
EB91/1993/REC/2 

WORLD HEALTH ORGANIZATION 

EXECUTIVE BOARD 
NINETY-FIRST SESSION 

GENEVA, 18-29 JANUARY 1993 

SUMMARY RECORDS 

GENEVA 
1993 



ABBREVIATIONS 

Abbreviations used in W H O documentation include the following: 

A C C - Administrative Committee on N O R A D 
Coordination 

A C H R - Advisory Committee on Health O A U 
Research O E C D 

A G F U N D • Arab Gulf Programme for United 
Nations Development Р А Н О 
Organizations 

A S E A N - Association of South-East Asian SAREC 
Nations 

C I D A - Canadian International 
Development Agency SIDA 

CIOMS - Council for International 
Organizations of Medical U N C T A D 
Sciences 

D A N I D A - Danish International U N D C P 
Development Agency 

ECA - Economic Commission for Africa U N D P 
ECE - Economic Commission for Europe 
ECLAC • Economic Commission for Latin U N E P 

America and the Caribbean 
ESCAP - Economic and Social Commission U N E S C O 

for Asia and the Pacific 
ESCWA - Economic and Social Commission 

for Western Asia U N F P A 
F A O - Food and Agriculture U N H C R 

Organization of the United 
Nations UNICEF 

FINNIDA - Finnish International U N I D O 
Development Agency 

IAEA - International Atomic Energy U N R W A 
Agency 

LARC - International Agency for 
Research on Cancer U N S C E A R 

ICAO - International Civil Aviation 
Organization 

IFAD - International Fund for U S A I D 
Agricultural Development 

ILO - International Labour WFP 
Organisation (Office) WIPO 

IMO - International Maritime 
Organization WMO 

ITU - International Telecommunication 
Union 

Norwegian Agency for 
International Development 

Organization of African Unity 
Organisation for Economic 

Co-operation and Development 
Pan American Health 

Organization 
Swedish Agency for Research 

Cooperation with Developing 
Countries 

Swedish International 
Development Authority 

United Nations Conference on 
Trade and Development 

United Nations International Drug 
Control Programme 

United Nations Development 
Programme 

United Nations Environment 
Programme 

United Nations Educational, 
Scientific and Cultural 
Organization 

United Nations Population Fund 
Office of the United Nations 

High Commissioner for Refugees 
United Nations Children's Fund 
United Nations Industrial 

Development Organization 
United Nations Relief and Works 

Agency for Palestine Refugees in 
the Near East 

United Nations Scientific 
Committee on the Effects of 
Atomic Radiation 

United States Agency for 
International Development 

World Food Programme 
World Intellectual Property 

Organization 
World Meteorological Organization 

The designations employed and the presentation of the material in this volume do not imply the 
expression of any opinion whatsoever on the part of the Secretariat of the World Health Organization 
concerning the legal status of any country, territory, city or area or of its authorities, or concerning the 
delimitation of its frontiers or boundaries. Where the designation "country or area" appears in the headings of 
tables，it covers countries, territories, cities or areas. 

- i i -



PREFACE 

The ninety-first session of the Executive Board was held at WHO headquarters, Geneva, from 
18 to 29 January 1993. The proceedings are published in two volumes. The present volume contains the 
summary records of the Board's discussions, list of participants and officers elected, and details regarding 
membership of committees and working groups. The resolutions and decisions and relevant annexes, and the 
Board's report on its review of the proposed programme budget for 1994-1995, are published in document 
EB91/1993/REC/1. ^ 
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Bureau of International Organization Affairs, Department of State, 
Washington, D.C. 

Ms M. L. KIMBLE, Deputy Assistant Secretary for International 
Development and Technical Specialized Agency Affairs, Bureau of 
International Organization Affairs, Department of State, 
Washii m, D.C. 

Mr H. P. OMPSON, International Health Attaché, Permanent Mission, 
Geneva 

Dr О. M. MUBARAK, Minister of Health, Baghdad 
Alternate 
Dr Q. AL-KHIYAT, Director-General, Technical Department, 

Ministry of Health, Baghdad 
Advisers 
Dr A. M. AL-KADHI, Counsellor, Permanent Mission, Geneva 
Mr S. MOHAMMED, First Secretary, Permanent Mission, Geneva 

Dr E. NAKAMURA, Technical Adviser for International Cooperation, 
Ministry of Health and Welfare, Tokyo 

Alternates 
Mr T. KUROKI, Vice-Minister for Health and Welfare, Tokyo 
Mr H. SHIBUYA, Director-General, United Nations Bureau, Ministry 

of Foreign Affairs, Tokyo 
Dr S. TANI, Director-General, United Nations Bureau, Ministry of 

Health and Welfare, Tokyo 
Mr K. AKIMOTO, Minister, Embassy of Japan, Paris 
Mr H. SATO, Director-General, Refugee Resettlement Assistance 

Headquarters, Foundation for the Welfare and Education of the Asian 
People, Tokyo 

Mr M. KAWAI, Deputy Director-General, United Nations Bureau, 
Ministry of Foreign Affairs, Tokyo 

Mr Y. KANEKO, Consul-General of Japan, Edinburgh 
Mr Т. ГГО, Minister, Permanent Mission, Geneva 
Mr H. SAWAMURA, Director, International Affairs Division, Minister's 

Secretariat, Ministry of Health and Welfare, Tokyo 
Dr T. TOGUCHI, Deputy Director, International Affairs Division, 

Minister's Secretariat, Ministry of Health and Welfare, Tokyo 
Dr H. DOI, Assistant Director, International Affairs Division, 

Minister's Secretariat, Ministry of Health and Welfare，Tokyo 
Advisers 
Mr H. OGATA, Deputy Director, International Affairs Division, 

Minister's Secretariat, Ministry of Health and Welfare, Tokyo 
Mr S. MATSUDA, First Secretary, Permanent Mission, Geneva 
Mr S. NAGASHIMA, Assistant Director, Social Cooperation Division, 

United Nations Bureau, Ministry of Foreign Affairs, Tokyo 
Dr S. MIYAKE, Assistant Director, International Affairs Division, 

Minister's Secretariat, Ministry of Health and Welfare, Tokyo 

Dr P. NYMADAWA, Minister of Health, Ulaanbaatar 
Alternate 
Mr D. BAYARSAIHAN, General Director, Ministry of Health, Ulaanbaatar 

Iraq 

Japan 

Mongolia 
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Designated by 

Advisers 
Mr S. YUMJAV, Ambassador, Permanent Representative, Geneva 
Mr G. GONGOR, First Secretary, Permanent Mission, Geneva 

Dr M. PAZ-ZAMORA, Adviser to the President of the Republic, La Paz Bolivia 
Adviser z 
Mr G. CUENTAS YAÑEZ, Vice-Minister of Public Health, Ministry 

of Social Welfare and Public Health, La Paz 

Mr A. RUKEBESHA, Director-General, Ministry of Foreign Affairs and Rwanda 
Cooperation, Kigali 

Alternate 
Dr J. B. NDALIHORANYE, Technical Adviser, Ministry of Health, Kigali 

Dr A. SATTAR YOOSUF, Deputy Minister of Health and Welfare, Malé Maldives 
Alternate 
Mr M. RASHEED, Deputy Director, Planning and Coordination, Ministry 

of Health and Welfare, Malé 

Dr С. SHAMLAYE, Principal Secretary, Ministry of Health, Victoria Seychelles 

Dr TIN U, President, Myanmar Red Cross Society, Yangon Myanmar 

Dr Meropi VIOLAKI-PARASKEVA, Honorary Director of Health, Adviser to Greece 
the Ministry of Health, Welfare and Social Security, Athens 

Alternate 
Mr D. YANTAIS, First Counsellor, Permanent Mission, Geneva 

2. GOVERNMENT REPRESENTATIVES ATTENDING BY VIRTUE OF RULE 3 OF THE 

RULES OF PROCEDURE 

Agenda item 18: Collaboration within the United Nations System 

Dr A. HUWAIDI, Counsellor, Permanent Mission, Geneva Libyan Arab Jamahiriya 

Agenda item 4: Proposed programme budget for the financial period 1994-1995 

Ms A. KERN, Executive Director, Corporate Services, Queensland Health, Australia 
Brisbane 

3. REPRESENTATIVES OF THE UNITED NATIONS AND RELATED ORGANIZATIONS 

United Nations 

Mrs A. S. DJERMAKOYE, Chief, External 
Relations and Inter-Agency Affairs 
Mr S. KHMELNITSKI, External Relations and 

Inter-Agency Affairs Officer 
Dr Brenda G. McSWEENEY, Executive 

Coordinator, United Nations Volunteers 
Mr S. HASEGAWA, Deputy Executive 

Coordinator, United Nations Volunteers 
Mr M. NYIRONGO, Area Officer, Africa Section, 

United Nations Volunteers 

Ms K. WIGNARAJA, Policy Officer, United 
Nations Volunteers 

United Nations Children's Fund 

Dr С. VOUMARD, Senior Health Adviser, 
UNICEF Geneva Office 
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United Nations Relief and Works Agency for 
Palestine Refugees in the Near East 

Dr R. COOK, Director of Health, Vienna 
International Centre 

United Nations Development Programme 

Mr H. OLESEN, Director, U N D P European 
Office, Geneva 

Mr E. BONEV, Senior Consultant, External 
Relations, U N D P European Office, Geneva 

United Nations Environment Programme 

Mr J. W. HUISMANS, Director, International 
Register of Potentially Toxic Chemicals, Geneva 

Mr S. MILAD, Scientific Affairs Officer, 
International Register of Potentially Toxic 
Chemicals, Geneva 

World Food Programme 

Ms Z. MESA, Head, World Food Programme 
Liaison Office, Geneva 

Office of the High Commissioner for Refugees 

Dr S. MALE, Senior Epidemiologist, Programme 
and Technical Support Section 

United Nations Population Fund 

Mr B. S. MUNTASSER, Chief, UNFPA European 
Liaison Office, Geneva 

International Labour Organisation 

Mr L. NDABA-HAGAMYE, Equality of Rights 
Branch 

Ms H. SCHEBESTA, Chief, Salaries and 
Allowances Unit 

Food and Agriculture Organization of the United 
Nations 

Mr A. PURCELL, Senior Liaison Officer, FAO 
Office, Geneva 

Mr W. D. CLAY, Senior Nutrition Officer, Food 
Policy and Nutrition Division, Rome 

United Nations Educational，Scientific and 
Cultural Organization 

Dr Z. ZACHARIEV, Director, UNESCO Liaison 
Office at Geneva 

International Monetary Fund 

Mrs H. B. JUNZ, Special Trade Representative; 
Director, International Monetary Fund Office, 
Geneva 

Mr G. B. TAPLIN, Assistant Director, 
International Monetary Fund Office, Geneva 

Ms E. DURAN, Senior Economist, International 
Monetary Fund Office, Geneva 

World Meteorological Organization 

Mr JIN KUI, Senior Liaison Officer, Office of 
Special Assistant to the Secretary-General 

United Nations Industrial Development 
Organization 

Mr A. P. АКРА, Officer-in-Charge, UNIDO 
Liaison Office at Geneva 

International Atomic Energy Agency 

Ms M. S. OPELZ, Head, IAEA Office in Geneva 
Ms A. B. WEBSTER, IAEA Office in Geneva 

4. REPRESENTATIVES OF OTHER INTERGOVERNMENTAL ORGANIZATIONS 

International Organization for Migration 

Dr H. SIEM, Director, Medical Services 
Mr P. SCHATZER, Director, External Relations 

League of Arab States 

Mr N. ASKALANI, Ambassador, Permanent 
Observer, Geneva 

Mr A. HARGUEM, Counsellor, Deputy Permanent 
Observer, Geneva 

Mr A. ALMOMAN, Permanent Delegation, 
Geneva 

Organization of African Unity 

Mr N. HACHED, Ambassador, Permanent 
Observer, OAU Geneva Office 

Mr A. A. MOUKHAR, Deputy Permanent 
Observer, OAU Geneva Office 

Mr V. WEGE-NZOMWITA, Deputy Permanent 
Observer, OAU Geneva Office 

Mr A. FARAG, Counsellor, O A U Geneva Office 
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Mr D. NEGOUSSE, Counsellor, OAU Geneva 
Office 

International Civil Defence Organization 

Mr S. ZNATOI, Secretary-General 

Commission of the European Communities 

Mr C. DUFOUR, Administrator, Permanent 
Delegation of the Commission of the European 
Communities, Geneva 

Commonwealth Secretariat 

Professor K. THAIRU, Director, Health 
Programme 

5. REPRESENTATIVES OF NONGOVERNMENTAL ORGANIZATIONS 
IN OFFICIAL RELATIONS WITH WHO 

Commonwealth Association for Mental Handicap 
and Developmental Disabilities 

Dr G. SUPRAMANIAM 

Commonwealth Pharmaceutical Association 

Mr P. BLANC 

Council for International Organizations of Medical 
Sciences 

Dr Z. BANKOWSKI 

International Academy of Legal Medicine and 
Social Medicine 

Professor L. ROCHE 

International Agency for the Prevention of 
Blindness 

Dr A. W. JOHNS 

International Confederation of Midwives 

Mrs R. BRAUEN 
Mrs D. VALLAT 

International Council on Alcohol and Addictions 

Mr A. TONGUE 

International Council on Jewish Social and 
Welfare Services 

Mr D. LACK 

International Council for Laboratory Animal 
Science 

Professor W. ROSSBACH 

International Council of Nurses 

Ms C. HOLLERAN 
Dr Taka OGUISSO 

International Association of Agricultural Medicine 
and Rural Health 

Professor M. A. EL BATAWI 

International Association of Cancer Registries 

Mr L. RAYMOND 

International Catholic Committee of Nurses and 
Medico^Social Assistants 

Ms M. EGAN 

International Committee of the Red Cross 

Dr R. RUSSBACH 
Mr D. BOREL 

International Council on Social Welfare 

Mr N. DAHLQVIST 

International Council of Women 

Mrs P. HERZOG 

International Cystic Fibrosis (Mucoviscidosis) 
Association 

Mr M. WEIBEL 
Professor J. A. DODGE 
Mrs L. HEIDET 

International Electrotechnical Commission 

Mr J. P. BROTONS-DIAS 
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International Ergonomics Association 

Professor Paule REY 
Ms V. GONIK 

International Federation of Clinical Chemistry 

Dr A. DEOM 
Mr M. FATHI 

International Federation of Fertility Societies 

Dr Elisabeth JOHANNISSON 

International Federation of Gynecology and 
Obstetrics 

Professor A. CAMPANA 

International Federation of Otolaryngological 
Societies 

Professor P. W. ALBERTI 

International Federation of Pharmaceutical 
Manufacturers Associations 

Dr R. ARNOLD 
Miss M. CONE 
Mr J.-F. GAULIS 
Mr W. FXJRTH 

International Federation for Preventive and Social 

Professor T. FÜLÓP 
Dr P. DELON 

International Federation of Red Cross 
and Red Crescent Societies 

Dr E. STRIJAK 
Dr D. KASEJE 
Dr R. WESTPHAL 

International Federation of Surgical Colleges 

Dr S. W. A. GUNN 

International Organization of Consumers Unions 

Mrs M. MORSINK 
Ms N. J. PECK 

International Organization for Standardization 

Mr K.-G. LINGER 

International Pharmaceutical Federation 

Mr A. DAVIDSON 
Mr P. BLANC 
Mr P. CHATELANAT 
Mr J.-C. FILLIEZ 
Mr A. GALLOPIN 
Dr H. IBRAHIM 
Dr N. O. STRANDQVIST 

International Physicians for the Prevention of 
Nuclear War 

Dr Ann Marie JANSON 
Dr J. THOR 

International Planned Parenthood Federation 

Dr P. SENANAYAKE 
Mr C. RITCHIE 

International Society for Biomedical Research on 
Alcoholism 

Dr L. BALANT 

International Society of Biometeorology 

Dr W. H. WEIHE 

International Society of Chemotherapy 

Professor J.-C. PECHERE 

International Society and Federation of Cardiology 

Dr R. MASIRONI 

International Special Dietaiy Foods Industries 

Dr P. BORASIO 
Ms M. MARUSCHAK 
Ms C. G. EMERLING 
Ms B. HALCHAK 
Mr G. A. FOOKES 
Mr SCIOR 
Mr J. MAGEE 
Mr J. GANZEVOORT 
Mr Y. KUBOTA 

International Union of Architects 

Mr F. STALDER 

International Union against the Venereal Diseases 
and the Treponematoses 

Dr M. A. WAUGH 
Dr G. M. ANTAL 
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Inter-Parliamentary Union 

Mr S. TCHELNOKOV 

Medical Women's International Association 

Ms R. BONNER 

Medicus Mundi Internationalls (International 
Organization for Cooperation in Health Care) 

Dr S. RYPKEMA 

Mother and Child International 

Dr U. FREY 
Mr H. WAGENER 

Network of Community-Oriented Educational 
Institutions for Health Sciences 

Professor T. FÜLÓP 

Save the Children Fund (United Kingdom) 

Dr P. POORE 

World Assembly of Youth 

Ms M. C. ORIAS-BREDOW 

World Association of Girl Guides and Girl Scouts 

Mrs C. MENZIES 
Mrs B. VON DER WEID 
Mrs I. U Y G U R 
Mrs M. GREUTER-STALEY 

World Association for Psychosocial Rehabilitation 

Mrs D. FOURNIER 

World Confederation for Physical Therapy 

Ms M. O'HARE 

World Federation of Associations of Clinical 
Toxicology Centers and Poison Control Centers 

Professor J. DESCOTES 
Professor L. ROCHE 

World Federation of Hemophilia 

Dr Lili FÜLÓP-ASZODI 

World Federation for Medical Education 

Professor H. J. WALTON 

World Federation for Mental Health 

Dr S. FLACHE 
Mrs M. MERRITT-LACHENAL 

World Federation of Proprietary Medicine 
Manufacturers 

Dr J. A. REINSTEIN 

World Federation of United Nations Associations 

Dr R. MASIRONI 
Mr M. WEYDERT 

World Organization of the Scout Movement 

Mr A. SAR 

World Veterinary Association 

Dr В. HASSENE 

World Vision International 
World Association of Societies of (Anatomic and 
Clinical) Pathology Dr E. RAM 

Mr B. KLOSSNER 
Dr H. LOMMEL 





COMMITTEES AND WORKING GROUPS1 

A. COMMITTEES2 AND WORKING GROUPS OF THE BOARD 

1. Programme Committee 

Professor J.-F. Girard (Chairman of the Board), ex officio�Dr К. С. Calman, Dr E. Kossenko, 
Dr J. Larivière, Dr Li Shi-chuo, Dr J. O. Mason, Dr E. Nakamura, Dr M. Paz-Zamora, Dr L. C. Sarr, 
Dr A. Sattar Yoosuf, Dr C. Shamlaye, Dr M. Sidhom 

Seventeenth session, 24-28 August 1992: Professor J.-F. Girard (Chairman), Dr K. C. Calman, 
Dr E. Kossenko, Dr J. Larivière, Dr Li Shi-chuo, Dr J. O. Mason, Dr E. Nakamura, Dr M. Paz-Zamora, 
Dr L. C. Sarr, Dr A. Sattar Yoosuf, Dr C. Shamlaye, Dr M. Sidhom 

2. Standing Committee on Nongovernmental Organizations 

Dr J. Kumate, Dr O. M. Mubarak, Dr P. Nymadawa, Mr A. Rukebesha, Dr Meropi Violaki-Paraskeva 

Meeting of 19 January 1993: Dr J. Kumate (Chairman), Dr Q. AI-Khiyat (alternate to 
Dr О. M. Mubarak), Dr J. B. Ndalihoranye (alternate to Mr A. Rukebesha), Dr P. Nymadawa, 
Dr Meropi Violaki-Paraskeva 

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

Professor J.-F. Girard, Dr M. Paz-Zamora, Dr L. С. Sarr, Dr Meropi Violaki-Paraskeva 

4. Committee on Drug Policies 

Dr A. R. A. Bengzon, Professor J. Caldeira da Silva, Dr M. E. Chatty, Dr G. Komba-Kono, 
Dr J. O. Mason, Dr L. C. Sarr, Dr Tin U, Mr J. F. Varder 

5. Working Group on the WHO Response to Global Change 

Professor J.-F. Girard (Chairman of the Board), ex officio, Dr К. С. Calman, Dr Li Shi-chuo, 
Dr J. О. Mason, Dr A. Sattar Yoosuf, Dr С. Shamlaye, Dr M. Sidhom 

Meeting of 28-29 November 1992: Dr К. С. Calman (Chairman), Professor J.-F. Girard, Dr Li Shi-chuo, 
Dr J. О. Mason, Dr A. Sattar Yoosuf, Dr С. Shamlaye, Dr M. Sidhom 

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

2 Committees established pursuant to the provisions of Rule 16 of the Rules of Procedure of the Executive Board. 

- 1 1 -
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B. OTHER COMMITTEES1 

1. Darling Foundation Committee 

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

2. Léon Bernard Foundation Committee 

Dr E. Nakamura, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 21 January 1993: Professor J.-F. Girard (Chairman), Professor B. A. Grillo, 
Dr E. Nakamura, Dr L. С. Sarr, Dr M. Sidhom 

3. Jacques Parisot Foundation Committee 

Professor A. Jablensky, together with the Chairman and Vice-Chairmen of the Board, ex officio 

4. Dr A. T. Shousha Foundation Committee 

Dr M. E. Chatty, together with the Chairman and Vice-Chairmen of the Board, ex officio 

Meeting of 21 January 1993: Professor J.-F. Girard (Chairman), Professor B. A. Grillo, Dr W. Haj 
Hussein (alternate to Dr M. E. Chatty), Dr L. С. Sarr, Dr M. Sidhom 

5. Child Health Foundation Committee 

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

Meeting of 21 January 1993: Professor J.-F. Girard (Chairman), Professor B. A. Grillo， 

Dr P.-A. Michaud, Dr L. C. Sarr, Dr M. Sidhom 

6. Sasakawa Health Prize Committee 

The Chairman and Vice-Chairmen of the Board, ex officio, and a representative designated by the 
founder 

Meeting of 20 January 1993: Professor J.-F. Girard (Chairman), Professor B. A. Grillo, 
Professor K. Kiikuni, Dr L. C. Sarr, Dr M. Sidhom 

Meeting of 25 January 1993: Professor J.-F. Girard (Chairman), Professor B. A. Grillo, Dr L. С. Sarr, 
Dr M. Sidhom, Dr T. Toguchi 

7. UNICEF/WHO Joint Committee on Health Policy 

WHO members: Dr К. A. Al-Jaber, Dr Qhing Qhing Dlamini, Mr E. Douglas, Dr Li Shi-chuo, 
Dr Tin U, Dr Meropi Violaki-Paraskeva; Alternates: Dr A. R. A. Bengzon, Professor A. Jablensky, 
Dr P. Nymadawa 

Thirtieth session, 1-2 February 1993: Dr K. A. Al-Jaber, Dr Qhing Qhing Dlamini, Dr Li Shi-chuo, 
Dr Tin U, Dr Meropi Violaki-Paraskeva, Dr B. Wint (alternate to Mr E. Douglas) 

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



SUMMARY RECORDS 

FIRST MEETING 

Monday, 18 January 1993，at 9h30 

Chairman: Professor J.-F. GIRARD 

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

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

He was confident that the Board would be able to work effectively and harmoniously, at a time which 
might mark a turning-point in the life of WHO and at which certain challenges had to be faced. First, world 
conditions had changed. After 40 years of a balance between East and West, which had obscured the North-
South disequilibrium, new balances had to be struck. The United Nations and its specialized agencies had to 
find a new role in the face of conflicts and social problems. Secondly, health expectations had risen and the 
right to health was seen as equal for all; that was, essentially, the meaning of "health for all". From an ethical 
standpoint, as well as for reasons of safety, the reality enjoyed by some could not remain merely the dream of 
others. In all countries, health - like education - was a matter of national policy and had to be dealt with at 
the highest political level. The role of ministers of health was becoming increasingly important in promoting 
health as an element of development and of social cohesion. Despite economic difficulties, every effort should 
be made to improve public health. Finally, the Board would have the task of submitting to the forthcoming 
Health Assembly a nomination for the post of Director-General for the next five years. That important 
decision would surely be taken in a responsible manner. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB91/1) 

The CHAIRMAN indicated that item 3 should be deleted from the provisional agenda in document 
EB91/1. 

The agenda，as amended, was adopted.1 

3. PROGRAMME OF WORK 

The CHAIRMAN announced the suggested dates and times of meetings of committees. 
He noted that the Board was faced with a particularly heavy agenda. Besides the proposed programme 

budget for the financial period 1994-1995, there were many important items for consideration, including item 8 
(Director-General). He proposed that that item should be dealt with in a private meeting on 20 January at 
14h30，at which Board members should be accompanied by not more than two alternates or advisers. 

Item 20 (Awards) would also require a private meeting to consider the reports of the various prize 
committees. He proposed that it should be held on 26 January at 14h30, irrespective of the progress of work. 
The results of the Board's deliberations in private meetings would be announced in a public meeting. 
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Finally, he proposed that the Board should take up the other agenda items in the order in which they 
appeared on the agenda, save that item 5 (Reports of the Regional Directors on significant regional 
developments, including regional committee matters) and item 6 (Implementation of resolutions (progress 
reports by the Director-General)) would be taken up together with item 4 (Proposed programme budget for 
the financial period 1994-1995). 

It was so agreed. 

4. APPOINTMENT OF A REPRESENTATIVE OF THE EXECUTIVE BOARD AT THE FORTY-SIXTH 
WORLD HEALTH ASSEMBLY 

The CHAIRMAN reminded the Board that its representatives at the Forty-sixth World Health Assembly, 
as appointed by the Board at its ninetieth session in May 1992, were himself as Chairman of the Board, 
Dr Violaki-Paraskeva, Dr Paz-Zamora and Dr Kanyamupira. The last-named was no longer a member of the 
Board, so another representative must be appointed. He suggested that the fourth representative should be 
Dr Sarr, Vice-Chairman of the Board. 

Mr RUKEBESHA noted that Dr Kanyamupira had been the member designated by Rwanda and that 
Rwanda still held a seat on the Board. As the present member of the Board designated by Rwanda, he himself 
was in a position to fulfil the role of the Board's representative at the Forty-sixth World Health Assembly. If 
there was a reason to make a change, he asked to be informed of it. 

Dr KOMBA-KONO requested that the Legal Counsel give an opinion regarding whether members sat in 
their personal capacity or as representatives of their particular countries. 

Dr PIEL (Legal Counsel) replied that members of the Executive Board sat in their personal capacity and 
not as representatives of Member States. 

Dr KOMBA-KONO said that in those circumstances he wished to nominate Mr Rukebesha. 

Dr LARIVIERE noted that the task of the Executive Board's representatives at the Health Assembly 
included the consideration of certain financial issues requiring a considerable knowledge of how the Board 
worked. The responsibilities involved were crucial. Dr Sarr,s greater experience of Board matters argued in 
favour of his appointment. 

Dr KOMBA-KONO asked whether that meant that members of the Board's subsidiary bodies needed to 
have several years of experience of serving on the Board itself. 

The CHAIRMAN suggested that consideration of the matter should be deferred to permit further 
informal consultations. 

I t was so agreed. (For continuation, see summary record of the twelfth meeting, section 2.) 

5. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) 

GENERAL POLICY REVIEW: Item 4.1 of the Agenda (Resolution EB83.R22; Documents 
EB91/DIV/2 and EB91/INF.DOC./8 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 5 of the Agenda (Documents EB91 /6, 
EB91/7, EB91/8, EB91/9, EB91/10 and EB91/11) 

The DIRECTOR-GENERAL said that, while the proposed programme budget for the biennium 
1994-1995 was largely based on the framework and activities of the Eighth General Programme of Work, which 
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would end in 1995, it was also meant to ensure a smooth transition into the Ninth General Programme of 
Work and therefore anticipated its main thrust and structure, emphasizing flexibility and adaptation to local 
epidemiological situations and socioeconomic environments and reflecting the contemporary environment and 
the profound changes taking place in the world. The overriding concern would be to ensure global consistency 
and to avoid any risk of fragmentation or duplication of effort. Particular attention would be paid to 
coordination with the United Nations system in its efforts to achieve developmental and humanitarian 
cooperation. 

Since the Board's eighty-ninth session much had happened and much had been achieved in the field of 
health. Major commitments had been made by the international community to combating public health 
scourges such as AIDS, malaria and malnutrition, and a deteriorating environment. At their twenty-eighth 
conference in Dakar in June 1992，the heads of State of the Organization of African Unity had demonstrated 
an intense determination in their commitment to fighting AIDS. He had attended the conference and had 
reiterated WHO’s unwavering support for the peoples of Africa in their fight against the pandemic. The WHO 
Ministerial Conference on Malaria, held in Amsterdam in October 1992, had reminded the world of the 
growing severity of the threat posed by that disease. It had resulted in a commitment to a global malaria 
control strategy developed by WHO in collaboration with Member States. WHO's action in following up that 
conference would focus on the implementation of national strategies, which must use a coordinated 
interdisciplinary approach, and on coordinated resource mobilization. In support of that aim, particular 
attention would be given to strengthening capabilities for multisectoral action at community level in the context 
of primary health care. In December 1992, the first ever International Conference on Nutrition, jointly 
organized by WHO and FAO, had adopted a World Declaration on Nutrition and a Plan of Action. More 
than 160 countries had undertaken to ensure sustained nutritional well-being for all people. They had declared 
their determination to eliminate hunger and to reduce all forms of malnutrition. Recognizing that equitable 
access to nutritionally adequate and safe food was a right of every individual, they had also emphasized the 
importance of health and care throughout life. WHO's follow-up action would take place at the country level, 
where it could best support national policies and grassroots participation. 

Following the United Nations Conference on Environment and Development, held in Rio de Janeiro in 
June 1992, and resolution WHA45.31, a new and integrated strategy had been prepared to help countries to 
include health and environmental concerns in their development plans. The proposed strategy would be 
discussed by the Board later in the session. He had set up a Council on the Earth Summit Action Programme 
for Health and Environment, with senior officials from different countries as members, to advise the 
Organization in rallying political and financial support for the implementation of the integrated strategy. 
Finally, he was gratified to report that WHO had been closely associated with the World Bank in preparing its 
World Development Report 1993, which would focus on investing in health. 

In addition, WHO had taken part in international activities for the reconstruction and development of 
Cambodia and countries of central and eastern Europe. WHO had also led the United Nations system unified 
delegation to the Lisbon and Tokyo meetings on assistance to the newly independent States of the former 
USSR. On all continents, particularly Africa, WHO had been involved in emergency relief operations, 
humanitarian assistance and the rehabilitation of health care systems following natural and man-made 
disasters. Somalia and other countries of the Horn of Africa, the drought-stricken nations of southern Africa, 
and Liberia were just a few examples of countries in which WHO had carried out emergency assistance and 
follow-up operations. The former Yugoslavia was another area where the Organization had quickly developed 
a large programme of humanitarian assistance. 

