragraph 2, the word 
"considerations" be replaced by "components" and that, in the penultimate line of the 
same paragraph, the words "and results" be inserted after "actions". 

It was so agreed. 

The draft resolution, as amended, vas adopted.丄 

2. STRENGTHENING TECHNICAL AND ECONOMIC SUPPORT TO COUNTRIES FACING SERIOUS ECONOMIC 
CONSTRAINTS : Item 15 of the Agenda (Resolutions WHA42.3 and WHA42.4; Documents 
EB85/19 and EB85/35) (continued from the eleventh meeting) 

The CHAIRMAN drew attention to the following draft resolution entitled 
"Strengthening technical and economic support to countries facing serious economic 
constraints" proposed by the Rapporteurs : 

The Executive Board, 
Having considered the report of the Director-General orí strengthening technical 

and economic support to countries facing serious economic constraints - intensified 
collaboration with countries； 

1 Resolution EB85.R14. 
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RECOMMENDS to the Forty-third World Health Assembly the adoption of the 

following resolution: 

The Forty-third World Health Assembly, 
Noting the report of the Director-General on strengthening technical and 

economic support to countries facing serious economic constraints - intensified 
collaboration with countries； 

Recalling resolutions WHA42.3 and WHA42.4; 
Conscious of the widespread and rapid structural adaptations taking place 

in countries in response to changing external and domestic economic and 
political circumstances, and of the need for the structures of health systems 
to adjust to these adaptations in a harmonious manner; 

Emphasizing that financing of the health sector should be considered as an 
investment in the future productive potential of countries, and that national 
and international resources should be used optimally for maximum impact on the 
health of populations； 

1. URGES Member States: 
(1) to reappraise their health structures - both governmental and 
nongovernmental - including the resources required, and to identify 
realistic options for the most efficient and equitable deployment of 
available resources within the context of national development priorities； 

(2) to develop their capabilities to analyse the linkages between the 
various sectors related to health, and their influence on the health 
sector, so as to be able to recommend appropriate strategies in the face 
of rapid changes； 
(3) to strengthen their capabilities to analyse, plan and implement 
structural adjustments in the health sector within the constraints of the 
internal and external resources available, taking into account the 
priorities and needs of all concerned; 
(4) to strengthen appropriate training activities in order to increase 
the national capabilities mentioned above； 

2. CALLS ON the international community: 
(1) to reorient its priorities towards intensifying support to countries 
and people in greatest need; 
(2) to support, using all means available, countries' efforts to achieve 
sustainable health development through the restructuring of their national 
health systems based on primary health care in the light of their overall 
national economic adjustment policies； 

3. REQUESTS the Director-General: 
(1) to support Member States in developing new health structures, 
resources and approaches in view of the effects of economic trends and 
policies on health; 
(2) to ensure that WHO takes the lead, particularly within the 
United Nations system, in the coordination of cooperative activities in 
the field of health, as defined in the WHO Constitution, with all 
countries, but particularly with countries and population groups in 
greatest need; 
(3) to develop within WHO a capacity to assess the effects of economic 
issues and policies on the health sector at country level, and the effects 
of global economic issues at the country level； 
(4) to pursue methods of sensitizing the international community to the 
possibility of achieving agreement on health arid economic priorities, 
using all possible approaches, including the involvement of leaders at the 
highest political level； 
(5) to mobilize commitment and extrabudge tary support for these purposes； 
(6) to determine effective ways and the appropriate frequency of 
reporting on the state of the world's health and the progress achieved in 
implementing this resolution. 
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Professor ESPINOSA-FERRANDO (alternate to Professor Medina Sandino) proposed that in 

the first line of operative paragraph (1), the word "reappraise" be replaced by 
"appraise" and that, in the second line of the same paragraph, the words "including the 
resources required" be replaced by "and the way they are financed". 

Dr HYZLER (alternate to Sir Donald Acheson) proposed that, in operative paragraph 1, 
the words "URGES Member States" be expanded to read "URGES Member States that have not 
done so", and that operative paragraph 3(3) be shortened to read "to develop within WHO a 
capacity to assess the effects of global economic issues and policies on the health 
sector at country level;". 

