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THIRD MEETING 

Tuesday, 19 May 1992, at 9h30 

Chairman: Professor J.-F. GIRARD 

APPOINTMENT OF REPRESENTATIVES OF THE EXECUTIVE BOARD AT THE FORTY-SIXTH 
WORLD HEALTH ASSEMBLY: Item 7 of the Agenda (Resolutions EB59.R7, paragraph 1; and 
EB59.R8, paragraph 1(1)) 

Decision: The Executive Board, in accordance with paragraph 1 of resolution EB59.R1, appointed its 
Chairman, Professor J.-F. Girard, ex officio, and Dr J.B. Kanyamupira, Dr M. Paz Zamora, and 
Dr Méropi Violaki-Paraskeva to represent the Board at the Forty-sixth World Health Assembly. 

2. FILLING OF VACANCIES ON COMMITTEES: Item 9 of the Agenda (Document EB90/5). 

Programme Committee of the Executive Board 

Decision: The Executive Board appointed Dr K.C. Calman, Dr J. Larivière, Dr E. Nakamura, 
Dr M. Paz Zamora, Dr L.C. Sarr, Dr M. Sidhom and Dr A.S. Yoosuf as members of its Programme 
Committee established under resolution EB58.R11 for the duration of their terms of office on the 
Executive Board, in addition to the Chairman of the Board, member ex officio’ and Dr E. Kosenko, 
Dr J.O. Mason, Dr С. Shamlaye and Dr Li Shichuo, already members of the Committee. It was 
understood that if any member of the Committee was unable to attend, his successor or the alternate 
member of the Board designated by the Government concerned, in accordance with Rule 2 of the Rules 
of Procedure, would participate in the work of the Committee. 

Standing Committee on Nongovernmental Organizations 

The CHAIRMAN said that the Committee was composed of five members and that those at present 
were Dr J.B. Kanyamupira, Dr О.M. Mubarak, Dr M. Paz Zamora and Dr Méropi Violaki-Paraskeva. 
Dr Paz Zamora had notified him of his desire to resign, in view of his many other commitments. The Board 
thus had to appoint two new members. 

Decision: The Board appointed Dr P. Nymadawa and Dr J. Sepulveda as members of the Standing 
Committee on Nongovernmental Organizations for the duration of their terms of office on the Executive 
Board, in addition to Dr J.B. Kanyamupira, Dr O.M. Mubarak, and Dr Meropi Violaki-Paraskeva, 
already members of the Committee. It was understood that if any member of the Committee was unable 
to attend, his successor or the alternate members of the Board designated by the Government concerned, 
in accordance with Rule 2 of the Rules of Procedure, would participate in the work of the Committee. 

UNICEF/WHO Joint Committee on Health Policy 

Decision: The Executive Board appointed Dr Qhing Qhing Dlamani, Mr E. Douglas, Dr W. Kohistani, 
Dr Li Shichuo and Dr Meropi Violaki-Paraskeva as members of the UNICEF/WHO Joint Committee 
on Health Policy for the duration of their terms of office on the Executive Board, in addition to 
Dr Tin U，already a member of the Committee. The Board appointed as alternates Dr К. Al-Jaber, 
Dr A.R.A. Bengzon, Dr P. Nymadawa and Dr J. Sepulveda in addition to Professor A. Jablensky and 
Dr A. Vaz d'Almeida, already alternate members of the Committee. 

Léon Bernard Foundation Committee 

The CHAIRMAN said that the Committee was composed of the Chairman and Vice-Chairmen of the 
Executive Board, ex officio’ and of one member of the Board elected by the Board. Since he himself had been 
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elected a member of the Committee by the Board at its eighty-sixth session and was now an ex officio member 
as Chairman of the Board, one new member would have to be appointed. 

Decision: The Executive Board appointed Dr E. Nakamura as member of the Léon Bernard Foundation 
Committee, in addition to the Chairman and Vice-Chairmen of the Board, who were members ex officio. 
It was understood that if Dr Nakamura was unable to attend, his successor or the alternate member of 
the Board designated by the Government concerned, in accordance with Rule 2 of the Rules of 
Procedure, would participate in the work of the Committee. 

Committee on Drug Policies 

Decision: The Executive Board appointed Professor J. Caldeira and Dr M.E. Chatty as members of the 
Committee on Drug Policies, in addition to Dr A.R.A. Bengzon, Dr G. Komba-Kono, Dr J.O. Mason, 
Dr L.C. Sarr, Dr Tin U and Mr J.F. Varder, already members of the Committee. It was understood that 
if any member of the Committee was unable to attend, his successor or the alternate member of the 
Board designated by the Government concerned, in accordance with Rule 2 of the Rules of Procedure, 
would participate in the work of the Committee. 

