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FIRST MEETING 

Monday, 20 January 1992，at 9h30 

Chairman: Professor О. RANSOME-KUTI 

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

The CHAIRMAN declared the eighty-ninth session of the Executive Board open, and welcomed the 

participants, including several newly designated members and alternates. 

2. APPOINTMENT OF REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FORTY-FIFTH 

WORLD HEALTH ASSEMBLY 

The CHAIRMAN said that in view of the fact that Dr Solari and Dr Ake, who had been appointed by 

the Board at its eighty-eighth session as representatives of the Executive Board at the Forty-fifth World Health 

Assembly, were no longer members of the Board, two new representatives would have to be appointed. He 

suggested Professor J.M. Borgoño and Dr Meropi Violaki-Paraskeva. 

Decision: The Executive Board appointed Professor J.M. Borgono and Dr Meropi Violaki-Paraskeva as 

representatives of the Board at the Forty-fifth World Health Assembly, in addition to its Chairman, 

Professor O. Ransome-Kuti, ex officio, and Mr K. Al-Sakkaf, already appointed at its eighty-sixth session. 

3. APPOINTMENT OF A MEMBER OF THE STANDING COMMITTEE ON NONGOVERNMENTAL 

ORGANIZATIONS 

The CHAIRMAN, noting that neither Dr Reilly, a member of the Standing Committee on 

Nongovernmental Organizations, nor his alternate were attending the present session of the Board, suggested 

that Dr A.S. Yoosuf be appointed as member of the Committee. 

Decision: The Executive Board appointed Dr A.S. Yoosuf as member of the Standing Committee on 

Nongovernmental Organizations, in addition to Dr O.M. Mubarak, Dr J.-B. Kanyamupira, 

Dr M. Paz-Zamora and Dr Meropi Violaki-Paraskeva, already appointed. 

4. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB89/1) 

The CHAIRMAN indicated that items 17 and 18 should be deleted from the provisional agenda. 

The agenda, as amended, was adopted. 

5. PROGRAMME OF WORK 

Professor BORGONO stressed that sufficient time should be allowed from the discussion of item 16 of 

the agenda. 

The CHAIRMAN proposed that the order of the items as listed in the agenda be followed as closely as 

possible but pointed out that there would be a few modifications. For example, item 5 (Appointment of the 

Regional Director for the Eastern Mediterranean) would be considered in private and he proposed that the 

item be taken up on Thursday, 23 January, at the beginning of the afternoon meeting. Similarly, item 25 
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(Awards), sub-items 25.1 to 25.4, would be considered in private and he proposed that this be done on 

Monday, 27 January, at the beginning of the afternoon meeting. 

It was so agreed. 

6. CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993 (REPORTS 

BY THE PROGRAMME COMMITTEE AND BY THE DIRECTOR-GENERAL): Item 3 of the Agenda 

(Documents EB89/2 and EB89/2 Add.l) 

Professor BORGONO, speaking as Vice-Chairman of the Programme Committee, said that at its 

meeting in July 1991 the Programme Committee had reviewed programme orientation and priorities for 1992-

1993 and 1994-1995. Obviously, any plans would have to take account of the world situation as well as the 

financial position of the Organization, and would therefore have to be reviewed periodically before definitive 

decisions were taken. 

The proposed programmes for 1992-1993 focused on five priority areas: the interrelationship between 

the world economy and sustainable health development, and their impact on less developed countries; the 

environment and human health; adequate food and nutrition for health development; integrated disease 

control; and dissemination of information for advocacy and for educational, managerial and scientific 

purposes. The Regional Directors would be asked to achieve a 5% increase in those priority areas by making 

cuts in other areas, entailing an average reduction of 2% in other programmes. In 1994-1995 emphasis would 

be maintained on the same priority areas and it was hoped to achieve an additional increase of about 14% in 

certain key programmes, implying a further average reduction of 1%'in other programmes at global and 

regional level. The key programmes would be programme 4 (Organization of health systems based on primary 

health care), programme 11.4 (Control of environmental health hazards), programme 13.1 (Immunization -

including the development of new vaccines), programme 13.3 (Malaria), programme 13.6 (Diarrhoeal diseases -

including cholera), and programme 13.8 (Tuberculosis). 

The Programme Committee considered that those proposals required greater specificity and that ways of 

generating additional resources for the priority areas should be sought. 

The Committee discussed the possibility of a new layout for the programme budget document to simplify 

the presentation and facilitate its discussion by the Executive Board. The Committee also discussed and found 

acceptable a 12% increase in costs for 1994-1995, a smaller increase than the 16% previously estimated. The 

changes taking place in the world and the financial position of the Organization had to be taken into account, 

and it was thus extremely difficult to set a figure for future cost increases. 

Mr AL-SAKKAF, speaking as a member of the Programme Committee, introduced the Programme 

Committee's report on the changes in the programme budget for the financial period 1992-1993 with respect to 

the funds allocated from the Director-GeneraPs and Regional Directors' Development Programme (document 

EB89/2). As indicated in paragraph 4, the Director-General had decided to use a total of US$ 1 200 000 for 

six specific activities, in the ways indicated in his report to the Programme Committee (Annex to document 

EB89/2). 

The Programme Committee agreed that funds from the Director-General,s and Regional Directors, 

Development Programme should be used for urgent responses to emergency situations as well as for new 

health problems that arose, and noted the regional activities for which funds could be used, as set out in 

paragraphs, 11 to 16 of the annex to the document. The Committee supported the Director-General，s 

decisions concerning the allocation of funds to the six activities mentioned earlier and recommended that the 

Director-General give due attention to programme 13.6 (Diarrhoeal diseases), to meet the emerging threat of 

cholera. 