The draft resolution, as amended was adopted.丄 

3. REAL ESTATE FUND: Item 24 of the Agenda (Document EB85/29) (continued from the 
fifteenth meeting) 

The CHAIRMAN drew attention to the draft resolution contained in paragraph 13 of 
document EB85/29, which read as follows : 

The Executive Board, 
Noting the report of the Director-General on the status of projects 

from the Real Estate Fund and the estimated requirements of the Fund for 
1 June 1990 to 31 May 1991; 

RECOMMENDS to the Forty-third World Health Assembly the adoption of 
following resolution: 

The Forty-third World Health Assembly, 

Having considered resolution EB85.R16 and the report of the 
Director-General on the status of projects financed from the Real Estate Fund 
and the estimated requirements of the Fund for the period 1 June 1990 to 
31 May 1991; 

Recognizing that certain estimates must necessarily remain provisional 
because of the fluctuation of exchange rates； 

1. AUTHORIZES the financing from the Real Estate Fund of the expenditures 
summarized in part IV of the Director-General‘s report, at the estimated cost 
of US$ 4 393 750; 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of 
US$ 4 286 750. 

financed 
the period 

the 

Dr HYZLER (alternate to Sir Donald Acheson) said that all members were trying to be 
helpful in finding a way to resolve the impasse that had arisen. A number of 
requirements needed to be met. For example, a request from the Regional Committee for 
the Eastern Mediterranean would be necessary, along the lines of the proposal made by the 
Regional Director for the Eastern Mediterranean at the previous meeting. Also, the Board 
must comply with the Financial Regulations, and specifically with Article 13.1 thereof, 
which stated that neither the Health Assembly nor the Executive Board should take a 
decision on a proposal involving expenditures unless it had before it a report from the 
Director-General on the administrative and financial implications of that proposal. One 
possible procedure would be for the Board to consider the draft resolution before it, 
with the proposed appropriation for the construction of an annex at the Regional Office 
for the Eastern Mediterranean, on the understanding that the Health Assembly might decide 
to change the arrangement in the light of the Director-General‘s report on the proposal 
to be made by the Regional Committee. Alternatively, the appropriation in question could 
be deleted from the draft resolution on the understanding that the matter would be 

1 Resolution EB85.R12. 
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brought to the attention of the Health Assembly, with an indication that the Executive 
Board had considered the draft resolution and would have adopted it but for the fact that 
there had been a proposal for the relocation of the Regional Office in Alexandria. 
Lastly, it was his impression that the relocation of a regional office required the 
approval of the Executive Board, even if it was to be relocated only to another site 
within the same country. 

Professor BORGOÑO said that he did riot know what the best procedure would be, but 
the Board certainly did not wish to interfere with the progress that had been made with 
regard to the possible change of location of the Regional Office for the Eastern 
Mediterranean from Alexandria to Cairo. He was reluctant to approve the draft resolution 
as it stood because he was sure that it would be changed. It would be unsatisfactory to 
approve something that was certainly going to be changed unless there were very important 
reasons for doing so. 

It was also his understanding that the Regional Committee would finally have to 
approve the change of location; however, it was not due to meet until the end of 
September or October. Unless an extraordinary session was held, it was difficult to see 
what would happen. He was in favour of deleting the reference to the Regional Office for 
the Eastern Mediterranean from the draft resolution, on the understanding that the latter 
could be amended either way in accordance with the report which the Regional Director 
would submit to the Director-General, and the Director-General to the Board. If, as 
Dr Hyzler had indicated, the Board had to approve a change of location of a regional 
office, even within the same country, it could approve the change from Alexandria to 
Cairo at its eighty-sixth session in May 1990. In any case, it was difficult for him to 
approve something which he knew in advance was not going to occur. The Board should find 
ways of avoiding such problems, without detriment to the efforts being made by the 
countries of the Eastern Mediterranean Region and by the Regional Director. 

Mr VIGNES (Legal Counsel) confirmed what Dr Hyzler and Professor Borgoño had said 
regarding approval by the Board. There was nothing in the Constitution that expressly 
provided that the Executive Board was responsible for approving the location of regional 
offices, but that had been the invariable practice since the foundation of WHO. It 
therefore appeared that in the present case the decision should be taken by the Board. 
If necessary, however, the Health Assembly could itself decide upon such a transfer. 
Such a procedure, while unusual, might avoid the need to refer the matter to the Board 
again. 

A decision by the Regional Committee would also be necessary. A special session of 
the Regional Committee could be held at the beginning of the next Health Assembly. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that he would 
prefer to leave the draft resolution as it stood. There was still a slight possibility 
that the annex to the Alexandria office would be built. Matters would be complicated if 
the extension was due to be built and no funds had been appropriated for it. In that 
case the first alternative suggested by Dr Hyzler might be better. A meeting of the 
Regional Committee could be arranged on the first day of the next Health Assembly, since 
all Members would be present in Geneva. 

Professor BORGOÑO said that he did not agree with that position. His own suggestion 
created no problem because it was known that the resolution would be amended either way. 
If the Regional Committee decided to build the annex, the resolution would be amended to 
reflect that decision. If, on the contrary, it decided in favour of the Cairo site, the 
resolution would be amended accordingly. The advantage of his suggestion would be that 
the Board would not contradict itself within a short period of time. The door was left 
open for either solution, which the Board could approve at its eighty-sixth session in 
May 1990. 