Dr A.T. Shousha Foundation Committee 

Decision: The Executive Board, in accordance with the Statutes of the Dr A.T. Shousha Foundation, 
appointed Dr M.E. Chatty as member of the Dr A.T. Shousha Foundation Committee for the duration 
of his term of office on the Executive Board, in addition to the Chairman and Vice-Chairmen of the 
Board, members ex officio. It was understood that if Dr Chatty was unable to attend, his successor or the 
alternate member of the Board designated by his Government, in accordance with Rule 2 of the Rules of 
Procedure, would participate in the work of the Committee. 

3. WORKING GROUP OF THE EXECUTIVE BOARD ON THE WHO RESPONSE TO GLOBAL 
CHANGE: Item 8 of the Agenda (Decision EB89(19) and document EB90/4) (continued) 

Appointment of the working group 

The CHAIRMAN invited Dr Shamlaye, a member of the preparatory group, to inform the Board of the 
suggestions for the composition of the working group prepared by the Chairman of the preparatory group, 
Professor Ransome-Kuti, who was unable to be present. 

Dr SHAMLAYE said it had been agreed that in order to be effective the working group should be 
relatively small, but with a wide geographical distribution. It was therefore proposed that one Board member 
from each WHO region be appointed to it, in addition to the Chairman of the Board, who would be an ex 
officio member. It was suggested that it be composed of the same members as the preparatory group but 
without the one member who had ceased to be a member of the Board - namely, Professor Ransome-Kuti 
himself. Since one more member from the European Region would be needed in view of Professor Girard，s 
election as Chairman of the Board, it was suggested that Dr Calman should be the new member. It was 
understood that if the members were unable to attend a meeting of the working group, their alternates or 
replacements would attend in their stead. 

Dr VIOLAKI-PARASKEVA expressed her satisfaction that members of the Executive Board's 
Programme Committee would also be members of the small Working Group, thus providing a connection 
between the two bodies. 

Decision: The Executive Board appointed Dr K.C Calman, Dr Li Shichuo, Dr J.O. Mason， 

Dr С. Shamlaye, Dr M. Sidhom and Dr A.S. Yoosuf as members of the working group, in addition to its 
Chairman，member ex officio. 
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4. SELECTION OF A SUBJECT FOR THE TECHNICAL DISCUSSIONS AT THE FORTY-SEVENTH 
WORLD HEALTH ASSEMBLY (1994): Item 10 of the Agenda (Document EB90/6) 

The CHAIRMAN drew attention to the four subjects suggested in paragraph 3 of document EB90/6 and 
invited members to comment on them. 

Dr SARR said that he had had no hesitation in choosing the third subject, "Community involvement for 
primary health care", since it was well in line with the Global Strategy for Health for All，and since it could 
quite harmoniously absorb the other three subjects. 

Dr SIDHOM suggested as another important topic of discussion the training of paramedical staff, 
particularly in the light of the demands now made on them in their role as community health agents involved 
in the implementation of the health-for-all strategy based on primary health care. However, if his suggestion 
could not be taken up, he would support Dr Sarr's choice. 

Mr V A R D E R said that he preferred the first subject, "Life-styles and health: a challenge for individual 
and community action", because in Denmark and in many other welfare societies there was considerable 
concern that responsibility for health had been taken away from the individual. There was now a worldwide 
trend towards restoring that responsibility. It was important to distinguish between life-styles and living 
conditions. In the first subject mention was made of areas in which the individual had no influence, such as 
polluted environment. The first subject could perhaps be combined to some extent with the third, "Community 
involvement for primary health care", bearing in mind that the problem of integrating hospitals into primary 
health care did not occur only in developing countries. 

Dr DLAMINI preferred the third subject, "Community involvement for primary health care". Almost 14 
years after the Alma-Ata Conference, that subject had still not received the attention it deserved. 

Professor CALDEIRA said that he was very much in favour of the first subject, "Life-styles and health: 
a challenge for individual and community action". A future subject for the Technical Discussions might be 
"Employment and health". 

Dr KOMBA-KONO said that the first, second and fourth subjects might be considered as sub-themes of 
the third. For example, life-styles and health must be considered in terms of the community, and public health 
in the twenty-first century also called for an examination of public health prior to that period. The current age 
was one of total awareness in community health and primary health care; people had started to ask critical 
questions about their own health. Consequently, it was essential to consider their involvement. The first 
subject might be too restrictive in that it somewhat excluded the industrialized countries. It might be 
preferable therefore to consider the subject in terms of community involvement for health care in general, 
which would naturally embrace primary health care. 

Dr MILAN said that, while she saw the value of discussing the fourth subject, "The role of WHO and 
development agencies at country level", she had some reservations about how resulting recommendations could 
be immediately implemented, bearing in mind that development agencies had their own motives and 
procedures which would determine their mode of cooperation. She joined Professor Caldeira and Mr Varder 
in opting for the first subject for three reasons. First, the majority of countries were undergoing 
epidemiological transition and found themselves increasingly combating diseases which were a product of life-
style, environment and development. Secondly, it was her opinion that whatever recommendations might be 
arrived at on that subject, they would be more likely to be implemented than for other subjects. Thirdly, a 
majority of health problems were preventable, and it was appropriate, on the eve of the twenty-first century, to 
go back to the individual and the community for solutions to them. 