Dr MASON noted that the use of US$ 1 350 000 from the Director-General's and Regional Directors’ 

Development Programme was envisaged. That amount represented some 11.2% of the funds available to the 

Director-General and the Regional Directors for the various programmes. He asked that the Director-General 

keep the Board informed of his decisions and intentions regarding further allocations from those non-

earmarked funds, thus allowing for greater accountability. 

Dr VIOLAKI-PARASKEVA said that the political, economic and social changes taking place in the 

world represented new challenges for WHO and the proposed changes in the programme budget, including the 
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new allocation for cholera, reflected realistic preferences in dealing with them. Nutrition played a key role in 

health and, to supplement the information given in paragraph 5 of Appendix 3 of the Annex to document 

EB89/2, she wished to have further details of WHO's contribution to the joint FAO/WHO International 

Conference on Nutrition to be held in 1992. She expressed her appreciation of the emphasis placed on 

maternal and newborn health services in Appendix 4 (Safe motherhood) of the same Annex. 

Dr LU RUSHAN expressed his appreciation of the allocation of US$ 1 200 000 to support the six 

activities listed, as well as the allocation of US$ 150 000 for cholera. In developing countries, especially the 

poorest of them, health resources were extremely limited. In such circumstances additional difficulties were 

often created by the lack of knowledge of macro-economics. Capacities in that respect therefore needed to be 

strengthened, and that would require the mobilization of additional funds. Furthermore, it was important to 

ensure that the International Conference on Nutrition and the Ministerial Conference on Malaria were 

properly prepared. 

Dr KANYAMUPIRA expressed his support for the proposed changes in the programme budget for 

1992-1993, which were in keeping with the current concerns of most Member States. The funds allocated were, 

nevertheless, modest in the light of the extent of the problems, and that was presumably why they had been 

described as catalysts for the mobilization of extrabudgetary resources. He wished to know whether there was 

any specific department responsible for coordinating the campaign to raise extrabudgetary funds at the 

headquarters, regional office or country level. If not, consideration should be given to the establishment of 

such a department. 

Mr MORTENSEN (alternate to Mr Varder) asked whether, in view of the fact that the budget was 

geared to zero growth, the new activities and programmes proposed would be established at the expense of 

existing activities and, if so, what were the activities to which it had been decided to attach less importance. 

In the changes in the programme budget proposed in documents EB89/2 and EB89/2 Add.l it appeared 

that six different areas of activity had been granted an equal amount of US$ 200 000 and one area of activity 

an amount of US$ 150 000. Although he had no doubt that all the funds allocated were deserved, the method 

of distribution seemed rather mechanical; the allocation of the same amount for each area of activity might 

give the impression that it was not entirely based on a proper scrutiny of actual needs. In his opinion it would 

be more appropriate to allot differentiated funds for specific activities where specific needs had been 

demonstrated. 

Dr GONZALEZ POSSO requested some information on the strategies being pursued to attract 

extrabudgetary funds to strengthen programmes as necessary following changes in the world economic and 

social situation. He also requested some further information on the allocation for cholera and suggested that 

in the safe motherhood programme arrangements should also be made for the promotion of breast-feeding. 

The DEPUTY DIRECTOR-GENERAL, replying to Dr Mason's question regarding further information 

on the use of the Director-General's and Regional Directors' Development Programme, assured the Board that 

the Director-General would keep it informed of subsequent disbursements during the regular sessions of the 

Board itself and of its Programme Committee. Moreover, any use of the Development Programme was 

reported to the Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 

Assembly. 

Another question, raised by Mr Mortensen, was the way in which additional funds had been allocated 

among the six priority areas. The allocations had been made in response to the wishes expressed by Board 

members, either in the Executive Board itself or in its Programme Committee. For example, the amount 

allocated to programme 13.6 (Diarrhoeal diseases) for the prevention and control of cholera had been 

suggested by Professor Borgoño as an approximate figure. The final arrangements for the use of the sums 

suggested were made after the Programme Committee had made its proposals and the Director-General had 

given his agreement in principle. The programmes concerned then worked out the technical activities to be 

undertaken within the limits of the budget allocation, the allocations would be insufficient to create new 

activities, but the technical programmes concerned might be able to attract extrabudgetary resources. 

The point raised by Dr Violaki-Paraskeva concerning the International Conference on Nutrition would be 

taken up in the general debate on collaboration within the United Nations system and at a special meeting 

organized by the programme concerned. However, Dr Rochon, who was responsible for coordinating the 

arrangements for the Conference, could supply some immediate information. 
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Dr ROCHON (Division of Health Protection and Promotion) said that the International Conference on 

Nutrition was being organized jointly by FAO and WHO in close collaboration with other agencies, especially 

UNICEF. The financial and technical arrangements as between FAO and WHO were being shared on a 50-50 

basis, their two technical teams working together in both Rome and Geneva. The current phase was the 

holding of regional meetings, and there again the regional offices of FAO and WHO were working on a 50-50 

basis. The next stage would be the organization of a high-level technical meeting to be held in Geneva to 

finalize the technical aspects of a plan of action and a declaration in preparation for the final conference to be 

held in Rome in December 1992. The ultimate purpose of the Conference would be to support country 

activities by reviewing and reorganizing, if necessary, strategies and plans of action at the country level, a 

responsible person to coordinate country preparation, drawn from either the agricultural or medical fields, had 

been identified for at least 75% of countries. The arrangements were going very well and full information 

would be supplied at the forthcoming meeting referred to by the Deputy Director-General. 

Dr MONEKOSSO (Regional Director for Africa), commenting on Dr Mason's question regarding 

further use of the Director-General's and Regional Directors' Development Programme, said that at the 

regional level it had been agreed that the funds would not be used to finance meetings or thematic activities. 