WHO's presence in all those initiatives and its leadership in many of them were clear signals of its 
determination to take action and follow through with its plans for the health development of all the peoples of 
the planet. Concretely, that had been reflected in real increases in resources provided for some specific areas 
of emphasis in the proposed programme budget for 1994-1995. 

Taken as a whole, however, the proposed regular programme budget for that biennium complied with a 
policy of zero growth in real terms. It would be the sixth consecutive biennium in which that policy had been 
implemented in WHO. The Organization's expectations of extrabudgetary resources were also shown in the 
programme budget document. He must, however, express WHO's concern, and the concern of countries in 
need, at the relatively low level of extrabudgetary funding made available for the development and 
strengthening of basic health infrastructure. All Member States had repeatedly recognized that such 
infrastructure and its long-term funding were prerequisites for the sustainability of health programmes. For 
many countries in need, the translation of statements recognizing those priorities into increases in both 
domestic and international resources would be vital. 

Recently he and the Regional Directors had looked more closely at WHO's operational priorities and at 
how the Organization could best proceed at the level of programme implementation. In a fruitful dialogue, 
they had discussed the administrative and technical aspects of management. WHO's regions and the regional 
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committees had always produced a wealth of ideas and contributed a diversity of experience, which had been 
major assets. Now, however, the Organization had to be more proactive in its cooperation with ministries of 
health and health-related ministries and with other intergovernmental organizations, nongovernmental 
organizations and agencies that might become active in health and development. To achieve meaningful 
coordination, it was essential that health ministries themselves should intensify their dialogue with the political 
decision-makers in their governments and cooperate with other sectors at the national level. 

Within the United Nations system, the Organization must fulfil its mandate in harmony with other 
organizations and bodies, including the Administrative Committee on Coordination. WHO could, and must, 
fulfil its global mission by supporting local health interventions and by advocating health as a vital component 
of a new world order. In the changing world of the 1990s, health demanded a new partnership, which must be 
developed between WHO and its Member States, among Member States themselves, between North and 
South, the haves and the have-nots, the States and their citizenry, nations and regions, the public and private 
sectors, health workers and their patients, and individuals and their own health. That implied a new social and 
international covenant, a sharing of resources and responsibilities at many different levels. 

Economic factors had had a major effect on health status by widening the gap between the haves and the 
have-nots. A thorough look must be taken at what conventional health statistics might be preventing analysts 
from seeing. When the end of the cold war had triggered great optimism, he had warned that the expected 
peace dividend might be cancelled out by an upsurge in local conflicts and had argued that，bound by the 
common concern for the health of all peoples, forces should be joined to erase North-South and East-West 
dichotomies. 

WHO's objective remained the same - the attainment by all peoples of the highest possible level of 
health • as did its function of acting as the directing and coordinating authority on international health work. 
He strongly believed that its mission of ensuring health for all must remain unchanged and his major concern 
was to lead the Organization into making effective and steadfast progress towards that unchanged destination, 
while acknowledging that the road and road conditions had changed tremendously, perhaps becoming even 
rougher. That was why he had called for greater pragmatism in the Organization's approach to health 
programme implementation. 

In such a diverse and changing world it was vital to be able to recognize quickly any opportunities for 
health action and to seize them as they emerged. WHO needed to arm itself for the future with an effective 
management information network that could help it to keep track of health-related changes in the general 
environment. The Organization's staff would also need to build up new types of competence to aggregate and 
analyse cross-sectoral data in order to extract their relevance for health. WHO as a whole would then be 
better equipped to chart innovative approaches to new and changing health issues. What was needed was a 
shift in the Organization's understanding of health and how it was to be obtained. The working and workable 
framework - the "new health paradigm" - that he pressed for would be more flexible and would thus help the 
Organization to take into account the new and evolving dimensions of health. Clearly, WHO's leadership in 
health development programmes required a combination of idealism, pragmatism and a multidisciplinary 
approach to the achievement of health for all. 

Health systems were in transition, as was WHO. The Executive Board's Working Group on the WHO 
Response to Global Change had put forth stimulating and valuable observations and suggestions for discussion 
at the present session. He had personally submitted his own vision for the future, and in his Introduction to 
the proposed programme budget for 1994-1995 he highlighted six main items that he believed should be part of 
WHO's agenda for health. Two were related to WHO's mission and functions at country and international 
levels; one referred to financial provisions for ensuring the sustainability of the Organization's programmes of 
cooperation; two related to enhancing to the utmost WHO's cooperation with countries and the capabilities of 
its staff; and one applied to internal and structural reforms within WHO to back up the strengthening and 
redirection of its services to those who had both the need and the will to implement health-for-all strategies. 

WHO's first priority should be its direct support to Member States, particularly those in greatest need, in 
the implementation of their health-for-all strategies. At the same time WHO must be maintained as a centre 
for excellence, to serve the interests of both health and development. A major activity of the Organization was 
to facilitate the international exchange of technology and human resources and cooperation in wider fields, 
including disease control, nutrition and the environment. The ability to rely on carefully thought-out ethical 
and technical standards would become all the more important in an increasingly interdependent world. That, 
in turn, would enhance WHO's standard-setting activities. 

Under WHO's priority programmes, much progress had been made towards the achievement of the 
Organization's goals. An 80% global coverage by child immunization had already been reached. 
Dracunculiasis would be eradicated by the end of 1995. It was expected that the eradication of poliomyelitis 
and the elimination of leprosy as a public health problem would be achieved by the year 2000. 
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Present world prospects still pointed towards economic stagnation，and recovery was likely to be slow, 
implying a shortage of funds for health and a greater need for pragmatism. The major problem could be said 
to revolve around uneven distribution of resources and unequal development between countries and among 
different groups within countries. As the world entered deeper into a transition period, imbalances and 
inequities in the distribution of health resources were worsening; health and sustainable development were 
two inseparable sides of the same coin. It must be realized that health and development were processes 
requiring fundamental choices which had to be constantly reaffirmed, nationally, regionally and globally. In 
saying that WHO must promote a "health culture", he meant that it must promote general awareness that 
health was a way of life for individuals and for communities. Health was a way of thinking, living and relating 
to others. 

In the past few decades, a body of international law had been built up by the world community whereby 
States had committed themselves to complying with a number of human rights and humanitarian obligations. 
By adopting the World Declaration on Nutrition, the ministers of health and agriculture assembled in Rome, 
representing over 160 States, had rededicated themselves to principles and obligations enshrined in the 
Universal Declaration of Human Rights, the Geneva Conventions and the United Nations Charter, including 
the safe and timely distribution of food and medical supplies to those in need in times of conflict or disaster. 
A demonstration was now needed from the international community of the political will and capability to 
enforce those commitments. Much of the unrest and distress in the world could be traced to a widening gap in 
social, educational and economic development. Fellow human beings in distress were owed emergency relief 
and humanitarian assistance irrespective of their creed or origin, and they were entitled, too, to genuine 
recognition of their development needs, which were also development rights. 

Health was a fundamental human right, which must be upheld with peaceful but powerful weapons - care, 
compassion, mutual respect and education. Health was inseparable from individual ri¿its and freedoms, and 
from the right to development, and all countries and peoples must enter that new partnership in which long-
term policies and funding would support multi-pronged development programmes in full respect for individual 
and community rights. 

Hope must be restored. It must also be shared and sustained. Responsibilities, resources and efforts 
must be shared by all if there was to be peace, health and a future for everyone. 

South-East Asia 

Dr KO KO (Regional Director for South-East Asia) presented the highlights of events and activities set 
out in his report. 

The Regional Committee had held its forty-fifth session in Kathmandu, Nepal, from 7 to 13 September 
1992 under the chairmanship of Mr Mukunda Shumsher Thapa, Secretary, Ministry of Health of Nepal. The 
session had been opened by Dr Abdul Sattar Yoosuf, Deputy Minister of Health, Maldives, in his capacity as 
Chairman of the forty-fourth session of the Regional Committee. The Director-General of WHO had 
informed the Committee of the progress and future perspectives of the Organization and its work. 

Pursuant to the decision of the Regional Committee in 1991, he had presented a short report covering 
the period 1 July 1991 to 30 June 1992. The Committee had also discussed other important health issues of 
the Region such as AIDS, the elimination of leprosy, malaria control, and the balance of human resources for 
health for all by the year 2000. It had adopted nine resolutions. 

The Subcommittee on Programme and Budget had reviewed the regional proposed programme budget 
for 1994-1995, formulated on the basis of zero growth for the fifth consecutive biennium. Out of the total 
regular budget of US$ 97 million, over 70% had been allocated to country programmes. In addition, four 
countries with small WHO budgetary allocations had received a higher net increase compared with the others, 
but without any reduction in the total budget for any country as compared with the previous biennium. 

A working group of the Consultative Committee on Programme Development and Management had 
been constituted in 1991 to examine critically all aspects of WHO programme management in the Region. Its 
findings and recommendations had been endorsed by the Regional Committee at its forty-fifth session. The 
recommendations called for specific action at the regional and country levels for further improvement of 
programme management. At regional level, the monitoring system would be improved, along with better and 
quicker two-way information exchange for timely decision-making and improved programme implementation. 
The recommendations pertaining to the countries would be implemented by the national authorities in close 
cooperation with WHO representatives. He trusted that overall management of WHO programmes in the 
Region would show further improvement. 

During 1992, a number of countries in the Region had experienced sharp increases in HIV infections, 
which were now spreading into the general population in addition to affecting intravenous drug users, female 
prostitutes and persons with sexually transmitted diseases. AIDS was now a potent threat to families in those 
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countries but he was encouraged by the fact that in all countries in the Region there was unwavering political 
commitment at the highest level to addressing the problem. The Regional Committee had stressed the need to 
adopt a multisectoral and integrated approach as well as to mobilize all required resources from national 
budgets in addition to extrabudgetary resources for prevention and control activities. 

Malaria was a major concern in the Region and the Committee had requested countries to base their 
control strategies on a country-specific epidemiological approach by stratification and to develop the 
infrastructure required for early diagnosis and treatment. Progress made in the affected countries towards 
achieving the elimination of leprosy had been noted with satisfaction by the Regional Committee and countries 
had been urged to sustain their strategies and mobilize additional resources to facilitate increased coverage by 
multidrug therapy. 

Other significant developments included the Tenth Conference of Heads of State or Government of Non-
aligned Countries, held in Jakarta, Indonesia, in September 1992. It was encouraging and significant that the 
summit conference had given prominence to the issue of health development in the deliberations of the 
economic subcommittee and included that topic in the Summit Declaration. The heads of State or government 
had reaffirmed that health was central to development and a fundamental human right and reiterated their 
commitment to the goal of health for all by the year 2000 as part of overall development in a spirit of social 
justice. Non-aligned nations would develop a plan of action to implement the Summit Declaration, in which 
health had a significant place, and it was expected that WHO, and the South-East Asia Region in particular, 
would play an active technical support role in follow-up activities. 

The ministers of health of the South-East Asia Region, at their tenth meeting in Kathmandu in 
September 1992, had reviewed the progress made on important issues addressed at their meeting in 1991, such 
as health of the underprivileged, AIDS, ecology, and environment and health, and had also discussed trends in 
communicable diseases, particularly AIDS, malaria and cholera, as well as the public-private mix in the delivery 
of health care in a changing socioeconomic situation. 

Overall economic growth in most countries of the Region was not significant and that, together with 
inflation and increasing indebtedness, necessitated structural adjustments. The situation strongly underlined 
the need to improve efficiency and effectiveness of management of health resources, requiring inter alia the 
strengthening of national management capabilities at all levels of the health sector. Countries had received 
technical and financial support through the WHO country programme and the intensified WHO cooperation 
initiative undertaken in six countries of the Region (Bangladesh, Bhutan, Maldives, Mongolia, Myanmar and 
Nepal), where activities ranging from the development of national health policies and national health 
development framework to health care financing and health insurance studies had been assisted. Joint efforts 
with WHO headquarters under the initiative had successfully supported a donors’ meeting in Mongolia in 
October 1992. A further successful example was the conclusion of an agreement between WHO and the 
Government of Bangladesh on the fourth population and health project. The interregional consultation on the 
initiative held in the South-East Asia Regional Office in December 1992 had further strengthened the country-
centred approach and enhanced the clarity of the initiative. It was planned to focus attention on health 
planning and management. 

In the area of health research, emphasis was laid on strengthening national capabilities, including 
institutional strengthening with particular reference to health systems research. The dengue vaccine 
development programme in Thailand had yielded positive results in that a monovalent candidate vaccine had 
now been produced against all four types of the virus. Tetravalent vaccine had been shown to be immunogenic 
and safe in adults and thus the main objective of the project covering initial phases had been achieved. 

The discovery that there was a significantly high prevalence of non-A non-B hepatitis in most countries of 
the Region had led to a decision to support the development of a protocol in 1992 to conduct a multicentre 
collaborative epidemiological study of that form of hepatitis in relation to hepatitis С virus. 

Fresh initiatives and research studies had been undertaken in medical and nursing education, resulting in 
institutions in India, Indonesia, Myanmar, Nepal and Sri Lanka introducing elements of problem-based 
learning into teaching programmes. 

Experience in Myanmar with the joint WHO/UNICEF nutrition support programme, where the focus 
had been on the nutritional aspects of mother and child health services, protection of breast-feeding, 
promotion of appropriate weaning, and the control of infections that adversely affected nutritional status, had 
been published as Regional Health Paper No. 20, entitled Strengthening nutrition in primary health care. 
Furthermore, the South-East Asia Nutrition Research-cum-Action Network had held its second meeting in 
Indonesia in June 1992, bringing together operational and research expertise available in the Region. As a 
priority issue, the network was focusing attention on weaning food, iron-deficiency anaemia, and vitamin A 
deficiency. 

Emerging issues in the Region were tobacco-related problems, health problems of the elderly, accident 
prevention and deafness prevention, and a number of pertinent initiatives were being undertaken. He cited 
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the comprehensive legislation relating to smoking in Mongolia, the national action plan developed in India to 
address tobacco-related health problems, and increasing public awareness regarding the dangers of tobacco use 
in almost all countries of the Region. During 1992, WHO had supported group educational activities in some 
Member States for promoting programmes on health care for the elderly within the framework of national 
health care systems. To address the problem of deafness, a new umbrella agency comprising the International 
Federation of Oto-Rhino-Laryngological Societies and its partner organizations had been launched with the 
collaboration of WHO during the Third Asian-Pacific Congress on Deafness, held in Thailand in August 1992. 

During a meeting with the Regional Director in November 1992, the WHO Representatives of the 
Region had discussed the important topic of women, health and development in the context of the Technical 
Discussions held at the Forty-fifth World Health Assembly in May 1992. A priority issue considered had been 
that of safe motherhood, on which greater emphasis would accordingly be placed. The WHO Representatives 
had dealt at great length with their managerial and technical role - a new perspective - to equip them for facing 
the new challenges emerging for WHO. 

In conclusion, progress in health development in the Region had been made on many fronts in 1992 
despite conditions of great financial stringency. The achievements of Member States，in areas ranging from 
development of health policy to the control of priority diseases using all available technologies, had been highly 
commendable. It was clear that countries had continued to go steadily forward in spite of economic, social, 
political and other problems such as natural and man-made disasters. Furthermore, in the years ahead, as new 
concerns emerged, WHO would continue to provide technical and other support to the Member States in 
order further to consolidate the progress already achieved as well as to address the new challenges. 

Europe 

Dr ASVALL (Regional Director for Europe) said that the European Region had undergone dramatic 
changes in the past year. It now had 16 new Member States, mainly owing to the collapse of the former Soviet 
Union and the former Socialist Federal Republic of Yugoslavia. The new national administrations, which had 
no experience of running independent nation states, faced grave economic problems, and some of them war or 
civil war. In western Europe, progress towards greater European unity had slowed down, albeit, it was hoped, 
only temporarily, owing to dissatisfaction with the Maastricht Treaty and the rejection in Switzerland of the 
EFTA/EEC Agreement on the European Economic Area. 

The emergence of 16 new Member States was, for WHO's Regional Office for Europe, a welcome event 
but one which posed very difficult problems, since the Office had not received additional funding to serve the 
new countries. On the contrary, from the beginning of 1992, there had been a 15% reduction in the planned 
programme budget, owing in part to the collapse of the Soviet Union, and in part to the cost absorption voted 
by the World Health Assembly. As a result, major replanning had been necessary, a difficult and complicated 
exercise, which had included the need to reduce staff. He commended the mature and cooperative attitude of 
the staff and the Staff Association during that difficult period. 

The first of the main developments in the past year had been on the political front. Since the adoption 
of the European health-for-all policy by the Council of Europe in 1991, there had been few problems of 
cooperation between WHO and that organization. There had, however, been a somewhat more complicated 
situation with regard to the European Community. An ad hoc Committee had been set up by the Regional 
Committee in 1991 to propose a clear strategy to deal with that problem. In September 1992, the forty-second 
session of the Regional Committee had adopted the recommendations of the ad hoc Committee, which had 
resulted in two major changes. The political weight of the regional organization of WHO in Europe had been 
strengthened by creating a regional equivalent of the global Executive Board and by strengthening the position 
of the Chairman of the Regional Committee. Secondly, the Regional Committee had decided as a matter of 
policy to take concrete steps to bring WHO, the European Community and the Council of Europe closer, 
through a so-called rapprochement strategy, in the spring of 1993. 

The forging of such links between European organizations would, he believed, inspire the establishment 
of similar links in other regions. Another positive development had occurred in December when nine 
countries in the south-eastern part of the Region had pledged closer cooperation in promoting health for all in 
their countries, with the support of WHO. 

With regard to the management of the Regional Office for Europe itself, a new unit for Country Health 
Development had been created, despite the financial crisis, in order to strengthen capacity for helping, in 
particular, the countries of central and eastern Europe. Since the Regional Office had only some 60-70 
professionals to serve a region of 850 million people in nearly 50 countries, its main strategy had to be to act 
as a catalyst. The emphasis was on the European health-for-all policy with its 38 targets, which he saw as a 
major working tool to inspire governments, institutions and individuals to take appropriate action. In 1992, 
major initiatives had been taken in Croatia, France, Hungary, Lithuania, Luxembourg, Netherlands, Turkey, 
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and the United Kingdom (England). An important feature in many countries of Europe was that sub-national 
structures, such as counties in Denmark, were being granted strong mandates to influence health developments. 
In November 1992, a new "network of regions for health" had been established in Dusseldorf, Germany, by 11 
regions from eight European countries and the Regional Office. Its explicit terms of reference were to 
promote the development of health-for-all policies at the level of sub-national structures in Europe. 

The WHO Healthy Cities network now had an inner core of 35 European cities, in addition to 
20 national network offices working with WHO in organizing 20 city networks involving more than 500 
European cities. The Healthy Cities symposium organized in June 1992 to evaluate the first five years of the 
network had decided to continue for a further five years, with the addition of the requirement that any city 
participating must develop its own city health policy based explicitly on the European health-for-all policy and 
its 38 targets. 

The Regional Office was further concerned to reach local levels and had therefore started three 
additional networks. The "health-promoting-hospitaT network, established in 1991，had reached 27 hospitals in 
14 Member States in 1992. The "health-promoting-schools" network, in cooperation with the European 
Community and the Council of Europe, had expanded to 12 countries and 150 new schools in 1992, with seven 
more countries to join in 1993. The "healthy work-sites/company" network was still in the development phase, 
but its potential for reaching European companies was particularly interesting. Those networks would not only 
promote healthier life-styles, a healthier environment, and better quality of health care, but would also create a 
new type of social movement by bringing together the main partners involved at local or national level. The 
health-promoting-schools project would bring together students, parents, teachers and school health services in 
each local school to analyse local health problems and design appropriate solutions. At European level, there 
would be cooperation between WHO, the European Community, the Council of Europe and UNESCO, and at 
national level ministries of health, ministries of education, teacliers’ organizations, parents' associations and 
students, organizations would be involved. Those arrangements would constitute a feedback mechanism which 
would serve as a basis for advice to other countries. 

Research and development was oriented towards the four main strategies of the European health-for-all 
policy. At its forty-second session, the Regional Committee had decided to continue the Europe-wide tobacco 
action plan and to create an alcohol action plan in the area of life-style and health. The Second European 
Conference on Food and Nutrition had made welcome progress in achieving cooperation with the agricultural 
sector in the area of health and nutrition. A collaborative project in Wales (United Kingdom) had been 
successful in getting local communities to change their life-styles in very innovative ways. Full details of 
research and development activities were available in the Report of the Regional Director. 

The new environment and health divisions created in 1991 in Italy and the Netherlands were now fully 
operational and, with the addition of a third in Nancy, France in 1992，had considerably strengthened 
manpower and resources available to the Regional Office for environment and health. A major review of the 
status of environmental health in Member States was being developed, in preparation for a conference planned 
for 1994 in Finland. Work had begun on developing better environmental health surveillance systems and 
improving standardization in measuring the impact of environmental factors on health. The new unit of 
Radiation Safety in the Rome division had made a significant contribution in August 1992, when an expert 
mission had confirmed that there were indeed clear signs of a very significant rise in thyroid tumours in 
children in areas around Chernobyl. 

In the field of health services there were major changes and new ideas in Europe, particularly central and 
eastern Europe, with strong public pressure for decentralization, privatization and introduction of health 
insurance systems. However, there seemed also to be widespread dissatisfaction with systems in western 
Europe. Under the EUROCARE project a permanent working group had been set up by the Regional Office 
to provide systematic analysis of the many experiments being undertaken in the Region and to provide 
feedback to individual Member States. A series of expert missions and consultations had been organized with 
various Member States, and the financing of health care had been the subject of the Technical Discussions at 
the previous session of the Regional Committee. 

The main issue in Europe, however, was becoming the quality of services. Studies during the 1980s 
undertaken by the Regional Office had led to the development of simple and practical approaches to health 
care. Major developments in 1992 had covered three areas. The first was research and development for 
quality indicators in selected fields such as oral health, stroke, maternal and child health and rehabilitation. 
The second concerned the two pilot applications of programmes for quality of care, one a hospital-based 
nosocomial infection control system and the other, in close cooperation with the International Diabetes 
Federation, on the problem of diabetes. It was hoped that the two pilot programmes would show the basic 
principles and how significant reductions in health problems could be quickly achieved through simple 
approaches to health care. The third major development related to the shaping of basic policies. In a joint 
project with medical associations throughout Europe, a draft model policy on quality of care had been 
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developed for a national medical association. It would be discussed at the annual meeting of the European 
Forum of National Medical Associations and WHO in Utrecht, Netherlands, in January 1993. Another project, 
with the Government of Denmark, aimed at developing such a model for national administrations. 

The Regional Office was seriously concerned about the threat of an epidemic of AIDS in central and 
eastern European countries. The problem would be addressed at a ministerial conference in Riga at the 
beginning of April 1993. With regard to the eradication of poliomyelitis there had been a setback in 1991, 
mainly due to the weakening of the Expanded Programme on Immunization in countries undergoing rapid 
political change and civil unrest. 1992 had seen some improvement thanks to concerted efforts. He wished to 
commend colleagues in the Region of the Americas, where no case of poliomyelitis had been registered for 
more than a year. 

There was a special programme to support the needs of central and eastern European countries, in the 
context of the EUROHEALTH programme. The first countries affected by the changes, Bulgaria, 
Czechoslovakia, Hungary, Poland, Romania and to some extent the Baltic States and Croatia, had now 
established legislation providing for a more pluralistic system and different financing methods. Their attention 
was now turning to the more fundamental problems of health such as life-styles and health and quality of care. 
The countries of the Commonwealth of Independent States (CIS), on the other hand, were still deciding on 
their basic strategies. It was extremely important to ensure that the advice they received was measured and 
balanced at a time when some of the advice being dispensed was expensive and inappropriate. 

He welcomed the new willingness within the United Nations system and among other major 
organizations to cooperate much more closely. The regional conference in Istanbul organized by the Turkish 
Government had demonstrated the agreement among a wide variety of organizations such as WHO, the World 
Bank and USAID on key policy issues concerning health development in the "Asian Republics" in the former 
USSR. The search for pragmatic cooperation in individual countries would reduce waste and maximize efforts 
to the ultimate benefit of the Member States receiving the aid. He particularly welcomed the initiative of the 
Secretary-General of the United Nations in establishing coordinating offices in CIS. 

The new cooperation was also clearly evident in the former Socialist Federal Republic of Yugoslavia. 
Despite initial lack of funding and staffing, it had been decided to start a humanitarian relief programme for 
that area. Funds available now totalled 15 million dollars. There were now 22 people in the field stationed in 
Zagreb, Sarajevo, Split and Belgrade, and a presence would be established shortly in Skopje. The focus was on 
six main programme areas: general public health advice to other United Nations organizations, governments 
and nongovernmental organizations; overall coordination of basic equipment and supplies for Bosnian health 
care institutions; rehabilitation of war victims such as the physically disabled and those who had undergone 
rape and torture; practical measures to alleviate the impact of the winter on the starving population; a pilot 
programme to provide improved primary health care services for refugees and displaced persons; and a 
counselling service to help United Nations staff cope with the stress caused by danger and hardship. He had 
been much encouraged by the excellent cooperation with UNHCR, UNICEF and other United Nations 
organizations, as well as many donor agencies and countries not only in Europe but also from outside the 
Region. 

The experience in former Yugoslavia showed that WHO could play a more effective role in future in 
providing humanitarian aid in disaster situations，provided that minimum initial funds were available, that 
there were personnel on the ground at an early stage and that there was close cooperation with other United 
Nations organizations. 

In conclusion, he wished to commend the way the staff had risen to the challenge of a year which had 
probably seen more activity than ever before in the operations of the Regional Office, against a background of 
financial crisis. 

Eastern Mediterranean 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, despite the seemingly 
intractable problems of Member States in the Eastern Mediterranean Region, new approaches in support of 
national health-for-all programmes had been implemented in several countries. Basic minimum needs projects 
had been implemented in seven Member States, including Somalia. An action-oriented school health 
curriculum for primary schools was in place in five Member States, and would be introduced in five others 
shortly. Health systems based on primary health care had been strengthened. Leadership development 
programmes in health had resulted, since the first session in 1989, in the graduation of 19 mid-level career 
health professionals, some of whom would be future health leaders. The timely concept of healthy cities and 
healthy villages had been promoted. 

The proposed programme budget for the Region for 1994-1995 had been finalized and preparatory work 
had begun on the Ninth General Programme of Work. Senior national health officials continued to visit the 
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Regional Office periodically, and had jointly reviewed programmes in progress in the Region with staff of the 
Office. The second evaluation of the health-for-all programme in the Region had been completed, and would 
form part of the eighth report on the world health situation to be published by WHO later in 1993. The 
evaluation had revealed uneven progress in health development in the 22 Member States of the Region, owing 
to various factors both natural and man-made. 

Activities in support of developing human resources for health had focused on strengthening nursing 
curricula and the nursing/midwifery planning process. A nursing data base was being established to identify 
resource gaps. In the Islamic State of Afghanistan, for example, doctors, themselves few in number, far 
outnumbered nurses. In Yemen, deployment of more nurses, midwives or traditional birth attendants would 
undoubtedly help to lower the very high maternal mortality rate in that country, estimated at 100 deaths per 
10 000 live births. To combat maternal mortality, the Regional Office had launched a new initiative 
emphasizing the health of mothers, promoting the Safe Motherhood Initiative in Member States, advocating 
one birth attendant per village or urban quarter, and assisting countries in the Region in eliminating neonatal 
tetanus. 

The regional nutrition programme had continued to provide technical support at country level and 
intercountry workshops for countries prone to iodine deficiency disorders. It had also initiated and supported 
the development of a regional nutrition training course in Cairo, to provide more qualified nutritionists. The 
International Conference on Nutrition, organized jointly by FAO and WHO had met in Rome in December 
1992, with participants from over 160 countries and some 160 international and nongovernmental 
organizations. Considering the seriousness and urgency of the situation of hunger and malnutrition in the 
world, most brutally apparent in Somalia, it was ironic and disturbing that, despite the many technical advances 
achieved in many fields, there remained to be discovered a simple and equitable way of feeding the world's 
population. Without an adequate daily energy supply, the human organism could not be healthy. The 
Conference had resulted in a World Declaration and Plan of Action aimed at eradicating hunger and 
malnutrition at a global level. Without food for all, there could be no health for all. 

An intercountry meeting on developing a national strategy for care of the elderly had been held in 
Oman, followed by an interregional consultation in Egypt in October 1992, which had produced a strategy for 
the decade to be included in the United Nations Global Strategy. 

In the area of mental health, progress had been made in mental health programmes in many schools by 
educating children on the harmful effects of tobacco, alcohol and drug abuse, as well as in better care and 
understanding of the problems of the physically and mentally handicapped. 

In the area of environmental health, cost-effective waste-water treatment technology was being adopted, 
such as the stabilization ponds in use in Egypt and Pakistan. The high birth rates in most countries of the 
Region and rapid urbanization had resulted in a number of problems related to health and the environment. 
One approach in addressing such problems was to promote the concept of healthy cities and villages, and 
several Member States had relevant projects under way. 

National programmes for ensuring the quality of laboratory services had been established in some 
Member States, and the Regional Office had prepared a manual on quality assurance. Ten Member States 
were participating in international programmes for quality assessment, and at least four had begun local 
production of some reagents and kits. In order to encourage other States to do likewise, the Regional Office, 
in collaboration with WHO headquarters, was also preparing a manual on methods of production of the 
reagents used for most common analyses. 

The development of blood transfusion services in 11 Member States was supported by WHO and 
A G F U N D in a collaborative project. The aim of the project was to attain self-reliance in ensuring safe blood, 
blood components and blood products, on the basis of a voluntary, non-remunerated donor recruitment system. 
Remarkable progress had been made in some countries. Two blood transfusion centres, in Amman and Tunis, 
had been transformed into regional training centres. A manual on blood transfusion, based on the reports of 
three workshops which had been supported by WHO and the AGFUND, was to be published shortly. 

The regional programme on essential drugs had received commendable technical and financial support 
from the Action Programme on Essential Drugs at WHO headquarters. The emphasis of the programme was 
on formulating national drug policies. In 1992, three further Member States had prepared documents on 
national drug policy. Further national and subregional workshops had been organized, in order to discuss with 
academic staff from various medical, pharmaceutical and nursing schools in the Region the possibility of 
introducing into undergraduate curricula the concepts of essential drugs and the rational use of drugs. During 
the first intercountry meeting of drug information officers, held in Alexandria in October 1992，regional and 
national plans to establish drug information centres and an adverse drug reaction monitoring system had been 
discussed. 