Dr RODRIGUES CABRAL considered that Professor Borgoño‘s suggestion was quite 
appropriate in terms of the timing involved. The studies on whether an annex should be 
built or whether it would be better to construct a new building in Cairo could be carried 
out between January and May. A special session of the Regional Committee could be held 
at the beginning of the next Health Assembly, and at its eighty-sixth session the Board 
could have before it a short report on the subject and decide on the appropriation of 
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funds for whichever proposal was preferred. The relevant item would, of course, have to 
be included in the agenda for the eighty-sixth session. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) pointed out that if the 
decision was to be taken by the Executive Board at its eighty-sixth session in May 1990, 
it would then have to be referred to the Health Assembly in 1991 and one whole year would 
have been lost, with unfortunate consequences. 

Dr HYZLER (alternate to Sir Donald Acheson) said it should be possible to meet the 
concerns expressed by both Professor Borgoño and Dr Cabrai. The Board could include the 
item on the agenda for the forthcoming Health Assembly and, in the meantime, urge the 
Regional Committee to adopt a resolution that could then be submitted to the Health 
Assembly for its approval. 

The CHAIRMAN pointed out that the Regional Director himself had withdrawn his 
proposal for the amendment of part IV of the document. He would urge the Board to 
respect the wishes of the Regional Director. 

Professor BORGOÑO said that, although he believed his point was well taken in terms 
of consistency and respect for the Board's working procedures, he would not press his 
proposal. 

Dr RODRIGUES CABRAL considered that although the retention of the original text 
would prevent delays in appropriation of funds, the Board might be wise to adopt a 
supplementary text outlining to the Health Assembly its reasons for approving it. 

The CHAIRMAN recalled that the item would be introduced by one of the four members 
whom the Board had appointed as its representatives to the Health Assembly. That member 
could provide the necessary explanation. 

Dr REILLY observed that changing the text would have the advantage of leaving the 
Regional Director more room for manoeuvre in respect of the construction of office 
facilities in Cairo. 

Dr NTABA agreed that the wording of part IV should be amended. If the word 
"accommodation" were substituted for "annex", the construction of a new building, rather 
than an extension to the existing one, would be authorized. Was there any reason why 
that simple amendment should not be made in part IV of the report? 

The DEPUTY DIRECTOR-GENERAL suggested that the same purpose might be accomplished by 
the insertion, in the RECOMMENDS paragraph of the draft resolution, of the word 
"provisionally" between "RECOMMENDS" and "to the", and the addition, at the end of the 
paragraph, of the phrase, "subject to the results of further study regarding 
accommodation for the Regional Office for the Eastern Mediterranean." 

Professor BORGOÑO supported that proposal, but requested clarification from the 
Legal Counsel on whether the Board could provisionally recommend to the Health Assembly 
the adoption of a resolution. 

Mr VIGNES (Legal Counsel) said that the proposal seemed to reflect the Board's 
general sentiments most adequately. The word "provisionally" could be deleted, as the 
phrase "subject to ..." was sufficient to make the meaning clear. 

He also pointed out that the resolution proposed by the Board for adoption by the 
Health Assembly would be debated, and possibly amended, by the Health Assembly before its 
adoption. In that sense it was, by definition, being recommended provisionally by the 
Board. 

The resolution, as amended, was adopted.丄 

1 Resolution EB85.R12. 
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4. APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN FINANCIAL 

MATTERS PRIOR TO THE HEALTH ASSEMBLY: Item 28 of the Agenda (Document EB85/33) 

Mr UHDE (Acting Assistant Director-General), introducing the item and document 
EB85/33, said that Article 34 of the Constitution and Article 12.9 of the Financial 
Regulations required that the Board should receive, review and transmit to the Health 
Assembly, with any comments deemed necessary, the final accounts of the Organization for 
the preceding financial period and the external auditor's reports thereon. As the 
reports for the financial period 1988-1989 would be finalized only in March 1990, and the 
Board did not normally meet again prior to the Health Assembly, the Board could comply 
with those statutory requirements, in conformity with past practice, by designating a 
committee of four members to consider and review the reports on its behalf immediately 
before the Health Assembly, and to report thereon to the Health Assembly. In the past, 
the Committee had been composed of the Board's four representatives to the Health 
Assembly, including the Chairman of the Board as an ex officio member. Should the Board 
wish to continue that practice, the draft resolution in document EB85/33 could simply be 
completed by including, in operative paragraph 1, the names of the four members. The 
suggested resolution also included a provision for replacement of any of the designated 
members who were unable to serve. Any members of the Board who wished to do so could 
attend the meeting of the Committee as observers at their own expense. 

