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SECOND MEETING 

Monday. 15 January 1990. at 14h30 

Chairman: Dr S. TAPA 

The meeting was called to order at 14h35. 

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 Fund: Item 14.1 of the Agenda (Document EB85/4) (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 CABRAL drew attention to the very important statements by Dr 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 content 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 were 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, which he quoted, although experience had shown that the 
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 that national income of 
each country. WHO's scale of assessments was slightly lower than that of the United 
Nations Organization 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 non-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 (document EB84/4) it could be seen that there was an approximately 10 to 
12 per cent 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 had asked 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 10 fairly wealthy developing countries and certain countries 
in Eastern Europe, their contribution representing some 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 10 countries 
affected would again be in a position to pay their contributions, raising the rate of 
collection to the former level of around 90%. 



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 was currently obliged to follow the scale of 
assessments agreed by the United Nations organization; any change would have to be made 
by that body. The setting of the scale was a complex issue which took considerable time 
to determine. It 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 the 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 : 



(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 
at all 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 the provision in Financial 
Regulation 5.6 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, the 
Members paying their assessed contributions for 1990 early in the year will 
have the contributions they should pay for the 1992-1993 programme budget 
reduced appreciably, while the Members late in paying will see the 
contributions they should pay 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 BORGOFfO 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 bad 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 B0RG0Ñ0 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 
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 national 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. 



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, inter alia, that unless there were exceptional circumstances 
justifying a different measure, the Health Assembly 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, 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 nonpayment 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. 



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 FIGUEIRA 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. 

Decision: The Executive Board, having considered the report of the Director-General 
on Members in arrears with 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 by resolution WHA41.20. The Board requested the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the 
Forty-third World Health Assembly (a) to examine any requests made by those Members 
in accordance with Article 7 of the Constitution, as well as information received 
from other Members in arrears of the payment of their contributions 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 7 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 virus poliomyelitis 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 
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-returning 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, 



Chirîa, 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 
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 bienniura. 
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 
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 Region 
of the Americas, from which the programme operations coordination system had been 
borrowed. As well as partnership with WHO headquarters, the Regional Office for Africa 
was grateful to the Eastern Mediterranean Region which had consistently provided 
excellent financial personnel and accountants. The Regional Office was now moving into a 
new partnership with the European Regional Office 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 the life-style problems. The emergence of 
hypertension, 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/IBRD 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 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 
First World a net amount of 213 thousand million dollars, and their gross debt had 
increased from 327 to 416 thousand million dollars. The policies which 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, the 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 transmissible diseases were concerned, action should be focused on 
the major endemic diseases, AIDS, and diseases that could be eradicated by means 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. 