Self-reliance in vaccine production had been another area of high priority. Collaboration was being 
encouraged among the four leading institutions for vaccine production in the Region: in Egypt, the Islamic 
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Republic of Iran, Pakistan and Tunisia. Communicable diseases were still public health problems in some 
States, despite the clear impact of the Expanded Programme on Immunization in reducing morbidity and 
mortality; programme activities for eradicating poliomyelitis and eliminating neonatal tetanus were gaining 
momentum in Member States that had national plans to achieve those targets. The two outbreaks of 
poliomyelitis that had occurred in the Region in 1991-1992 - in Pakistan and in Jordan - had been contained 
successfully. He looked forward to progress in the Children's Vaccine Initiative sponsored by five 
organizations, including WHO, the goal of which was the development of a single, oral immunization that 
would be given to ail infants shortly after birth in order to protect them against all of the major diseases of 
childhood. 

Malaria had once again become a serious public health problem in several Member States, owing to the 
disruption of control activities by civil wars and unrest and to an increase in chloroquine resistance. ТЪе 
ministerial conference on malaria, held in Amsterdam in October 1992, would help to pave the way for WHO 
to support national implementation of the new global malaria control strategy. 

Several units had been established in Member States to train personnel in the control of diarrhoea, and 
they were contributing significantly to proper clinical management of that condition. There had, however, been 
outbreaks of cholera in several areas of the Region, and for the last two years cases of cholera and shigellosis 
in one country had reached epidemic levels. 

Although the epidemiological situation of tuberculosis had improved in many countries of the Region, 
unfavourable conditions prevailing in countries such as Somalia, Sudan and Yemen were promoting the 
recrudescence of that disease. The rapid spread of infection with the human immunodeficiency virus (HIV) 
and of AIDS in certain countries had been accompanied by a corresponding increase in the prevalence of 
tuberculosis. During 1992, a data base had been established to monitor and assess the impact of national 
programmes to control tuberculosis. 

As in most of the world, AIDS was spreading; moreover, there was evidence of indigenous spread in 
practically all countries of the Region, and particularly in Djibouti and Sudan. WHO had estimated that about 
100 000 men, women and children in the Region were now infected with HIV. As of December 1992, almost 
1600 cases of AIDS had been reported, although the actual number was probably close to 5000. The epidemics 
of HIV infection and AIDS were still in their early stages in the Region, but infection rates were increasing, 
particularly among groups with high-risk behaviour. As no vaccine was foreseen for five to 10 years, the only 
way to prevent infection was through education. The Regional Office was disseminating information on the 
subject, through its AIDS Information Exchange Centre. Regional policy advocated sexual abstinence and 
early marriage with delayed pregnancy, i.e., family planning, in addition to the global elements of the WHO 
policy. 

National plans to control leprosy, in countries where it was a public health problem, had been brought up 
to date in 1992. The emphasis had been on active case-finding, use of the latest treatment recommended by 
WHO, and active collaboration between agencies involved in leprosy control. 

A technical paper on zoonotic diseases, presented to the Regional Committee in October 1992, would 
help to strengthen national control programmes by ensuring more active cooperation between medical and 
veterinary services. The newly emerging problem of wild-life rabies, involving foxes in the Arabian Peninsula, 
had stimulated the convening of a consultation, which had resulted in a plan of action to control the situation. 
In view of the increasing importance of salmonellosis, an intercountry consultation had taken place to develop 
regional and national plans to control that infection. 

In the area of noncommunicable diseases, an intercountry consultation had been convened to develop a 
regional programme for the prevention of deafness and other hearing impairments. As a follow-up to one of 
the recommendations of the Regional Advisory Panel on Cancer, guidelines for the management of breast 
cancer had been developed by the Regional Office. Since the prevalence of diabetes mellitus had increased in 
many Member States, a regional advisory panel had been established and an intercountry meeting had been 
held. Furthermore, because of the high prevalence of genetic disorders and haemoglobinopathies in the 
Region and the success of WHO in preventing and controlling thalassaemia in Cyprus, a regional initiative for 
the control of hereditary disorders had been embarked upon. 

The health and biomedical information programme was related to most of the activities of the Regional 
Office, and a national plan had been drafted for the Islamic Republic of Iran in Teheran in July 1992. 
Furthermore, a WHO Collaborating Centre, devoted solely to health and biomedical information, was to be 
established in Teheran to serve the needs of all the Member States of the Region. The programme continued 
to promote the use of national languages in medical and other health curricula, as part of the policy for 
"arabization of medical education" in Arabic-speaking countries. The main task was to arrange for the 
production of a suitable range of textbooks in Arabic. Extensive translation activities were under way in some 
countries, to produce texts in, for instance, Dari, Farsi, Pashto and Urdu. 
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The Egyptian Government had agreed to the use of a piece of land adjacent to the Regional Office for 
the purpose of building an extension; architectural plans were to be worked out by WHO in agreement with 
the responsible government authorities. 

The sixteenth session of the Regional Consultative Committee had been held at the Regional Office in 
Alexandria on 31 August and 1 September 1992. The recommendations of the Committee included: (1) that 
community involvement should be added to the criteria for resource allocation in the proposed programme 
budget; (2) that the share of the regions in the WHO global regular budget should be increased to 70%-75%; 
(3) that Member States which benefited from unspent funds originally allocated to States in which disasters 
had occurred might share their budgets with those stricken States; and (4) that self-reliance in health should 
be promoted by recommending a healthy life-style, family self-care and health education. 

The thirty-ninth session of the Regional Committee had been held in Alexandria from 3 to 6 October 
1992. Among the topics discussed had been the impact of urbanization on health; zoonotic diseases; and 
advocacy of health for all among medical practitioners. Other items on the agenda had been the Regional 
Director's annual report on "The work of WHO in the Eastern Mediterranean Region" and the proposed 
programme budget for the Region for the financial period 1994-1995, in which 65% of resources were devoted 
to national programmes. The Committee had adopted 12 resolutions, one of the most important of which had 
been a request that the necessary consultations should be undertaken between the Regional Director and the 
Director-General so that Palestine could be represented on and participate in the work of the Regional 
Committee. 

Western Pacific 

Dr HAN (Regional Director for the Western Pacific) said that in September 1992 Hong Kong had acted 
as host to the Regional Committee for the first time in its own name; it had also been the first time for many 
years that Cambodia had attended a session. The agenda too had included new issues, such as quality 
assurance in health services and reduction of tobacco use. The increasing prevalence of AIDS and the 
programme for the eradication of poliomyelitis had excited keen interest, underlining the fact that new threats 
to health arose as some of the older ones were overcome. The Technical Discussions on "Healthy urban 
environment" had been enhanced by being held in Hong Kong, which was one of the most dynamic cities in the 
world. 

Steady progress had been reported in some areas, especially prevention and control of the childhood 
diseases. Over 90% immunization coverage had been attained in 1991 for all six target diseases; in 1992, 
coverage had been 93% for tuberculosis, 92% for diphtheria, pertussis and tetanus, 92% for poliomyelitis and 
91% for measles. The number of cases of poliomyelitis reported in 1991 had been 56% lower than in 1990. 
Access to oral rehydration salts for the treatment of diarrhoeal diseases had continued to increase, as had 
access to standard case management for acute respiratory infections. Work to eliminate leprosy in four of the 
South Pacific island countries by 1995 had made satisfactory progress. 

Resumption of the work of WHO in Cambodia was still in a critical, early stage. The existing health 
infrastructure was fragile and incomplete, and the prevalence of malaria, tuberculosis, diarrhoea and the 
Region's other main diseases was known to be high, although comprehensive epidemiological data were not 
available. Parts of the country were still inaccessible. The presence of a large number of international 
nongovernmental and voluntary agencies represented a unique capacity for rebuilding health care systems but 
at the same time a formidable challenge for coordination. Cambodia needed strong, increased support from 
the international community. It could not yet undertake a nationwide initiative to eradicate poliomyelitis, but 
systematic collection of data on cases of the disease had begun, and regular reports were expected later in 
1993. In other countries of the Region in which poliomyelitis was endemic, progress had been encouraging. 
The Region expected to attain its goal of eradication of the disease by 1995, if enough vaccine could be 
obtained to carry out the necessary supplementary immunization programme. 

The presence of "quality assurance in health services" as an important item on the agenda of the most 
recent session of the Regional Committee reflected the fact that people in most parts of the Region had access 
to essential health services, but that the adequacy of such services varied considerably. It was considered in 
most countries that substantial improvements were required, especially at district and local levels. Such 
improvements could not be achieved merely by additional governmental financing, which in any case would 
probably not be forthcoming in the foreseeable future. Attention had therefore been focused increasingly on 
improving management, so as to make the best possible use of available resources. 

The regional goal was unchanged: it was still health for all through primary health care, but the 
strategies for achieving that goal had necessarily evolved considerably since they had first been formulated 
more than 10 years previously. The predominance of noncommunicable diseases in the Member States of the 
Region had emphasized the social aspects of health care and particularly health promotion. The prevention 



SUMMARY RECORDS: SEVENTH MEETING 25 

and control of AIDS also depended heavily on strategies that were not based on medical interventions. 
Environmental health required close collaboration with other sectors. Even for long-standing disease problems, 
such as malaria, it was clear that for effective action WHO had to work with all groups in society: they needed 
WHO expertise in health, and WHO needed their expertise in other areas, especially for economic and social 
support on which further progress in health development depended. 

During the review of budget performance and proposals, some representatives had expressed concern 
about the continued pressure to meet expanding responsibilities with a contracting budget. While ad hoc 
measures such as cost cutting and extrabudgetary fund-raising should be implemented vigorously, only an 
adequate regular budget could place the work of the Regional Office on a firm basis in the long term. The 
guiding principle behind the proposed programme budget for 1994-1995 had been the implementation of the 
health-for-ail strategy through primary health care. It therefore reflected the same national health 
development issues as previous budgets. The budget also emphasized the six areas of regional priority, and it 
faithfully reflected the five areas of priority that had been stressed by the Director-General. The Regional 
Office had encouraged Member States to concentrate WHO resources as far as possible on those issues and 
priorities that met the criteria established by the Executive Board in 1990. Most States had moved in that 
direction, eliminating as many marginal activities as possible and amalgamating certain activities in their 
programmes of cooperation with WHO. 

The proportion of the regional budget allocated to the eight elements of primary health care as defined 
at the Alma-Ata Conference was 47% when the term was used in the narrow sense and 81.7% when it was 
used in the broad sense. An increase of nearly US$ 7 million (8%) had been made in the five global priority 
areas and an increase of nearly US$ 8 million (10%) in the six regional priority areas. Human resources, 
management, environmental health and diseases related to life-style had been stressed in particular. The total 
proposed regional programme budget amounted to about US$ 71 million, which represented a net increase of 
13% over the budget approved for 1992-1993. As no real increase was permitted, the additional amount was to 
cover cost increases only. In September 1992 the Regional Office had learnt that the ceiling had been raised 
to 14%, so a further US$ 629 000 had been added to the budget at the country level, for use mainly to cover 
underbudgeted consultancies. Of the whole budget, 60% had been allocated to country activities and 40% to 
regional and intercountry activities. 

Underbudgeting had been the cause of serious difficulties towards the end of the 1990-1991 biennium 
and had greatly affected implementation of the programme for 1992-1993. He did not wish to see a recurrence 
of that situation, and was reasonably satisfied that the level of underbudgeting had been reduced enough to 
allow smoother delivery of the proposed programme for 1994-1995. At the time the budget had been 
presented to the Regional Committee, however, a shortfall of US$ 4.3 million, or US$ 3.7 million when the 
extra 1% for cost increases was included, had already been anticipated. The current position was that more or 
less reasonable cost increases had been provided for at the country level but that, despite many stringent 
measures, the Regional, WHO Representative and Country Liaison Offices and intercountry activities were 
still underbudgeted; the situation might worsen as the operating biennium approached. Such underbudgeting 
made it very difficult to avoid cutting planned programme activities, and that would undermine WHO's 
credibility. He was sure that he spoke for all those present in expressing the hope that WHO could eventually 
assure Member States that all programmes included in future programme budgets would be implemented fully. 

His report covered a year in which both the financial situation and the development of programmes had 
presented difficulties. The Regional Office appreciated the efforts being made by the Executive Board at the 
global level to shape clear policy directions for WHO as a whole. 

The meeting rose at 12h30. 



SECOND MEETING 

Monday, 18 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda 
(Document PB/94-95) (continued) 

GENERAL POLICY REVIEW: Item 4.1 of the Agenda (Resolution EB83.R22; Documents 
EB91/DIV/2 and EB91/INF.DOC./8) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 5 of the Agenda (Documents EB91/6, EB91/7, 
EB91/8, EB91/9, EB91/10 and EB91/11) (continued) 

Africa 

Dr MONEKOSSO (Regional Director for Africa) reported that the technical contacts authorized by the 
United Nations had taken place for the first time between South Africa and WHO Regional Office officials; 
there had been no contacts, however, at the diplomatic level. The Government of Algeria, which had joined 
the Region in 1984，had agreed to the establishment of a WHO liaison office in Algiers under a liaison officer 
as a step towards full representation. The drought in southern Africa had given rise to considerable alarm, but 
in the end international solidarity had been tested and manifested to the full. Liberia remained in a state of 
turmoil, but WHO's presence had been uninterrupted: he paid special tribute to the courage of a WHO 
woman representative there who was still organizing relief work and had declined to leave until a suitable 
replacement had been found. 

There had been a consolidation of earlier efforts in the broad areas of health systems development: the 
strengthening of district health systems; the protection and promotion of health, with special reference to 
vulnerable populations and social groups; the prevention and control of infectious and parasitic diseases; and 
the combat against AIDS. Accent was still laid on the reinforcement of community initiatives within health 
districts and the provision of appropriate support at various levels of the health sector by other related sectors 
and by local nongovernmental organizations. In consequence a better division of labour and responsibility was 
becoming perceptible between different levels, between institutions at the same level and between departments 
and units within institutions. That in turn would increasingly facilitate financial and technical cooperation and 
the coordination by WHO of various agencies cooperating with Member countries. 

Outstanding features of work in Africa in 1992 had been: the promotion of community-based initiatives 
with the support of the WHO country teams established by that time and of local health authorities, including 
the promotion of community-oriented national health policies, developed in cooperation with the World Bank, 
which had by the current date been explicitly formulated by 19 countries; community-based medical education, 
within the framework of the Edinburgh Declaration, in collaboration with the international network of 
community-oriented medical schools; and community-based activities for the prevention and control of AIDS, 
the institutional management of which had become impossible. Increasing responsibility on the part of 
communities and the provision of home care in the family were part of the key AIDS strategies, which also 
included special measures for the protection of women. 

There were also community-based interventions relating to: women's health and safe motherhood; 
ivermectin distribution for the control of river blindness in the Onchocerciasis Control Programme areas of 
West Africa; the management of revolving funds for essential drugs and vaccines • the well-known Bamako 
Initiative; water supply initiatives; tropical disease control activities, with special reference to the use of 
impregnated bednets and window blinds in malaria control and to guinea-worm eradication, which was targeted 
for 1995; the training and financing of community health workers, including traditional birth attendants; the 
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promotion of traditional health practices; community-based rehabilitation; and action within the framework of 
the Healthy Cities project, concerning which a workshop had been held in Dakar in June 1992. Those and 
other activities had been highlighted at the first International Conference on Community Health in Africa, 
convened in Brazzaville in September 1992，which had also seen the formal launching of a community health 
movement aimed at the general mobilization for health called for by the health ministers. The movement 
would it was hoped be reinforced by major steps, in collaboration with schools of public health in Europe and 
the United States of America, to train sufficient physicians, nurses and other district health personnel to cover 
over 4000 health districts in the countries of the Region. Against that background, countries were 
strengthening their health systems so as to face current and future challenges, laying stress on management 
training and research, the subject of technical discussions in successive years, and making a significant impact 
on the prevention and control of AIDS, which was becoming the Region's principal problem. Specific regional 
thrusts had been developed to slow down the AIDS pandemic; the twenty-eighth OAU Summit had addressed 
the issue for the first time and heads of State had made commitments he believed would be honoured. The 
decentralization of the AIDS programme continued, but the horizon continued to recede and the destination 
remained a mirage. 

Finally, with cooperation from headquarters and the African Development Bank, the Region had 
launched an innovative process of dialogue and negotiation in the domain of health care financing. 

Commending the endurance and inventiveness of health ministers, health professionals and 
administrators of all categories, but above all the individuals, families and communities whose suffering defied 
all imagination, he called on institutions and organizations with responsibility for technical, financial and other 
forms of cooperation with Africa to demonstrate all the humanity and sensitivity they could muster; for the 
work was not routine and demanded dedication. At the forty-second session of the Regional Committee, 
ministers had taken a hard look at available resources and had wondered if a zero-growth budget in yet 
another biennium would suffice, given the exceptional efforts needed to resolve the Region's urgent health 
problems. Some of them had examined the possibility of raising additional funds, and had stressed the need to 
redefine, re-emphasize and reinforce intra-organizational relationships within WHO to meet the challenges of 
the African health crisis. 

African countries had also been caught up in the complex interplay of economic, social and political 
changes currently affecting the world. The fundamental challenge was the management of the transition from 
an era of control, principally military in nature but also economic, social and political, to an era of non-control 
or at best diminished control. The choice in the new era would be a brutally simple one: anarchy or 
increasing cooperation. 

Democratic changes in Africa and the exercise of new-found individual freedoms and free speech had 
initially led to varying degrees of disruption in social, political and economic structures and organizations, 
resulting, in some countries, in civil wars. In addition, the continent was witnessing an intermingling of 
Eurocentric values, with their stress on material wealth, the use of technology to control and even despoil 
nature, and the primacy of individualism, with contrasting Afrocentric values such as oneness with nature, 
spirituality and humanism, and devotion to communal rather than personal interests. To meet the challenges 
of the situation, programmes were being evolved that were broad enough to encompass the main priorities and 
at the same time take account of regional, national, local and even community needs, goals and aspirations, not 
to mention concern for human rights, equity and social justice. Health action at all levels called for a pooling 
of political, social and economic knowledge and experience and contact between the major actors in those 
fields. The health leaders of the future were being selected on the basis of "health-friendly" criteria, in which 
political and economic influences were reduced to the barest minimum, since those leaders would continue to 
work under diverse and adverse conditions. It had been suggested that the Regional Committee for Africa 
should look at inherited and successful models of economic investment behaviour, in which opportunity plus 
capability equalled entrepreneurship, with the aim of mobilizing the skills of successful business people in the 
cause of social good, through the use of that same model to produce sound social investment behaviour. 
Health leaders would be required to demonstrate both social and economic investment skills, as well as the 
capacity to meet political leaders at all levels and face them squarely on their own ground. 

Stressing the importance of advice and help from the Board in assisting the new Ad Hoc Committee of 
the Regional Committee to define its objectives, he concluded by voicing the hope that the community-based 
and district-managed health care approach that WHO advocated would take account of local and regional goals 
and aspirations, so that health action would serve as an entry point for teaching and helping people to live and 
work together. 
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The Americas 

Dr GUERRA DE MACEDO (Regional Director for the Americas) expressed satisfaction at the 
cessation during the past year and a half of the armed conflicts in Nicaragua and El Salvador, and voiced the 
hope that in the coming months the current conflicts in Colombia, Guatemala and Peru would find a 
satisfactory solution, so that peace, indispensable to the attainment of health, would finally come to the 
Region in its entirety. On the political level, progress had been made in the consolidation of democratic 
regimes; yet there were still major weaknesses, as shown in the political mishaps of Haiti, Peru and 
Venezuela. On the economic level, in general during the years 1991 and 1992 the Latin American and 
Caribbean economies had begun to show positive growth or were on the way to achieving stabilization, the 
condition necessary for economic growth to begin, despite problems still existing in a country as important as 
Brazil, among others. A tendency towards increasing regional integration was reflected in the negotiation of 
various free trade agreements and ongoing efforts at such integration. Against that background, the countries 
of the Region were envisaging the place of health in a new type of development that took the well-being of 
mankind not only as its final and only goal, but as the indispensable condition whereby it was sustained. 

He noted with satisfaction the progress towards acceptance of those proposals in the international arena. 
At present, funding agencies such as the World Bank and the Interamerican Development Bank were starting 
to show increasing concern for social sectors, and especially health. In the Region of the Americas, a number 
of seminars and summit conferences would take place during 1993 with WHO participation. But the countries 
of the Region had to prepare themselves to make their contribution to that review of concepts and to the 
design of new models of necessary development. Among other incentives, the Region was elaborating a 
method of analysis and indicators to make it possible to give attention to and express the problem of equity, as 
the essential condition for that new model of adequate development. 

The Region was also concerned with the health component in the processes of political decision-making 
and had established a programme entitled "Democracy and Health", through which it had so far set up working 
relations with 22 national parliaments and the three established regional or subregional parliaments. It also 
aimed to increase its research activities, to which 12% of its total budget was already devoted, special concern 
being paid to the situation of disadvantaged groups such as women and indigenous peoples. 

Following the United Nations Conference on Environment and Development, the Regional Committee 
had discussed the participation of the health sector and had recommended a study of the desirability of a Pan-
American conference on health and the environment. A first Central American conference on "ecology and 
health" - ECOSAL - had taken place, organized under the Special Project of Environmental Health -
MASICA - supported by the Nordic countries; national plans were being prepared. At the same time, the 
Region had carried out an internal adjustment of its environmental programme to meet the new priorities 
arising from that movement. 

Bearing in mind the huge social debt in health terms in Latin America and the Caribbean, expressed 
notably in the 1991-1992 outbreak of cholera and the occurrence of some 700 000 deaths annually from 
preventable causes, the Regional Office had presented to the second Ibero-American Summit an ambitious 
plan for investment in health and environment totalling $ 216 thousand million over the next 12 years. The 
Regional Committee, at its meeting in September, had adopted that plan and approved the establishment of a 
fund for pre-investment activities to serve as a basic instrument for carrying it out. At present, nine countries, 
accounting for some 80% of the population of Latin America and the Caribbean, had already decided to 
participate in the fund. 

Concerning disease control, the Region had continued to make progress in implementing the Expanded 
Programme on Immunization. By 23 January 1993，17 months would have passed without a single case of 
poliomyelitis in the Western hemisphere. There was apprehension, but also hope that the process of control 
and eradication elsewhere in the world might be completed, so that the countries of the Region of the 
Americas certifying eradication would be able to discontinue immunization; but, meanwhile, they were 
concerned by the necessity of maintaining an intensive programme of surveillance and, at the same time, a high 
level of vaccination coverage to prevent the reintroduction of the virus, if, as was believed, its circulation in the 
Region of the Americas had been interrupted. The Regional Committee had proposed a number of other 
diseases as targets for eradication and elimination, including neonatal tetanus. Although a specific deadline 
had not been set, concentrated efforts had been made for the elimination of measles: mass vaccination of all 
children under 15 had been completed in Argentina, Brazil, English-speaking Caribbean, Chile and Cuba, and 
was being completed in Central America, and was expected to be achieved during 1993 and 1994 in the other 
countries. To supplement that immunization effort, discussions had been held during the past four years on 
setting up a regional system for the development of new vaccines representing protective measures against 
common diseases in the Region. Significant progress had been made in that direction under the Children's 
Vaccine Initiative. With regard to cholera，although the epidemic had not been ended, its progress had been 
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checked and mortality rates in the Region had, so far, been kept below 0.7%. Nevertheless, he feared that 
pending the results of the previously mentioned investment programme and specific development processes 
desired by the countries of the Region, cholera might remain endemic in many areas and countries. A special 
programme had been developed with the countries of the Southern Cone for the elimination of the 
transmission of Chagas disease through blood transfusion and its principal vector in those countries, and 
positive results were expected. There was concern over increase in malaria incidence and the resurgence of 
dengue fever, a problem which would be discussed by the Board at the request of Mexico. Specific targets had 
also been set by the Regional Committee for the elimination of leprosy, and work was being carried out 
towards that end, despite the difficulties posed by the epidemiology of leprosy in the whole Amazon region, 
particularly in Brazil. Eradication targets had been set for the pockets of onchocerciasis and non-venereal 
treponematosis still endemic in a few places in the Region. In the domain of zoonoses, there were specific 
targets for the elimination of urban rabies, and in January 1993 a new institute had been set up in Buenos 
Aires by agreement with the Government of Argentina to help in the struggle against zoonoses and, at the 
same time, in the protection of food. With regard to foot-and-mouth disease, the eradication target for the 
year 2000 remained in effect, and elimination was about to be certified in several provinces of Argentina, the 
entire territory of Uruguay and southern Brazil, in addition to areas already free in Central and North 
America, the Caribbean and Chile. Concerning nutritional deficiencies, elimination targets had been set for 
iron, iodine and vitamin A. Work was being continued on AIDS. 

With regard to health promotion, a special programme had been set up and the first Latin American 
Conference on Health Promotion had been held in Bogotá. Preparations were under way for a similar 
conference in the English-speaking Caribbean. An analysis of the tobacco situation in the Region had also 
been completed and an ambitious social communication programme had been initiated with a view to 
improving current levels of health, public awareness and participation. Health care and promotion 
programmes for adolescents as well as perinatal health care programmes were being pursued satisfactorily. 
There was an interagency committee operating in the Americas for the promotion and monitoring of the 
World Summit for Children; its membership included not only United Nations agencies but also various inter-
American and bilateral agencies. Following a special conference in Brasilia in that connection, a first joint 
meeting to evaluate the achievements of the Summit had been organized jointly with UNICEF and Mexico in 
November 1992, and a second meeting was scheduled for October 1993 in Colombia. 

Efforts to restructure the health system and services continued, with the accent on decentralization and 
the development of local health systems (SILDS) with real community participation. In that connection, he 
stressed the importance of the experience gained in the Programme on the Environment, Health and Struggle 
Against Poverty (SMALP) carried out with Italian assistance. Moreover, cooperation activities in the Region 
with social security institutions had been extended with a view to increasing funding for the health sector and 
expanding both coverage and effectiveness. Initiatives under discussion on changes to systems in the United 
States and Canada were viewed optimistically. 

Disaster preparedness remained one of the Region's priority concerns and a special strategy for the 
management of supplies (SUMA) had been developed over the last two years in cooperation with the 
Ministries of External Relations and National Commissions for Emergencies. In addition, PAHO/AMRO had 
been involved with humanitarian assistance in the Region: in Nicaragua and Haiti under the political umbrella 
of the Organization of American States; and in El Salvador and for the refugees and displaced persons in 
Central America (PRODERE) under the general coordination of the United Nations. PAHO/AMRO 
assumed the leading role and responsibility for health matters. 

The Region had continued its efforts to strengthen cooperation between countries. Ongoing subregional 
initiatives in Central America and the English-speaking Caribbean were proving more successful. Furthermore, 
a special conference for inter-country cooperation on health technology had been organized jointly with the 
Latin American Economic System (SELA), UNDP and ECLAC; other international organizations had 
subsequently joined the project, entitled "Convergence". 

In order to implement such projects, efforts had been made to increase the efficiency of the Regional 
Office by improving organization, working methods and internal procedures, special attention being paid to 
computerization and communication. For instance, by the end of 1993, it was expected that all offices, 
including field offices, would be linked via electronic mail. New general financial and procurement systems had 
been introduced in the financial, budget and other administrative systems. Extensive revision and development 
were under way in the Technical Information System. One per cent of the Region's resources were devoted to 
personnel development and the intention was to pursue that policy. Furthermore, a special programme for 
coordinating activities with nongovernmental organizations - probably the only one of its kind in the 
Organization - had been set up. 

Regarding the budgetary and financial aspects, it was to be hoped that, as in the 1990-1991 biennium, the 
total regular budget for РАНО would be collected and used, with the 10% reduction imposed in WHO's 
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component. At present, funds from the WHO regular budget accounted for less than 17% of the Region's 
resources; 33% were provided by РАНО and the remaining 50% came from extrabudgetary sources. Despite 
the real reduction of the Region's resources in the proposed 1994-1995 budget by an additional 4.2% over and 
above the accumulated real reduction of more than 30% for the past five bienniums, the Regional Office would 
be able to continue and even extend its support activities to Member countries. Thanks to reform measures, 
the Region of the Americas would be able to devote 62% of its resources to the five selected priorities - almost 
double the average in the Organization as a whole. Such reforms included fewer staff recruited within the 
United Nations system and a radical decentralization of operations, with the bulk of resources being managed 
in the field. He was confident that, through the process of modernization and an intensive campaign for the 
mobilization of resources, by knowing where to go and how to get there, and through the exercise of firm will 
and determination, the Region of the Americas would be able to achieve its goals. 

The CHAIRMAN invited members to comment on the main issues raised in the reports by the Director-
General and the Regional Directors, adding that specific programme budget matters would be taken up 
subsequently under the relevant agenda items. 

Mr VARDER, after commending the Regional Directors on their realistic but generally optimistic 
reports, drew attention to an important matter mentioned by the Regional Director for Europe, namely, 
cooperation between the Regional Office and other European intergovernmental organizations. He 
particularly welcomed the links between the Regional Office and the European Community for the provision of 
aid to the former Yugoslavia and the establishment of close working relations with the European Community's 
PHARE project of assistance to the countries of central and eastern Europe, whose progress augured well for 
future cooperation on health matters in the Region. 

Clear evidence of duplication of effort among European organizations and consequently disappointing 
results made constructive cooperation urgent, including agreement on the distribution of tasks. To that end, at 
the Regional Committee session in September 1992, Member States had decided to take steps towards 
instituting cooperation between European health-related bodies, in particular through the Commission of the 
European Communities and the Council of Europe. He assured members that, during its current Presidency 
of the Council of Ministers of the European Community, his country would do its utmost to establish a 
European health forum for the coordination and integration of efforts. The constituent members of such a 
forum would be the Regional Office, the European Community and the Council of Europe, but subsequently 
participation would be open to other bodies. 

An important prerequisite for the success of such an undertaking would be solid links between WHO 
headquarters and the Regional Office for Europe to create appropriate conditions for the establishment of 
cooperation with other organizations. Cooperation between headquarters and the regional offices was 
acknowledged to be one of the Organization's main current weaknesses. In that connection, he regretted that 
the report by the Working Group on the WHO Response to Global Change had not yet been circulated. 

At the session of the Regional Committee for Europe in September 1992, the idea of transferring 
resources from other regions in order to meet urgent needs in Europe had been mooted. However, that idea 
had been rejected by the majority of members as both unfair and unrealistic. His own view was that the 
situation in Europe could be dealt with most effectively through greatly improved cooperation between 
headquarters and the Regional Office, with the former providing the backing that would be necessary if the 
efforts of the latter were to prevail. 

The CHAIRMAN said that, in view of the final discussions needed in compiling it, the report of the 
Working Group on the WHO Response to Global Change could not come before the Board until the second 
week of the session. 