The CHAIRMAN recalled that the representatives of the Executive Board at the 
Forty-third World Health Assembly would be Dr Bertolaso, Dr Mohith, Dr Oweis and himself. 

The draft resolution, completed by the addition of the names of Dr G. Bertolaso. 
Dr J. С. Mohith. Dr H. Oweis and Dr S. Тара, was a d o p t e d .

1

~ 

5. PROVISIONAL AGENDA FOR AND DURATION OF THE FORTY-THIRD WORLD HEALTH ASSEMBLY: 
Item 29 of the Agenda (Documents EB85/34 and EB85/INF.DOC./1) 

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 
EB85/34, proposals for the provisional agenda of the Forty-third World Health Assembly. 
The resolutions and decisions adopted by the Executive Board at its current session would 
be reflected in that provisional agenda by adding appropriate references under the 
relevant agenda items. An item entitled "Salaries and allowances for ungraded posts and 
the Director-General" would be added under Committee В, following the adoption of 
resolution EB85.R10. 

In view of the Board's discussion at an earlier meeting on the method of work and 
scheduling of sessions of the Health Assembly, and considering the fact that a full 
report would be made to the Forty-fourth World Health Assembly in 1991 on the ongoing 
monitoring exercise concerning the method of work of the Health Assembly, the Board might 
wish to delete provisional agenda item 28 from document EB85/34. 

The Director-General had received a request from the Libyan Arab Jamahiriya to 
include on the agenda of the Forty-third Health Assembly an item entitled "Mines laid 
during wartime and their adverse effects on health and people". According to Rule 5 of 
the Rules of Procedure of the Health Assembly, the Board should include in the 
provisional agenda of each regular session of the Health Assembly, inter alia, any item 
proposed by a Member or by an Associate Member. He recalled that the subject had already 
been raised at the Thirty-fourth World Health Assembly, when a resolution entitled 
"Material war remnants" had been adopted (resolution WHA34.39), which had drawn attention 
to the practical and humanitarian aspects of the problem and the need for cooperation 
among States to overcome it. It had recalled that the issue was under consideration in 
the United Nations General Assembly. The Director-General had been requested to report 
to the Thirty-sixth World Health Assembly on the situation as it related to health and 

1 Resolution EB85.R17. 
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progress achieved. The Health Assembly had been informed that WHO was ready to respond 
to any request made to it by the United Nations General Assembly within its sphere of 
competence, and that its report would cover any action which the General Assembly asked 
the specialized agencies to undertake. 

Accordingly, when reporting on collaboration within the United Nations system, the 
Thirty-sixth and Thirty-seventh World Health Assemblies had been informed of the progress 
made by the United Nations, and of a request to the Secretary-General to intensify his 
efforts with the States concerned to reach a solution to the problem. There had been no 
further discussion in the Health Assembly on that topic. 

The item proposed by the Libyan Arab Jamahiriya should therefore be placed as a 
subitem under provisional agenda item 32 entitled "Collaboration within the United 
Nations system". 

Professor Kallings had suggested that a progress report on the activities of the 
Action Programme on Essential Drugs should be included as an item on the agenda of the 
next Health Assembly. While the proposal had merit, it might be preferable that such 
progress reports, as a matter of routine, should be examined by the Executive Board 
before being submitted to the Health Assembly. In fact, such a progress report was 
already scheduled for consideration by the eighty-seventh session of the Board in 
January 1991, after which it would be forwarded to the Forty-fourth World Health 
Assembly. 

At a previous session the Board had recommended that, at its January sessions, when 
considering the provisional agenda of the next Health Assembly, the Board should decide 
on issues that it wished to see highlighted in the debate on the reports of the Executive 
Board and the Director-General. The Director-General proposed that delegates addressing 
the plenary at the Forty-third World Health Assembly give special attention to health 
development in the coming decade. Should the Board agree with that suggestion, the 
Director-General would transmit it to Member States in his letter of convocation and 
invite delegations to focus on that issue in their statements in plenary at the 
forthcoming Health Assembly. 

The Executive Board had decided that the Forty-third World Health Assembly should be 
held in the Palais des Nations, Geneva, opening on Monday, 7 May 1990 at noon. 

He drew attention to the draft preliminary timetable for the Forty-third World 
Health Assembly contained in document EB85/INF.DOC./1, which had been prepared to assist 
the Board in fixing a preliminary daily timetable for the Health Assembly in accordance 
with resolution WHA32.36. It would be revised to take into account any decisions taken 
by the Board. 