Apart from emergencies, the funds would be used for grass-roots activities, such as the alleviation of vitamin A 

deficiencies at the district level rather than for a scientific meeting on the epidemiology and vitamin impact of 

vitamin A deficiency which were already well known. The funds would thus have a direct effect on the 

population and mi^it enable the countries concerned to find additional resources from sponsors interested in 

specific activities. 

Decision: The Executive Board took note of the changes in the programme budget for the financial 

period 1992-1993 and of its Programme Committee's report thereon. 

7. STATEMENT BY THE DIRECTOR-GENERAL 

The DIRECTOR-GENERAL said that the present session of the Executive Board might be an 

appropriate moment to reflect on the current situation and on the key factors that would have an important 

bearing on WHO,s activities in the coming biennium. It seemed a very good time to take a look at what had 

been achieved so far and what still needed to be done. It was particularly important to do so at the present 

juncture, since WHO had just completed the second evaluation of the implementation of the Global Strategy 

for Health for All and was embarking on a new biennium. In addition to achievements, the evaluation showed 

what gaps remained, especially between rich and poor. To close those gaps was the challenge facing the 

Organization in its commitment to social justice and equity. The evaluation had not, of course, been intended 

to determine solutions to inequities, but that was precisely what WHO and its Member States must do if they 

were to attain their goals. 

The world had arrived at a critical juncture in its history. With the end of the cold war, it was turning 

towards greater democratization and pluralism. However, that itself was giving rise to a wide range of conflicts 

among national, ethnic, cultural and special-group interests. An increasing number of political and economical 

groupings and of regional and within-country conflicts were greatly affecting the health conditions of specific 

populations. Yet there was a globalization of the world economy that was making people more 

interdependent, auguring well for world peace and prosperity for all. The nature of mankind, by its very 

diversity, made conflict virtually inevitable; interdependence made it imperative to resolve such conflict by 

non-violent means. It was not only the economy that brought people together. Neither environmental 

problems, nor nutrition nor indeed any health problem respected national boundaries. Yet mankind must play 

a "minus sum" game if environmental governance did not ensure both the equitable sharing of nature's riches 

and sustainability. 

Therefore the future of the world depended on what mankind did and how it went about solving 

problems and conflicts and redressing social imbalances and wrongs both today and in the coming years. There 

was a compelling need to find a common language and a universal set of values which would serve as 

foundations for global dialogue. Those who worked in health were fortunate, because what better universal 

value was there than good health? For health to serve as a bridge for that purpose, health professionals must 

open up their sector to interaction with all parts of society and move from the arcane language of their 

professional peers to a language that could be understood by all. Madame Simone Veil had spoken eloquently 

on that point at the Public Health Summit held at Omiya City, Saitama, Japan in September 1991. 
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Those were the developments impelling him to suggest that there was a need for new public health 

action, a suggestion which would be open to discussion during the current session of the Board. Members 

would no doubt have noticed that he had not touched on the specific health problems that WHO traditionally 

addressed; indeed, while some might feel that he was going beyond the health mandate of WHO, it was 

precisely to ensure that that mandate was carried out successfully that he believed it imperative to confront the 

broader issues of society upon which depended the health of every woman, man and child. WHO's work was 

essential to the peace and stability of the world through healthy human development which would be the key to 

socioeconomic development in the current decade and the coming centuries. 

The burden of disease carried by each country could ultimately be expressed in quantitative terms, both 

of cost of treatment and of lost social and economic development. There was no better example than AIDS to 

illustrate the multisectoral ramifications of disease - not only health but also socioeconomic, educational, 

environmental and political ramifications. How was it possible to ignore the moral and ethical issues? Some 

might recall that immediately after the Second World War many countries faced such a situation in respect of 

tuberculosis, and public health action had started with tuberculosis control as national development strategy, 

with some success. What was intolerable was the fact that still too many people, especially children, were 

suffering and dying from diseases for which the technology existed to prevent or to treat. It was totally 

unacceptable, for example, that pregnant women in developing countries were several hundred times more at 

risk of dying from the greatest natural event of life - childbirth - than pregnant women in developed countries. 

Many health problems could be solved or at least attenuated if more resources were made available. 

However, the global economic situation remained uncertain; at a time when there were great needs the world 

over, there was a concomitant shortage of financial capital. Whatever resources were available must therefore 

be used in the most effective and efficient manner; management needed to be improved and innovations were 

needed in the delivery of health services; better data were needed to help decision-making for the optimum 

allocation and utilization of resources and to measure progress. Above all, it was essential to harness the 

energy and will of the peoples of the world. 

Those issues were touched upon in the discussion paper on a paradigm for new public health action 

(EB89/11) and he looked to the Board for guidance in confronting questions about what WHO and its 

Member States should do in preparing the Ninth General Programme of Work. Member States had shown the 

greatest courage and foresight in committing themselves to the goal of health for all. Moreover, development 

agencies were currently stressing that people were central to all development endeavours. In countries, 

national health development administrations would have to take the lead in socioeconomic development work 

in the same way as WHO was expected to lead at a global level as the directing and coordinating authority on 

international health work, not merely in "normative" but also in development work. The way in which WHO 

responded would decide whether it would continue to be the leader in the process started with the Declaration 

of Alma-Ata in 1978. He was confident that collective experience would result in the best decisions and in the 

implementation of the most effective programmes. What was required was a close partnership coordinating 

nationally implemented health policies and programmes with their international counterparts. To do that it 

would be necessary for governments to determine, quantify and analyse their health problems and to establish 

priorities made on the basis at least of information available and perceived capabilities. In addition, the option 

was open to choose how to implement priorities. "Décides si tu peux; choisis, si tu l'oses" ("Decide if you can, 

choose if you dare") was an appropriate phrase in that context. The implementation of priorities required 

foresight and, in particular, courage. 