Dr PAZ ZAMORA agreed with Mr Varder on the first subject. He described the conditions of mine 
workers in Bolivia living with large families in two or three rooms，with all the health problems which that 
implied. Also, cholera in Latin America had spread largely as a result of a lack of basic and environmental 
hygiene. 

At the same time，as other speakers had pointed out, the role of the community was very important. 
Indeed, in his country, a point had been reached at which the Ministry of Health was losing its leadership role 
because the community was taking it over and making demands of the Ministry. It might be desirable to 



EB90/SR/3 
page 5 

consider how community participation could be improved. Military service in Bolivia included a basic 
knowledge of primary health care. The church also contributed to fundamental health care in the countries of 
Latin America. In conclusion he agreed that the responsibility of the community was very important, while 
acknowledging with Dr Sidhom that aspects such as training were also fundamental elements. 

Dr KANYAMUPIRA agreed that "Community involvement for primary health care" was the most 
important subject, as it was a keystone for the primary health care strategy, albeit one which had not so far 
been discussed in depth. The opportunity should be taken therefore to examine that aspect before the end of 
the century, particularly as most countries were undergoing changes in their health systems whereby the 
community was being called upon to take a more active role, particularly in the African Region as a result of 
the scarcity of means and structures for health promotion. Existing community involvement should be more 
structured and organized in order to accelerate progress towards health for all by the year 2000. 

Community involvement was not in contradiction with the subject of life-styles, as it was in the 
community that individual and family life-styles were formed. 

Dr SHAMLAYE also strongly supported the third subject and endorsed the comments of previous 
speakers in favour of it. Health for all needed a new stimulus, which could be provided by discussion on 
community involvement. Health for all also implied health by all. Many examples would no doubt provide 
lessons of community involvement; the subject was a practical one and it could be expected therefore that it 
would give rise to practical results: ways of using the strengths and potential of the community and of 
adjusting health services and systems to facilitate community involvement. The first and fourth subjects would 
naturally come within the scope of any examination of the third and could therefore be integrated as sub-
themes. 

Dr SARN (alternate to Dr Mason) noting the very convincing arguments put forward for the first and 
third subjects, particularly those of Professor Caldeira and Mr Varder on life-styles and health making it clear 
that the issues were central to any basic improvement in health, said that it had also been mentioned that the 
community and the environment placed many additional burdens on the individual. It had become evident that 
there was a need for greater concentration on primary health care in the coming years. Dr Komba-Kono had 
suggested a way to integrate the different concerns in the context of the third subject and such a choice would 
also provide an opportunity to integrate other aspects, such as the role of rural hospitals and immunization, in 
particular the eradication of poliomyelitis by the year 2000; he favoured that subject. 

As had been mentioned earlier, it was important to encourage the presentation of papers from all 
countries on the subjects selected for the Technical Discussions in order to establish the state of needs in 
countries. In that way, papers could be made available prior to sessions, and would provide data for a cogent 
report following the Technical Discussions. 

Dr CALMAN endorsed the comments of the previous speaker concerning the importance of the 
preparation of documents for the Technical Discussions. He expressed interest in the first, third and fourth 
subjects. As previous speakers had suggested, the third could be modified to make it acceptable to all. A 
compromise title might be "Community involvement: life-styles and primary health care". 

Dr YOOSUF congratulated the Director-General for proposing four subjects which were very pertinent 
to the current decade. The first subject represented a new area, particularly as most developing countries were 
facing the double burden of combating communicable diseases and addressing emerging life-style health 
concerns. The second subject was also an emerging topic, calling for a redefinition of the vision of public 
health. The fourth subject comprised a major thrust for action in the current decade. The third subject was 
particularly important in view of the emphasis on community involvement rather than on community 
participation, which had been emphasized in the past. Community involvement was concerned with the 
process adopted rather than with knowledge as such, and focused on the need to establish an organized basis 
and mechanism through which to promote health programmes. Past evaluations of health-for-all strategies had 
shown that a major shortcoming had been in implementation and methods of putting programmes across. 
Community involvement could be promoted at different levels in developing and developed countries. 

Dr LI Shichuo said that the third subject would permit a productive exchange of experiences on 
mobilizing community involvement to further primary health care. As the first topic was also important, it 
might be possible to incorporate some of the issues it raised among those covered in the third topic. 
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Professor GRILLO agreed that the optimum solution would be to combine the issues brought up in the 
first and third topics. 

Dr VIOLAKI-PARASKEVA said that an effort should be made to merge all the concerns the subjects 
raised. Perhaps the subject selected for the Technical Discussions could be a very general one but be broken 
down into a number of subitems. 