Dr VIOLAKI-PARASKEVA said that the reports by the Regional Directors highlighted the impact of 
economic and political changes on health development and presented a realistic picture of the major challenges 
facing Member States, where many health problems persisted. She noted that aU the Regional Directors had 
indicated that despite financial and other constraints, and thanks to the devotion of staff, the regions were able 
to continue their work and implement their programmes. 

Referring to the report by the Regional Director for South-East Asia (document EB91/6), she especially 
welcomed the close cooperation on AIDS with nongovernmental and voluntary organizations in the Region 
through education and dissemination of information. It was also to be hoped that the target of eliminating 
leprosy by the year 2000 would be achieved. She wondered why such an intensive programme on deafness 
prevention was needed, and inquired whether deafness in the Region could be attributed to congenital diseases 
or to other factors. 
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Concerning the report by the Regional Director for Europe (document EB91/7), she acknowledged that 
through a flexible approach it had been possible to respond to the extremely acute problems encountered in 
national health programmes. None the less, she considered that greater emphasis should be laid on nursing 
and midwifery in the programme of assistance to central and eastern Europe, as it would be a determining 
factor in the implementation of the EUROHEALTH Programme. She endorsed the approach advocated for 
enhanced cooperation in European health matters and stressed the importance of the action plan on diabetes 
care. 

She had two queries regarding the report by the Regional Director for the Eastern Mediterranean 
(document EB91/8). First, she wondered why there was no mention of mumps or German measles in the 
statistics on immunization coverage. Secondly, she inquired what would be the cost of the hepatitis В 
immunization programmes mentioned. 

She hoped that the Western Pacific Region would be successful in achieving its goal of eradication of 
poliomyelitis by 1995 and that other regions would emulate its example. She regretted that, with the exception 
of that by the Regional Director for Africa, scant mention had been made in any of the reports of action on 
women, health and development. 

As to the report by the Regional Director for the Americas (document EB91/11), she sought clarification 
regarding the reference to an alarming increase in the number of deaths caused by violence. 

Finally, she inquired to what extent World Health Assembly and regional committee resolutions were 
being implemented, and stressed the need to consider how to avoid duplication of certain programmes carried 
out at headquarters and regional levels. 

Dr AL-JABER commended the Regional Director for the Eastern Mediterranean on his efforts to set up 
and implement various public health programmes, including a number of programmes relating to tobacco and 
AIDS control as well as total coverage for immunization, which had not been mentioned in his report. He 
stressed the importance of the research component in the combat against endemic diseases in the Region and 
suggested that other regions might consider the adoption of such an approach useful. 

Dr DLAMINI said that the Regional Director for Africa had given an accurate account of the problems 
in the Region. In view of the current economic situation in Africa and the numerous health problems which 
urgently needed to be solved, including the resurgence of tuberculosis and malaria as well as the appearance of 
new diseases such as AIDS, she was concerned at the zero growth budget proposed in document PB94/95. As 
previously mentioned, because of instability in the Region Africa had particular difficulties with its health 
infrastructures, for which additional resources would be required. 

She welcomed the proposed increase in funds for certain programmes such as that on the managerial 
process for national health development, including intensified cooperation with countries and peoples in 
greatest need (programme 3.2). Furthermore, in the light of the recent International Conference on Nutrition 
held in Rome, she also welcomed the proposed increase for the nutrition programme (programme 8.1). 
However, she viewed with concern the proposed reduction in the allocation for the programme on community 
water supply and sanitation (programme 11.1), which was still of great importance in the African Region. 

She had also noted a decrease in the budgetary allocation for programme 11.5 on food safety, an area 
which had been highlighted in the Plan of Action adopted by the International Conference on Nutrition. 
Reduced resources would make it more difficult for countries to implement food safety and food quality 
programmes. 

Dr KOSSENKO said that the proposed programme budget for 1994-1995 took due account of the 
priorities of the Eighth General Programme of Work and of the many new needs arising from the political, 
economic and social changes currently taking place. The budget reflected a sense of continuity and, at the 
same time, was oriented to the future. He welcomed the continued emphasis on activities at the country level, 
where the fate of the health-for-all strategy would ultimately be decided. H e also welcomed the Organization's 
increasing use of consultants in the field of health economics, an area currently of great importance for many 
countries, in particular those in the process of reforming their health systems. 

The integration and strengthening of several programmes related to disease control and prevention 
would not only increase their effectiveness but also result in a more efficient use of human and financial 
resources; that was important in view of the financial problems facing WHO. 

He fully supported the Director-General in his determination to maintain the principle of zero budget 
growth in real terms. However, the increase in the budget as a result of inflation and currency instability was 
still very large. He hoped, therefore, that by the time of the World Health Assembly it might be possible to 
review the accounting rate of exchange, if the dollar had strengthened somewhat, or more precise data and 
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indications of trends with regard to unforeseen events made it possible to take better account of them in the 
regular budget. 

The report by the Regional Director for Europe reflected the enormous efforts made by the Regional 
Office and the complexity of the problems involved. For obvious reasons special attention had most recently 
been given to the central and eastern European countries, which were currently facing great problems in 
undertaking the reform of their health systems. The Russian Federation was relying a great deal on 
information and guidance from WHO in carrying out its own health reforms and greatly appreciated the 
assistance it had received from the Regional Office. 

The establishment of liaison offices in a number of European countries, including the Russian 
Federation, was both important and timely. That also applied to the establishment of an office in Zagreb to 
provide medical services as part of the international humanitarian assistance to the former Yugoslavia. It 
would be desirable to extend the system already set up at headquarters to monitor the state of health of the 
population of the countries of the former Soviet Union so as to cover the republics of the former Yugoslavia. 

The European Region clearly made a major contribution to the work of the entire Organization. 
Mr Varder had been justified in raising the question of that Region's share of the total WHO budget, since the 
number of countries in it had nearly doubled and the problems facing them had become more serious. It was 
an extremely difficult question that perhaps could not be solved at the present session, but thought should be 
given to possible solutions. There might well be other ways of improving the financial situation of the Region, 
for example through the Director-GeneraPs and Regional Directors，Development Programme. Current 
difficulties in the European Region should also be taken into consideration in the allocation of extrabudgetary 
resources, which were playing an increasingly important role in financing WHO's activities. 

He hoped the problems facing the European Region would be only temporary and that Europe would 
once again be able to increase its contribution to the work of the Organization. 

Professor JABLENSKY said that the "business as usual" attitude of the report by the Regional Director 
for Europe was admirable but did not fully reflect the difficulties he was facing. At the moment, few situations 
presented a greater challenge to the Organization than that of the European Region, with a 50% increase in 
membership and a multitude of problems including the fragmentation of States, emergencies, war, refugees and 
economic difficulties. Many of the countries in the Region were reforming their health care systems. The 
former two-bloc Europe had given way to a two-tier Europe, in which the provision of health for all was 
becoming increasingly problematic. 

Against that background, WHO had performed very well. It had engaged in a dialogue with the new 
administrations in central and eastern Europe, and had probably helped to save their health care systems from 
total collapse. It was also currently playing an additional role in Europe, namely that of mediating between 
powerful intergovernmental organizations and other regional structures, such as the European Community. 
Consequently, he found it difficult to understand why the regular budget for the European Region had been 
reduced, in real terms, by 2.65%. According to paragraph 15 of the report by the Regional Director for 
Europe, it had been estimated that the Region needed an additional US$ 11 million, to be provided by 
extrabudgetary resources. However, extrabudgetary contributions had fallen short of expectations. The 
situation in Europe could hardly be expected to improve significantly in 1994 and 1995; he could not see how 
such challenges could be met within the framework of the current financial constraints. 

Dr SIDHOM commended the regional offices on the results so far. The various reports had highlighted 
the many obstacles to achieving the goals of health for all. Regional offices should take advantage of existing 
expertise to overcome such obstacles, taking into consideration the constraints in terms of human and financial 
resources. 

It would be useful to compare the activities of the various regional offices. To that end, regional office 
reports should include appropriate health indicators that would provide a measure of the success of the 
programmes undertaken. The reports could then, in a separate section, describe the region's overall health 
profile and the steps taken to improve it. 

He commended the Regional Director for the Eastern Mediterranean for paying particular attention to 
the management of human and financial resources in the framework of health programmes, something that 
was particularly relevant at a time of serious lack of resources. 

The Regional Office for the Americas had adopted a plan which had enabled it to deal effectively with 
serious health problems, such as poliomyelitis, over a relatively short period of time. He suggested that it 
should report to the Executive Board on the specific strategies that it had used. 

With regard to the proposed programme budget, he noted that the regular budget had been shrinking 
progressively and asked how, under such conditions, WHO planned to achieve its goals for the eradication of 
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various diseases. In addition, the abolition of 86 staff posts had been proposed; he asked why those, in 
particular, had been chosen and how such a change would affect the functioning of the Organization. 

Dr LA RIVIÈRE thanked the Director-General for setting forth the principles on which the proposed 
programme budget had been based. Severe constraints had almost entirely eliminated the Organization's 
margin of manoeuvre in planning for the future. 

It was in that context that the regional directors had presented their reports, which were nevertheless not 
entirely without optimism. The regional offices, too, were clearly facing severe constraints. In Europe, for 
example, priority was being given to the EUROCARE project to reform health care, particularly in the 
countries of central and eastern Europe. Other regions were facing equally serious constraints, arising from 
major social upheavals. Generally speaking, it was difficult to operate according to the principles underlying 
the budget, which included pragmatism, flexibility, the need to obtain maximum returns from opportunities, 
priorities, and the need for coordination among those involved in health development. 

He had noted with interest in a footnote to the report of the Regional Director for the Eastern 
Mediterranean a reference to a WHO initiative designed to coordinate aid for all displaced persons. It would 
be helpful to have more precise information on how that programme was operating in the Eastern 
Mediterranean Region. 

He commended the Regional Director for the Americas for developing indicators of equity, an initiative 
which should help to balance the econometric forces underlying health development. His country appreciated 
the assistance it was receiving from the Regional Office for the Americas in organizing the forthcoming 
international conference on the health of indigenous peoples, to be held in Canada in 1993. Also noteworthy 
was the establishment, under the auspices of the Regional Office, of an office to strengthen collaboration with 
nongovernmental organizations, which might serve as an example for other regions. He commended the 
emphasis placed by the Region of the Americas and the Western Pacific Region on the five priority areas, in 
accordance with the Director-General，s guidelines for the preparation of the proposed programme budget. 
Given the lack of emphasis on those areas in the global activities section of the programme budget, he could 
only conclude that the Assistant Directors-General had not received the same instructions. 

Dr KOMBA-KONO said that great efforts were being made, both within and outside the African Region, 
to control the deadly scourge of AIDS. A medium-term plan, including a budget，had been carefully prepared 
and had been reviewed thoroughly, both by countries and by the Organization. He was concerned to note, 
however, that there was a possibility of a reduction in support to the national AIDS programme in Sierra 
Leone, and would appreciate some clarification from the Secretariat on that issue. 

Dr MUBARAK stressed the importance of maintaining the operational budget, although he was aware 
that it could not make sufficient provision for additional assistance to the neediest countries, including his own. 
In Iraq, the lives of civilians were under constant threat, despite its extensive export capacities and its 
considerable assets, many of which were, however, currently frozen. He saw no reason why WHO should not 
try to obtain the release of those assets in the interests of meeting basic humanitarian needs, and why the 
Board should not propose to governments that they lift the embargo on essential imports to Iraq and, in 
particular, imports of foodstuffs, vaccines and medicines for children. Simplified procedures for the clearance 
of such imports could only serve humanitarian ends and help to alleviate WHO's budgetary situation. 

Dr LI Shi-chuo said that he shared the keen interest expressed by other speakers with regard to the 
reports of the regional directors, to whom，together with their staff, he extended thanks and congratulations for 
the work accomplished in a year that had seen significant progress, in particular in connection with the 
International Conference on Nutrition and the World Declaration on Nutrition and Plan of Action as well as 
the initiatives taken in the field of malaria and the various study groups and committees that WHO had 
established. 

He also noted with approval the Director-General's idea for a "new health paradigm", which was 
undoubtedly innovative and would merit further study. 

The Regional Director for the Western Pacific had outlined the problems facing his Region, pointing out 
that, despite the need for zero budget growth, attention must continue to be focused on such major health 
issues as poliomyelitis, leprosy and AIDS. As far as poliomyelitis was concerned, significant progress had been 
achieved, though problems regarding availability of vaccines remained, and total eradication of the disease in 
the Region by 1995 was still the overriding goal. 

Dr CHATTY said that he took a positive view of WHO's activities in the previous year, despite the 
difficulties that the Organization had faced. 
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In general, it seemed clear that great attention was being given to projects which, even if important, were 
relatively modest in scope, such as those related to tuberculosis or schistosomiasis, while larger issues involving 
diet, water supplies and sanitation were in some danger of being neglected: research on viruses should not 
overshadow wider problems of human suffering. 

He supported the Director-General's efforts to improve the budgetary situation, but felt that it should be 
possible to reconsider allocations at regional level in order to keep pace with world developments and the 
trend towards decentralized administration and management. 

The Regional Director for the Eastern Mediterranean had succeeded in encouraging cooperation among 
the organizations involved as a means of improving health care performance. His initiatives in promoting 
research at the regional level, and in establishing working groups to combat pandemics, were greatly to be 
welcomed. 

In the Syrian Arab Republic, those responsible for health had achieved a modicum of success in 
persuading the polititical authorities to regard health as a part of development rather than as something that 
consumed resources; such an approach, as shown by Syria's immunization campaign, reflected the right 
priorities. 

Dr BENGZON said that in listening to the present discussion he was reminded of an essay he had once 
read entitled, "Doing better and feeling worse". TTie Regional Directors' reports showed that the requirement 
that WHO should take on greater responsibilities while at the same time the budget was contracting did not 
give grounds for optimism. That situation had to be resolved. It was clear that those responsible for decision-
making in the political arena, the economy and finance determined a society's priorities. If WHO was to act in 
accordance with its mandate it must endeavour to influence those decisions, particularly in respect of food 
production and distribution, job creation, and economic and trade policies - areas not normally regarded as the 
concern of professionals in the health field. WHO should try to find a more systematic way of encouraging 
leadership in the social field in order to achieve its stated goals. 

Dr TIN U welcomed the fact that the WHO Ministerial Conference held in Amsterdam in October 1992 
had resulted in a commitment to a global malaria control strategy. He also expressed satisfaction at the 
outcome of the International Conference on Nutrition, jointly organized by WHO and FAO. His own country 
and others among the least-developed countries could only benefit from the increased emphasis on allocating 
budgetary resources to those countries most in need of support. 

Dr SATTAR YOOSUF commended Dr Ko Ko, Regional Director for South-East Asia for the activities 
aimed at intensifying cooperation on behalf of the countries in greatest need. The programmes concerned 
were addressed to real and important issues which went beyond the scope of local health service delivery 
systems while affording nationals of the developing countries an opportunity for greater participation in policy 
formulation as well as project implementation. Such an approach should provide a model for future WHO 
programmes. 

Another point, not commented on by Dr Ko Ko, was the recent focus at regional level on the role of 
women in development, in community organization and antenatal and maternity care, and also in nutrition. In 
an increasing number of countries, women were being recognized as an especially vulnerable group, in need of 
specific support. 

With regard to zero budget growth, he pointed out that, in dividing up available resources, certain 
concerns highlighted by the media might cause some areas of equal importance to be overlooked, such as the 
problems facing countries with especially needy populations. He hoped that such an imbalance would not be 
reflected in WHO's programmes. 

Dr NAKAMURA welcomed the continuing progress achieved by many technical programmes in the 
Western Pacific, in particular, the approach to the goal of the eradication of poliomyelitis. The progress made 
in support for Cambodia was also to be commended. The Regional Director was to be congratulated on the 
efficient management of WHO resources that had permitted those achievements in a difficult economic 
climate - something that could serve as an example to other regions. 

The Director-General, in his statement, had drawn attention to the Organization's achievements in 1992, 
including its contribution to the international conferences on the environment, malaria, and nutrition. Those 
consultations had shown that the decision-makers recognized that the health sector needed greater 
intersectoral support, especially in the political arena. The Director-General had further stated that the 
Organization's mission to ensure health for all had remained unchanged; making the world a healthier place 
would help to achieve the important goals of peace and development. In that process, attention to the ethical 
and technical aspects of WHO's work would encourage respect for the human rights and dignity of individuals 
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and communities alike. Those views were very relevant to the discussion not only of the programme budget 
but also of the Ninth General Programme of Work and of the report of the Working Group on the WHO 
Response to Global Change. 

During the past five years, Dr Nakajima and his staff had achieved much: thus some diseases such as 
poliomyelitis and dracunculiasis had come closer to losing their status as major public health problems. 
Dr Nakajima had furthermore taken a number of initiatives, including the provision of increased WHO 
support to the least-developed countries. Because of his vision, achievements and pragmatic programme 
proposals, it was to be hoped that he would be allowed to continue his leadership. 

Dr CALMAN noted that WHO would be celebrating its fiftieth anniversary during the present decade. 
That, as the Director-General had pointed out, marked an appropriate time to take stock of the Organization's 
situation and its future course. The establishment by the Executive Board of the Working Group on the WHO 
Response to Global Change had been timely and it was hoped that its report would prove useful. The 
Organization was at present in a situation where voluntary funds accounted for the greater portion of its 
expenditure. Not only did uncertainty over such extrabudgetary resources make future planning difficult, but 
their magnitude made it difficult for Board members to assess accurately how well WHO was addressing its 
priorities, since the Board largely confined its considerations to the regular budget. 

He agreed with the Director-General that greater emphasis should be given to the initiatives taken in 
June 1992 at the United Nations Conference on Environment and Development. Primary health care 
remained the most cost-effective means of health care delivery, but an essential part of that approach was 
ensuring the strategic deployment of nurses and midwives, particularly for prevention and health promotion at 
the local community level. He therefore hoped that any recommendations to be made by the Global Advisory 
Group on Nursing and Midwifery would be taken into account; nursing had been an issue mentioned by 
several Regional Directors in their reports. Turning to the report of the Regional Director for Europe, he 
recognized the importance of rapprochement and the relevance it might have to other regions by bringing 
together a range of organizations to cooperate in improving health. 

Professor MBEDE said that the statement by the Regional Director for Africa had highlighted the 
concern within the Region with regard to health care resources. In recent years, funds for health services and 
programmes in African countries had been cut because of the economic crisis, but there had been no increase 
in the WHO budget for the Region. A redistribution of the overall resources of the Organization was being 
sought, but there was concern that those resources might be diverted from the poorest countries to Europe, 
which admittedly faced severe problems. African countries had responded to the crisis by calling increasingly 
on community resources, but such resources were limited because of the poverty of the populations involved. 
Economic recovery in Africa would depend largely on macroeconomic decisions taken elsewhere, over which it 
had little control. It was to be hoped that any moves to redistribute WHO's resources would focus on 
strengthening support to the poorest countries and regions such as Africa. 

Dr NYMADAWA said that WHO faced new health problems and constraints as a result of the 
far-reaching political, social and economic changes currently taking place throughout the world. He 
commended the Organization's awareness of those changes and its extensive efforts to allow for them in the 
proposed programme budget. With the retention of overall zero real growth, real increases in resources had 
been proposed for country activities and programmes on environmental health, nutrition and control of major 
communicable diseases. While welcoming those proposals, he deplored the reduction in support to 
tuberculosis control in South-East Asia (programme 13.8). The difficult economic situation in most Member 
States and the AIDS pandemic made attention to tuberculosis, that old enemy of the community, a necessity. 
He therefore recommended that its budget allocation should be reviewed. 

Professor CALDEIRA DA SILVA welcomed the emphasis by the Regional Office for Europe on the 
management approach and the need to avoid duplication; that was what he had always advocated. Further 
progress along those lines would be useful. Among projects in the European Region, he was particularly 
impressed by that on Healthy Cities and the EUROCARE project; they were fine examples of what WHO 
could achieve. However he was particularly concerned at the health problems suffered by the increasing 
numbers of marginalized people in major cities. Also of concern were the health problems associated with 
unemployment, which should be the subject of a new discipline in parallel with occupational health. 

Dr PAZ-ZAMORA said that it was clear from the reports that a great deal had been achieved 
throughout the year in ail regions. There had, in particular, been increasing cooperation in the health field 
among the different agencies and other groupings. In Bolivia, for example, in addition to the customary 
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cooperation with UNICEF and UNESCO, the World Bank, the IMF and the Inter-American Development 
Bank had all invested in the health field. As had been mentioned by others, countries were faced with 
problems that were not concerned with health alone but were inextricably associated with difficult economic 
adjustments. Economic development policies were needed that focused not only on health but also on the 
provision of basic sanitation, housing and employment. At a recent OECD meeting，for example, 
target-specific recommendations on measures to overcome poverty and to introduce improved mechanisms for 
ensuring social justice had been adopted. The recent historic agreement on chemical weapons was also 
something that, together with the control of biological weapons, would help to release more resources for the 
implementation of the Organization's policies. 

Mr RUKEBESHA said that Africa was passing through a period of unprecedented social, economic and 
political change. As the Director-General had indicated, new, more aggressive and pragmatic approaches were 
called for, backed by international solidarity. He welcomed the progress made by WHO in 1992, in particular 
the provision of humanitarian assistance and the rebuilding of the health systems in countries ravaged by war 
or natural disaster. The joint efforts to be undertaken by WHO and the World Bank to increase the resources 
available to health in 1993 would be particularly appreciated in Africa. The Director-General had underlined 
the interdependence of health, the environment and development. Anything that adversely affected them, such 
as the wasteful, fratricidal conflicts at present ravaging so many parts of the planet, was to be deplored. In that 
connection, Rwanda had been subjected to attack by forces from Uganda, leading to a war that had cost many 
lives and caused much material damage. Over 350 000 refugees were living and dying in deplorable conditions 
in frontier areas. Although peace negotiations were at present under way, the cost of looking after them for at 
least the first six months of 1993 would amount to some US$ 335 million. Rwanda was grateful for the help it 
had already received from WHO, from friendly countries, and from other international organizations, but it 
should not be forgotten that the problem of the refugees was additional to the numerous health difficulties 
facing the country and to the painful structural adjustment with which all African countries were faced. 

The proposed programme budget for 1994-1995 covered the last two years of the Eighth General 
Programme of Work, and reflected not only that Programme but also the new features envisaged by the Ninth 
General Programme of Work at present in preparation. The adaptation of the Organization to global change, 
greater coordination of assistance and the reduction of the enormous gap between the rich countries of the 
North and the poor countries of the South were all aspirations that he fully shared. He hoped that an 
adequate solution could be found as a matter of urgency to the problem of the continuing shrinkage of 
resources that threatened to paralyse the Organization's activities. 

The meeting rose at 17h40. 
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GENERAL POLICY REVIEW: Item 4.1 of the Agenda (Resolution EB83.R22; Documents 
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The CHAIRMAN, speaking in his personal capacity, observed that at the political level less attention was 
often paid to health than to education and the environment, for example. The previous Director-General had 
stated that there should be no politics at WHO, but five years later he might have changed his mind. Health 
work was a dynamic, voluntary and political mission, and the limited amount of resources available to meet 
health needs was unacceptable. Almost all the Regional Directors had stated their difficulties in making ends 
meet. The situation was now untenable. For how much longer was the dogma of zero growth to continue? 
WHO was, of course, passing through a necessary stage of change during which, in view of the mistrust 
generated among its partners, it was difficult for it to carry out its duties fully. However, that stage would end 
and the dogma of zero growth must be challenged. The financial difficulties were partly due to the need to 
intervene in emergency situations. In those circumstances an open debate was called for and the Board should 
adopt a clear position. The Organization probably had no choice but to intervene in certain conflicts, since 
international law was evolving and action to protect health was an important part of humanitarian aid. The 
newly proclaimed right of humanitarian intervention was to be welcomed, and WHO necessarily had to have a 
presence once the political decisions had been taken at the highest level. 

As a result of the difficulties arising from the political changes that had recently taken place in the 
European Region, it had been suggested that there should be a redistribution of funds among the various 
WHO regions. He did not support that idea, since other regions were in even greater difficulties. The 
European Region should show the way by seeking funds from elsewhere, particularly from other 
intergovernmental organizations like the European Community. Rapprochement, to which reference had been 
made, was more appropriate than redistribution, since shortages of funds were relative. 

The DIRECTOR-GENERAL expressed his gratitude for members' advice and comments on WHO，s 
achievements, which were due to the dedication of all the staff working together in a unified and mutually 
cooperative way. He had been impressed by the fact that at the current session so many members had reacted 
to the presentations of the Regional Directors (and not only for the Region they came from), each of whom 
had demonstrated his capacity for innovation and his foresight in speaking of achievements in his Region and 
the proposals for 1994-1995. 

Specific questions would be replied to by the staff responsible, and he would confine himself mainly to 
two major concerns which had emerged from members，comments. The first was that of how WHO would 
operate in countries in the face of a zero growth regular budget in real terms or of a real decrease. Some 
members seemed more optimistic about that than others. He remained confident that, if health was 
recognized by political decision-makers as being at the centre of development, a much brighter future could be 
expected. It was up to workers in the health and health-related fields to bring that truth constantly to the 
attention of those who made the political decisions. Finding a solution to that concern must be a priority if 
WHO was to be of any use to countries in facing their health problems. In the current period of transition, 
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full of irrationality, with a future that was far from predictable, capabilities for dealing with any situation that 
might arise must be built up. 

The second concern related more to how WHO was structured and how, and in what quantity, resources 
were allocated. That matter had been considered by the Working Group on the WHO Response to Global 
Change, whose report would be reviewed by the Board at a later meeting. A dialogue on the subject had also 
been started with the Regional Directors. The question that had to be asked was whether, in the light of the 
need for the Organization to have much closer partnerships with trans- or multinational organizations of 
regional character, clarification was needed with a view to redefining and realigning the complementary roles 
of WHO headquarters and the regional offices, bearing in mind that the primary role of the regional offices 
was to support activities in the countries of their region. 

With regard to Dr Larivière's comment that the five areas of emphasis were not clearly reflected in the 
proposed global and interregional activities, he assured members that when they had carried out their 
programme budgeting exercise, the Assistant Directors-General had certainly kept the areas of emphasis very 
much in mind, as would be seen by members when they went through the programme budget. 

He was acutely aware of the difficulties experienced by the country whose assets were frozen because of 
bilateral or multilateral sanctions. Not only was it unable to procure essential drugs, vaccines and nutrients, 
particularly for its vulnerable populations, but it was also unable to pay its assessed contribution to WHO, a 
development and humanitarian organization. He had made repeated approaches for the purpose of 
"unfreezing" those assets and he appealed to the countries involved，if they trusted WHO, to consider a 
solution. 

Dr Li Shi-chuo had noted that the key to achieving the goals adopted for the eradication or elimination 
of major diseases, such as poliomyelitis, was the availability of vaccines. The Executive Director of UNICEF 
and he as Director-General of WHO, in alliance with the chief executives of the companies concerned, were 
endeavouring to ensure that commercially available vaccines could be bought at reasonable prices. They were 
also making every effort to facilitate the transfer of technology to developing countries so that they could 
become self-sufficient in essential vaccines. 

He entirely agreed with Dr Sattar Yoosuf that health professionals should be involved not only in the 
delivery of health care but also in the formulation of national health policies related to national development 
policies. That point had also been mentioned by Dr Chatty. 

Professor Caldeira da Silva had spoken of urbanization, which in less than ten years’ time would be a 
major concern not only to industrialized but also to developing countries, where there would be a far greater 
number of cities with a population of 10 million or more. For a share of the limited resources available, the 
issues of employment, pensions and health would have to be combined as components of national social 
security systems. That was a matter of great concern for national health policy, which could not be formulated 
in isolation from socioeconomic policy. 

Dr Paz-Zamora had mentioned health as an investment. Indeed, health for all, based on sustainable 
health development, was achievable only when economic policy decision-makers were involved. Not only was a 
technical infrastructure needed, but also political will. Investment in the health sector by multinational 
financing institutions was certainly desirable, but it must be accompanied by redefined and reformulated 
national health policies and strategies for the attainment of health for all through primary health care, taking 
into account many aspects of the situation in the country concerned, including absorption capacity. 

Humanitarian assistance to displaced persons or refugees living in zones of conflict was one of WHO's 
constitutional obligations. The Organization's efforts to obtain extrabudgetary resources had been successful in 
many instances but, unfortunately, the amounts received were still not sufficient. With the Regional Directors, 
he continued to strive to ensure that WHO did its best. That too was an area in which an attempt was being 
made to clarify respective global and regional responsibilities. 

Dr KO KO (Regional Director for South-East Asia) said that he wished to comment briefly on two 
problems, leprosy and deafness, in South-East Asia. His Region was deeply committed to the elimination of 
leprosy, for which the Regional Committee had adopted a regional strategy in 1992. Of the 5.5 million 
estimated cases of the disease, approximately 3.7 million were to be found in South-East Asia. There had been 
an encouraging increase in coverage with multidrug therapy, which had reached more than 90% in four or five 
countries of the Region. Some countries had very few cases and two had none at all. It was hoped that by the 
year 2000 it would be possible to eliminate the disease in at least four countries and to reduce its incidence 
greatly in other countries such as Bangladesh, India, Myanmar and Nepal. 

In South-East Asia the total number of persons suffering from varying degrees of deafness was estimated 
to be around ten million. The condition was of course preventable, and the first steps had been to undertake 
epidemiological studies with a view to ascertaining the extent of the problem and informing national authorities 
and donors. The Regional Office was participating in field testing, under local conditions, of the survey 
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methodology recently developed at WHO headquarters. The Regional Office was also hoping to expand its 
collaboration with donor agencies. 

With regard to the general reference to finances, discussions in the Board had been permeated by a 
recognition of the need to redeploy resources because of changing currency exchange rates and inflation. The 
South-East Asia Region had suffered greatly from fluctuations in the value of the United States dollar since, 
whenever the dollar rose against the rupee, the Region had to make refunds to headquarters. Even at the 
current planning stage for 1994-1995, the allocation was one million dollars lower than the planning figure 
indicated two years previously. He gave examples of the drop in the buying power of the dollar in countries of 
the Region, despite the considerable rise in its rupee value, and hoped that the Board would bear that 
situation in mind. 

There had also been a great deal of discussion on extrabudgetary resources. He felt that it was not 
accurate to state that they were increasing because generally the resources referred to were linked with 
particular programmes in one part of the world or another and were not available throughout the 
Organization. In the future it was likely that extrabudgetary resources as such would decrease even though 
specific programme-linked resources might be made available. For example, resources were being made 
available directly to country programmes as many agencies wished to promote national execution. Better and 
more pragmatic collaboration mechanisms should be developed with countries and donor agencies, with WHO 
giving technical support using funds from the donors, leading to improved programmes. He offered a word of 
caution on the development of special programmes with their own management systems, which would deprive 
WHO of real management of both technical and financial aspects. 