It was also necessary to be aware that economic development by itself did not automatically lead to good 

health, as had been seen very clearly at the international forum held in Accra in December 1991，on which 

occasion it had been shown that economic policies and development strategies had resulted in increased 

vulnerability or the marginalization of certain sectors of the population, with consequent poor health status. 

By putting human health at the centre of development it was hoped to avoid such a tragedy. 

As a result of the dramatic changes that had occurred in central and eastern Europe, including the 

former Soviet Union, WHO was welcoming a number of new Member States and other States were 

reactivating their membership. At the same time, when WHO was taking on very difficult health development 

challenges, it was also being confronted with a major financial crisis, resulting from rising costs, zero-real-

growth budgets and non-receipt or delayed receipt of assessed contributions. The crisis was affecting the entire 

United Nations system and he had informed the Secretary General of the United Nations of WHO's readiness 

to cooperate in finding a coordinated solution. 

On his retirement, the former United Nations Secretary-General, Mr Pérez de Cuéllar had left the world 

a safer place, where the threat of nuclear conflict was receding. However, new problems, particularly those 

relating to economic changes, were coming to the fore. He wished the new United Nations Secretary-General, 

Mr Boutros-Ghali success in assuming his heavy responsibilities and assured him of WHO's strong support in 
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his endeavours to ensure that all the principles of the United Nations Charter became reality for the whole of 

mankind. It would be his pleasure and privilege to welcome to WHO in April 1992, Mr Boutros-Ghali and his 

own counterparts in other United Nations organizations and bodies for an important session of the 

Administrative Committee on Co-ordination. Indeed, the coordinated action of each organization and body of 

the United Nations system - particularly, WHO, IMF, the World Bank and GATT - and other international 

organizations - including OAU, the European Community, OECD and the Red Cross - Member States, 

nongovernmental organizations and individuals was essential for the effective and efficient implementation of 

action for health and socioeconomic development. 

Professor G IRARD suggested that in the light of the Director-General's statement there should be a 

general discussion of the need for the Executive Board to place its concerns within the global context. Major 

events had taken place in 1991 and against that background health should no longer be regarded as an 

individual value but increasingly as a source of social cohesion and a subject of universal value. WHO was 

currently at a crossroads, as indeed were health institutions at national level which wished to play a complete 

role in health management. While some might foresee a fragmentation of the Organization others might urge 

toward a certain protectionism, recommending that the Organization should look inwards to ensure that it 

accomplished its original mission - that of health management for the world as a whole and, in particular, for 

those in greatest need. The Secretariat and the Board must seek a way forward in the establishment of 

appropriate working methods. It was important, on the threshold of the 1990s, to redefine the purpose of the 

Board. Whether that purpose was to record events, provide an opportunity for reflection, or act as a decision-

making body, it was clear that a change was called for. Moreover, any consideration of public health matters 

in the light of changed economic circumstances must also take full account of ethical issues and the whole 

question of human rights. It was only by reflecting on all these areas, on which the development of countries 

depended, that the Board could provide the necessary support to the Director-General. 

The CHAIRMAN suggested that members of the Board should embark on an overall discussion 

following the presentations of the Regional Directors under item 4 of the agenda. 

It was so agreed. 

8. REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 

INCLUDING REGIONAL COMMITTEE MATTERS: Item 4 of the Agenda (Documents EB89/3, 

EB89/4 and EB89/5) 

The Americas 

Dr GUERRA DE MACEDO (Regional Director for the Americas), referring to the Director-GeneraPs 

statement highlighting the changes in the world situation and their causes, observed that the situation was not 

one of conflict only, but also one of challenge and of great opportunity and hope. In the Americas, the year 

1991 had started in the sadness of war and had ended in the joy of the advent of peace in El Salvador. The 

year had also seen the beginning of economic recovery in many countries of Latin America and the Caribbean, 

as the Region had shown its ability to reduce high inflation rates, to establish disciplined fiscal management 

and handle economic relations with other countries, including matters of external debt, and, most importantly, 

to continue to strengthen democracy. At the same time, subjects of particular economic concern remained, 

particularly in relation to the economic situation of Brazil and to the recession in the United States of 

America. A major effort was being made in the Region to ensure that it played an increasingly effective role 

in a "New World Economic Order" and, by extension, a "New Political Order11. There had been intense 

diplomatic activity in 1991 to establish a machinery for regional and subregional integration in order to 

facilitate overall progress and create opportunities to participate effectively in world development. The heads 

of state of the Region had met on several occasions over the past year - including the first Ibero-American 

Summit - and the subject of health had been an item on the agenda of most of those meetings. 

Perhaps the outstanding aspect of the health situation in the Americas during the past year had been the 

reappearance of cholera after more than a century. To date, cholera had affected more than 400 000 people 

and had caused nearly 4000 deaths, testimony to the inadequate living conditions of large portions of the 

Region's population. While almost all of Latin America had been affected by the cholera epidemic and had 

had to take emergency action, countries maintained their efforts to prevent and control other diseases and 
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above all to modify their health systems, based on the guiding principles of health for all, universality, equity, 

effectiveness and participation. He was concerned, however, that a misunderstanding of neo-liberal views 

might lead governments unreaiistically to consider that economic growth would automatically solve the 

problems of health and well-being in the Region, and thus to limit the role of the State in dealing with those 

problems and granting them the priority attention they deserved. 

The Pan American Health Organization (PAHO)/WHO Regional Office for the Americas had made the 

greatest possible efforts to meet the various challenges confronting the Region. It had decided jointly with 

Member States to attack the cholera problem in two complementary phases. The first, the emergency phase, 

was designed to combat cholera directly, in order to contain the epidemic and to limit its socioeconomic and 

health effects on the countries concerned. That phase would last three years, until approximately 1993, 

requiring the mobilization of some US$ 700 million, the major share coming from the governments themselves. 