Professor M B E D E said that the fourth topic was of the greatest relevance for the developing countries, 
which were, after all, the ones that most needed assistance in the health sphere. In his country, for example, 
the health situation had greatly deteriorated in recent years, and both immediate and long-term challenges 
were being faced. Community involvement was needed to deal with such challenges, and he favoured the 
selection of the third topic, particularly if elements of the other subjects were incorporated, as had been 
suggested. 

Dr CHAVEZ-PEON said the four subjects had many common points yet offered diverging approaches to 
health problems. The analytical approach was represented by the first subject, of particular relevance to 
countries like his own, where the tackling of serious health problems had given way to concern with 
modification of life-styles. The third and fourth subjects caUed for a prescriptive approach, an effort to 
determine how to improve participation in health care activities among communities and at the country level. 

One of WHO's major obligations was strategic planning for the future, and the working group just 
appointed would suggest ways of going about such planning. The selection of the second subject, "Public health 
in the twenty-first century", would thus be the logical outcome of WHO，s concern for future directions of 
health care. 

H e believed the combination of all four subjects and the different approaches they represented would 
result in a stimulating debate at the Technical Discussions. 

Dr KOSENKO said that the second subject was the most interesting, as it would allow the remaining 
three subjects to be incorporated. It was the most strategic, future-oriented, of the options: the others 
concentrated more on practical applications. The Technical Discussions could touch on all aspects of 
achievements in health in the twenty-first century: how primary health care should be developed, how 
community involvement could be mobilized, how life-styles could be improved. If other members of the Board 
did not share his view, however, he could go along with the proposal to select the third subject while 
incorporating elements of the first. 

Dr N Y M A D A W A said he endorsed the idea of combining the first and third subjects and would suggest 
that the following title might be considered: "Community involvement in health care and health promotion: 
current situation and future trends." 

Dr HAJ HUSSEIN said that the first subject was the most important, for establishing healthy life-styles 
was crucial to the health of communities as well as of individuals. 

Dr N A K A M U R A preferred the third topic because it related to efforts that would make a great 
contribution to the achievement of health for all. The other three subjects, all of which were worthy choices, 
might be selected for technical discussions at later World Health Assemblies. 

Dr WINT (alternate to Mr Douglas) said he endorsed the third subject but would prefer its title to be 
"Community action for primary health care", not "Community involvement for primary health care". That 
wording opened the door to discussion of concerns raised by the first topic, which many members had 
suggested should be incorporated，and conveyed better the notion that a strong reaffirmation of the primary 
health care concept was urgently needed. 

Dr LARIVIERE said he supported the choice of the third topic but hoped its title would remain 
succinct, to allow for the broadest possible definition of the matters to be considered under it. 

Professor JABLENSKY, noting the clear preference among Board members for the third subject, 
recalled that the purpose of the Technical Discussions was not to solve scientific or political problems, but to 
highlight novel approaches in the field of health care. Topics one and three seemed to fit that bill best of all, 
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and he therefore agreed that elements of the two should be combined. The concerns raised in the second and 
fourth proposed topics could be easily woven into the discussion as well. 

The CHAIRMAN observed that a majority of members favoured combining the first and third topics, 
and he would therefore suggest that the following wording be adopted: "Community action: primary health 
care and life-styles". 

Dr N Y M A D A W A proposed the replacement of the word "life-styles" by "health promotion" in the 
Chairman's formulation. 

Mr V A R D E R recalled that an earlier speaker had suggested "Community action for health", which 
adequately conveyed the notion that health was a multisectoral concern calling for involvement in many areas: 
social, environmental, labour conditions, housing, etc. H e would propose that formulation. 

Dr DLAMINI endorsed the proposal made by Mr Varder. 

Dr CALMAN agreed that the proposal was a helpful one, and suggested that the background 
information on the Technical Discussions should emphasize that healthy life-styles, the role of primary health 
care and WHO，s relations with other organizations could also be brought up as part of the debate. 

Dr Y O O S U F said he saw a danger in attempting to give too broad a scope to the Technical Discussions. 
Each of the topics proposed would offer ample grounds for productive and informative discussions, and he 
would prefer the original wording of the third topic. 

Dr CALMAN said it was true that there was a danger in making the subject for discussion too general, 
but recalled the possibility of specifying several subtopics as a way of focusing the discussion. 

Dr KOMBA-KONO suggested that the title should not simply refer to community involvement or action: 
it should be "The role of communities in health and healthy life-styles". That phrase conveyed even more 
strongly the notion of a link between the types of behaviour promoted by communities and the health of their 
constituent members. 

Dr VIOLAKI-PARASKEVA endorsed the formulation proposed by Mr Varder, with one revision: she 
would prefer it to read: "Community action for health promotion", which gave a stronger sense that it was the 
positive aspects of health that were being pursued. 