Dr ASVALL (Regional Director for Europe), acknowledged Dr Violaki-Paraskeva's concern about 
nursing in central and eastern Europe where, hitherto, nurses had not been accorded a true professional role, 
status and training. Great attention had been paid to the matter, especially through country programmes, 
notably in Romania, as well as in a more general way. A number of training activities to strengthen leadership 
had been undertaken; some missions had been conducted and advice provided to governments - the 
Government of the former USSR had been persuaded to establish nursing departments at federal and republic 
levels - and nursing formed an essential item of policy discussions; nursing profiles had been prepared 
analysing the policies, strategies and resources in various central and eastern European countries; courses had 
been organized to train nurses in leadership and to cope with the AIDS problem, the Expanded Programme on 
Immunization and family health; and, finally, assistance was being given with the establishment of national 
action plans for nursing, for example in Romania. 

With regard to the query by Professor Jablensky concerning the US$ 11 million needed to cope with the 
current situation in central and eastern Europe, he explained that the problem had arisen because of the great 
increase in the number of States in the Region, several of which had to be termed "developing". Previously, 
when only one of the 31 States in the Region had been designated as "developing", action had concentrated on 
intercountry programmes and only a small proportion of the budget - some US$ 3 million - had been devoted 
to country programmes. The collapse of the Soviet Union had resulted in the emergence of 15 countries, a 
number of which had infant mortality rates considerably higher than that of the former single "developed" 
country, in addition to other problems of under-development and of political and social unrest. Those 
countries were seeking WHO assistance in providing strategic orientations for solving their problems in a more 
comprehensive manner. 

He had presented an analysis of the situation to the Regional Committee in September 1992, noting that 
an estimated US$ 11 million was needed to provide basic catalytic action through WHO in an advisory role 
and showing how that amount might be distributed among the various countries. He had suggested that the 
Committee might like to use - for the first time ever • Article 50(f) of the WHO Constitution, which laid down 
that, if the regular budget was insufficient, regional committees might recommend additional regional 
appropriations. While a majority of the Member States supported that proposal, some strongly opposed it, so 
the Regional Committee had decided that the amount should be provided by voluntary contributions from 
countries. So far no substantive response had been achieved, however, and the alternative was that country 
allocations should be removed from almost all countries except those in central and eastern Europe, although 
even then the total would fall far short of the minimum required. In theory, technical programmes could be 
cut, but that would leave the Regional Office as nothing more than a large, very poor donor agency without 
technical capacity which he felt would be worthless to the Member States. Unless some other solution was 
found, an attempt would be made to solve the problems through links with other organizations, although that 
would not provide a total or entirely satisfactory solution. Thus, the financial situation was indeed serious. 

The issue of unemployment and health raised by Professor Caldeira da Silva was important and was 
recognized in the European regional health policy. The regional programme on equity and health in the 1980s 
had provided a study and a publication relating to the health implications of unemployment, while a more 
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recent publication on equity and health contained a chapter on action on unemployment. The subject would be 
taken up at the large European conference on health policies to be held in 1994. 

Dr Calman had mentioned the need for nursing and midwifery to play a broad role at local level and that 
was very much the basis of the philosophy in the European Region; the European Conference on Nursing 
held in Vienna in 1988 had concluded that the real need was for broadly trained and oriented nurses working 
with a few families in their homes. 

Finally, regarding rapprochement, the next step would be a meeting of the Chairmen of the Regional 
Committee and of its standing committee and the Regional Director with the presidency of the European 
Community and the corresponding level in the Council of Europe, probably to be held during the following 
month. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), replying to Dr Violaki-Paraskeva's 
questions, said that immunization was always a sound economic investment, especially when a highly effective 
vaccine was used. The one against hepatitis В was among the most beneficial and its use was becoming 
widespread in 17 of the 22 countries of the Region. The cost was acceptable, at around US$ 3 for three doses, 
and it was hoped that by the 1994-1995 biennium all countries in the Region would have included the vaccine 
as part of the Expanded Programme on Immunization. Once WHO had decided to advocate vaccination 
against mumps and rubella as part of the overall immunization measures, those two vaccines would be added 
to the Region's campaign. 

On the role of women in health and development, he believed that his Region was one of the most active 
in that area and he would willingly answer any questions on what it was doing when the matter was discussed 
during the programme review (item 4.2 of the Agenda). 

He thanked Dr Al-Jaber for his comments and assured him that the Region, in cooperation with the 
Special Programme for Research and Training in Tropical Diseases, had sought to develop vaccination against 
endemic diseases such as leishmaniasis and schistosomiasis and research into health systems. 

He also thanked Dr Sidhom, who had presented a series of proposals on which he hoped the Executive 
Board would be able to reach a fruitful conclusion, perhaps including them in its decisions. 

Regarding Dr Larivière's question on the role of WHO in helping displaced persons, the Region's 
problems had exceeded its capacity to cope; many countries had faced a variety of natural and man-made 
disasters and his report (document EB91/8) referred to several that had been particularly affected. During the 
Gulf crisis, a major project had been undertaken to assist the Jordanian Government to receive tens of 
thousands of displaced persons passing through from Kuwait and Iraq. WHO had also helped in caring and 
catering for refugees passing through Syria. A disaster preparedness programme existed to train workers from 
the health sector and other interested sectors to deal with such emergencies. In that area, there was effective 
cooperation with UNHCR. The most recent activity was in Afghanistan where, over the past few days, 60 000 
refugees had returned from Tajikistan. 

Dr Mubarak's question had been answered by the Director-General. The situation in the country in 
question was very difficult from the health point of view: there was a shortage of anaesthetics to the extent 
that surgical operations were not feasible, there was a general shortage of drugs and pharmaceuticals, and 
great difficulties were being encountered even in finding proper food. He therefore called on the 
Director-General to appeal for help in assisting that country to acquire food and drugs in order to alleviate the 
sufferings of its people. 

He thanked Dr Chatty, a well-known figure in the field of medical education, for his words. During his 
tenure as the dean of the medical school he had succeeded in making the curriculum more appropriate to 
health requirements. That was to his advantage in his subsequent appointment as Minister of Health. His 
proposals stressing certain vital matters had to be taken into account. Dr Chatty had also succeeded in making 
political leaders accept health as an essential part of social development rather than a costly service. The 
ultimate goal of social and economic development was man, but man without health amounted to little. 

The ideas submitted by the Chairman of the Board were also very interesting - WHO had a duty to 
respond to natural disasters. 

WHO was the health conscience of the world and must overcome all budgetary and other difficulties. 

Dr HAN (Regional Director for the Western Pacific) explained, in answer to the comment made by 
Dr Violaki-Paraskeva, that the theme of women, health and development had not been included in his report 
(document EB91/9), which he had understood was only to cover matters discussed by the Regional Committee. 
Activities had, however, been undertaken in response to the resolutions on women, health and development 
adopted by the World Health Assembly and by the Regional Committee. Such activities were included in 
maternal and child health programmes, including family planning. Women, health and development activities 
had been carried out by women's committees in many countries, for example in family planning and in 
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community water supply programmes, especially in the South Pacific. In the context of the global Safe 
Motherhood Initiative, activities were in progress in China and the Philippines and would be further extended 
throughout the Region. A staff member had recently been appointed in the Regional Office to act as a focal 
point for such activities. He hoped that in the Ninth General Programme of work women, health and 
development would be classified as a specific programme in order to give it a clearer focus. 

Dr MONEKOSSO (Regional Director for Africa), referring to the question raised by Mr Varder, 
acknowledged that, as in Europe, there were problems concerning coordination between different regional 
health institutions in Africa. It was his intention to restore effective relations between the Regional Office and 
other health institutions. As a prerequisite, however, it was essential that the regional offices and WHO 
headquarters should agree on the activities to be undertaken by each in order to facilitate collaboration with 
other regional organizations. 

On the question raised by Dr Violaki-Paraskeva concerning the follow-up and implementation of World 
Health Assembly resolutions, he said that the Health Assembly in the period 1985-1989 had adopted 180 
resolutions, of which some 60% related to technical cooperation programmes. After each Health Assembly, 
regional offices took note of the action required, and the units concerned were responsible for implementing 
and reporting on follow-up. While it would be difficult to say that all resolutions had been fully implemented, 
none had been neglected. A system of self-evaluation was now in place, under which each unit in the WHO 
Regional Office for Africa reported monthly. The reports had been collected at the end of 1992 and would be 
reviewed in mid-February 1993, in order to assess, inter alia, progress in the implementation of resolutions. 

In response to the concern expressed by Dr Dlamini, he stressed the lack of funds to deal with health 
promotion and disease prevention in the Region. In all countries, ministries of health had no choice but to 
finance curative measures as a matter of priority, even though they were aware of the need for prevention. 
Unless resources were made available for prevention, there would be a vicious circle of increasing incidence of 
disease requiring greater funds for curative measures. WHO's policy of zero growth budgets therefore needed 
reviewing in order to make more resources available. 

He agreed with Dr Bengzon that there was sometimes an impression that despite all the efforts, many of 
the problems of health remained unsolved. It was up to organizations such as WHO to ensure support, 
training and involvement of the population, particularly medical and sanitation workers. To that end, in the 
African Region, WHO country teams had been set up, consisting of national experts contracted at low cost. 
They were able to operate in their own country, serve as consultants to neighbouring countries and even act as 
representatives at international meetings. An additional advantage was that the arrangement facilitated the 
participation of women in health work, since most professional women had, in addition, family obligations 
which prevented them working abroad. 

Concerning the issues raised by Mr Rukebesha, he pointed out that problems had been exacerbated by 
the effects of the economic and social crisis in the world. WHO had devised 27 community health indicators 
which were easily understandable and usable by local staff and the communities themselves. Those indicators 
had already been tested in the field, so it was now possible to undertake systematic low-cost surveys to 
measure progress in relation to any particular parameter. That was very important in providing direct 
feedback of value to villages and districts. It was part of the general mobilization for health activities involving 
the local community, a process to which ministries of health attached great importance. 

On the vital question of water supply and sanitation, he recalled that some 50% of the population of 
Africa still did not have access to clean water supplies. He therefore suggested that following the conclusion of 
the International Drinking Water Supply and Sanitation Decade, consideration should be given to developing a 
large-scale programme that would at last really solve the problem. A task force might be set up or action 
campaigns organized at country level. He believed water supply and sanitation deserved as much attention as 
other programmes, such as the one to combat onchocerciasis. A special effort by the international community 
was needed to fund the provision of clean drinking-water to the remaining half of Africa. 

Dr MERSON (Global Programme on AIDS), replying to the question from Dr Komba-Kono on the 
allocation of Global Programme funds in the African Region, explained that a new system had been instituted 
recently. Staff costs and the cost of activities had been separated, so that in the project document normally 
signed with countries only activities were shown. Salaries were paid in a different way following the normal 
WHO procedures. The total amount of funds available for countries such as Sierra Leone remained the same. 



42 EXECUTIVE BOARD, NINETY-FIRST SESSION 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Documents EB91/2, EB91/3, EB91/4, 
EB91/INF.DOC./1, EB91/INF.DOC./2 and EB91/INF.DOC./3) 

The CHAIRMAN reminded the Board that, in accordance with resolution EB79.R9, its Programme 
Committee had reviewed in August 1992 the draft global and interregional component of the proposed 
programme budget for the financial period 1994-1995. In doing so, it had taken into account that its 
deliberations covered the transition between the end of the Eighth General Programme of Work and the 
beginning of the Ninth. 

The Programme Committee's discussions had dealt with three broad categories of subject. The first 
category concerned the general functions of the Organization and programme orientations in a period of 
change. The Committee had had the benefit of a report on the progress of the Executive Board's Working 
Group on the WHO Response to Global Change, a matter that would be discussed later in the current session 
when the Board came to item 9 of its agenda. 

The second category concerned substantive matters. The draft programme budget proposals presented to 
the Programme Committee, which had not yet included cost increases or exchange rate adjustments, reflected 
a reduction of 4.93% in real terms, or some 12.7 million US dollars compared with the budget for 1992-1993. 
The Secretariat proposed to achieve that reduction by the abolition of some 60 posts, representing 
approximately 9 million dollars. It was thus possible to present more realistic budget proposals taking account 
of the 20% increase in costs estimated by the Secretariat, while maintaining priority activities in 1994-1995. 

Programme orientation and priorities were constantly under review and had always been a matter of 
great interest to the Executive Board. The Programme Committee had realized that there were different 
perceptions between countries and groups of countries on the priorities for global and interregional strategies 
and activities. It would be difficult to achieve a consensus. The Committee had agreed on the redeployment 
of about 2.4 million dollars in order to strengthen support to the five priority programmes identified for 1992-
1993 and to programme 9.1 (Maternal and child health, including family planning) and programme 9.2 
(Adolescent health) to compensate for a decline in extrabudgetary funding. 

The place of extrabudgetary resources as a whole in the Organization had been much discussed. Not all 
programmes received the same support from extrabudgetary sources, or indeed even had the power to attract 
such resources. It would be appropriate to reflect carefully on that point. There had been considerable 
discussion in the Programme Committee on the question of whether the imbalance caused by extrabudgetary 
funds exceeding regular budget resources would result in loss of control over the major policies of the 
Organization. 

On the question of programme support costs, which would be discussed under item 4.4, the Committee 
had been of the opinion that the Organization should consider raising the rate of reimbursement above the 
current 13%. It should study the possibility of following the example of certain other international 
organizations which identified separate elements of programme support in proposals for activities to be funded 
from extrabudgetary resources. 

The Committee had noted with regret the lack of information on the results and outputs of programmes. 
To ensure that resources were used most effectively and beneficially, there must be adequate staff and 
financial resources to evaluate activities and programmes. Continuous in-depth evaluation was required in 
order to assess the viability and efficiency of activities, and that should be an integral part of each programme. 
Unless that was done, it would be difficult to attract sustained external funding or provide justification for 
possibly reconsidering the policy of zero growth in the regular budget. 

The third category of subject discussed by the Programme Committee related to documentation. 
Complementarity must be ensured between the summary documents that provided a rapid overview and the 
detailed analysis required to measure the actual use of budget allocations. That concern had been 
communicated to the Director-General, who, he understood, would report on measures taken. The Committee 
had also made suggestions concerning the format of certain programme statements; some of those suggestions 
had been taken into account in the preparation of the final version of the proposed programme budget. 

Mr AITKEN (Assistant Director-General) commented on a visual presentation of important features of 
the proposed programme budget. The first series of overhead projections illustrated the place of the WHO 
budget in that of the United Nations system as a whole, which was striving to improve coordination. In the 
second series, extrabudgetary and regular budgetary monies were both shown in view of the fact that 
extrabudgetary resources now represented well over 50% of the total revenues of WHO; the diagrams were 
meant to show the balance between the two sources. The third series set out the regular budget, as had been 
done traditionally. 

The first diagram showed United Nations system approved regular budgets for 1992 in a chart. Even 
though the 1994-1995 budget was under discussion, he pointed out that the ratios would not change 
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substantially over the next few years. Two points should be emphasized. First, WHO's was the second largest 
approved regular budget in the United Nations system, comprising 13% of the total of US$ 2.8 billion. That 
was a large sum for the United Nations system, but, when seen in comparison with certain municipal budgets， 

it did not represent a large proportion of global resources. The largest share of the United Nations system 
budgets was for the United Nations itself, but the percentage shown, 37%, excluded the budget for peace-
keeping operations, which was financed separately. The second point to note was that the diagram represented 
assessed budgets; neither U N D P nor UNICEF, for example, which were funded from voluntary contributions, 
was included. 

A second chart showed United Nations system extrabudgetary resources for 1990 (actual expenditure in 
US$ million). The fact that 1990 was used indicated the instability of extrabudgetary resources, since that was 
the latest year for which full statistics were available. The largest user of extrabudgetary resources in the 
United Nations system was the World Food Programme (WFP) with 20%. Most of WFP，s share was spent in 
kind; still, that represented over US$ 1 billion out of the total US$ 5.2 billion available. Next came UNICEF, 
the United Nations, UNHCR and UNDP. WFP, UNICEF, UNHCR and U N D P were financed entirely by 
voluntary funds. FAO received US$ 384 million in extrabudgetary resources, and WHO US$ 321 million, 6% 
of the total. A particular feature of WHO，s 6% was the extent to which that proportion represented direct 
donations from governments, rather than funding obtained through UNDP. FAO, for instance, received a 
much larger percentage of its funding through that source. The US$ 5.2 billion from extrabudgetary resources 
plus the US$ 2.8 billion from approved regular budgets thus represented the total resources available to the 
United Nations system. 

A third chart depicted the implementation by main category of the "WHO regular budget, 1990-1991", 
showing the items on which money had actually been spent in that biennium. About 57% of the regular budget 
had been spent on staff, 5% on consultants, 6% on general contracts, 16% on supplies, 9% on fellowships and 
the balance on other items. A similar chart for 1994-1995 would not differ much. If extrabudgetary resources 
were included in the chart, the percentage for staff costs would be reduced to below 40%; thus, fewer 
extrabudgetary than regular budget resources were devoted to staff. 

The next chart, entitled "PB/94-95: Estimated obligations by appropriation section and by source of 
funds," showed that, of the total funds available for the period, less than half would come from the regular 
budget; the majority would be derived from expected extrabudgetary resources, including the estimated budget 
for РАНО. The most interesting feature of the chart was the extent to which the regular budget was disbursed 
on infrastructure while the extrabudgetary resources were for disease prevention and control. The Director-
General and others had pointed out that the amount of extrabudgetary resources available for infrastructure 
was relatively low. 

A chart entitled "PB/94-95: Estimated obligations by location" gave the same information but by WHO 
region, and with several additions. It partly epitomized the discussions of the Board to date, such as comments 
on the comparatively low level of the budget for the European Region. Extrabudgetary resources went mainly 
to WHO headquarters. The Regional Directors had already commented on the small amounts of funds from 
those sources available at the regional level, but the money was spent at headquarters largely on special 
research and other programmes which eventually benefited the regions. The budget for the Americas was 
roughly equivalent to that for the Western Pacific Region, if the РАНО budget were discounted. Whether or 
not the Onchocerciasis Control Programme Trust Fund was considered separately, the African Region had the 
largest regional budget of the Organization. The relative heights of the columns on charts would have been 
similar 10 or even 20 years previously, indicating that the flexibility for switching allocations between regions 
was virtually nil. 

The next chart, in which the approved programme budget for 1992-1993 was compared with the proposed 
programme budget for 1994-1995，showed that the total proposed increase in the regular budget was about 
US$ 137 million. A further chart showed the evolution of the level of WHO effective working budgets from 
1976-1977 to 1994-1995 in nominal terms. The effective working budget had risen from US$ 286 million in 
1976-1977 to US$ 872.5 million in 1994-1995, but not in a linear fashion. Although a slight upward curve was 
apparent, that was not descriptive, as inflation rates, exchange rates and other changes had to be taken into 
consideration. 

In the next overhead projections shown, a colour code had been used to show real increases and 
decreases and two types of cost factor: inflationary increases and increases or decreases in rates of exchange. 
The definitions of those terms and the methods of calculating them were based on United Nations practice, 
which might differ from those of Member States. For example, a real decrease meant that an activity had 
been cut out of the WHO programme budget, for various reasons - but in no case on the grounds that it was 
no longer necessary. The reason for real reductions in the 1994-1995 programme budget had been to prevent 
cost factors from rising too high. Within a particular country, drastic changes could occur, whereby an item 
disappeared or a new one was selected. 
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The chart entitled "Evolution of the level of WHO effective working budgets in real terms" illustrated 
zero growth. The real level in 1976-1977 had been US$ 286 million and that proposed for 1994-1995 was 
US$ 264 million, showing a slight real decrease over the two decades. A chart labelled "Changes in the 
biennial programme budgets in real terms" showed zero and negative growth since 1976-1977 in monetary 
terms. In 1988-1989, major changes had taken place which had resulted in a real reduction of 
US$ 21.9 million; in 1994-1995, a real reduction of US$ 18.4 million was proposed in order to hold down the 
level of the forecast increases in costs. 

The next chart, showing the breakdown of the increase in the effective working budget proposed for 
1994-1995 compared with 1992-1993, was of central importance. An increase of 18.7% was proposed over the 
1992-1993 budget, of which 5.76% related to shifts in rates of exchange. Dr Kossenko had referred to changes 
in the currency markets since the budget had been prepared. The budget proposals had indeed been based on 
the rate of exchange for the US dollar in October 1992，which had been one of the lowest in the recent past. 
Since that time, the US dollar had improved against all six of the major non-dollar currencies used by WHO • 
those of five regional offices and of WHO headquarters (the currency of the Regional Office for the Americas 
being the US dollar). If the budget were to be prepared today, all of the 5.76% set aside for rates of exchange 
would disappear, and the total increase would be reduced to 13%. The problem of exchange rates would be 
reconsidered, as it had been two years previously, in May, when the situation at the time of the World Health 
Assembly was clear. A recalculated budget would then be presented to the Health Assembly. If the US dollar 
maintained its strength, many of the figures for changes in exchange rates in document PB/94-95 would not be 
applicable at the time of the Assembly. The representation on the chart of a 2.5% decrease in the budget in 
real terms and a 15.46% increase to account for inflation should be considered together. Inflation represented 
normal increases in costs; as the budget was for two years, the average annual increase was about 7.5%. In 
fact, it had been calculated, from a detailed survey of the demands of regional and country programmes, that 
an increase of over 18% would be required if the same programme delivery was to be ensured in the face of 
increased costs. The figure had been kept down to 15.46% as part of a continuing effort to contain budget 
growth, a practice euphemistically known as cost absorption. In reality, it meant that WHO would be unable to 
undertake all the activities in the proposed programme budget. In addition, still in an effort to keep costs 
down, the figure of 15.46% for inflation was further reduced by the 2.5% reduction in real terms. A true 
picture of the increase accountable to inflation was thus as follows: an increase of over 18% had been 
required, 15.46% was proposed, and that was further reduced to 12.96% by the real reduction of 2.5%. A 
figure of 12% for inflation had been discussed earlier by the Programme Committee. After discussions with 
the Regional Directors, however, it had been recognized that that figure would have an unacceptable effect on 
programme delivery. The Director-General had therefore authorized a further 1% increase in costs, to be 
spread evenly among locations, to permit activities that would otherwise have had to be further "absorbed". 

The next chart, "WHO regular budget: Estimated absorption in PB/94-95", showed how much costs were 
absorbed in each part of the Organization. The chart suggested that the Americas had absorbed none of the 
costs; however, when real reductions were laid over cost absorption, that office was seen to be in a similar 
position to the others in relation to cutting back. In the whole Organization, cost absorption and real 
reduction together represented a reduction of US$ 39 million, which would keep down the contributions of 
Member States. 

The chart entitled "Increases due to inflation in the biennial programme budgets" gave a comparison over 
the eight financial periods from 1980-1981 to 1994-1995. The figures were the actual percentage increases 
obtained; more had actually been needed in every biennium. The next chart showed the increase over 1992-
1993 proposed for global and interregional programmes in 1994-1995 and the amount needed to make up the 
deficit in money set aside for inflation in earlier years. 

The additional US$ 42.3 million proposed for 1994-1995 in a chart entitled "Exchange rate adjustments in 
the biennial programme budgets", would probably not appear in the final version of the programme budget, in 
view of the strengthening of the US dollar. The chart showed the dependence of the budget level on the 
strength of the US dollar. The next chart, "Appreciation (depreciation) of currencies in 1994-1995 compared 
with 1992-1993", showed how the main currencies in which WHO operated had been affected by the value of 
the US dollar. As had been mentioned by the Regional Director for South-East Asia, one currency had 
depreciated against the US dollar, but none of the others had. 

A chart showing the proposed use of the effective working budget for 1994-1995 by appropriation section, 
with breakdown of support services, referred to the regular budget. The largest proportion (31.73%) was 
accounted for by health system infrastructure; health promotion and care represented 17.24%; disease 
prevention and control, 12.36%; direction, coordination and management, 12.11%; and health information 
support, 6.36%. Support services (20.2%) could be broken down into personnel, general administration and 
services (the largest component of support services), budget and finance, and equipment and supplies for 
Member States. Health information support was also part of support services and comprised programmes such 
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as the library and publications. The chart showed only five appropriation sections; there were, in fact, more 
than 50 three-digit computer codes that were used for WHO programmes, but those could not all be shown in 
a pie diagram. Within particular programme budgets, the relative percentages used for different elements 
could change dramatically, depending on the extrabudgetary monies available. The largest individual 
programme budget, for example, was not shown on the regular budget chart. That was the Global Programme 
on AIDS, almost wholly financed from extrabudgetary resources. 

In the chart entitled "Proposed use of the WHO effective working budget for 1994-1995 compared with 
1992-1993", the differences shown in the share of the budget for global and interregional, country and 
intercountry activities between the two financial periods were due almost entirely to changes in exchange rates. 
The share for regional activities would remain about the same. The interesting feature of the diagram was not 
so much the difference between the two periods, but the relative proportions of the budget used for the 
different sectors. In 1978-1979, a decision had been taken that global and interregional activities should never 
represent more than 40% of the budget and that the combination of the other three sectors should represent 
60% or more. That decision had been respected. 

The trends illustrated in the diagram entitled "Distribution of WHO budgets 1976-1977 to 1994-1995 
between regions and global and interregional activities" were primarily a result of inflation and the variation in 
exchange rates; the differences did not reflect any change in policy. "Regions" in the diagram meant regional 
office and country activities - i.e., the totality of activities outside headquarters - and the diagram would form a 
useful background to a discussion of the appropriate ratio of expenditures between headquarters and the 
regions. 

The next chart illustrated the increases or decreases by organization level in the proposed programme 
budget for 1994-1995 as a percentage of 1992-1993 allocations; that meant real increases or decreases, as well 
as the increases resulting from inflation and exchange rate fluctuations for country, intercountry, regional, and 
global and interregional activities. It showed that the only area of the regular budget that had not suffered a 
real decrease was the country programmes, in conformity with a decision taken to protect them from a real 
decrease. The real decreases in all the other areas had been made in an effort to offset the expected 
inflationary increases. 

The final chart, "Financing of the 1992-1993 and 1994-1995 budgets", explained why the increase of some 
21% in contributions between 1992-1993 and 1994-1995 was greater than the 18% increase in the regular 
budget between the two periods. The chart showed that a reduction in casual income and U N D P support costs 
was expected, thus requiring a greater proportion of the budget to be covered by contributions. The large 
decrease in casual income was expected as a consequence of difficulties in payment of contributions. The 
lower the level of casual income, the less money could be returned to Member States, and the more they would 
have to pay. The situation with respect to casual income would be examined again prior to the Health 
Assembly; perhaps there could be some improvement. Compared with about US$ 25 million available in 
1992-1993, the current estimate for 1994-1995 was about US$ 9 million. Any improvement depended on the 
payment of contributions by Member States. 

The Programme Committee had made a number of suggestions for changes with respect to global and 
interregional programmes. The Director-General had accordingly convened a meeting with the Assistant 
Directors-General to review those programmes, with the result that the provision for Technical Discussions 
during the Health Assembly had been eliminated, releasing US$ 120 000; changes had been made in WHO's 
general programme development and management; allocations had been increased for health situation and 
trend assessment, for district-focused public health care, for the Advisory Group on Nursing and Midwifery, for 
community water supply and sanitation, and for an additional meeting of the WHO Scientific Group on 
Pesticide Residues. Other major modifications provided for increased operational activities in disease 
prevention and control, particularly immunization, where the budget allocation had been increased by 
US$ 100 000，similar amounts being added for tropical disease research and for diarrhoeal diseases, while 
US$ 200 000 had been added for increased programme activity on national cancer policies. A more detailed 
explanation of the responses to the suggestions of the Programme Committee could be given during the 
Board's consideration of individual programmes. 

Dr LA RIVIÈRE appreciated the efforts made by the Director-General, Mr Aitken and the Secretariat to 
respond to the wishes expressed by the Programme Committee. The adjustments made were most welcome 
and would benefit the programmes concerned. Acknowledging the endeavour to maintain zero real growth in 
the regular budget, he said that the principle of no growth was equally applicable to all the specialized agencies 
of the United Nations and should not be understood as intended to penalize WHO or to downgrade health as 
part of development. Rather, zero real growth should be seen in relation to the overall work of the United 
Nations and the mandate of WHO. That the expertise, competence，and managerial and administrative ability 
of WHO were recognized by the international community was evident from the high level of voluntary 
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contributions, which demonstrated confidence in the ability of the Organization to use the funds well for the 
benefit of Member States. 

Most of the voluntary contributions were utilized for programme activities, i.e. primarily for disease 
prevention and control. In recent years, those contributions had compensated for reductions in resources for 
programme delivery that were often made at the end of a biennium owing to the late payment or non-payment 
of contributions. Some questions therefore arose with respect to the regular budget, despite the fact that as a 
whole it could be described as representing zero real growth. For example, what was meant by "catching up" 
on page C-74, paragraph 12, and elsewhere in document PB94/95? It appeared to refer to a rolling deficit 
carried over into the next biennium. In the past, WHO had been urged to live within its means, to try to limit 
its commitments to anticipated revenues. In order to prevent the Organization from becoming bankrupt in 
terms of cash flow, however, the previous biennium had had to be financed by massive borrowing from internal 
funds. Those advances had，of course, to be repaid with current biennium income (in other words, from 
contributions) and must have had a great impact on available casual income since an empty account earned no 
income. The Organization should not adopt a practice of rolling deficits over into future budgets. 

In examining the budget, the Board would surely look at the factors used in calculating overall cost 
increases. The impact of some factors, such as exchange rates, would only be known in May but there were 
reasons for optimism. Other factors, such as inflation，had to be scrutinized carefully because cost increases 
applied differently to various items. A comparison of the draft programme budget document presented to the 
Programme Committee with the document submitted to the Board, which included a recosting of various 
elements, showed that there had been significant increases in the costs for planning and management for every 
global and interregional activity, reflecting most of the staff costs. The inflation factor was over 30% on 
average, reaching more than 60% for programme 13.14. In order to maintain an overall inflation figure of 
around 15%-16%, stringent cuts had been made in many programme areas. There had been a trend in recent 
years for staff costs to immobilize an increasing percentage of available resources at the expense of programme 
implementation. That trend, combined with the impact on programme resources of unpaid contributions, left 
the Organization with staff to conduct global and interregional activities but a lack of funds for programme 
implementation, apart from extrabudgetary resources. While he did not insist that the average inflation figure 
for global and interregional activities should apply uniformly to all budget line items, the Board should look 
carefully at the need for a balance between the human resources available to WHO and the capacity for 
programme delivery. In mid-1991, when the Organization had been experiencing particular financial 
difficulties, the available programme resources per capita had been in the range of US$ 3000-US$ 4000, 
enough for one trip outside Geneva to provide advisory services. Such a situation led to frustration and job 
dissatisfaction. Staff wished to carry out the work of the Organization, but were held back by lack of 
wherewithal. The intention behind the large staff-cost increases should therefore be reviewed. 