In 1991, РАНО had been able to mobilize approximately US$ 13 million, from its own resources and from 

cooperating bilateral and multilateral agencies. The second phase, which would begin in 1992, reflected the 

fact that the cholera epidemic was a result of inadequate living conditions and, in particular, the extraordinary 

gap between the demand for and availability of services. To remedy those deficiencies, РАНО was proposing 

an ambitious plan of long-term investment in the infrastructure of the environment and the health services. It 

was estimated that some US$ 200 000 million would be necessary to implement the plan even partially, with 

US$ 50 000-60 000 million being required from external sources. 

The Organization continued to fulfil its mandate for the eradication and elimination of disease. The 

eradication of poliomyelitis was being consolidated under the Expanded Programme of Immunization, the last 

confirmed case having been reported in September 1991 in Peru. It was now considered that the circulation of 

the poliovirus in the Region had been interrupted, and activities to certify the fact were being carried out. 

Other goals included the eradication of neonatal tetanus and the elimination of measles; for the latter, 

campaigns had started in the English-speaking Caribbean, Cuba and Canada, and similar activities would begin 

in Brazil, Central America and Mexico. РАНО expected to set targets for the entire Region in the near 

future. Progress had been made, particularly in the Southern Cone, in the control of Chagas’ disease by 

stopping transmission by the triatomine vectors and through blood transfusions. It was expected that 

onchocerciasis could be fully eliminated from the Region, and activities were proceeding with respect to other 

diseases. 

РАНО had been striving to place health within a new context, highlighting the fact that health was part 

of and vital to the new development processes in the Region and stressing the need for a comprehensive 

perspective, with the human being as the final objective of development. As part of this effort, РАНО had 

been working with parliaments to define for the Region as a whole and for each subregion and country a 

legislative agenda for health problems. It had also been striving to decentralize health systems and services in 

the Region, by setting up or strengthening local health systems and by providing increasingly detailed analyses 

of the economic status of the health sector and its modes of financing, in particular social security and health 

insurance systems. Of particular interest in that connection was the extent to which States were willing to take 

responsibility for the well-being and health of their people in the light of their role and responsibilities in the 

development process. 

РАНО continued to encourage cooperative efforts among countries in each subregion through the 

identification of common goals and the elaboration of joint programmes and projects. It was currently in the 

second stage of the Health Initiative for Central America (Health and Peace towards Development and 

Democracy) and was continuing its efforts in the Southern Cone, the Andean region and the Caribbean. 

Growing awareness of environmental problems had led the Organization to make profound changes in its 

programmes in that area. While still granting priority to the specific problems of drinking-water supply and 

sanitation, РАНО was paying increasing attention to the quality of water, protection of water sources and the 

problems of environmental degradation in general. It was also continuing its efforts to mobilize resources, 

working with governments and social institutions. As an innovation in 1991, a specific programme had been 

established to promote cooperation with nongovernmental organizations. The Organization had also 

established a programme for health promotion and had included in its programme classification an item 

concerning the participation of women in health and development, which was backed up by specific projects. 

The Organization was encouraging all aspects of social communication, especially the use of the media to 

disseminate health-related messages; to help individuals, families and communities take more responsibility for 

their own health; and to increase awareness of the availability of health services, so fostering social 

participation in their management. With its capacity to stimulate broader and better-informed participation, 

social communication was perhaps the most powerful instrument for the advancement of health, as was 

evidenced by the significant decrease in mortality rates in the 1980s despite a 10% reduction of income and the 

growth of poverty. 
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One of the priority issues for РАНО in the coming years was food protection; in that connection, it had 

established in 1991 a new Pan American Institute for Food Protection and Zoonoses, which would replace the 

Pan American Centre for Zoonoses and start operations in 1992. РАНО had also continued its efforts to 

support and promote research and to provide and disseminate technical information, including support for the 

development of the most appr iate technologies. 

All those efforts were ta g place in the context of the mandate for 1991-1994, the Strategic 

Orientations and Programme Priorities for РАНО, approved by the Pan American Sanitary Conference in 

1990. Within that framework, the РАНО Directing Council/WHO Regional Office for the Americas had in 

1991 approved the Programme Budget for 1992-1993, which involved a reduction in real terms of almost 5% 
compared with the previous biennium. That would result in the elimination of 74 posts and the need for a 

more careful allocation of available resources. In consequence, РАНО was making every effort to streamline 

administrative activities. It planned to continue the process of decentralization and to strengthen its 

programming and evaluation system (AMPES), in particular the annual programming of activities (APB), 

which would be closely articulated with the field financial management system (FFMS). It was developing a set 

of new and comprehensive administrative systems, including a new system for financial administration, a new 

purchasing system, and adaptation of the WHO payroll system to regional needs. Finally, in view of the 

expanding programmes, Р>ШО had decided in 1991 to build new headquarters, to be financed without 

recourse to the regular budget. 

South-East Asia 

Dr KO KO (Regional Director for South-East Asia) reported that the Regional Committee for South-

East Asia had held its forty-third session from 22 to 28 September 1991 at Kurumba Village, Maldives, under 

the chairmanship of Mr Abdul Sattar Yoosuf, Deputy Minister of Health and Welfare of the Republic of 

Maldives. In his statement to the Regional Committee, the Director-General of WHO, had referred to many 

important issues, including changes in the global health and socioeconomic situation, the role of international 

solidarity in achieving the goal of health for all and health consequences of the armed conflict in the Middle 

East and of other man-made disasters, accentuated by natural disasters, the cholera epidemic, the endemicity 

of malaria and the AIDS pandemic. 