The CHAIRMAN invited the Board to consider the provisional agenda of the Forty-third 
World Health Assembly, with the amendments indicated by the Deputy Director-General. The 
Board should decide whether to include a progress report on the Action Programme on 
Essential Drugs or whether the report should, as proposed by the Deputy Director-General, 
be submitted for consideration at the eighty-seventh session of the Board in January 1991 
and subsequently transmitted to the Forty-fourth World Health Assembly. 

Professor KALLINGS said that, notwithstanding the explanations given by the Deputy 
Director-General, he did not wish to withdraw his suggestion that the Board should 
include on the agenda of the forthcoming Health Assembly a progress report on the 
activities of the Action Programme on Essential Drugs, with special reference to 
coordination within the newly established Division of Drug Management and Policies. It 
would be unwise to defer the submission of the progress report until the Forty-fourth 
World Health Assembly, since it was important to maintain high visibility for one of the 
Organization's most important programmes and to counteract uncertainty concerning the 
direction of the Division, which had only recently been set up, and because several 
Member States expected to be informed about the Programme's progress at the forthcoming 
Health Assembly. 

Professor BORGOÑO said that, although the Deputy Director-General had not mentioned 
in his statement the closing date for the Forty-third World Health Assembly, he took it 
that it would be Friday, 18 May 1990. 
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One of the Organization's established practices was that technical matters that had 
not been considered by the Board were not included in the Health Assembly's agenda. At 
the same time, he shared the concerns expressed by Professor Kallings. One way of 
meeting them, while retaining the established practice to which he had just referred, 
would be for the Director-General to mention the recent changes affecting the Action 
Programme on Essential Drugs in his report on the work of WHO in 1988-1989. 

Dr INFANTE (alternate to Dr Caba-Martín) referred to the issue on which delegates to 
the Health Assembly were to be urged to concentrate at the Forty-third Health Assembly: 
health development in the coming decade. It might be useful for the Director-General to 
give very clear indications of what was to be covered under that issue； for example, it 
should be specified that delegations should speak about not only national but also 
international aspects of health development in the 1990s. 

As for the problem raised by Professor Kallings, he agreed that the item should be 
discussed at the forthcoming Health Assembly, but he also understood the concerns 
expressed by the Deputy Director-General and endorsed Professor Borgoño‘s suggestion that 
the relevant information should be communicated by the Director-General in his report on 
the work of WHO in 1988-1989. 

Dr BERTOLASO pointed out that the Board had not discussed provisional agenda 
item 22, "Hazardous wastes", either: should it not also be included in the agenda of the 
Health Assembly? He had attended the Management Advisory Committee's meeting in October 
1989 when the Action Programme's budget had been discussed in detail for the first time. 
Representatives at the Health Assembly might welcome information on the Programme's 
latest achievements, perhaps under an item to be considered by Committee A. 

Dr RODRIGUES CABRAL said that, as his country was one of the Action Programme's 
beneficiaries, he had to admit to being biased in favour of including the item. He 
understood that Professor Kallings‘ proposal concerned a report on the performance of the 
Action Programme, not on that of the Division of Drug Management and Policies. 

There was a great deal of material on the Action Programme that had generated a high 
degree of interest among both donors and recipients : for example, the findings of the 
external evaluation report and the matters raised during the meeting of the Management 
Advisory Committee. Frequent review of the Programme was called for because a number of 
operational components of national essential drugs programmes were increasingly being 
viewed as catalysts in the development of national drug policies. 

During the Board's discussion of new reporting schedules, he had suggested that WHO 
programmes should be categorized as to whether or not they would be critical in achieving 
the health-for-all strategy in future years : the Action Programme was indeed critical in 
that sense. He therefore strongly supported the proposal that a report on the Programme, 
including substantial information from Management Advisory Committee meetings, the 
external evaluation and other sources, be considered by Committee A at the Forty-third 
World Health Assembly. The item might be included after provisional agenda item 18, 
"Strengthening technical and economic support to countries facing serious economic 
constraints". 

Professor BORGOÑO concurred with Dr Bertolaso that it would be inconsistent to 
approve the inclusion in the Health Assembly agenda of item 22, which had not been 
discussed by the Executive Board, while rejecting the progress report on the Action 
Programme. The Board should include either both items or neither of them. 