The CHAIRMAN said that the content of the Technical Discussions seemed quite clear; there only 
remained the question of the exact title. 

Dr PAZ Z A M O R A said that he liked the phrase "community action", which emphasized the 
responsibility of all levels of society in health matters. He also endorsed Dr Violaki-Paraskeva's suggestion of 
"health promotion", which emphasized the active role which everyone in society must take in order to ensure 
individual and collective health. 

Dr LI Shichuo suggested the wording "community action for health: primary health care and healthy life-
styles". 

Dr KOHISTANI said that the term，"health promotion" implied a multisectoral approach which might be 
beyond the scope of people in the community. He suggested the wording: "community involvement in health 
care". 

Professor MBEDE said that he would be prepared to accept the wording "community action for health", 
but he would prefer "community commitment to health", which implied political commitment as well as 
community action. 

The CHAIRMAN said that the two titles which appeared to be most popular were "community action for 
health" and "community action for health promotion". H e invited members to indicate by a show of hands 
which version they preferred. 
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Decision: The Executive Board selected "Community action for health" as the subject for the Technical 
Discussions at the Forty-seventh World Health Assembly. 

5. INCENTIVE SCHEME TO PROMOTE TIMELY PAYMENT OF ASSESSED CONTRIBUTIONS BY 
MEMBERS: Item 11 of the Agenda (Document EB90/7) 

Mr AITKEN (Assistant Director-General) said that the incentive scheme introduced by resolution 
WHA41.12 provided for the full amount of interest earnings credited to casual income to be apportioned 
among Members. Approximately US$ 25 million had thus far been so apportioned, in the form of credits 
against assessments for 1992-1993. Document EB90/7 gave the Director-GeneraPs response to a request by 
the Board in January 1992 to report on the implications of a proposal by a Board member to limit application 
of the incentive scheme to the interest earnings on regular budget contributions. 

Before introduction of the incentive scheme, the full amount of casual income used by the Health 
Assembly to help in financing the budget had been distributed in accordance with the percentage share of each 
Member in the scale of assessments; the report listed the amounts that had been distributed in that way 
during the three financial periods preceding the introduction of the new scheme in the present biennium, at 
which time the interest-earning portion of casual income began to be distributed in accordance with a formula 
giving greater credit for early payment. 

During the present biennium, the interest-earnings portion of casual income had been the only part 
available for distribution because the Health Assembly had earmarked the remaining elements for other 
purposes. As the report pointed out, that need not necessarily be the case in the future. Furthermore, any 
future distribution of available casual income beyond the interest-earnings portion would continue to be 
apportioned under the old system, namely in accordance with the percentage share of each Member in the 
scale of assessments. 

The proposal before the Board was, in short, to increase that part of casual income returnable as a 
percentage share of the scale of assessments by restricting that apportionable under the incentive scheme 
specifically to interest earnings on assessments paid. Had that principle been applied during the current 
biennium, of the US$ 25 million returned under the incentive scheme, only US$ 7 million would have been 
returned under the terms of the incentive scheme, the remaining US$ 18 million being returned under the 
terms of the old system, i.e. in accordance with the scale of assessments. Annex 1 to document EB90/7 
compared the net contributions for the current biennum payable by Members under the present scheme with 
those payable under the new proposal, while Annex 2 compared the corresponding interest credits. However, 
the past was not necessarily a reliable guide to the future; different breakdowns between interest earnings and 
casual income and the various components that made up casual income would undoubtedly occur. 

In paragraph 9 of the report, the various advantages and disadvantages of a possible change in the 
methodology were reviewed. The purpose and manner in which casual income might be used or distributed 
was always a difficult issue; ultimately the decision was one to be taken by Member States themselves, through 
the Board and the Health Assembly. Under Financial Regulation 5.6，contributions were legally due and 
payable in full by 1 January of the year to which they related. Very little money, however, came in by that 
date. The Health Assembly, the Executive Board and the Director-General had over the years done what they 
could to promote the timely payment of contributions in order that the work programme of the Organization 
might be implemented in an orderly manner. Many Member States had expressed a strong moral obligation to 
respect their financial commitment to the work of the Organization and had effected prompt payments, despite 
considerable difficulties，without regard for any financial rewards that might accrue from early payment. The 
financial incentive scheme was seen by the Health Assembly, the Executive Board and the Director-General as 
an additional means to encourage earlier payment. It was too early to conclude definitively that the incentive 
scheme had gone some way towards meeting its objectives, but it was noteworthy that the three highest 
contribution collection rates at the end of April of any year had been achieved in the five years since 1988. 
There had thus been a record of improvement in early payment of contributions in the past five years. 

The Secretariat had also looked at the total number of early payment points gained by countries; there 
had been an increase of 33% in real terms since 1991 as compared to 1989. That also indicated some 
underlying improvement in the timing of payment of contributions by Member States as a whole. 