In addition to reviewing the Regional Director's Annual Report for the period 1 July 1990 to 30 June 

1991, the Committee had considered other matters, namely, the prevention and control of AIDS; the second 

evaluation of the regional health-for-all strategies; the evaluation of the International Drinking-Water Supply 

and Sanitation Decade; and the contribution of WHO to international efforts towards sustainable development. 

Technical Discussions on disaster preparedness had also been held during the session. 

Commencing with the 1992-1993 biennium, WHO collaborative programmes would be implemented 

through annual detailed plans of actions, by country. By December 1991, those plans had been finalized for all 

the countries of the Region and letters of agreement regarding implementation had been signed. It was 

expected that the new procedures would enable Member States to plan realistic and appropriate activities, 

based on their actual needs, thus making implementation more efficient. 

In formulating the 1994-1995 programme proposals, Member States had been requested to apply, within 

the framework of their national priorities, the criteria for priority-setting developed by the Board. They were 

currently preparing those proposals under the guidance of the Sub-Committee on Programme Budget of the 

Regional Committee, using the guidelines issued by the Director-General and the five priority programme 

areas that he had identified: Managerial process for national health development, Organization of health 

systems based on primary health care, Nutrition, Promotion of environmental health, and Disease prevention 

and control. In consultation with the WHO Representatives, Member States were developing relevant priority 

activities in the five programme areas. 

HIV infection and AIDS were matters of increasing concern in certain countries of the Region. 

Countries which previously had no reported cases of AIDS, or a very low prevalence, were reporting 

significantly higher rates of HIV infection. The problem was particularly serious in India, Myanmar and 

Thailand, where the rate of increase of HIV infection since 1987 was similar in magnitude to that observed 

during the early stages of the epidemic in sub-Saharan Africa. Moreover, HIV infection was being rapidly 

transmitted among drug users in those three countries, with the concomitant risk of infection of the spouses 

and offspring of those individuals. To combat those problems, Member States had initiated several measures, 

among them, stronger political commitment to AIDS control, strengthening of HIV surveillance, increasing 

public awareness, the use of health education and counselling, training in clinical, laboratory and prevention 

techniques, and improvement of blood transfusion services. 
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The Committee had expressed its deep concern with the situation and had urged all Member States to 
make an all-out effort to include comprehensive AIDS/HIV prevention and control activities in their national 
programmes. 

An important milestone in 1991 was the second evaluation of the regional health-for-ail strategies. There 
had been perceptible progress since 1985, the date of the initial evaluation. Noteworthy among the 
achievements were the decline in infant mortality in most countries, improvement of life expectancy at birth, 
greater community involvement in primary health care, and a more equitable distribution of resources for 
primary health care. Certain concerns, however, remained: the need for countries to improve their capacity 
for health policy development and to find additional resources; the need for disaggregated epidemiological and 
other information for planning and programming purposes; better integration of other health-related sectors in 
the health-for-ail movement; and the persistent gap between health policies and their implementation. 

To address the inadequacies in health policy analysis and strategy development, a regional consultation of 
national health administrators and planners had drafted a regional plan of action, designed to develop and 
strengthen overall health management. Extrabudgetary resources would, however, be needed to implement the 
plan. Two countries, the Maldives and Sri Lanka, had developed country action plans. 

Within the framework of the WHO initiative for intensive cooperation with countries and people in 
greatest need, joint WHO headquarters and Regional Office missions had visited five countries, with a view to 
identifying specific action to accelerate national health development. In Bangladesh, WHO had played a 
strong technical role in the formulation of the World Bank's fourth population and health project for the 
period 1992-1996. In Mongolia, the initiative was contributing to the restructuring of the national health care 
system framework in line with recent political developments and to mobilizing external resources. In Bhutan, 
Myanmar and Nepal, the Regional Office, in collaboration with WHO, was using the mechanism of the 
initiative to mobilize more resources for priority programmes. 

Following the Technical Discussions held at the Regional Committee in 1990, Member States had taken 
various steps to address the problem of the health of the underprivileged An intercountry consultation on that 
subject, held in India in August 1991, had reviewed the health development process since the Alma-Ata 
Declaration of 1978; it had recommended that health-for-ail activities should reflect a people-centred human 
development strategy, linking economic and social development and micro- and macro-level strategies. The 
consultation had urged Member States to adopt innovative approaches in implementing the health-for-ail 
strategy and，by using sensitive indicators, to monitor progress in improving the health of underprivileged 
populations. 

The Region was sustaining its progress in controlling several diseases or disorders that represented major 
public health problems. The number of registered leprosy cases had declined sharply, from 3.7 million in 1985 
to 2.7 million in 1990，and it was expected that leprosy would be eliminated as a public health problem within 
two to three years from Bhutan, Sri Lanka, and Thailand. It was also expected that dracunculiasis, which 
within the Region was confined to India, would be eradicated by 1994. The rate of poliomyelitis had decreased 
significantly and trends indicated that the target of polio eradication by the year 2000 could be attained. There 
was also renewed confidence that, through universal iodization of salt, iodine-deficiency disorders could be 
eliminated in most counties by the year 2000. An interregional malaria pre-summit meeting for Asia and the 
Pacific would be held at the Regional Office from 3 to 7 February 1992, which would address, inter alia, 
technical issues involving malaria control, diagnosis, treatment and health care delivery. 

The seventeenth session of the South-East Asia Advisory Committee on Health Research, held in 
Yangon, Myanmar, in April 1991, had reviewed the regional research programme. The Committee had urged 
Member States to develop national plans of action in response to resolution WHA43.19 on the role of health 
research in the health-for-ail strategy. Under the guidance of the Advisory Committee on Health Research, 
the Regional Office was fully cooperating in that endeavour. 