The DEPUTY DIRECTOR-GENERAL said that the discussion on the provisional agenda of 
the Health Assembly was taking place at several different levels. While the 
Director-General was ready to submit a progress report on the Action Programme to the 
next Health Assembly, he felt that the Board should not deviate from the standard 
practice of studying a matter in depth before submitting it to the Health Assembly. 
Provision had already been made to present a progress report on the subject to the 
Executive Board at its January 1991 session. With regard to item 22, he endorsed the 
point raised by Dr Bertolaso, but explained that the agenda of the Health Assembly was 
drawn up on a number of bases. Item 22 had been included at the request of a regional 
committee, although it would have been preferable for the Board to have thoroughly 
reviewed that important issue before submitting it to the Health Assembly. Since, under 
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the Rules of Procedure of the Health Assembly, any Member was entitled to make a proposal 
to the General Committee concerning the agenda, it might be better to include an item 
proposed now, while there was time to prepare for the discussion at the Health Assembly, 
than to wait for it to be raised in the General Committee. With regard to the Action 
Programme on Essential Drugs, he hoped that Dr Bertolaso and Professor Borgoño could 
accept a compromise solution, namely, to include a report on progress in the 
Director-General‘s oral report to the Health Assembly, where it could be discussed prior 
to thorough review by the Board in 1991. 

Dr HYZLER (alternate to Sir Donald Acheson) considered that the Board should be 
given the opportunity to reflect on important matters and that it would be helpful if a 
document - even an information document - could be prepared for the Board. With regard 
to the issue raised by Professor Borgoño, although the Board had not discussed the report 
on the Action Programme on Essential Drugs, it did have some indication of the progress 
achieved. It would be advisable to have available a brief report on the development of 
the Action Programme and also on the work of the Division of Drug Management and 
Policies. Those activities were of interest to Member States, and that might be a way of 
giving them visibility. 

With reference to the proposed additional agenda item on mines laid during wartime, 
he was not convinced that the practical and humanitarian aspects of the effects of the 
remnants of war on health had changed since they were last reviewed by the Health 
Assembly. He therefore disagreed with that proposal. Further discussion should take 
place in more appropriate forums, such as the United Nations General Assembly. 

Professor BORGOÑO wondered what the Director-General's view was on the suggestion 
that he should comment on certain key aspects of the Action Programme in his report to 
the Health Assembly, and then announce that the matter would be on the Board's agenda in 
January 1991. It was not advisable for the Board to receive oral reports on items that 
were not on the agenda, since that might create problems in the future. It was important 
to ensure in future that reports of committees were on the agenda and were in writing so 
that a document would be available to the Board. 

Referring to Dr Hyzler's comments on the proposal from the Government of the Libyan 
Arab Jamahiriya, he considered that discussing whether the item was timely created more 
problems than discussing the item itself. The chairman of the relevant committee should 
point out that the scope of the item at the Health Assembly was not the same as the scope 
that it would have at the United Nations General Assembly. Items with political 
implications should be dealt with solely from the viewpoint of health. 

Dr DAGA observed that whilst essential drugs had been and would continue to be the 
key to the introduction of primary health care, the Board was nevertheless discussing the 
method of work of the Health Assembly. Professor Borgoño had rightly drawn attention to 
the consequences of breaking with established practice, but at the same time the Board 
appreciated the importance of essential drugs. There seemed to be agreement that the 
item should be included on the agenda, but time was required if a satisfactory document 
was to be prepared. The Deputy Director-General had given both sides of the argument, 
which had led to further discussion. His opinion was that the item should be included on 
the agenda, not of the Forty-third World Health Assembly, but of the Forty-fourth. In 
that way, a comprehensive document could be submitted to the Board, and members would 
have the opportunity to express their views on the issue. Thus both tradition and good 
order would be respected. 

Professor ESPINOSA-FERRANDO (alternate to Professor Medina Sandino) noted that there 
was general agreement that the Action Programme was important and should be reviewed by 
the Health Assembly, but certain procedural matters were preventing the Board from 
reaching a decision. Regulations were intended to facilitate discussion and find common 
ground between different positions, whereas in the present case the reverse was true. 
Apart from the restructuring of the Action Programme itself, changes were occurring in 
the international situation that would have an impact on it and on access to essential 
drugs, especially in the most economically disadvantaged countries. He suggested that, 
without creating jurisprudence, a precedent could be set that, in a case where consensus 
existed on the importance of an item, but procedural considerations prevented its 
discussion, procedure should be bypassed. 
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With reference to the proposed additional agenda item, he was convinced that it was 

an important issue that should even be considered on a permanent basis, bearing in mind 
its topicality: conflicts had occurred in all continents during the past year. 

Mr AHOOJA (alternate to Mr Srinivasan) agreed with Dr Daga that the appropriate time 
to discuss the Action Programme would not be at the coming Health Assembly, but at the 
following one. Furthermore, as the Health Assembly would be concluding its deliberations 
within two weeks, too many agenda items might mean that some would not receive proper 
consideration. He therefore felt that the purpose of placing the item on the agenda of 
the Health Assembly would not be well served under those conditions. 