Dr SIDHOM thanked Mr Aitken for his presentation, which facilitated understanding of the programme 
budget for 1994-1995. It was clear that the main requirement was to find more resources, whether budgetary 
or extrabudgetary, for programme delivery. But other sectors that had an impact on health, such as agriculture 
and nutrition, and the United Nations agencies concerned with those sectors must also be involved so as to 
ensure that their resources and programmes would contribute to the improvement of health, thus reducing the 
need for expenditure on health problems. Current international efforts in that direction were commendable. 

The regular budget income arose from the contributions of Member States, which were paid on the basis 
of acceptance of the proposed programme budget of the Organization. He wondered how far the 
reformulation of the budget in accordance with certain priorities, in particular to respond to the needs of 
countries in greatest need, was acceptable under the mandate given by Member States. Secondly, referring to 
the high percentage of the budget devoted to staff costs, he asked whether the effectiveness of the 
Organization could not be improved by making reductions in headquarters costs and directing funds towards 
programme implementation at the country level. 

Mr VARDER expressed agreement with the general tenor of Dr Larivière's remarks, especially 
concerning the high staff costs. In earlier years, the Board had been hampered in its consideration of 
programme priorities by a lack of transparency and of explanation. The proposed programme budget for 1994-
1995 was a step in the right direction, and Mr Aitken’s presentation had been illuminating. The present 
discussion might, however, have more usefully taken place after discussion of item 9, since the report of the 
Working Group on the WHO Response to Globar Change would be highly relevant. Further improvements 
could be made in terms of transparency and of explaining priority orientations. 

Another question to be discussed was the distribution of resources between headquarters and the 
regions, and among the regions. The relative allocations appeared to have remained virtually static over the 
past 15 years, indicating that the Organization did not have the necessary flexibility to react or respond to 
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changes in the world. Obviously, reallocations should only be made on valid grounds, but as a start he 
recommended that headquarters expenses should be reduced by some 5% over the 1994-1995 biennium, 2.5% 
each year. Such a reduction would both signal the Board's future intentions, without damaging activities at 
headquarters, and make available some US$ 16 million for other purposes, such as meeting the special needs 
of the European Region. 

The meeting rose at 12h30. 



FOURTH MEETING 

Tuesday, 19 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Documents EB91/2, EB91/3, EB91/4, 
EB91/INF.DOC./1, EB91/INF.DOC./2 and EB91/INF.DOC./3) (continued) 

Dr MASON thanked Mr Aitken for his clear presentation of the proposed programme budget. He was 
particularly pleased to note that the Director-General had welcomed the establishment of the Working Group 
on the WHO Response to Global Change. Its findings would afford WHO the opportunity to make the radical 
changes necessary and，with the backing of the Executive Board，would provide an effective buffer between the 
Director-General and political pressures that might be brought to bear in connection with the changes 
recommended. He also welcomed the transparency of document PB/94-95, which was in line with the 
Programme Committee's recommendations and permitted a better understanding of WHO's operations. He 
was satisfied that, by and large, major reductions had not been made in country level activities and that the 
budget still reflected zero real growth, in which connection he fully endorsed the remarks of Dr Larivière, 
Dr Sidhom and Mr Varder. 

He was, however, concerned that uncontrolled costs resulting from an over-protective policy with regard 
to administrative staff at headquarters and in the regions, as well as overhead costs and pensions, would in the 
long term, if not in the immediate future, adversely affect programme activities and the Organization's ability 
to influence health matters. Furthermore, there were numerous references in document PB/94-95 to 
reductions that could not be absorbed, with no clarification of their impact on programmes. Thus deficits were 
accumulated from one biennium to another. In that connection, the Board needed to be more disciplined in 
providing guidance to the Secretariat by helping to identify and implement reductions, such as those suggested 
at the meeting of the Programme Committee in August 1992. Although aware that the Secretariat had spent 
time examining those reductions, he was not certain that they were reflected in the proposed programme 
budget. 

Admittedly, it was difficult to evaluate programmes and gauge achievements, but the proposals before the 
Board did not relate expenditure to expected quantifiable results. It was therefore almost impossible to 
identify low priority areas. Future budgets must lay greater emphasis on the need for programmes 
implemented at headquarters as well as at regional and country level to achieve quantifiable results tending 
towards the goal of health for all. Such results should be the basis for establishing programme options and 
priorities in times of crisis when reductions were necessary. 

Unless the Board stepped up its assistance to the Secretariat and changed its approach to the budget, the 
Organization would ultimately find itself with a large administrative staff, decreasingly effective programmes 
and diminished success in respect of its health-for-all objective. It should therefore look into ways of reducing 
or eliminating low priority items with a view to arriving at a more acceptable programme budget. 

Dr VIOLAKI-PARASKEVA expressed appreciation of document PB/94-95 and commended the 
Assistant Director-General on his presentation of the proposed programme budget, which had introduced 
greater transparency. Recalling that, over recent years, it had been WHO's policy to adopt a zero growth 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6，Implementation of 
resolutions. 
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budget in order to maintain contributions from Member States at a low level, a practice rendered possible by 
funding from casual income, she asked how a zero growth budget could be achieved with the reduced casual 
income currently available. Members might need to reassess the real needs of the Organization when 
examining the proposed programme budget. In conclusion, she enquired how the programme budget tied in 
with the Ninth General Programme of Work. 

Dr CALMAN thanked the Assistant Director-General for his helpful presentation, but suggested that the 
proposed programme budget might be addressed from a different standpoint. Table 4, on pages A-33 to A-38 
of document PB/94-95, provided a breakdown of the budget and details of individual programmes. However, 
issues behind individual programmes, such as priorities, balance and value for money, had also to be taken into 
account. The Working Group on the WHO Response to Global Change had recognized the need for more 
specific objectives in relation to individual programmes, together with methods for evaluating their results. 
Without such targets and assessments of results, which should indicate the scale of change required and 
broadly, the resources needed in terms of staff, expertise and funds, it would be difficult to ensure the efficient 
management of available resources. For instance, the Working Group had noted that the bulk of the AIDS 
budget was funded from extrabudgetary resources. Furthermore, it had queried how the allocation amounting 
to 0.43% and 0.55% of budget resources for the diarrhoeal diseases and tuberculosis programmes respectively 
had been established. Those were a few of the issues that the Working Group thought merited closer attention 
in the review of the programme budget. 

In its discussions, the Working Group had considered the need for policy analysis assistance to the 
Director-General and Secretariat. Moreover, when reviewing the regular budget, it would be essential to take 
extrabudgetary funds into account. Lastly, the Group considered that links with funding bodies such as the 
World Bank were crucial for the optimum use of resources. He concluded by stressing the need for the Board 
to address such matters in order to assist the Director-General and Secretariat in achieving the Organization's 
overall goal of health for all. 

Dr SARR stressed the concern expressed by many members of the Regional Committee for Africa 
regarding the reductions in the proposed programme budget. He shared that concern, more particularly with 
regard to substantial cuts proposed in the health promotion programme, especially in the light of the current 
status of AIDS. 

He was also concerned about the proposed increase in contributions from Member States. Recalling the 
problems encountered during the Forty-fifth World Health Assembly following proposals for the application of 
Article 7 of the Constitution to countries in arrears, he feared that the proposed increase in contributions 
might have the effect of reducing the Organization's regular budget, given that the financial situation in the 
countries in question had deteriorated still further. In view of the low level of resources available, by way of 
solution it had been suggested that cuts should be made in certain programmes and efforts concentrated on 
priority programmes which the Organization could manage with the resources available: he inquired what 
progress had been made in that regard. 

Mr DOUGLAS joined in commending the Assistant Director-General on his clear presentation and 
useful comparative analysis of resources allocated for the 1992-1993 and 1994-1995 bienniums respectively. 
Nonetheless, he was still concerned at the actual level of resources available, particularly in the light of earlier 
comments by the Regional Directors regarding the difficulties encountered in implementing projects. He 
considered that the possibility of making adjustments to the proposed programme budget, within the 
framework of the budget originally approved, should therefore not be ruled out. A "catch-down" approach 
would be preferable to "catching up"; in other words, a given biennium's allocations would go specifically to 
programmes, and not serve, at least in part, to offset the accumulated deficits of past bienniums. 

With regard to specific appropriations, he was especially disappointed by the paucity of the allocation to 
the combat against AIDS. So far the world had seen only the tip of the iceberg as far as the AIDS pandemic 
was concerned. The likelihood that a suitable vaccine or cure would not rapidly be found must be squarely 
faced, and adequate provision made to cope with an inevitable increase in the number of people infected with 
HIV/AIDS. Further reflection on that matter was clearly called for. 

He also expressed concern regarding the resources earmarked for mental health programmes. Cases of 
mental illness，particularly among street people, were prevalent in many countries. Some provision for the 
rehabilitation of the mentally ill must therefore be made. Another major area of concern was water supply and 
sanitation, as borne out in the statements by many of the Regional Directors. 

Noting that the proposed appropriations for health system infrastructure were considerably less than 
those for programme support, he urged that a further analysis of the matter should be made and suggested 
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that some adjustment might be justified, particularly as administrative costs were always high in the health 
sector. 

Concerning the promotion of environmental health, the risk of diseases like cholera spreading should not 
be underestimated, so adequate preparedness and infrastructures were required. In conclusion, it was essential 
for WHO to define its priorities in order to distribute its limited available resources more effectively and 
ensure that they were actually used for activities programmed for the biennium, in accordance with the "catch-
down" principle he had mentioned. 

Mr RUKEBESHA said that, in the normal course of events, an organization defined its priorities and 
then embarked on the preparation of its budget. Yet it was his impression that the Board was considering the 
programme budget before WHO's priorities had been agreed upon. In consequence, some of the proposals 
that were being made failed to take due account of the Organization's major preoccupation, namely, the 
serious inadequacy of the regular budget and the need to find additional resources. 

Only after the programme of work for the coming biennium had been fully elaborated would the Board 
be in a position to determine whether the budget estimates were realistic or in need of revision and whether 
the budget would adequately meet projected health care needs. 

Dr KOMBA-KONO stressed that, though malaria currently accounted for approximately 47% of all 
deaths due to vector-borne and parasitic diseases in the developing countries, and thus constituted a public 
health problem of extreme gravity, resource allocation for its control rarely reflected that fact. WHO 
continued to devote significant amounts of regular and extrabudgetary resources to AIDS programmes. Did 
not malaria control merit equivalent attention? 

The CHAIRMAN, noting the importance attached to transparency and to the clear identification of 
priorities, suggested that it mi¿it be useful for the Executive Board to be provided with a document which 
compared the various organizations of the United Nations with respect to the regular and extrabudgetary 
components of their budgets. 

Mr AITKEN (Assistant Director-General) concurred that it was important to ensure that staff had 
enough resources to carry out their activities. In preparing the budget, an attempt had been made to maintain 
an overall equilibrium between staff and activities. The Director-General had also made it clear in discussion 
with the Assistant Directors-General after the Programme Committee had met that funds should be 
reallocated to activities, rather than to staff. 

While he had been able to provide the Board with a detailed analysis of the amounts disbursed by the 
Organization for its various programmes, he had not presented information about the resources being spent on 
health care projects by other agencies. Nor was there comprehensive information on how WHO was helping 
to mobilize those resources, a role it would be called upon to play with increasing frequency in the future, as 
other international organizations became more active in the health field. He would in future try to provide a 
conspectus of the health care expenditures of major organizations. 

It had been suggested that 5% of the budgetary allocation should be shifted from headquarters to the 
regional offices. That would be a political decision which would require careful reflection and debate. 

There was little hope of achieving the level of casual income that had been reached in the previous 
biennium. Owing to political crises and economic turmoil in many regions, the current contribution level would 
be lower than that in previous years, meaning that there would be less funds available to return to Member 
countries. 

He agreed that it was important to pay attention to cost increases. Two different positions had been 
taken by the Board: some members had expressed concern about zero real growth and its impact and some 
about keeping cost increases down. Any legitimate cost increases that were not granted would result in a 
hidden real reduction, i.e. less than zero real growth - unless the costs were absorbed by raising productivity or 
by changing the Organization's work methods. 

Mention had been made of Article 7 of the Constitution, which related to the non-payment of assessed 
contributions to WHO and suspension of voting rights. It was true that if Member States were required to pay 
substantially higher contributions, the number of States unable to meet their commitments would probably 
increase. WHO used the United Nations formula for assessing contributions and was striving to keep a lid on 
membership dues. However, an insufficient level of contributions usually meant that the Organization was 
obliged to borrow from its own internal resources in order to meet regular budget requirements. 

The across-the-board 1% reduction in programmes at headquarters had been used to meet additional 
needs in certain other programmes, and that was reflected in each of the five priority areas established by the 
Director-General. 
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The "catch-down" idea mentioned, which consisted of treating each biennium as a discrete entity with no 
carry-over, was of considerable interest to budget specialists and was of course desirable in an ideal world. 
However, such an approach meant adopting realistic cost figures for each programme budget, completely 
eliminating any programmes for which resources were uncertain, and accurately predicting future rates of 
inflation. 

He agreed that the budget should be based on priorities determined in advance, rather than in 
retrospect. The Eighth General Programme of Work and the recent evaluation of the health-for-all strategy 
had set forth the priorities which had guided the preparation of the proposed programme budget. 

The allocation to the programme on malaria would be looked at during the discussion on that 
programme. 

Dr JARDEL (Assistant Director-General) said that the proposed programme budget had been prepared 
while work was proceeding on the Ninth General Programme of Work. While considerations relating to the 
latter had certainly been incorporated into the programme budget, it had not been possible to ensure that the 
two were completely parallel. In essence, the programme budget could be viewed as a transition to the Ninth 
General Programme. At the same time, both entities reflected the results of the evaluation of the 
health-for-all strategy, as demonstrated notably by the decision to aggregate certain programmes, the response 
to the priority areas defined by the Director-General, and the emphasis on the relation between health and 
socioeconomic development and on emergency relief operations. 

Dr KO KO (Regional Director for South-East Asia) said that he would endorse in principle the proposal 
to shift 5% of the budgetary allocation from headquarters to the regional offices, but wondered how that 
particular figure, which would affect a great number of people, had been arrived at. 

Also, since the programme budget document for 1994-1995 was the final outcome of consultations at 
country, regional and headquarters levels based on the guidance given by the Programme Committee in July 
1991，and since the proposals for global and interregional activities had again been scrutinized by the 
Committee in 1992, it was inadvisable to make cuts at the present time. Careful study and planning for the 
future were called for. 

In his view, the most important aspect of programme delivery was the need for close cooperation and 
teamwork between headquarters, the regions and the countries. Teamwork, rather than the allocation of 
personnel, was the key to programme implementation; moreover, an effective headquarters was essential to 
the proper functioning of any organization. 

Dr LA RIVIÈRE said that, according to his calculations, inflationary increases would amount to 16.4% at 
the global level, 18.3% at the regional level and 13.5% at the country level; he assumed that a "catching-up" 
component had been incorporated at each level. Detailed information was available as to the impact of 
inflationary factors on the coming biennium. However, minimal information had been provided on the 
"catching-up" factor since that represented a carry-over from the current biennium, and the figure would not be 
available until the end of the financial period. In his view, more emphasis should be placed on the 
ramifications of the "catching-up" factor. In addition, he wished to know why the Organization was unable to 
make calculations on the basis of the inflation factors included in the current budget, especially at a time when 
inflation in many parts of the world was actually decreasing. 

Dr MASON observed that under Step 18 (Budgetary increases by main category of expenditure) of the 
analytical framework for budgetary analysis (document PB/94-95, page A-20) an increase of 27.57% for the 
category of salaries and common staff costs was provided for. Most Member States were currently 
experiencing some form of recession and were consequently holding the line on salaries. He wondered, 
therefore, whether the projection of 27.57% was actually necessary. In addition, it was not clear why a 21.89% 
increase in general operating expenses had been proposed. It was going to be very difficult to persuade 
Member countries to endorse the proposed budget unless very clear explanations were provided. 

Dr MONEKOSSO (Regional Director for Africa) remarked that as Members of WHO, States 
recognized the United Nations common system of salaries, allowances and other benefits and the need to 
comply with United Nations regulations regarding staff costs, which at times caused them difficulties. For 
example, countries had to grant any salary increases decided on at United Nations headquarters, even if such 
increases had not been anticipated in their budgetary allocations. As a result, there were often not enough 
resources left over to implement all the activities planned. 

It might be appropriate for the United Nations General Assembly to review its system of determining 
personnel costs and make it more responsive to the needs of countries in times of economic stress. 
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Dr BENGZON recalled that at the previous meeting Mr Varder had suggested that it might have been 
appropriate to introduce agenda item 9, on the report of the Executive Board Working Group on the WHO 
Response to Global Change, prior to discussion of the proposed programme budget, since it might have 
budgetary implications in connection with the concerns mentioned by Dr Mason and Dr Calman. 

Mr AITKEN (Assistant Director General), replying to Dr Mason's first question concerning the table 
shown on page A-20 of document PB/94-95, said that one reason why there was such a considerable increase 
in salaries and common staff costs was that the exchange-rate component was included: the salaries and staff 
costs in column (c) were split into increases due to inflation and those resulting from adjustments to rates of 
exchange. Owing to the weakening of the dollar, salaries had had to be adjusted in accordance with the United 
Nations common system, which WHO was legally obliged to follow. Approximately one-third of the 
27.57 percentage in column (e) was accounted for by exchange-rate adjustments. However, the true figure for 
the increase due to inflation was around 20%, which was admittedly high, but took into account the fact that in 
the current biennium only 10% had been allowed for to meet higher costs, and provision had therefore to be 
made in order to "catch up", unless real reductions were to be made in expenditure. 

He shared Dr Larivière's concern for more penetrating analysis at the various organizational levels; that 
was a point which might be further considered at the end of the discussion on WHO's general financial 
situation. 

The CHAIRMAN said that Dr Bengzon，s point had been raised during the preparation of the Board's 
agenda, but that he was confident that the concerns alluded to would be adequately addressed when the Board 
came to discuss the report of the Working Group, later in the session. 

He invited the Board to consider the proposals for the financial period 1994-1995 on a programme-by-
programme basis, with due reference to the basic document and to other background documents as 
appropriate. 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1) 

Governing bodies (Programme 1) (Document PB/94-95, pages B-1 to B-9) 

Dr LARIVIÈRE drew attention to document EB91/21, which dealt with the method of work of the 
Health Assembly and which would have a direct impact on the Organization's budget. In non-budget years it 
would seem to be acceptable to conclude the Assembly not later than the Thursday morning of its second 
week, thus enabling the Board to hold its session at the end of that week. 

Dr CALMAN asked whether a one- or two-day reduction in the duration of the World Health Assembly 
could be quantified in financial terms. 

Dr MONEKOSSO (Regional Director for Africa), referring to programme 1.3, Regional Committees, 
said that the Regional Committee for Africa had adopted a resolution which could lead to considerable 
savings, since Member States had for the first time agreed that the costs of holding a session of the Regional 
Committee would be borne by the host country. For 1994 Botswana had agreed to act as host, thus saving 
some US$ 400 000. 

Mr AITKEN (Assistant Director-General) said that the savings accruing from a reduction in the duration 
of the Health Assembly in non-budget years were set out in paragraph 6 of document EB91/21, but that the 
savings of US$ 200 000 could be offset by any night meetings necessitated by a shorter session, since each such 
meeting cost approximately US$ 100 000. The cost of rental of offices and the Assembly Hall in the Palais des 
Nations would be unaffected. 

Dr LARIVIÈRE said that the objective of such a reduction in costs should be to provide more funds for 
programme activities. 

Mr AITKEN (Assistant Director-General) replied that, with regard to procedure, the Board could make 
a recommendation to the Health Assembly under agenda item 11，Method of work of the Health Assembly, 
and the Health Assembly could then take a decision. The Board, was, however, free to discuss potential 
allocations for the funds which might thereby be released. 
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WHO'S general programme development and management (Programme 2) (Document PB/94-95, 
pages B-10 to B-33) 

The CHAIRMAN noted that no member of the Board wished to comment on programmes 2.1 to 2.6. 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) 

Health system development (Programme 3) (Documents PB/94-95, pages B-34 to B-54, and 
EB91/INF.DOC./2) 

Programmes 3.1 to 3.4: Health situation and trend assessment; Managerial process for national 
health development, including intensified cooperation with countries and peoples in greatest 
need; Health systems research and development; and Health legislation 

Dr LARIVIÈRE, referring to programme 3.2, Managerial process for national health development, 
including intensified cooperation with countries and peoples in greatest need, drew attention to document 
EB91/INF.DOC./2, which was concerned with the role of the Office of International Cooperation. The 
establishment of the Office represented a very valuable initiative which should be strengthened in every 
possible way. It would, however, be useful to specify the criteria used in defining "countries in greatest need". 

Efforts should be made to facilitate the development of health plans and strategies in countries which 
were not well provided for in that respect, and the approach should be integrated with policy planning and 
programme development in other sectors. As the capacities of the Office expanded, the number of countries 
within its purview could also be increased. 

One concern, raised in the Programme Committee, was that the Office should continue to operate at the 
global level, funded through cuts in global programmes in line with the Director-GeneraPs instructions, to 
mobilize resources from within programmes to benefit countries in greatest need, which he endorsed. It would, 
however, be advisable for the Office and countries to work more closely together through regional structures to 
ensure that the philosophy of the initiative for intensified WHO cooperation was reflected in country planning 
and in the country allocations of programme budgets, two processes that were currently separate but that 
would benefit from interaction. Programmes at all levels would undoubtedly benefit from the Office's planning 
and economic and management strengthening approaches. While it would be difficult at the present stage to 
insist on such an approach to budgeting for countries targeted for intensified cooperation, since the relevant 
mechanisms had barely been developed, that should be the course to pursue in the future. 

It had been suggested that the Office of International Cooperation was slowly moving towards the status 
of a special programme since it was attracting undesignated extrabudgetary funds to support its activities. 
However, intensive cooperation was an approach that came fully within WHO's constitutional mandate and 
should therefore continue to be funded principally from the regular budget. Intensive cooperation was a 
priority area since it was directed to countries in greatest need. He urged that bilateral and other channels of 
assistance should be sought rather than multilateral ones since that was more likely to produce the sustainable 
development assistance needed in the long run. If transformed into a special programme, the initiative might 
not be sustainable. 

In most of the regions, the regional Advisory Committees on Health Research (ACHRs) had generally 
given priority to health systems research, the subject of programme 3.3, since that was the field in which 
countries had the greatest need of applied research. He therefore thought that it might be useful to combine 
programmes 3.3 and 7 (Research promotion and development, including research on health-promoting 
behaviour). Programme 7 included the activities of the global ACHR, an internal advisory body to the 
Director-General, which included health systems research on its agenda. The global ACHR had little input to 
WHO's special research programmes, which reflected the collective priorities established jointly by the 
Organization and its Member States. Furthermore, the governing bodies were no more than marginally 
involved in directing the global ACHR，s activities. Focusing on health systems research, health development 
research and the research currently being conducted in various centres would enable a better response to be 
made to the needs of Member States and the priorities of the Organization than the current division of work 
and was more likely to achieve financial savings. 

Mr DOUGLAS agreed that health systems research (programme 3.3) should continue. It was in line 
with the decisions taken at Alma-Ata and the primacy given to primary health care, and with the search for a 
new paradigm for health. However, health systems research should be called upon not only to evaluate the 
progress made towards achieving the kinds of health systems agreed upon but possibly also to examine support 
systems other than primary health care with a view to fostering greater integration and collaboration. In 
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addition, the programme should not be limited to research but should also cover the practical implementation 
of research findings. He could not support Dr Larivière，s suggestion that programmes 3.3 and 7 should be 
combined, since two different areas of research appeared to be involved. It would perhaps be more 
appropriate to combine programmes 3.3 and 4 (Organization of health systems based on primary health care), 
since they were interrelated through their emphasis on systems. Health systems were too important at the 
present time to be glossed over. Research on health systems and the promotion of such systems were not 
merely a question of funding, although that was important; they also called for the development of human 
resources so that such systems might come into being. Cultural differences also had to be taken into account, 
since attitudes to health systems were a significant factor in their acceptance. Some countries had successful 
health systems while others had none and the difference did not necessarily coincide with that between the 
"haves" and the "have-nots". It might also be useful to undertake research on systems that had proved 
successful in disadvantaged countries, since they could well be found of benefit to developed countries as well. 

Dr SIDHOM said that the need for health legislation (programme 3.4) was undeniable in view of the 
impact on health of activities such as the manufacture and marketing of medicaments, environmental 
protection, the manufacture and marketing of food products, and the marketing of toxic substances that could 
be used as drugs. However, in the proposed programme budget, a disproportionately small allocation 
appeared to be made to intercountry activities in view of the importance of intercountry and interregional 
cooperation on the subject. 

He asked whether any instruments were being prepared by WHO on the subjects he had mentioned and 
whether there were any plans to evaluate the extent to which such instruments were used and enforced. 

Dr KUMATE was concerned that the reduction in funding for some important areas of health situation 
and trend assessment (programme 3.1) could adversely affect epidemiological surveillance, which it was 
essential to intensify as the incidence of disease decreased. Furthermore, the surveillance of environmental 
pollution, a major problem in the Americas, needed to be strengthened. Again, unexpected health problems 
often developed in the Americas, as shown by the epidemics of dengue haemorrhagic fever in Cuba in 1981 
and Venezuela in 1990，and the 1991 cholera epidemic. Had a better system of epidemiological monitoring 
been in place, the situation would have been different. Mexico had a bilateral agreement with the United 
States of America on the establishment of a system of epidemiological surveillance that could well serve as a 
model for other regions. 

Dr SAVEL'EV (adviser to Dr Kossenko) said that the activities proposed under programme 3 were 
timely and forward-looking. They were particularly relevant for those countries currently engaged in reforming 
their health services, where success would in large measure depend on the organizational, managerial and 
economic decisions that would underpin such reform. He welcomed the increased interest shown in research 
in that field at the global level by various organizations and other bodies. WHO should strengthen its leading 
role in the area since it had a unique fund of relevant knowledge and experience. The improvement and 
development of health legislation was another very important means of implementing national health-for-all 
strategies. The Russian Federation had greatly appreciated the assistance given by WHO in preparing national 
legislation on mental health and in other fields. He shared Mr Douglas's view that programmes 3.3 and 7 
should not be combined, at least in the near future. Many countries were actively engaged in reforming their 
health systems and were seeking WHO，s assistance in that endeavour. 

Mr BAYARSAIHAN (alternate to Dr Nymadawa) endorsed the proposed allocation of 32% of regular 
budget resources to health system infrastructure, including the managerial process for national health 
development and health situation and trend assessment. He strongly supported activities at regional level 
aimed at the introduction of the International Classification of Diseases. 

The implementation of primary health care was slowing down in many developing countries, and more 
particularly in the poorest ones, because of political conditions and the recession, but at the same time health 
problems were increasing. Furthermore, because of their individual characteristics, countries did not always 
have the same needs. He therefore strongly commended WHO，s initiative for intensified cooperation with 
countries and peoples in greatest need. Weaknesses in health policy formulation and planning, health 
economics, analysis and management were common constraints in the countries participating in that initiative. 
Inputs in those areas generally gave good results quickly, so the initiative should be accelerated and expanded. 
He recommended that appropriate mechanisms should be introduced for the monitoring, evaluation and 
coordination of intensified cooperation activities at all levels, since such activities in any given country ought to 
have a time limit and the expected outcome should be clearly defined. 
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Dr VIOLAKI-PARASKEVA asked how the academic research mentioned in the programme statement 
on programme 3.3 was expected to be translated into everyday activities at all levels. 

Dr LI Shi-chuo said that an increasing number of countries recognized that health legislation 
(programme 3.4) was a very important part of any health system. It was, however, an area of weakness in 
many developing countries. WHO had done much in recent years to help countries, and especially developing 
ones, to draw up health legislation. Further work was still needed, however, and he urged WHO to continue to 
help countries to strengthen their work in the field. More regional and intercountry seminars for the exchange 
of experience would also be welcome. 

Professor JABLENSKY said that programme 3.1 (Health situation and trend assessment) was the mirror 
which WHO should hold up to itself and its Member States; as a source of feedback on the outcomes of many 
programmes, its importance could not be overestimated. The proposed programme budget envisaged at least 
five different groups of activities in that area, each requiring tremendous effort: the development of 
instruments such as the tenth revision of the International Classification of Diseases and the revision of the 
International Classification of Impairments, Disabilities and Handicaps; the development of methodologies, 
e.g. for rapid epidemiological assessment; the training of personnel in countries; the strengthening of national 
statistical reporting services; and lastly, of crucial importance, the monitoring of progress towards health for ail 
at the national, regional and global levels. However, the programme budget document did not explain how 
priorities would be assigned to those groups of activities and what strategy would be applied at global and 
regional level. 

Health situation and trend assessment and health systems research should be linked since there was a 
large overlap between them. Paragraph 25 of the programme statement on health systems research and 
development affirmed that the leadership role of WHO was likely to be challenged in that area. Could the 
Secretariat explain how that forecast had been made and how the health systems research component of the 
programme budget would interact in the future with health situation and trend assessment in view of their 
overlap with regard to methodology? 

Professor CALDEIRA D A SILVA suggested that some of WHO's projects could be left to universities 
and international research organizations if resources needed to be saved. Noting the statement in paragraph 1 
of the programme statement on health systems research and development, which referred to collaboration with 
Member States, he suggested that the words "and with other organizations" should be added. WHO could play 
an effective role in fostering global and regional projects; on the other hand, in some projects, such as those of 
the European Community on health systems research, WHO received financial help because it was considered 
to be a partner in the joint action. 

Mr RUKEBESHA observed that most African countries were involved in structural adjustment 
programmes. Because of insufficient resources, most existing infrastructures were deteriorating, with the result 
that fewer resources could be devoted to new ones and priority had to be given to items of recurrent 
expenditure, to the repair of existing infrastructures, and to computerization, which made it possible to control 
expenditure more effectively. Most of the developing countries were beginning to give preference in 
investment to health research and development, and WHO should also take that priority into account. In the 
charts presented at the previous meeting，the major items of expenditure under the regular budget for 
1990-1991 had been shown; since WHO was striving to upgrade local human resources and make maximum 
use of them in technical and international assistance, he asked whether the budget forecasts for the coming 
biennium could be presented under the major headings of capital investment and technical assistance. 