More emphasis was being placed on the promotion and development of health systems research. 
Noteworthy among efforts to that end were the strengthening of institutions and the organization of 
consultative meetings for the assessment of priority health systems research needs and the identification of 
criteria for the appraisal of project proposals. A "nutrition-cum-action" network had been established to 
identify the major nutritional problems in the Region, strengthening nutrition research and action capabilities 
and promoting selected nutrition projects and training schemes. The Regional Office continued to provide 
support to Member States for research on the development of human resources for health, and several 
consultative meetings had been held to that end. An intercountry consultation on research in nursing had been 
held in Thailand in June 1991. The subject of research on human resources for health would be on the agenda 
at the next meeting of the Directors of Medical Research Councils and Analogous Bodies in the Region, to be 
held in 1992. — 
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Noteworthy in the field of biomedical research was support for multicentre intercountry projects to study 

the epidemiology and prevention of non-A, non-B hepatitis, large outbreaks of which had occurred in several 

countries. A regional programme had been supporting a dengue vaccine development project for several years 

and it was expected that by 1993 or 1994 a tetravalent vaccine against all four strains of the virus would be 

produced. 

The ninth Meeting of Ministers of Health of countries in the Region had been held in the Maldives from 

29 September to 1 October 1991. In addition to reviewing progress in the implementation of decisions taken 

at previous meetings, the Ministers had addressed important regional issues such as the health of the 

underprivileged, AIDS and environmental health, and had made policy decisions on further action, stressing 

the importance of collaborative efforts among Member States. 

The Regional Office and Member States had taken great interest in the new health paradigm outlined to 

the Board by the Director-General at its eighty-seventh session and had submitted their observations on that 

subject to headquarters. Despite the limited time for in-depth discussion of the Ninth General Programme of 

Work, information on its development had been transmitted to national coordinating committees in all 

countries of the Region. Those efforts, it was hoped, would help to finalize the Programme, which should be 

not only technically sound but also practically feasible. 

Efforts must be made to ensure that national programmes derived maximum benefit from the catalytic 

nature and multiplier effect of WHO's technical cooperation. Member States of the Region were in different 

stages of socioeconomic and political development and faced varied and complicated health problems. The 

quantity of resources required to fill all the gaps was large, and available resources, though inadequate, could 

and should be used effectively. Member States had great need of international financial support. 

Financial obstacles, however, had not deterred them from striving to maintain the momentum towards 

the goal of health for all by the year 2000. To enable them to achieve that goal, it was imperative, now more 

than ever, for WHO to make concerted efforts to mobilize resources from all extrabudgetary sources, with a 

view to reducing, to the extent possible, the yawning resources gap. 

Europe 

Dr ASVALL (Regional Director for Europe) said the forces of change in the eastern half of the Region 

in 1989 and 1990 had brought forth a ground-swell of yearning for freedom and democracy. Unfortunately, in 

many areas, deep-rooted nationalistic, ethnic and other tensions had exploded into tragic violence, in some 

cases leading to civil war. The countries of Europe were intensely aware that the start of the 1990s was a 

turning-point that would deeply affect the future of the Region's 850 million inhabitants. December 1991, 

which had witnessed the end of the Soviet Union, would stand out in years to come as the end of an epoch. 

The event had given the 285 million residents of the former country a strong urge to create their own 

independent states, centred on the 15 republics. In certain areas, ethnic and other tensions had unleashed 

tragic clashes which, it was to be hoped, would soon cease. Even more tragic had been the intense conflict 

tearing apart another Member State of the Region, Yugoslavia. There, a bloody, vicious civil war had brought 

death and destruction to innocent civilians, killing and wounding tens of thousands, and forcing some 700 000 

to 800 000 more to flee their homes and seek safety elsewhere. Those developments had radically marked the 

work of WHO in the Region in 1991 and would have an even stronger effect in years to come. The number of 

Member States would be greatly increased, and the new countries would look for different approaches to 

health development than those used in the past. 

The situation was severely complicated by a dramatic decline in economic performance and output in 

large areas of eastern and central Europe. The lack of economic resources resulted not only in shortages of 

drugs, vaccines, etc., but also in a dangerous breakdown of cooperation among the various units of society, a 

lack of clarity regarding direction of development, a serious lack of motivation among the people, and a 

disintegration of discipline. In Albania, for example, the changes had resulted in a sharp rise in criminality, a 

breakdown in basic infrastructure, and the disappearance of food supplies. A rapid increase in unemployment 

and in the size of impoverished groups, particularly the elderly and low-income workers no longer able to make 

ends meet, was creating a dangerous situation. 

While the emergence of a new democratic leadership in many countries was a very encouraging sign, the 

forces he had just described were so formidable that only massive outside help could make a difference. So 

far, there was no sign that aid on the necessary scale was forthcoming. 

Another tragedy had struck the Region in 1991 with the outbreak of the Gulf War, which had sent half a 

million Kurdish refugees fleeing Iraq into the mountainous border area with Turkey. For six months preceding 

that event, the Regional Office had worked intensively with the Government of Turkey to prepare contingency 
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plans for just such a possibility and for protection against chemical warfare against civilian populations. 

Together with other organizations, WHO had provided effective aid in handling the refugee situation. 

Not all the events of 1991 in Europe had been bad, however. The 12 members of the European 

Community had taken an important step towards strengthening their political and economic cooperation, 

including a stronger mandate in the public health field, which would open up new possibilities for strong public 

health action. 

As for the health status of Europeans in 1991, the armed conflicts he had mentioned had left thousands 

dead, wounded or disabled, and the number of people affected by depression and other mental health 

problems could well approach the millions. There were signs that the AIDS epidemic was slowing somewhat, 

however, and that slowdown might be linked to the intensive public health efforts made by European countries 

after the mid-1980s. The potential for a further spread in central and eastern European countries, where 

social values were rapidly changing and drug abuse and criminality were on the rise, was still cause for deep 

concern. 