Dr REILLY pointed out that a decision was required on three agenda items : essential 
drugs, hazardous wastes and mines laid during wartime. He had understood that documents 
were.submitted first to the Executive Board for discussion and then to the Health 
Assembly. The Executive Board had received no documents on hazardous wastes or on mines 
laid during wartime, but had received an oral report on drug policies, together with a 
written report that had been circulated unofficially. To be consistent, the item on 
essential drugs was the only one that would be eligible for inclusion in the Health 
Assembly's agenda, since a report had been received on that item, whereas nothing had 
been received on the other two. 

Professor KALLINGS recalled that discussions had taken place in the Executive 
Board's Committee on Drug Policies. He had made his suggestion to the Board as Chairman 
of that Committee and had presented the Committee's views. It was a standing committee 
of the Board, and he failed to understand why there was no channel for it to report to 
that body. 

Where the rules governing the inclusion of items on the Health Assembly's agenda 
were concerned, exceptions could be made to the established procedure, as was illustrated 
by the proposed agenda item on hazardous wastes. There was a place for it in the 
timetable of the Health Assembly after item 18, as mentioned by Dr Cabrai, since no 
committee meetings were scheduled on the Friday of the first week. The feelings of the 
Member States and the Action Programme's Management Advisory Committee had to be taken 
into consideration and his suggestion reflected those of the latter. Including an item 
on essential drugs in the agenda of the Health Assembly would create goodwill, whereas 
postponing it for another two years would be harmful to the Organization. Referring to 
the suggestion that the Director-General should be requested to include information on 
the Action Programme in his general statement to the Health Assembly, he pointed out that 
that would not give Member States the opportunity to discuss it, and that it was 
important to have their viewpoints. 

Dr ESPINOSA FACIO LINCE said that his country had benefited greatly from the Action 
Programme and had received donations from both WHO and the European Community. Despite 
being involved in monitoring the Action Programme in accordance with the guidelines 
established by its Management Advisory Committee, his country had not been invited to 
attend the evaluation meeting held in the second half of 1989. The only information he 
had received so far had been Professor Kallings‘ excellent oral report. The report of 
the Director-General should deal fully with the Programme as well as with the structure 
and functioning of the new division. He therefore suggested that a document prepared by 
the Committee on Drug Policies should be included under item 10 of the provisional 
agenda, "Review of the report of the Director-General on the work of WHO in 1988-1989", 
if that were possible under the rules. The Board would then be able to consider the 
topic at its meeting in May 1990. Given the importance of the Programme, he hoped that 
it would not be affected by economic constraints. 

Dr HYZLER (alternate to Sir Donald Acheson) noted that the report on the external 
evaluation of the Action Programme was a report to its Management Advisory Committee, 
which was an advisory committee to the Director-General. It was thus for the 
Director-General to consider any report made to him by that Committee and then to submit 
his comments and, if he so wished, the evaluation report to the Executive Board for 
consideration. Nevertheless, some action should be taken to keep Member States informed 
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of the progress of the Action Programme and of the very good work being done in the other 
sections of the new Division of Drug Management and Policies. Failure to do so might be 
open to misinterpretation. 

Professor SANTOS said that, in the light of Professor Kallings‘ oral report and its 
subsequent circulation in written form, as well as the importance of the subject, it 
should be possible to include an item on that subject on the provisional agenda of the 
Forty-third World Health Assembly. Regarding the other two items under discussion, he 
felt, with reference to Dr Reilly's remarks, that they could be considered at a 
subsequent meeting of the Executive Board, even if their examination by the Health 
Assembly were to be postponed until 1991. 

The DEPUTY DIRECTOR-GENERAL, clarifying his earlier statement, said that the 
Secretariat was ready and willing to submit a report for discussion at the forthcoming 
Health Assembly. As Secretary of the Executive Board, however, he had drawn attention to 
the question of prior discussion of the subject by the Board. While it was customary for 
the Board to consider matters before they were submitted to the Health Assembly, such a 
practice did not necessarily apply in the case of an item proposed by a Member under 
Rule 5 of the Rules of Procedure of the World Health Assembly. Concerning essential 
drugs, the recommendations made to the Director-General by the Action Programme's 
Management Advisory Committee could well be discussed at the forthcoming Health Assembly, 
if the Board so wished. The Board could also call for a full consideration of the 
subject by its Programme Committee, which would meet before the next meeting of the full 
Board. Another possibility would be for a Member State to suggest the inclusion of such 
an item in the provisional agenda of the forthcoming Health Assembly, under Rule 5 of the 
Rules of Procedure of the World Health Assembly. 