The CHAIRMAN, speaking in his personal capacity, endorsed Dr Larivière's comment on the Office of 
International Cooperation, but stressed that the approach was still experimental. It was too innovative to be 
generally applicable immediately; in addition, because it was experimental, the maximum amount of 
information, discussion and details were needed to make it intelligible. It was somewhat regrettable not to see 
the contributions expressed in terms of the receiving countries, in other words, from the point of view of what 
happened in the countries benefiting from what was after all a country approach in the programme. With 
regard to research, he echoed the words of a director of a national public health school who had emphasized 
that subjects should perhaps be defined by the agencies whose business they were. Links between health 
administrations, at both the national level and the international level in an organization like WHO, on the one 
hand and research institutes on the other were essential. In too many countries research was dominated by a 
biomolecular approach; while that was indispensable, it did not spontaneously lead to health systems research, 
health research and research in the human and social sciences that would render health policies more effective. 
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It was up to an agency like WHO, just as it was to a health ministry, to strike a fair balance, while respecting 
the autonomy and funding of the institutions responsible for such research. 

Dr JARDEL (Assistant Director-General), replying to questions, agreed with Professor Jablensky that it 
was regrettable that the text of the proposed programme budget did not clearly indicate the priorities given to 
the different elements of the health situation and trend assessment programme: because of resource limitation 
at global and interregional level, WHO had been obliged to limit its priorities to its constitutional obligations, 
in other words, to give priority to international disease classification, administration of international health 
regulations, and follow-up and evaluation of health-for-all strategies. The Organization would attempt to find 
extrabudgetary resources for other aspects. On the other hand, at country, intercountry and regional level the 
proposals gave top priority to strengthening information services at country level. He referred 
Professor Jablensky to document EB91 /INF.DOC./1 for further details concerning the global and interregional 
level. 

Dr Kumate had referred to the need to strengthen epidemiological surveillance, particularly of 
communicable diseases. It was one of WHO's major concerns in relation with the corresponding programmes 
to combat communicable diseases. The health situation and trend assessment programme had participated in 
particular with the diarrhoeal diseases programme in the surveillance of the cholera epidemic in Latin 
America. 

Concerning the health systems research programme, on which, several comments had been made in 
relation to programme 7 (Research promotion and development) and programme 4 (Organization of health 
systems based on primary health care), he quite understood Dr Larivière's concern. With regard to the 
programme structure, which could be changed in the Ninth General Programme of Work, the programme on 
research promotion and development did not have operational responsibility. Its function was above all to 
orient research in general and support the global Advisory Committee on Health Research. Alongside that 
were various research programmes, in particular on health systems, on human reproduction and on tropical 
diseases. Different groupings of those different elements were conceivable; for the time being the structure 
resembled that recommended by Mr Douglas and Dr SavePev, associating programme 3.3 with programme 4 
on strengthening of health systems. For the moment, those programmes were administratively under his 
supervision. 

Replying to Dr Violaki-Paraskeva, who had asked how the results of public health research were to be 
translated into operational terms, he said that WHO did not usually carry out research itself, but tried to 
strengthen national health research capacities. The best way to ensure that research was applied was to help 
countries to do their own research, which they were in a better position to implement. 

Professor Jablensky had asked why the leadership role of WHO in health systems research was "likely to 
be challenged". There were three main reasons: first, the fact that countries were engaging more and more in 
research on health systems and WHO would have to respond more and more to their needs with still limited 
resources; secondly, the fact that more and more United Nations agencies, such as UNICEF, the World Bank, 
and UNDP, as well as other bodies, were showing an interest and developing activities in health systems 
research; thirdly, the existence of a "task force" on health research for development receiving support from 
some 15 countries and contributing agencies, and in a sense challenging WHO's leading role in that field. 
Negotiations to coordinate WHO's action with that group had been started. The question of research would 
come up later in the debate on the programme budget when the Board reviewed programme 7 and the 
summary of the ACHR’s report (document EB91/INF.DOC./3). The Advisory Committee had attached 
special importance to health systems research. Professor Caldeira da Silva had spoken of collaboration with 
other organizations in the field of health systems research; in particular, WHO collaborated with the 
International Clinical Epidemiology Network, the International Programme on Health Policy, and a number of 
nongovernmental organizations. 

With regard to programme 3.4 (Health legislation) and in reply to Dr Sidhom，who had asked about 
evaluation of the use made of instruments distributed by WHO, he said that the Organization collected 
information from countries, disseminated it and, as far as possible, followed up national legislation to see how 
instruments disseminated and those developed by WHO had been used. That had recently been the case, in 
particular, in the fields of organ transplants, breast-milk substitutes and ethical standards for drug development 
and marketing. WHO had supported, within the limits of its resources and at both headquarters and regional 
office level, the analysis and drafting of health legislation in several countries. 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) thanked members of the Board for their 
comments on the initiative for intensified WHO cooperation with countries and peoples in greatest need. 
Resolution WHA44.24, on health promotion for the development of the least developed countries, had 
requested that the Organization should direct more and more support to those countries. The conclusions of 
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the recent second evaluation of the Global Strategy for Health for All confirmed the Organization's policy aim 
of narrowing the gap between the haves and the have-nots. 

Replying to Dr Larivière's question about the criteria for selection of countries to benefit from the 
initiative for intensified WHO cooperation, he mentioned: first, the health needs of the countries’ populations; 
secondly, the commitment of their governments to improving their health status; and thirdly, the urgency of 
each country's situation. In many cases immediate action was necessary. Fourthly, it had also to be considered 
whether countries were undergoing economic adjustment, which sometimes adversely influenced social sectors, 
including health. Those were some of the major criteria. However, since the approach was country-by-country, 
factors specific to each country also had to be taken into account. 

Replying to Mr Bayarsaihan, he said that WHO's internal coordination was being constantly improved, 
and cited the development of concertation mechanisms between the Office of International Cooperation at 
headquarters and the focal points in regional offices. At headquarters, an interprogramme task force had been 
set up involving a large number of operational programmes. In dealing with the initiative for intensified 
cooperation, headquarters was in continuous contact with the regional offices and WHO Representatives. 

In reply to the Chairman's comment on countries actually receiving funds, the reactions of some of those 
countries had already been heard during the general policy review of the Executive Board. He confirmed that 
the full involvement of the countries with WHO at all levels was crucial for the initiative. With regard to the 
possibility, mentioned by Dr Larivière, of developing the initiative into a special programme, as had been made 
clear the initiative had overall priority as one of WHO，s core strategies for a coordinated approach at the 
country level. Bilateral donors and international institutions were also very much involved. For example, when 
WHO undertook a joint mission with the World Bank or some other multilateral or bilateral partner, a 
partnership dialogue was established. Such dialogue and full consultation with governments provided a real 
basis for reviewing the process of WHO country programme budgeting and for intensifying cooperation with 
WHO for strategic action. 

The meeting rose at 17h30. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Documents EB91/2, EB91/3, EB91/4, 
EB91/INF.DOC./1, EB91/INF.DOC./2 and EB91/INF.DOC./3) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued) 

Organization of health systems based on primary health care (Programme 4) (Documents PB/94-95, 
pages B-55 to B-62, and EB91/2) 

Dr LARIVIÈRE said that the Director-General,s report on emergency relief operations (document 
EB91/2) provided an excellent conspectus of the role WHO was playing in that extremely important field. As 
the world population increased, a growing number of people would be living in high-risk areas for both natural 
and man-made disasters, particularly if the equity gap persisted, and WHO would necessarily be called on to 
play its constitutional role in both preparedness and relief operations. 

The United Nations system had recognized the need for very close coordination in making appeals and 
seeking resources for emergency operations and he considered that the Board should urge the Director-
General to support the mechanisms established for the purpose, since they rendered good service to the 
Organization and to the Member States. While some almost entirely health-related emergencies might arise 
for which multisectoral intervention might not be a priority and that would justify the mobilization of specific 
resources by WHO, they were unlikely to be very frequent. As a rule, the United Nations system as a whole 
should see the need for WHO to have generous access to joint funds in order to address health issues. Thus 
far, a significant proportion of WHO's resources had had to be set aside to provide for its response to acute 
emergencies. 

He hoped that there would be no reluctance in WHO to change existing mechanisms and stressed the 
need to work through coordinated measures and common appeals, with WHO receiving the necessary support 
for the activities which fell within its purview. 

Dr KOSSENKO thanked the Director-General for his succinct report on emergency relief operations. 
Unfortunately, the current situation offered little hope that it might be possible to cut down on such activities 
in the near future. His country appreciated the work done by WHO headquarters and the Regional Office for 
Europe for the countries of the former Soviet Union and considered that the scope of the clearing-house for 
medical assistance to those newly emerging States should be expanded to include the territory of the former 
Yugoslavia. 

H e understood the importance of coordinating emergency relief activities throughout the world and of 
developing national potential in that field, without which, whatever the resources released by WHO, it would 
be impossible to solve all the problems. H e advocated concentrating the activity of the Organization to that 
end. 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6，Implementation of 
resolutions. 
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Dr VIOLAKI-PARASKEVA, referring to the organization of health systems based on primary health 
care in general, wondered what balance should be struck within health systems between primary, secondary and 
tertiary health care. It had to be remembered, too, that primary health care was not necessarily less expensive 
than care at the other levels. 

With regard to emergency relief operations, she welcomed the programme proposals and expressed her 
appreciation of the work done by WHO. 

Dr SIDHOM said that the date set for achieving health for all, namely the year 2000, was fast 
approaching, but unfortunately the basic conditions for establishing primary health care were still lacking in 
some countries. The part of the programme budget under discussion should provide for those countries to be 
furnished with the basic means of organizing their health services whereas he saw that, on the contrary, both 
regular budget and extrabudgetary resources had decreased. That raised the question whether extrabudgetary 
funds were always allocated in accordance with the priorities decided by WHO. 

Secondly, noting that many of the disasters, both natural and man-made, occurring at present were 
caused by failure to comply with certain basic rules and precepts, he wondered whether WHO should 
strengthen its collaboration with other sectors so that such incidents could be avoided and a heavy burden 
prevented from falling on health services which did not always have the necessary resources. 

Thirdly, he noted with satisfaction that the various regional offices were tending to promote the 
strengthening of national capacity and national preparedness in order to enable countries to forestall or face 
disasters and reduce their impact. He advocated further strengthening of that area, in addition to the primary 
health care system. 

Dr CHATTY said that, in the endeavour to achieve health for all by the year 2000, it was incumbent 
upon WHO to focus more closely on the essential drugs concept. That did not imply ignoring new 
developments in the field of pharmaceuticals, but making better use of resources available. 

Dr SARR welcomed the importance given to programme 4, since primary health care was the key 
concept in health policies aimed at achieving health for all by the year 2000. The strategy should concentrate 
more on the health district and he was pleased to see that countries had prominence in the programme budget 
allocated to that sector. 

Because WHO was increasingly required to work in disaster relief, he considered that the amount for 
such activities should be increased in order to allow the regions to intervene promptly in emergencies. In the 
programme budget document, however, he was unable to identify the appropriations for such action and 
requested clarification. 

Dr SATTAR YUSOOF joined other speakers in stressing the importance of the organization of health 
systems based on primary health care, but noted that there was a real reduction in resources proposed for the 
coming biennium. What was the rationale for cutting the funds for such a vital sector? 

The CHAIRMAN, speaking in his personal capacity, said that emergency relief was one of the 
mainsprings of dynamic action by WHO and by the United Nations system as a whole. WHO had a mandate 
to take action by virtue of its technical expertise and its responsibility for health in the world, but also the 
nature of emergencies was changing: in addition to natural disasters, intervention was required in an 
increasing number of emergencies due to human activities. In that context, the Organization had a part to play 
within the United Nations system and the Board should guide the Director-General. WHO had conducted 
emergency relief operations in response to specific situations as the need arose, but a global policy was now 
needed for its activities as a central link in a chain of coordinated action. Political will was needed, as well as 
technical expertise. In that connection, a report of the Executive Board Working Group on the WHO 
Response to Global Change would be important. 

Mr AITKEN (Assistant Director-General), replying to questions raised on the subject of emergency 
relief, said in answer to Dr Larivière that WHO fully supported the United Nations collective effort on the 
issue and had been extremely impressed at how such matters had been coordinated since the new Secretary-
General had taken office. 

To Dr Kossenko he affirmed that for WHO the question of national preparedness was one of the key 
elements of emergency action: countries had to be involved from the outset and there was a unit within the 
Division of Emergency Relief Operations to assist with preparedness planning. Regarding the former 
Yugoslavia, the Regional Director for Europe had already mentioned the extent to which WHO was involved 
in activities there, under United Nations auspices. 
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In reply to Dr Sidhom's remark on the importance of working with other sectors on emergency relief, he 
emphasized that WHO participated in the United Nations consolidated appeal system and the Central 
Emergency Revolving Fund and would continue to work with other organizations on a concerted basis. 

The information on appropriations for emergency relief operations sought by Dr Sarr was indeed difficult 
to identify in document PB/94-95. It would, however, be found on page 19 of the background document giving 
details, by programme and activity, of the proposals for global and interregional activities (document 
EB91 /INF.DOC./1) . Most of the funds for emergency relief came from voluntary contributions and arrived 
after the event for which assistance was needed. WHO had been one of the first agencies to draw on the 
United Nations Central Emergency Revolving Fund of US$ 50 million, to which it would have to repay the 
amount drawn once resources were received. 

Dr JARDEL (Assistant Director-General), noting that concern had been expressed about the inadequacy 
of the resources allocated to primary health care, explained that programme 4 was not the only WHO 
programme promoting it. The main aim of programme 4 itself was to develop methods and coordinate efforts, 
particularly with a view to strengthening ministries of health and district health systems and improving the 
economy and financing of health. Among many other programmes that included elements of support for 
primary health care were those concerned with maternal and child health, nutrition, immunization, essential 
drugs and vaccines, and the initiative for intensified WHO cooperation with countries and peoples in greatest 
need. All those elements should be considered as a whole. 

In reply to Dr Violaki-Paraskeva's question on the balance between primary, secondary and tertiary 
health care, he said that in many countries some 70-80% of resources were devoted to secondary and tertiary 
care. There was no evidence of a significant transfer of resources to supporting primary health care. The 
second evaluation of health-for-all strategies considered at the eighty-ninth session of the Executive Board had 
indicated positive developments in most countries in the eight elements of primary health care, but 
unfortunately such developments were not always fully integrated. 

On the question of reduction of allocations to primary health care, he pointed out that the 
extrabudgetary resources reflected in document PB/94-95 included only those already known; it was hoped 
that much more would be made available in due course. The Organization was currently negotiating with 
U N D P and other bodies in that connection. With regard to the regular budget, as explained in paragraph 49 
of the programme statement, reductions at country level reflected priorities of individual countries. At 
headquarters, cuts had been kept to a minimum, although, as part of the general reduction, two posts had been 
abolished. 

Dr KO KO (Regional Director for South-East Asia) added that in the case of the extrabudgetary 
resources, the document reflected only those to be used for execution of projects by WHO itself. A great 
many other activities relating to primary health care that had the benefit of WHO's technical expertise could 
not be shown, since they were conducted with the support of funds provided directly to countries and were 
carried out by organizations of the United Nations system such as UNDP, UNFPA and the World Bank or by 
official donor agencies. 

Development of human resources for health (Programme 5) (Document PB/94-95, pages B-63 to B-69) 

Dr VIOLAKI-PARASKEVA recalled that the Forty-fifth World Health Assembly, in its resolution 
WHA45.5, had, inter alia, requested the Director-General to establish a global multidisciplinary advisory group 
on nursing and midwifery. The first meeting of the Advisory Group had taken place in WHO headquarters 
from 30 November to 2 December 1992. The 17 participants from the six WHO regions had included experts 
in nursing, medicine, public health, health-care planning, economics, education and health systems research. 
The Group had made recommendations in three areas: joint action for WHO and Member States; action 
within WHO; and action needed by countries. 

There were three recommendations in the first area: that there must be a clear vision, associated 
policies and strategic direction for nursing and midwifery services at headquarters, regional and country levels 
of WHO and in Member States; that a strategic action plan should be developed for implementing resolution 
WHA45.5 at all levels of WHO and in Member States; and that a review should be made of the structures 
and resource allocation (human, logistic and financial) at WHO headquarters, in the regions and in countries 
in order to determine their adequacy for that implementation. 

There were four recommendations for action within WHO. First, nursing and midwifery should be 
declared a priority area for WHO action, duly reflected in the Ninth General Programme of Work. Secondly, 
health systems research should be initiated to assess the potential contribution of nursing and midwifery to 
health-care services in the least developed countries and in developing and industrialized countries. Thirdly, 
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the role of the headquarters Coordinating Committee on Nursing and Midwifery should be strengthened and 
consideration should be given to the introduction of a similar mechanism at regional level. Fourthly, nursing 
and midwifery should be proposed to the Executive Board as a possible topic for Technical Discussions at the 
World Health Assembly. 

There were two recommendations for action by countries. First, they should identify a focal point for 
nursing and midwifery services in order to facilitate action on resolutions adopted by the Health Assembly, 
Executive Board and Regional Committees. Secondly, the resources allocated for the implementation of 
resolutions related to nursing and midwifery at country level should more consistently reflect the support given 
by Member States and the World Health Assembly. 

The Advisory Group had also made a number of recommendations of a technical nature. 
For the future, a subcommittee would monitor activities of the Advisory Group and progress in the 

implementation of the recommendations put forward at the first meeting. The Advisory Group would meet 
once a year, the next meeting being scheduled for 1 to 4 November 1993 in Geneva. 

Dr PAZ-ZAMORA wished to emphasize the close correlation between the organization of health 
systems based on primary health care (programme 4), the development of human resources for health 
(programme 5), and also public information and education for health (programme 6). An issue of particular 
importance for some Member States was decentralization. WHO should continue to support national efforts 
to establish mechanisms for decentralization of health systems, acting through ministries of health to guide and 
encou the members of parliament who were ultimately responsible for approving laws on decentralization. 

e the Organization was making great efforts concerning resources for nursing and midwifery, in 
some countries the number of physicians and other higher level medical personnel specializing in public health 
was very small. He wondered what opportunities there were for providing training schools specifically in the 
area of public health, and for ensuring that public health, epidemiology and statistics were not considered as 
marginal specialities best suited to physicians who had failed to qualify as cardiologists or surgeons. Public 
health should not be considered as the last resort, given its considerable importance. To what extent were 
colleges for public health attracting doctors from countries such as his, training them and returning them to 
their own countries? It would also be logical to support the efforts of countries to create their own schools 
reflecting their own specific realities. 

Dr CALMAN emphasized that staff were a key resource in the development of public health care and 
community health. Primary health care and the community orientation of human resource development were 
of vital importance in relation to public health and general practice, and in the United Kingdom those two 
aspects were the key to changing and improving health and the health care system. 

He welcomed the emphasis on nursing and midwifery, as detailed in paragraphs 6 and 7 of the 
programme statement, and commended the Director-General on the establishment of the WHO Advisory 
Group on Nursing and Midwifery, which had met in November 1992. His only concern related to the funding 
of the Group and he would be grateful for reassurance on that aspect. 

Dr LI Shi-chuo agreed with Dr Paz-Zamora that all fields of medicine should be regarded as being of 
equal value. The development of human resources for health had long been a major concern of the 
Organization and Member States, and a large proportion of the budget at all levels had been allocated to it. 
He agreed that, in global and regional planning, training resources should be distributed in such a way that 
shortages in some countries could be compensated by exchange schemes. 

He wished to emphasize that educators and public health workers should participate in the formulation 
of public health policy. Development of human resources for health should include training of administrative 
staff, by which he meant decision-makers at all levels. They in turn should be supported and coordinated by 
high-level officials. 

The Organization should assist Member States in formulating curricula for training. Such cooperation 
should be strengthened and extended to more countries. There was also a need to attract more extrabudgetary 
resources for human resource development. 

Dr DLAMINI said that human resources were a key to progress in strategies for health for all through 
primary health care, but they were not always used to full advantage. In many developing countries it was 
nurses and midwives who carried the major responsibility for delivering services for many priority programmes 
such as family planning, women's health, disease control, nutrition, and water supply and sanitation. In the 
past, resolutions had perhaps not been implemented as effectively as they should have been, and she hoped 
that through the newly established WHO Advisory Group nursing and midwifery resources would be identified 
and used to their full potential. Health for all would become a reality only when the bulk of the population 
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received the health services they desired. She requested the Director-General to make the resources available 
to develop the programme, particularly at country level. 

Dr SARR said that human resource development was of vital concern to countries such as his own. The 
lack of medical personnel and the expansion of the health field meant that more people must be trained, 
including new types of health staff: those with managerial and multidisciplinary expertise. Senegal had 
developed human resource training as a priority. As the previous speaker had said, nurses and midwives were 
at the forefront of health systems. Teaching facilities were expensive, and Senegal had therefore endeavoured 
to concentrate training for the social and health field, at ail levels, in one school. However, he believed that 
the earlier idea of establishing subregional schools in Africa should be revived in order to rationalize the cost 
of training. WHO should help in that connection. Given its medium-term objective of decentralization, 
Senegal had placed special emphasis on training of district teams, able to manage district health systems 
effectively. He was thus particularly gratified at the emphasis being given by WHO to human resource 
development. 

Dr SAVEL'EV (adviser to Dr Kossenko) endorsed the views of Dr Violaki-Paraskeva and Dr Caiman 
and said that the programme in question was worth supporting. In the Russian Federation, the health system 
was being overhauled, as was the system for training various categories of health personnel. He counted on 
WHO to provide recommendations for such training programmes. 

Professor CALDEIRA DA SILVA also endorsed the views of Dr Violaki-Paraskeva and Dr Calman. He 
was worried about the programmes for training nurses in central and northern Europe. He also expressed 
surprise that, as indicated by Mr Aitken at the third meeting, only 4.8% of the WHO regular budget for 1990-
1991 had been set aside for consultants, whereas staff salaries had accounted for 57.4%. In his opinion, 
consultants should be used more often, since WHO was in a unique position to identify people with the best 
technical knowledge. 

Dr VIOLAKI-PARASKEVA agreed with Dr Paz-Zamora. One difference between clinical doctors and 
those involved in public health was that the former got immediate results. In many countries, the training of 
medical and other personnel was not in line with achieving the goal of health for all by the year 2000. 
Emphasis in medical schools was still more on treatment than on prevention. In her opinion, stress in the 
future should be laid on training personnel in public health practice; the importance of public health officers 
and nurses deserved greater understanding in society. 

Professor MBEDE underlined the importance of human resources. Their development was an essential 
means for ensuring the continuity of health services, since health development depended primarily on 
personnel. Not only technical capacities but also those for planning, organization and management should be 
reinforced, beginning at peripheral and intermediate levels. On-the-job training should be emphasized: 
personnel were well trained at school, but the practice of medicine evolved rapidly, even in developing 
countries, and knowledge went quickly out of date. Only ongoing training could resolve that problem. The 
budget for human resources constituted one of the best investments that could be made for the future. Efforts 
in that sector should therefore be increased. 

Dr CHATTY noted that although human resources training was important, it was difficult to implement. 
For example, until recently there had been no school of public health in the Syrian Arab Republic. Assistance 
from WHO headquarters, from the Regional Office and from the universities in the country had, however, 
made it possible to set up a school, and in February 1990 the Director-General and the Regional Directors had 
been present at the first diploma award ceremony. Those who had received their diplomas were now doing 
important work with the Ministry of Health; some had been trained by family doctors to train other doctors 
who had worked for many years in rural areas but who had not been able to keep up with the latest scientific 
knowledge. By the year 2000, the Ministry of Health would thus have a task force for health action trained to 
resolve everyday problems related to the health status of the country and abreast of recent developments. A 
total of 65 training courses had been given, in which midwives and paramedical staff had participated. 

Dr KUMATE said that the scattered population of Mexico included more than 100 000 communities 
with less than 1000 inhabitants, some of them with poor communications and 20% with no electricity, so that 
trained health personnel had difficulty in meeting the health needs of their populations. The Government had 
attempted to train personnel to cover a very broad range of problems. Those people included voluntary health 
workers who were given minimal training to enable them to administer first aid, give injections and distribute 
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antimalarials, analgesics and oral rehydration salts and people with more training, such as traditional midwives 
and pharmaceutical assistants. In Mexico，up to 30% of the rural population were treated by such personnel 
who had no professional qualifications but only two years' training beyond the secondary level. The 
Government had consulted other countries with similar situations, such as China and the former USSR; 
however, WHO might convene an international meeting at which such experiences could be shared. 

Dr FERNANDEZ B. GOMES said that the problem of development of human resources was 
particularly pertinent for certain small countries of Africa and some island nations which were unable to set up 
training schools and therefore had to send people for training abroad. Some of them did not return home and 
their slcills went to other countries instead of those most in need. She therefore endorsed the suggestion of 
Dr Sarr, that training should be strengthened at the regional level, taking into consideration differences in 
language and social, economic and political factors. Moreover，students who went abroad often encountered 
problems that prevented them from benefiting fully from their training, so that training within countries also 
required strengthening. 

Dr SHAMLAYE said he was aware how precious human resources were in the health system, and 
therefore commended the high priority given by WHO to their development. Within the Organization itself, 
personnel policies should be reviewed, including such issues as recruitment, transfers and utilization, to ensure 
that it had the best people and made optimal use of them. He commended the initiative, described by the 
Regional Director for Africa, to develop country teams that served not only to strengthen health efforts but 
also provided a source of young, qualified people with field experience, who could act as consultants to other 
countries in the Region and elsewhere and could also be recruited to WHO. A scheme should be developed 
that would encourage people with field experience in different countries to enter the Organization for specific 
periods of time. Their experience would benefit WHO and other Member States, and they would acquire 
more that they could take back to their countries. As they would remain for a limited time only, they would 
not lose their technical ability. 

WHO Representatives in Member States were expected to play a wide-ranging role in areas such as 
health development and health mobilization. They therefore required skills not only in medicine but also in 
communication, health economics and management. He commended the decision to publish world directories 
of training programmes and medical schools in electronic form which would allow regular up-dating and would 
facilitate access to that information. 

Dr KOMBA-KONO emphasized the part played by traditional health workers, such as empirical 
midwives, who were frequently undervalued, although they still made up a large proportion of rural health 
workers. The importance of training that category of personnel was even greater at a time when the role of 
traditional medicine in rural health delivery systems was changing and when health care was being taken to 
people at their places of work and at home. The role of traditional health workers had to be increased if the 
bulk of the rural population was to be reached; emphasis on such personnel would result in a marked 
improvement in the health status of those communities. More than 60% of babies born in the rural areas of 
developing countries were delivered and cared for by traditional midwives and not by physicians or registered 
nurses. TTie training of traditional health workers did not involve sophisticated, expensive equipment such as 
computers and computer-assisted tomographic scanners; it therefore had a negligible effect on the WHO 
budget in comparison with the outcome. Traditional health workers were a force to be reckoned with, and 
WHO should do justice to a category of personnel that was doing more than half the work but receiving less 
than 1% of the resources. 

Dr BENGZON commented that many of the technical aspects of the programmes under discussion - the 
importance of nurses and midwives and of the essential elements of primary health care - had been covered 
thoroughly at previous sessions. Decisions had been made, activities and programmes had been launched, 
some achievements had resulted, but the consensus appeared to be that progress was not being made. That 
might be because the point of view of the constituents being served was not taken into account. The technical 
solutions decided upon by WHO had to be accepted by the public and by sectors that stood between WHO and 
the public. In the Philippines, for example, it was clearly midwives, rather than nurses or doctors, who were 
responsible for the dramatic decreases in child, infant and maternal mortality. Yet members of the medical 
profession had become major obstacles to getting the public to accept the crucial role of midwives and nurses, 
since doctors were regarded by the public as the final arbiters of what constituted appropriate, proper health 
care. As that was the viewpoint of society and of the community, reverberations were felt in sectors where 
major decisions were made: legislators gave support to physicians and public health practitioners. Leaders in 
the health sector had the responsibility to educate and inform the public. In WHO, technical decisions were 
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reached, but in the real world other skills were needed，including the ability to persuade the community and 
decision-makers to think and act in a technically and professionally desirable manner. So perhaps the skills 
required of WHO Representatives should be reconsidered. Health systems research and research into health 
promotion were therefore important. It was essential to understand the dynamics of, and to manage, the 
milieu in which the desired behaviour could take root. 

In the Philippines, there was great concern about a recently enacted law on decentralization, which 
affected the entire political structure of the country. In the debate that had led to that legislation, health 
professionals had presented their case only from the technical and professional point of view, without 
considering the wide-ranging repercussions of the legislation on the political system. Primary health care, 
delivery of services and appropriateness of programmes thus faced real dangers. WHO should be continually 
aware of the dimensions beyond those that were purely technical. 

Dr MUBARAK said that unfortunately he would have to return to his own country because of the 
conditions of aggression and blockade. His place on the Board would be filled by his alternate Dr Al-Khiyat. 

Many countries of the world benefited from the training opportunities provided by WHO fellowships. 
Certain governments, however, refused to grant entry visas to WHO fellows from some countries, such as his 
own, for political reasons, obliging WHO to relocate training in less developed countries. That had an adverse 
impact on both the level of training and the enthusiasm of trainees. He proposed that the Board should call 
on such governments to avoid discrimination against trainees from certain countries, to grant entry visas and to 
lift the unjustified embargo. 

Dr FATIMI said that, in developing human resources, high priority should be accorded, firstly, to 
training programmes for decision-makers in ministries of public health to ensure that they understood the 
concept of primary health care; secondly, to training of community health workers and other auxiliary health 
workers in order to strengthen the foundations of health systems based on primary health care; and thirdly to 
revision of curricula for the training of all health professionals, based on the primary health care concept. 

Dr LARIVIÈRE supported the comments made by Dr Shamlaye. The WHO staff development activities 
listed in paragraph 37 of the programme statement for programme 5, namely briefing and orientation, 
computer training, and administrative updating, would in Canada be considered as staff training, staff 
development being regarded more as the acquisition of know-how in order to allow staff higher career 
aspirations. In the programme budget, career development was listed under programme 15.1, Personnel. The 
presentation of the budget made it difficult to identify all the resources allocated to WHO staff development, 
and he would be grateful for clarification on the matter. His question had been prompted by the statement of 
the Regional Director for the Americas that 1% of the budget of that Region was devoted to staff 
development. It would be interesting to see how much WHO as a whole devoted to strengthening the primary 
health care delivery capacity of the Organization. The concept of career development should be reflected in 
professional rather than technical training, especially for WHO Representatives, who were in the front line of 
the Organization in countries. 

Mr DOUGLAS commended the Secretariat on the lucid presentation of the difficulties encountered in 
the development of human resources for health, as well as proposals for meeting those difficulties in the 
future. While efforts should be made to upgrade the skills of WHO staff, the goal of health for all required 
consideration to be given to employing the right combination of national health professionals in optimal 
numbers. Very few countries were not suffering from shortages of nurses and midwives; he understood that a 
northern neighbour of his country lacked some 600 000 nurses. Health care or health promotion activities 
alone could not remedy the situation; and it was regrettable that, after training staff to meet their own needs, 
countries often had to look on powerless as those staff were tempted abroad by offers of superior conditions of 
service and higher wages. Such a practice was surely at variance with the unanimous calls for health for all put 
out by the Executive Board and the Health Assembly, since the health-for-all process could not but be 
adversely affected by the draining away of health professionals, although they should of course be free to move 
at will from country to country, not only as a human right but also as a means of ensuring a cross-fertilization 
of experience. Perhaps the answer lay in joint training ventures between different countries, with the creation 
of a pool of professional staff, especially nurses and midwives, from which each party could draw. 