There was no doubt that the proposed change in methodology would to a very considerable extent dilute 
the monies available for distribution under the financial incentive scheme and thus could add to the already 
serious cash flow problems being experienced by the Organization. 
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Professor CALDEIRA said that an international organization was not like a corporation or a bank, 
which was expected to pay dividends to its shareholders. Ideally, WHO should be able to keep all its casual 
income, but he could see some justification for an incentive scheme, using a points system, for instance. If 
there had to be an incentive scheme at all, he preferred the existing one to the proposed amendment. 

Mr BOYER (adviser to Dr Sarn) said that the real issue seemed to be one of fairness. In his opinion, it 
was acceptable to return to Member States the interest which WHO earned on contributions which they had 
paid early, but it was not fair to give them the interest on income other than their contributions. Members of 
the Board might think that the interest on income from other sources (such as WHO publications, the Post 
Office at headquarters and garage fees) amounted to only a small sum but, in fact, for the period 1989-1990 it 
amounted to US$ 18 million of the US$ 25 million set against Member States' 1992-1993 contributions. 
Interest on income other than contributions belonged to all Member States equally and should be shared 
among them all. From that point of view, the existing scheme could be seen as taking income away from some 
Member States. 

The Board should not be swayed by the argument that fewer Member States would make their 
contributions early if the amendment was adopted, or that some countries would suffer under the new scheme. 
The incentive scheme had not been so spectacularly successful that it must be maintained at any cost. He 
called upon the Board to support the proposed amendment. 

Dr AUSMAN (alternate to Dr Larivière) hoped that the Board would be able to reach a clear consensus 
on the financial incentive scheme at the current session, so that there would be no need to discuss it again at 
the next session. The Board's main concern must be the potential benefits to WHO, rather than to Member 
States. To him, it seemed clear that the existing incentive scheme had encouraged Member States to pay their 
contributions early, and that any change would benefit late payers and exacerbate the Organization's cash flow 
problems. He therefore considered that the existing incentive scheme should be retained. 

Mr VARDER said that he had had considerable sympathy for the proposed amendment when it had first 
been mooted at the previous session of the Board. If fairness were the only consideration, the amendment 
should be adopted. However, the existing financial incentive scheme, while not entirely fair, did work 
satisfactorily, and he therefore considered that the existing scheme should be retained. 

Dr CALMAN supported the continued operation of the incentive scheme as approved by the Health 
Assembly in 1988 and 1991. The Annex to document EB90/7 showed an equal number of winners and losers, 
but he agreed with Mr Boyer that the issue was not one of individual loss or gain but how best to ensure the 
financial well-being of the Organization in the interests of all the Member States. That had clearly motivated 
the original proposal in 1988 to establish an incentive scheme, and the delegation of the country he knew best 
had supported the proposal at that time because it believed, as he now did, that through its implementation lay 
the hope of improving the rate of collection of assessed contributions and thus easing the cash flow problems 
that had for so long hindered the planning and implementation of programmes. From the available evidence it 
seemed that the incentive scheme was fulfilling its purpose: by 30 April 1991 WHO had collected almost 50% 
of its contributions to the budget, an all-time record; and during the current year, despite exceptional 
difficulties faced by a number of countries, by 30 April collection rate had been the third highest in the history 
of the Organization. On those grounds alone it was in everyone's interest that the scheme should be continued 
in its present form. With regard to Mr Boyer，s argument that the scheme was unfair, document EB90/7 
explained that the proposed change in methodology, if applied to 1989 and 1990，would have worked to the 
detriment of the earliest payers and to the benefit primarily of Members making no payment at all during 
those two years. He therefore urged members of the Board to uphold the decision taken by the Health 
Assembly in the matter. 

Dr KOMBA-KONO asked for clarification. The incentive scheme seemed to mean that some people 
had the money to pay but needed modalities by which they could be teased into paying. If so, priorities had to 
be taken into account; some countries were putting the little they had into sustaining the lives of their women 
and children, who risked death from various diseases. He had the impression that most of those countries 
were now being asked to turn away from saving their women and children to pay contributions. As if that 
were not enough, the Board was talking about taking away even the little allotted to them in the form of 
investments of the Organization and giving it to the richer countries who were in a better position to pay. Was 
that what WHO was about? 
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Dr VIOLAKI-PARASKEVA pointed out that from the moment each country paid its contribution, 
W H O was responsible for handling the money: countries did not expect earnings from the money they 
contributed, but help from W H O in case of need. Delays in contributions led to a weakening in the 
Organization's capacity to implement its programme; countries had to pay early so that W H O knew what 
programmes to follow and what priorities to give. The existing incentive scheme had to be continued, since 
any change to it would increase WHO,s financial crisis. 