Mr VIGNES (Legal Counsel) endorsed the remarks made by the Deputy Director-General. 
In fact, under Rule 5, the Board had no choice but to include in the provisional agenda 
of the Health Assembly an item proposed by a Member State. The Board could, however, 
exercise its discretion with respect to the item suggested by Professor Kallings and 
item 22 of the proposed provisional agenda. He stressed that the agenda drawn up by the 
Board was only provisional. That provisional agenda would be submitted to the General 
Committee which, in turn, would make recommendations to the Health Assembly, which would 
adopt the final agenda. 

The DEPUTY DIRECTOR-GENERAL noted that the inclusion of an item on essential drugs 
on the provisional agenda of the Forty-third World Health Assembly would not preclude a 
detailed discussion of the topic at the January 1991 session of the Executive Board. He 
suggested, therefore, that a separate item be added to the provisional agenda, entitled: 
"Action Programme on Essential Drugs (progress report by the Director-General)". While 
noting Dr Reilly's comments, he suggested that it would be preferable for the item on 
hazardous wastes to remain on the provisional agenda. 

Dr ESPINOSA FACIO LINCE requested that the progress report on the Action Programme 
should be as comprehensive as possible, and be made available as rapidly as possible. 

Dr HU Ching-Li (Assistant Director-General), noting the request for a comprehensive 
progress report, pointed out that the report would deal exclusively with the Action 
Programme on Essential Drugs. The external evaluation report was submitted to the 
Management Advisory Committee, which was an advisory committee to the Director-General. 
It was thus for the Director-General to consider whether he would like to comment on the 
report and transmit it to the Board, as had been pointed out by Dr Hyzler. 

The CHAIRMAN assumed that the Board would find the suggestions made by the Deputy 
Director-General acceptable. 

It was so agreed. 

Decision: The Executive Board approved the Director-General's proposals for the 
provisional agenda of the Forty-third World Health Assembly, as amended by the 
Board. Recalling its earlier decision that the Forty-third World Health Assembly 
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should open at noon on Monday, 7 May 1990, the Board decided that the duration of 
the Forty-third World Health Assembly should not exceed two weeks, as provided for 
in the approved programme budget for 1990-1991.^ 

6. DATE AND PLACE OF THE EIGHTY-SIXTH SESSION OF THE EXECUTIVE BOARD: Item 30 of the 
Agenda 

Dr KAWAGUCHI (Director, Planning, Coordination and Cooperation) said that, in 
accordance with Rule 5 of its Rules of Procedure, the Board should determine at each 
session the time and place of its next session. Since the duration of the Forty-third 
World Health Assembly would not exceed two weeks, the Board might wish to consider 
convening its eighty-sixth session on Monday, 21 May 1990. The session generally lasted 
from one and a half to two days. Since the Forty-third World Health Assembly would meet 
in the Palais des Nations in Geneva, the Director-General proposed that the eighty-sixth 
session of the Executive Board should be convened at WHO headquarters. 

Dr RODRIGUES CABRAL recalled that, at an earlier meeting, it had been proposed that 
at some future session the Board should consider a progress report on tuberculosis. That 
should be taken into account in preparing the agenda for the eighty-sixth or, perhaps 
more appropriately, the eighty-seventh session of the Board in January 1991. 

Dr HYZLER (alternate to Sir Donald Acheson) asked whether any decision had been made 
with respect to the proposal by Professor Kallings, in his capacity as Chairman of the 
Committee on Drug Policies, that the Chairman of the Management Advisory Committee of the 
Action Programme on Essential Drugs might attend sessions of the Committee on Drug 
Policies as an observer, to provide cross-representation on the two Committees. 

The CHAIRMAN said that no decision had been made on the issue. 

Professor BORGOÑO pointed out that the topic was not an item on the Board's agenda 
and could not be included under any other item. It would be contrary to the Rules of 
Procedure for the Board to discuss the issue any further or to take any decision. 

Professor KALLINGS proposed that, if it was not possible to discuss the item further 
at the current session, it should be included on the agenda for the next session of the 
Board. 

Professor BORGOÑO said that, if the issue were to be included it should be 
considered in general terms； any decision made could then be applied to any relevant 
committee as appropriate. 

It was so agreed. 

Decision: The Executive Board decided that its eighty-sixth session should be 
convened on Monday, 21 May 1990, at WHO headquarters, Geneva, Switzerland. 

7. CLOSURE OF THE SESSION 

After the customary exchange of courtesies, the CHAIRMAN declared the session 
closed. 

The meeting rose at 12hl0. 

1 Decision EB85(14). 
2 Decision EB85(15). 
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