The Regional Office's work in 1991 had focused on four major areas: assistance to the central and 

eastern European countries; efforts to promote the development of health-for-all policies by Member States of 

the Region; research and development; and involvement of a wide range of groups - public and private, 

professional and non-professional - in achieving health for all. 

The situation in central and eastern Europe had forced a major reorientation of the Regional Office's 

priorities and approaches. Many country-specific missions had been carried out to assess urgent needs for 

drugs and health services development, financing and decentralization. New donor agencies had become active 

partners with the newly independent countries: the World Bank, the European Community and the European 

Bank for Reconstruction and Development were the most important examples. In addition, many Member 

States, both within and outside the Region, had worked intensively with the countries of central and eastern 

Europe. 

The Regional Office had been closely involved in coordinating such efforts by opening up its data-bases 

and sharing its knowledge of the countries concerned. Its fund-raising activities had been modified in 

conformity with the new situation, and its overall approach to working with the countries had been revised. It 

had begun establishing liaison offices in central and eastern Europe in order to speed and coordinate its 

assistance. Excellent cooperation had been established with a number of Headquarters units, including work 

on the production of a newsletter. A special programme called "EUROHEALTTïH had been set up, focusing 

on some twenty areas in which the Regional Office's work in central and eastern Europe must go forward. 

The Regional Committee for Europe was preparing for a major discussion, at its September 1992 

session, on the future of Europe and WHO's orientations in the wake of the new developments. 

Turning to health-for-all policy development, he said nearly two-thirds of the countries in the Region had 

already begun the process, and over the past year, France, the United Kingdom, and three other countries had 

taken or were taking steps to follow suit. Finland had been the first country to finalize a health-for-all policy 

based specifically on the regional one, and the Regional Office had conducted an objective evaluation of the 

Finnish policy's strengths and weaknesses and suggested measures for its improvement; another Member State 

was also interested in WHO's carrying out a similar evaluation. Such an external policy-evaluation function of 

WHO (like that of OECD in the field of financial policies) could provide an interesting future role for the 

Organization. 

A number of interesting initiatives towards creating health-for-all policies at the subnational level were 

also under way, including one finalized recently in Catalonia, Spain. 

The regional health-for-all policy and targets were now seven years old, and the Regional Committee had 

decided the time had come to update them. In September 1991, it had approved new regional targets. 

Research and development efforts had been carried out in a number of fields, including environmental 

health. In 1991, the Regional Office had begun working with centres in the Netherlands and Italy that, while 

being full-fledged WHO facilities, were fully funded by the respective Governments. WHO's regional resources 

for scientific work in environmental health had thus been tripled; the centres were already involved in efforts 

relating to central and eastern Europe. An agreement on another such centre had been signed with France in 

December 1991. 

The promotion of healthy life-styles was a major part of the regional strategy, and the Regional Office 

was encouraged to see a strong commitment to it in many countries. In that context, the Regional Committee 

had decided to develop a special European action plan against alcohol abuse. It had also started new projects 

on health promotion at schools, hospitals and work-sites and had established new collaborating centres and 

networks linked to those activities. 
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Reform of health services financing and management was under way, not only in central and eastern 

Europe, but also in other countries. A new programme, "EUROCARE", had been created to provide a more 

integrated framework for research, development and assistance in that area. 

Long-term research and development efforts in concert with the European branch of the International 

Diabetes Federation had resulted in a new programme that would enable the health of diabetics to be 

substantially improved and health service expenditure for diabetes significantly decreased. 

Turning to the involvement of a wide range of partners in achieving health for all, he noted that the 

"Healthy Cities" network was the largest of such efforts. It had been expanded in 1991 to comprise 34 cities, 

and a new element, "multi-city action plans", had been introduced. The plans enabled cities that wished to 

concentrate on a single area of concern - tobacco, care for the elderly, AIDS - to join their forces under the 

Regional Committee's auspices. The "Healthy Cities" network had proven to be a versatile tool in dealing with 

emergencies and difficult political situations，notably in St Petersburg and Zagreb, and might offer WHO a new 

way of proceeding in such situations. 

In 1991, the Regional Office's work with national medical associations had led to the creation of a 

European forum of those associations and WHO, and a similar forum for national pharmaceutical associations 

and WHO had been established only two weeks ago. 

In April 1991, the Parliamentary Assembly of the Council of Europe had endorsed the European health-

for-all policy and urged all national parliaments to support it. He had subsequently agreed with the Secretary-

General of the Council on the basis for mutually supportive cooperation in that area. The Regional Office had 

greatly expanded its collaboration with the European Community in 1991，particularly in efforts relating to 

central and eastern Europe. 

The past year had been a challenging and difficult one in terms of the Regional Office's management and 

financing. The challenge had been to reorient priorities in response to the new situation in central and eastern 

Europe, and the staff had really risen to the occasion. A new planning system had been introduced, providing 

for more decentralized management and group efforts. A new staff development and training programme had 

been launched; and a new staff appraisal system had been instituted, in an endeavour to overcome what he 

felt was one of the Organization's major weaknesses. 

It had been encouraging to see strong support from staff for those development efforts. The Regional 

Office now had staff that were well aware of the challenges ahead and willing to adapt their working methods 

to enhance efficiency and quality. The biggest problem was money. The budgets approved by the Health 

Assembly of late had not only not covered costs, but had actually reduced available funding. It would be 

necessary to take a close look at that problem. The staff, however, had shown great maturity in accepting that 

the overriding objective, even above job security, was for WHO to remain a fighting force in the health world 

today. 

The meeting rose at 12И35. 