Dr KOSENKO observed that the scheme was intended to ensure timely payment of contributions to the 
Organization and had shown its effectiveness. Despite the difficulty many countries had in paying their 
contributions, the proportion of timely payments had increased substantially over that of previous years. The 
effectiveness of the incentive scheme seemed to have been demonstrated; that being so, no changes in the 
existing scheme were required at present. In future, too, the system would encourage countries to pay on time. 

Dr S H A M L A Y E said he took a pragmatic view of the matter. An incentive scheme had been 
established after much discussion in the Executive Board and the Health Assembly, and from the figures given 
it seemed to be working; no one could say the contrary. Because of the benefits it seemed to be producing he 
favoured maintaining it. It did not appear that a change in the scheme would lighten the burden of those 
countries with real difficulties in paying their contributions. There was therefore no practical reason to change 
the scheme. 

Mr BOYER (adviser to Dr Sarn) noted that Dr Shamlaye was correct in saying that the system had been 
put into effect after much discussion, and in fact the decision had not been unanimous. It might be argued 
that the system had worked; however, any incentive plan that took money away from someone would work. 
His argument was that it was the wrong money. Some of it, US$ 7 million, was being used correctly, but 
US$ 18 million was not. In reply to Dr Caiman's comment that a change in the scheme would benefit late 
payers, he said that Dr Calman was considering the wrong stage of the process; it was the first stage that had 
taken from all Member States money that those States should have had. That had been the unfair part. The 
second stage was not unfair in itself; it was simply correcting the record and putting money back that had 
been inappropriately taken from those countries earlier. There was much support for the proposal in the 
Board; nevertheless he maintained that it was not the proper way for W H O to be working. It was acceptable 
to have an incentive scheme relating to money that could be attributed to individual Member countries, but it 
was not fair for money to be taken away from all Member States, as was being done. 

The CHAIRMAN, thanking the Secretariat for its report, said that the discussion in the Board had 
shown that the 1988 scheme still had the support of the great majority of the members of the Board, even if its 
full effects had not been felt, and he took it that the Board wished to maintain the scheme as it stood. 

6. STATEMENT BY THE REPRESENTATIVE OF THE W H O STAFF ASSOCIATIONS: Item 12 of the 
Agenda 

Miss S H A W (representative of the W H O Staff Associations), speaking on behalf of all the staff of 
W H O - over 4500 individuals, at headquarters in Geneva，the six regional offices and the International Agency 
for Research on Cancer - said that, for reasons of economy, the Staff Associations had not prepared a written 
statement for the Executive Board. The W H O staff were acutely aware of the Organization's current financial 
difficulties, indeed, many were already bearing the consequences • anxiety due to uncertainty about the future 
and increased workloads which, in the long term, could not be considered healthy. However, it was not 
appropriate for economies to be made only at the expense of the staff. The financial crisis (not just of W H O , 
but indeed of all the members of the United Nations common system) must not be borne by the people who 
laboured hard to carry out the Member States, programme of work. 

The staff representatives at all the W H O offices were working with the administration in an endeavour 
to find ways and means of coping with the situation and identify possible solutions. There was no "us" and 
"them"; the goals of both were, after all, the same, namely, to cooperate in fostering the aims set forth in the 
Constitution of the World Health Organization. 

W H O was part of the common system, therefore, its governing bodies usually endorsed decisions on 
personnel matters made by the United Nations General Assembly on the recommendation of its Fifth 
Committee - a body which apparently still did not understand that it was necessary to invest in order to attract 
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and retain the best qualified staff. Conditions of service for W H O staff - salaries，pensions, career prospects -
were clearly trailing far behind those of, for example, the World Bank or the European Community. Under 
such circumstances, it was difficult to expect W H O to attract and retain "the best". 

Genuine political will - which meant adequate funding for the priorities - was essential if the 
Constitutional goals of the Organization were to be attained - the goals of every staff member. 

Job security was also physical security. At the eighty-ninth session of the Executive Board, 
Dr Violaki-Paraskeva had noted that staff member Ghennet Mebrahtu, imprisoned for nearly two years 
without trial, had been released. She was pleased to inform the Board that Ms Mebrahtu was now back at 
work, in Brazzaville. She thanked Dr Nyamadawa, President of the Forty-fourth World Health Assembly, 
Dr Naranjo, President of the Forty-third World Health Assembly, and the members of the Executive Board, 
for their invaluable support for the Staff Associations' efforts to attain that happy outcome. 

Physical security remained a priority for everyone within the United Nations common system, and the 
health conditions of detained staff were the responsibility of W H O as the world's leading health authority. The 
Staff Associations had recently participated in an inter-agency meeting on security matters, held in Geneva, at 
which recommendations had been made for improving training for staff in high-risk duty stations. 

The Staff Associations were pleased to welcome several new Member States to the Organization and 
looked forward to their nationals, both women and men, competing in a free recruitment market, and bringing 
their expertise to the wealth of knowledge the Organization could draw upon, thus enriching the truly 
international nature of W H O . For W H O was its staff; its mission could not be divorced from the men and 
women who carried it out. 

The Staff Associations noted, with regret, that countries continued to give much lower priority to health 
than to their defence budgets，and the Organization's budget was suffering as a result. The staff were all very 
concerned about the Organization's future. Though once again distinguished delegates at the World Health 
Assembly had praised the work of the Organization, it was clear that health remained low on the political 
agenda. 

In the past, the staff of W H O had thought of the Organization as nonpolitical. However, it had become 
more and more clear that W H O could not be divorced from the political scene - after all, it was politicians who 
made the decisions that affected its future. She appealed to members of the Executive Board to reiterate the 
need to place health higher on the political agenda and to spread that message far and wide. 

The Staff Associations hoped that Board members would be successful in persuading other decision-
makers that an international organization such as W H O required a very special kind of staff，not just highly 
qualified technically, but also able to adapt to international work and interact with colleagues from very 
different cultural and linguistic backgrounds - not always with the help of interpreters - on a day-to-day basis, if 
it was to carry out its work. 

Dr LARIVIERE thanked Miss Shaw for her comments and assured her that the working group that had 
just been formed by the Executive Board to look at the structure and resources of the Organization would also 
consider how W H O could recruit and retain the staff it needed. 

Dr CALMAN, thanking Miss Shaw, said he was aware of the commitment and professionalism of the 
staff at headquarters and in the regions. In the European Region, which he knew best, interaction with all 
staff had been very important; the expertise of staff in W H O was one of its most important resources and 
must be used fully. 

Dr VIOLAKI-PARASKEVA assured Miss Shaw that the Board supported the work of the staff of 
W H O , without which it could not perform its task. Job security was also physical security and contributed to 
health, since stress damaged health. The Board was trying not only to retain the best quality of personnel but 
to improve the position of the staff, especially women. She would do her best for the staff in the country she 
knew well，in which health was a high priority. 

Dr N Y M A D A W A , thanked Miss Shaw for her report and for her kind words for himself and 
Dr Naranjo. The world was watching the Executive Board, which must work for the staff of W H O . 

Dr ASVALL (Regional Director for Europe) recalled the difficult time W H O had gone through during 
the previous six months due to the financial crisis, which had meant a 15% cut in the European Region and 
similar reductions elsewhere. That had led to a situation where, for the first time since he had joined the 
Organization, a choice had to be made between staff and other expenditure. He had been impressed in that 
situation by W H O staff who，in open discussion，had agreed that the functioning capacity of W H O had to be 
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put above job security. The staff was unusually aware of the role they played not only as employees but as part 
of the Organization, and they were willing to look beyond what often were the limited interests of staff 
associations. It had been a remarkable performance by the staff. 

The CHAIRMAN assured Miss Shaw of the Board's deep commitment to the future of the Organization 
and to helping it to adapt to change. Since the expertise of W H O was one of its strengths, each member of 
the Board was also committed to helping the staff adapt to change. 

7. DATE AND PLACE OF THE FORTY-SIXTH W O R L D HEALTH ASSEMBLY: Item 13 of the Agenda 

Mr AITKEN (Assistant Director-General), introducing the item, recalled that the Forty-fifth World 
Health Assembly had decided that the Forty-sixth World Health Assembly should be held in Switzerland in 
1993. The Board might wish to consider that the Forty-sixth World Health Assembly be convened on Monday, 
3 May 1993, at the Palais des Nations in Geneva, opening at noon. 

Decision: The Executive Board decided that the Forty-sixth World Health Assembly should be held at 
the Palais des Nations in Geneva, opening on Monday, 3 May 1993. 

8. DATE, PLACE AND DURATION OF THE NINETY-FIRST SESSION OF THE EXECUTIVE BOARD: 
Item 14 of the Agenda 

Mr AITKEN (Assistant Director-General), introducing the item, recalled that, in the three previous years 
in which the proposed programme budget had been considered，the Board had completed its work satisfactorily 
within the two-week period scheduled. Consequently, the ninety-first session in January 1993, in budget year, 
could be convened on Monday, 18 January 1993 and close no later than Friday, 29 January 1993. 

Dr C A L M A N said that as many Board members had extremely busy schedules it would be helpful if 
longer notice of the dates of future sessions of the Board，the Programme Committee, etc. could be given. 
That might be a suitable topic for consideration by the Working Group of the Executive Board. 

Decision: The Executive Board decided that its ninety-first session should be convened on Monday, 
18 January 1993 at W H O headquarters, Geneva, and should close no later than Friday, 29 January 1993. 

9. CLOSURE OF THE SESSION: Item 15 of the Agenda 

The CHAIRMAN thanked members of the Executive Board and the Secretariat for their cooperation 
and declared the ninetieth session closed. 

The meeting rose at 12h35. 