Welcoming the statement (in paragraph 19 of the programme statement) that the Organization, in 
collaboration with Member States, would draw up proposals to transform training into a continuing, 
comprehensive and problem-based process, he added that an effort should also be made to examine the extent 
to which training could be standardized internationally. The training standards of one country were sometimes 
not acceptable elsewhere; equivalence of qualifications would facilitate movement from one country to 
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another. He questioned whether the 1% allocated for the development of human resources for health in the 
Region of the Americas would be sufficient to provide the training required. 

Reverting briefly to programme 4 (Organization of health systems based on primary health care), he 
expressed the hope that the US$ 48 million, mentioned in paragraph 52 of the programme statement, would be 
found; otherwise, the Region of the Americas would experience a sharp decrease as compared with the 
previous biennium. 

Dr PAZ-ZAMORA described a programme in Bolivia in which young soldiers, as part of their military 
service, were given training in health care and family planning. The 18 or 19-year-old youths were proud to 
receive socially useful training, and at the end of their military service most returned to their villages in the 
countryside and spread the knowledge that they had gained. The programme covered some 10 000 youths per 
year and, by promoting sound health practices, provided a valuable support to the training of nurses and 
midwives in the country. Many of the soldiers were from indigenous population groups and could do much, at 
the level of their families, to improve maternal and child care within those populations. The programme 
already enjoyed the support of WHO. 

Dr MASON agreed with Mr Douglas that the exodus of skills posed a very serious problem. He was 
sure that the United States of America would willingly collaborate through РАНО or on a bilateral basis in 
seeking a mutually acceptable solution. 

Dr CALMAN observed, also in response to Mr Douglas's remarks, that WHO staff development had 
been identified as an important issue. As the Board would shortly learn, career development, the rotation of 
staff, intersectoral coordination and learning from one another had all been singled out as desirable objectives 
by the Working Group on the WHO Response to Global Change. 

The CHAIRMAN, speaking in his personal capacity, said that the development of human resources for 
health was obviously deemed an important issue in all countries since, despite their very different experiences 
and achievements, none was satisfied with the results in that area. WHO had a major role to play in assessing 
and improving the situation. In that context, the following remarks could well be borne in mind. First, initial 
and ongoing training should form part of a whole; unfortunately, they were often considered as distinct 
entities. The arguments put forward for increasing the duration of initial training on the grounds that an 
increasing area of knowledge had to be covered were not entirely justifiable. Furthermore, the prolongation of 
initial training jeopardized the very existence of viable continuing training. Taking that idea a step further, he 
would suggest that if the latter was effective, perhaps the former could be reduced. Secondly, the roles of the 
various health professionals were changing. Many speakers had stressed the importance of nurses and 
midwives and some had evoked the division between doctors and other health professionals, expressing regret -
which he himself shared - that doctors were not more involved in the formulation of health policy. In France, 
nurses wished to play a part in medical diagnosis, while doctors could become involved in subjects that were 
social rather than medical in nature, such as drug addiction. Such a blending of roles suggested that the health 
profession should be seen as an entity. In that respect, the experience of developing countries - which tended 
to consider health professionals as a single category - was extremely useful. Thirdly, what might be called the 
medical establishment in general was notably absent from the debate on health policy. Some countries had 
established public health institutes that were separate from medical schools; perhaps that was necessary, 
perhaps it was regrettable - at all events, the matter merited debate. 

Professor WALTON (World Federation for Medical Education), speaking at the invitation of the 
CHAIRMAN, informed the Executive Board that a world summit meeting on "The changing medical 
profession: implications for medical education", sponsored by WHO, UNICEF, UNESCO and UNDP, would 
be held in Edinburgh from 8 to 12 August 1993. The summit meeting would redesign the medical doctor, at 
least as far as his or her education and training were concerned, focusing on the interface between the training 
of doctors on the one hand and the health care delivery services on the other. 

The meeting would have three major topics. The first would be the pressures on the medical profession 
from the wider context: the rights and demands of patients; the health care requirements of governments and 
societies; severe economic constraints; managerial changes in health services; educational crises in countries; 
political changes, including the demise of communism; and disastrous civil wars. All those cataclysmic 
developments would inexorably have a profound impact on health care. 

The second topic was the change in medical practice. The increasing privatization of medicine must be 
balanced by the age-old obligation of medicine to give beneficent care to all in need. The deteriorating state 
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of health services in many countries demanded the collégial support of the developed nations. Team work and 
the autonomy of the other health professions constituted a vast new challenge in medicine. 

The third topic was the training of doctors itself. The 1988 World Conference of his Federation, also 
cosponsored by WHO, UNICEF, UNESCO and UNDP, had had prodigious consequences. The impetus for 
change in medical education was currently more powerful than it had been since early in the present century. 
The Edinburgh Declaration of the 1988 Conference had been adopted everywhere as the mandate for change 
in all stages of training of the world's doctors. It was regarded, in the medical education field, as the 
counterpart of the Alma-Ata Declaration in the field of health care. It had been endorsed by the Health 
Assembly in its resolution WHA42.38. The 1988 Conference had been followed by ministerial consultations 
bringing together ministers of health and ministers of education in each of the regions, since the involvement 
of governments was essential if reform was to result. 

The 1993 summit meeting would go beyond the medical curriculum. His Federation knew how 
contemporary doctors must be trained and was aware of the concern regarding health care and medical 
education in currently prevailing conditions. WHO would be represented at the summit meeting by the 
Director-General and all the six Regional Directors. The meeting would be followed by regional conferences 
in each region. With the support of the Executive Board and with the full collaboration of WHO, the 1993 
summit meeting would authoritatively explore the large scale international health action now required. Copies 
of the "Statement of Purposes" of the summit were available for members of the Board. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, generally speaking, WHO 
preferred medical training to take place in the country or at least the region concerned. The experience 
mentioned by Dr Chatty was therefore of the kind that had made it possible to solve certain problems by 
providing realistic training using genuine cases under local conditions. Thanks to that system, it was possible to 
secure the participation of university professors and WHO experts in the regions, in addition to the 
cooperation of headquarters. The system also helped to promote interest in training because professors in the 
region felt that they were directly involved, with the discovery of new aspects of the actual needs of the region. 
The system was much cheaper to operate and also entailed no "brain drain" as those who had been trained in 
the country tended to remain there. 

Dr GUERRA D E MACEDO (Regional Director for the Americas) explained that in his Region 
approximately 1% of the total budget, amounting to about US$ 4 million, was used for the development of the 
staff of WHO/PAHO, although it should be noted that the appropriation was included under other budget 
headings: 50% under Personnel (support services) as a specific programme and 50% as part of the activities 
carried out by units. Under programme 5 were included only provisions to support the development of human 
resources for countries. There were four main objectives: the updating of technical knowledge and skills for 
professional and supporting staff; the development of managerial capacities; the improvement of working 
relations and of team performance; and the facilitation of access to university studies for supporting staff. All 
of that was done to improve efficiency and was linked as much as possible to improving prospects of career 
development. 

Mr Douglas had mentioned a reduction of resources, but in that connection he had been referring to 
programme 4 (Organization of health systems based on primary health care). In the Region of the Americas, 
extrabudgetary funds were indicated only if already formally committed when the budget was prepared. The 
proposal in question had been made in February 1992, two or three years before its planned execution. The 
level of extrabudgetary funds earmarked in the Region was normally low at the outset and tended to increase 
with the passage of time. He was confident that the Region would have at least the same level of 
extrabudgetary funding as it had had in the past and had at the moment. 

Dr MONEKOSSO (Regional Director for Africa), responding to the comment made by 
Dr Komba-Kono, said that in the African Region traditional health workers were, by and large, being absorbed 
into the community health worker structures. In many countries some of them were included in training 
programmes. Other countries had requested WHO to find ways and means of having them better integrated 
into the primary health care system. Tbeir work was appreciated, but it was generally agreed that a great 
effort was required to promote their further education. 

The smaller countries that had no medical training institutions benefited from the allocation of places at 
schools in larger countries. Unfortunately, however, there was a great deal of pressure on such places, so that 
smaller countries without medical institutions often had problems in placing their students within the Region 
and had to send them to other regions, at much greater expense and at much higher risk that they would not 
immediately return home. Much of the work done in that area was the adaptation of educational processes to 
the needs of society without lowering academic standards. That was not easy, and a task force of experienced 
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medical educators was working on the process of translating the ideals of the Edinburgh Declaration of 1988 
into reality in an increasing number of departments and institutions. 

A number of public health training institutions had been established, but they required help in so far as 
they were experiencing difficulties in retaining staff and in maintaining their teaching capacity. ТЪе Regional 
Office had been working with the network of public health training institutions in Europe and hoped that 
projects would be developed to enable public health institutions in the African Region to do their work and to 
produce the required health care leaders. 

The Regional Office for Africa also had a small amount of funds for improving the effectiveness of 
WHO's staff. The assistance provided by headquarters in that connection was appreciated. There were special 
arrangements for WHO Representatives to rotate so that they could improve their level of expertise. For 
example, staff members who, through their own efforts, had managed to reach an acceptable level in English or 
French were given an opportunity to replace, for a period of time, staff members in a country where they 
would be able to develop their language skills. The scheme had proved a comparatively inexpensive way of 
enhancing the capacity of staff members. 

The African Region still had a nursing and midwifery problem. The issue was more one of morale than 
of staff shortages. Efforts were being made, through nursing task forces organized by the nursing profession 
itself, working in collaboration with governments, to improve the status, motivation and conditions of service of 
that important category of health workers. 

Dr JARDEL (Assistant Director-General) informed the Board that steps had been taken to allocate 
budgetary resources to enable the global Advisory Group on Nursing and Midwifery mentioned by 
Dr Violaki-Paraskeva to continue its work and that extrabudgetary resources would also be sought for 
extending it. Furthermore, a study group on nursing beyond the year 2000 would be meeting in 1993 and an 
expert committee on nursing and midwifery in the biennium 1994-1995. In addition, the Director-General had 
established a coordinating committee on nursing and midwifery at headquarters. 

Training in public health was given high priority at WHO, particularly in the regions, and the 
Organization was supporting many subregional institutions. The purpose was, of course, to make Member 
States as self sufficient as possible in that regard. A list of the facilities available at schools of public health 
had also been compiled. The main problem was how to attract the best professionals into public health, and 
each Member State would have to solve it by offering career opportunities and appropriate remuneration, not 
only to public health specialists but also to clinicians who wished to work in public health. 

The figure for the training of WHO staff given under programme 5 constituted only part of the resources 
used for that purpose. It was very difficult to give a precise reply to Dr Larivière without a more detailed 
study. The total sum specifically allocated to the programme at global and regional levels was slightly over 
US$ 1 million, but it must be borne in mind that many programmes paid for the training of their own staff, 
and staff members themselves contributed to their language training, while the regional offices contributed 
towards the travel and maintenance costs of staff members who attended courses. At headquarters, priority 
was given to the training of WHO Representatives. 

Note had been taken of the suggestions concerning exchange of experience in the training of voluntary 
health workers. With regard to Professor Caldeira da Silva's suggestion that more use should be made of 
consultants, it was the Organization's general policy to have recourse to the experience available in countries in 
the form not only of consultants but also of experts, institutions and collaborating centres. That could be 
strengthened. 

The point raised by Mr Douglas concerning the danger of mass migration of health workers from the 
poorer countries where they had been trained to richer user countries needed to be dealt with in agreements 
on international cooperation. Perhaps attention should be drawn to the fact that too much standardization in 
training might become a factor promoting such migrations. In any case, a study could certainly be made of 
how the training and user countries could share the costs of training. 

The meeting rose at 12H30. 



SIXTH MEETING 

Wednesday, 20 January 1993, at 14h30 

Chairman: Professor J.-F. GIRARD 

The meeting was held in private from 14И30 to I6h35, and resumed in public session at 16h50. 

DIRECTOR-GENERAL: Item 8 of the Agenda 

Nomination for the post: Item 8.1 of the Agenda 

Professor MBEDE and Mr VARDER, Rapporteurs, read out in the French and English versions 
respectively the following resolution on the nomination for the post of Director-General adopted by the Board 
in private session:1 

The Executive Board 

1. NOMINATES Dr Hiroshi Nakajima for the post of Director-General of the World Health 
Organization, in accordance with Article 31 of the Constitution; 

2. SUBMITS this nomination to the Forty-sixth World Health Assembly. 

Amidst applause, the CHAIRMAN addressed the Board's congratulations and best wishes to the 
Director-General. A passionate and jointly shared commitment to the Organization was the best guarantee of 
its effective functioning, its continuity and its future. Democratic procedures had been strictly observed; the 
voice of democracy had been clearly heard; he was sure that the Director-General would be able to count on 
the combined energies of all, and that the exchange of ideas - and even confrontation - would prove positive. 

Although prepared by the experience of his first mandate, the Director-General would nevertheless be 
facing enormous challenges, given the multitude of changes not only in the field of health but in the world at 
large and indeed, within the Organization itself. Responses on a grand scale were called for. Members of the 
Executive Board, and WHO's membership as a whole, stood ready to help him in his task, convinced that the 
Organization's future was worth fighting for. 

The DIRECTOR-GENERAL said he was deeply moved by the Chairman's words. 
He wished to thank the members of the Board for having nominated him once again, thus giving him the 

opportunity to continue his leadership of the World Health Organization. He took the nomination to be an 
expression of the Board's appreciation of the work that WHO had been carrying out during the past five years 
and of its wish that such efforts should continue, in an improved form. He was grateful for the renewed 
confidence that the Board had placed in him. 

It was clear that the vote of confidence and appreciation was directed equally to the entire staff of the 
Organization, which had supported him in implementing the health-for-all policies and recommendations 
adopted by the Board and by all WHO's Members. H e wished to acknowledge publicly the efforts and 
dedication of all his colleagues who were working together, at headquarters, in the regional offices and in 
countries, to promote international cooperation in the field of health. That support had been, and would 
continue to be, crucial to his administration and to the achievement of health for all. 

1 Resolution EB91.R1. 

- 6 8 -
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It was generally recognized that WHO was entering a period of transition, perhaps even of crisis. The 
world itself was undergoing great changes. A new world was gradually emerging and public health systems 
everywhere would have to adapt to new conditions. WHO should be ready to facilitate health development 
during that period of change; the Executive Board as a whole, and its Working Group on the WHO Response 
to Global Change in particular, had already initiated such an effort. 

He very much relied on all the Member States for their precious advice and support in making WHO 
even more ambitious, effective and generous in its quest for equity, sustainable development and health for all, 
at the same time reforming its structure and its method of work. He called once again on the international 
community to mobilize national and international resources to ameliorate the health of the entire planet. The 
key was a true spirit of partnership and a sharing of resources, efforts and responsibilities, and - most 
essentially - a universal hope in health for all. 

Applause. 

The meeting rose at 17h00. 



SEVENTH MEETING 

Thursday, 21 January 1993，at 9h30 

Chairman: Professor J.-F. GIRARD 
Later: Dr L. C. SARR 

1. DIRECTOR-GENERAL: Item 8 of the Agenda (continued) 

Draft contract: Item 8.2 of the Agenda (Document EB91/18) 

Professor MBEDE (Rapporteur) read out a resolution on the draft contract of the Director-General 
adopted by the Board in private session.1 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 

Agenda2 (Document PB/94-95) (continued from the fifth meeting) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued) 

Public information and education for health (Programme 6) (Document PB/94-95, pages B-70 to B-75) 
Dr SIDHOM said that the importance of public information and education for health was 

unquestionable, particularly in relation to primary health care. He not only supported all that had been 
achieved so far in that area, but also wished to encourage initiatives such as those undertaken by the Regional 
Office for the Eastern Mediterranean for the integration of health education into the school curriculum. In 
that way, considerable progress could be made in improving health, by not only combating disease but 
promoting good attitudes to health care. 

The development of human resources for health should be linked to health education, since, through 
their direct contacts with the public, health workers had a prime role in communicating health messages and in 
public information. They were in a position to provide health education in health centres and in the 
community at large, where they could act as leaders. They ought therefore to be trained both in the technical 
aspects of their work and in health education. That not only applied to the training of new health workers but 
also meant that those in service should be given refresher training in health education and promotion. Greater 
emphasis should be laid on health education training programmes in the 1994-1995 programme budget. 

Dr VIOLAKI-PARASKEVA, agreeing with Dr Sidhom, added that she would like the environmental 
aspects of health to be included in public information and education for health. 

Dr SARR also emphasized the importance of public information and education for health in health 
programmes. He welcomed the African experience in mobilizing the community and organizing intercountry 
exchanges. More exchange of documented experience was needed at a global level. 

1 Resolution EB91.R2. 
2 Taken in conjunction with: 

Item 5, Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 
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Problems arose for ministries of health in disseminating information when they did not have direct access 
to the media, which came under the aegis of ministries of communication. WHO should consider helping to 
train journalists specializing in health matters in developing countries through the provision of workshops and 
seminars. A media seminar on malaria for journalists from developing countries, held at the time of the 
Ministerial Conference on Malaria in October 1992, had increased awarenesss among the journalists and 
resulted in numerous articles and programmes on malaria in the media. 

He commended the programme's emphasis on health education in schools, since that would provide the 
basis for durable change, and suggested that information on that subject should be compiled and distributed. 

Dr KOMBA-KONO said that radio and television were a luxury in many developing countries and, as 
literacy rates were regrettably low, the value of the print medium was limited. Ways should be explored and 
developed of using traditional public information systems, such as drums, to communicate with people on 
matters such as health care. 

Professor MBEDE underlined the importance of health education in changing people's behaviour and 
attitudes in relation to health care. Health personnel were trained in many special fields, such as paediatrics 
and cardiology, but public information and communication was also a specialization, in which health staff were 
not trained. In his region there was a problem at all levels in involving health staff in information and 
education on health. Much greater importance than hitherto should be attached to including health education 
in the general education curriculum. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) suggested that one way of ensuring the commitment of 
governments and society as a whole to health education was to include health education and preventive 
measures in the content of the free textbooks provided in primary and lower secondary schools. 

Another approach was to obtain the commitment of both public and private television and radio to 
allocating a percentage of their broadcasting time to health education programmes. In his country it had 
proved one of the most effective methods of reaching the people, as had been demonstrated when dealing with 
the recent outbreak of cholera. The Organization should consider including such an approach in the 
programme. 

Dr BENGZON said that the effectiveness of professional medical people depended on their 
understanding of the use of means of communication for persuasion. Their scientific jargon created obstacles 
to understanding, and the language of communication science also had to be adapted to local cultures. 

Medical disciplines had one thing in common, that they were very expensive. Health professionals must 
acquire communication skills as an integral part of their responsibilities, in order to persuade the public of the 
urgency of changing their behaviour and attitudes to health care. 

Dr AL-JABER said that great importance was attached to health education in his country; there was a 
programme to prepare doctors and nurses in health education at all levels in schools. 

Dr CALMAN endorsed the views of previous speakers. The point made by Dr Komba-Kono on 
ensuring that means of communication were appropriate to local cultures was particularly relevant. 

WHO had a special responsibility in communicating information about risk. That involved not only 
public education, the content of the message itself, the media, and the context of the message, but also the 
credibility of the source of the communication. The public should be associated in assessing risk; how 
individuads and communities perceived the problems of, for example, diet, smoking or HIV infection was 
important. More research should be carried out in that area. The programme on public information and 
education for health should include evaluation of the effectiveness of information given by WHO or other 
bodies. 

Dr NO VELLO (alternate to Dr Mason) said that the United States of America would be working with 
developing countries to strengthen research capabilities. She welcomed the mention in the programme budget 
of research in nursing and women's health. 

The CHAIRMAN sensed that progress would be made in public information and education for health 
only if research was conducted in behavioural sciences, but the findings, unlike those in molecular biology, 
could not be transposed from one country, culture or continent to another. Information on behaviour, and on 
failures and successes of various methods was necessary to adapt health education to each cultural setting. 
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Dr NAPALKOV (Assistant Director-General) underlined the need to improve communication 
techniques and methodology in health education. He agreed with Dr Calman on the importance of ensuring 
that those responsible for health information and education inspired confidence. Environmental factors should 
be emphasized in health education and were being taken into consideration in developing the WHO 
environmental health policy and strategies for health education. The possibilities for using the mass media, 
and in particular for making more extensive use of private and state-owned television channels, in health 
education were being investigated. 

HEALTH SCIENCE AND TECHNOLOGY: HEALTH PROMOTION AND CARE (Appropriation 
Section 3) 

Research promotion and development, including research on health-promoting behaviour 
(Programme 7) (Documents PB/94-95, pages B-76 to B-80, and EB91/INF.DOC./3) 

Professor JABLENSKY said that health research was a topic of extreme importance to the Organization. 
WHO's mandate with regard to research in health and the life sciences had been the subject of differing 
interpretations and some policy shifts. On the one hand, WHO was not itself a research organization, and 
most biomedical, biobehavioural and social research relevant to health for all was done elsewhere; on the 
other hand, it had a constitutional role in promoting and facilitating research and in making relevant findings a 
basis for policy. Nevertheless, WHO did function as a research agency in certain areas, such as tropical 
diseases and human reproduction. Since science and technology were recognized as vital to the attainment of 
WHO's goals，the role of the global and regional advisory committees on health research (ACHRs) in policy 
formulation was crucial. The financial difficulties faced by WHO, however, had meant that those committees 
met less frequently in some regions than in others; and there was a risk that their conclusions might be 
regarded as less than authoritative. 

He requested clarification of the diverging trends among the regions, shown in the figures in the table on 
page B-80 of document PB/94-95. The South-East Asia Region had had a country expenditure for research of 
over US$ 2 million in 1992-1993, and a real increase to almost US$ 3 million was proposed for 1994-1995; at 
the other extreme, expenditure in the European Region had been US$ 3000 in 1992-1993 and was to be 
reduced to nil in the coming biennium. 

The current budgetary difficulties raised several questions. First, he requested reassurance as to the 
functions of the global and regional ACHRs with regard to future policy formulation within WHO and 
clarification of how the interaction between the global and regional committees could be improved. Secondly, 
he noted that it was intended to upgrade and improve WHO collaborating centres by introducing a peer review 
system. That was commendable, but a system designed to cover over 1000 collaborating centres would be 
technically difficult and expensive to organize and he wondered how it could be done given the budgetary 
constraints. Finally, he asked whether the average frequency at which WHO’s widely acclaimed expert 
committees and study groups were convened was to be affected. 

Dr SAVEL'EV (adviser to Dr Kossenko) observed that, since the Technical Discussions at the Health 
Assembly in 1990 on the role of health research in the strategy for health for all and the adoption of resolution 
WHA43.19, the Secretariat had carried out a great deal of useful work. In particular, he looked forward to 
seeing the report of the subcommittee on health and the economy of the global ACHR mentioned in 
paragraph 7 of the programme statement. Health and the economy was a subject of great importance for 
countries that were reforming their health care delivery systems, and he asked what further work that 
subcommittee would undertake. 

Dr LA RIVIÈRE reiterated his earlier comment that the research activities of WHO should be combined 
or better coordinated. The summary of the report of the thirty-first session of the global ACHR stated 
(document EB91/INF.DOC./3, paragraph 3) that the criteria outlined by ACHR in 1976 for WHO’s 
involvement in research were still valid; but he noted that many changes had occurred since 1976. At that 
time, none of the special programmes had existed in its present form; new research approaches had since 
been introduced, such as intervention research - a practical approach used by the programmes for diarrhoeal 
disease control, the control of acute respiratory infections, and AIDS. Outside initiatives, such as the task 
force on health research for development, had not existed. He understood that the Executive Board Working 
Group on the WHO Response to Global Change had barely touched on research as it related to the 
Organization's future activities. Even though there had been fairly recent Technical Discussions on the role of 
research in the strategy for health for all he suggested that a discussion document should be prepared for the 
ninety-third session of the Executive Board outlining the scope of the current involvement of WHO in 
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research, mechanisms of coordination, links with outside research bodies, the type of influence WHO should 
have on broadly defined research, the needs of Member States, and priorities among current needs. The 
Board might help the global and regional ACHRs in setting a clear course for future action. 

Dr VIOLAKI-PARASKEVA commented that health development research was important in identifying 
priorities among health problems and in improving health policy with limited resources. The question was how 
the results of health systems research could be transferred from the academic level to decision-makers and 
managers for their everyday use. 

Dr NYMADAWA said that health development could not be separated from research promotion. WHO 
activities in the latter area were outlined concisely in document PB/94-95. In his opinion, the Organization's 
role at the global level was in coordinating research in Member States and in monitoring emerging areas in 
science and technology. At the regional level priorities differed, as Professor Jablensky had observed. In the 
South-East Asia Region more attention had been paid to research promotion, in view of the poor research 
tradition in the small countries that composed much of the Region and the need to build up institutional 
capacities and research manpower. He welcomed Dr Larivière's suggestion that a report should be made 
available on research coordination so that priority areas could be monitored. 

Noting that paragraph 8 of the programme statement mentioned the creation of a new Council for 
Science and Technology in WHO, he wished to learn more about its activities, especially with regard to how 
responsibility was to be shared with the global ACHR. 

Dr SATTAR YOOSUF stressed the importance of recognizing differences in cultures and values in 
different countries. Research was the only means of understanding such differences as a means to creating 
health consciousness and thus changing health behaviour. The research community was aware, however, that 
knowledge alone did not promote changes in behaviour, which should be a focus of WHO's activities. Many 
countries did not have the capacity to do research that would result in behavioural changes, especially among 
people who knew little about health. Research priorities had to be set, as duplication of research carried out 
in developed countries would be of no benefit. Target populations, areas of research and the type of 
behavioural change desired had to be identified, and the research had to be organized. Organization was 
particularly important for research done within ministries of health and within programme areas, in contrast to 
basic research done in institutions. Behavioural research had to be linked to programmes. 

Dr DOI (alternate to Dr Nakamura) said that a project on health, culture and community was to begin 
in Japan in April 1993. Health promotion was closely related to the environment and to urban facilities. In 
planning the project, he had realized that many relevant questions had not yet been studied, and he hoped that 
WHO would emphasize the importance of research on the environment, which could provide a better basis for 
prevention than could studies of the origins of disease. 

The CHAIRMAN expressed his personal agreement that WHO's role in research and in its promotion 
should be reconsidered and reaffirmed. WHO was not itself a research organization, but it was in a position to 
coordinate the various sectors that were involved in health promotion and in health delivery at all levels, while 
maintaining a global view. Research activities seemed at present to be particularly wide ran ‘ ；, extending 
from molecular biology in vaccine development to human behaviour. WHO had a mission, ugh the global 
ACHR or another existing body (for he was against the unnecessary creation of ever more working groups), to 
coordinate those diverse aspects. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN and referring to recent activities of the Council in collaboration with WHO, 
emphasized the ethical and moral aspects of research, particularly in the context of international collaboration. 
As members of the Board had indicated, cultural differences had to be taken into consideration in 
international, intercultural projects. CIOMS had drawn up international ethical guidelines for biomedical 
research involving human subjects, which were to be published shortly. They were a revision of the guidelines 
published in 1982 and were based on contributions from a variety of cultural settings and from a group of 
experts in bioethics and medical sciences and of health decision-makers. The guidelines were addressed mainly 
to developing countries. Progress in medicine, and in biomedical sciences particularly, was made mainly in 
industrialized countries, but problems arose in transferring the results of such research to developing countries. 
Research conducted in cultural settings other than those that represented "Western" civilization was very 
necessary. 
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An important issue covered in the revised guidelines was the question of information, as one of the 
principles of research on human subjects was informed consent. In order to obtain consent, full information 
had to be conveyed in such a way that the subjects of a research project understood it clearly. Problems could 
arise when a project was designed in one country and conducted in another; one example was research on the 
human immunodeficiency virus in relation to the AIDS pandemic, where subjects were extremely apprehensive 
that their confidence might be abused. From the ethical point of view, a project proposal should be reviewed 
both in its country of origin and in the recipient country, in order to ensure that those who paid for the 
research and those among whom it was conducted approved of it morally and culturally. There were global 
ethical principles, by which all mankind was guided, but the interpretation and application of those principles 
differed from one country or cultural setting to another. 

Another point stressed in the guidelines was that sponsors must ensure not only that research was 
carried out on the basis of defined moral and ethical principles, but also that health care would be provided to 
subjects during the research and, if necessary, after it had been completed. While the formulation of ethical 
guidelines did not in itself solve problems, it drew attention to the fact that any research on human subjects 
must involve ethical and moral aspects, unless investigators wished to be exposed to valid criticism that human 
rights were being abused. 

The CHAIRMAN observed that Dr Bankowski's comments were particularly apposite with respect to 
new approaches to health and a new framework for health activities that was coming into being. Ethical and 
moral issues had their place in that framework, but they were not within the purview solely of health 
professionals and research workers. They were everyone's concern, and he wondered whether the Director-
General should not reflect on how ethical issues of the kind CIOMS dealt with might also be addressed within 
the formal structure of WHO. The Organization had a close relationship with CIOMS, but was that enough? 
By the very nature of its work, it was called upon to pass judgement on ethical questions and it had rightly 
brought its full moral weight to bear in such matters. Perhaps, however, it was no longer sufficient to react on 
a case-by-case basis and the time had come to institutionalize WHO's ethical role in research and health work. 

Dr KO KO (Regional Director for South-East Asia), responding to Professor Jablensky, recalled that 
research was enshrined in the Constitution as one of the functions of the Organization and that it had been the 
exclusive responsibility of headquarters until the mid-1970s, when the decision had been taken that the regions 
should become involved. In 1975, the Regional Committee for South-East Asia had requested the Regional 
Director to form the South-East Asia Advisory Committee on Health Research and adopted a resolution 
providing for the allocation of up to 5% of the regional budget to the intercountry programme for research, in 
addition to the amounts earmarked for countries, the total allocation for research being as high as 8-10% of 
the regional budget. Those levels had been maintained until the recent financial difficulties, when it had been 
found necessary to reduce the intercountry provision for research to around 4% of the regional budget. In 
monetary terms, about US$ 3 million was currently available at regional level, and a similar amount at country 
level. To take examples of research financing, a country such as India, which had extensive resources for 
research, reserved about US$ 1 million, and a country with a small budget, such as Mongolia, about 
US$ 180 000 for research activities from the proposed WHO country aUocations. The Regional Office 
supported research coordination within the Region. Up to the 1980s, the regional staff for special programmes 
had been supported by headquarters and by financing in areas of research such as tropical diseases, human 
reproduction, diarrhoeal diseases and acute respiratory infections. Headquarters had now withdrawn financial 
support for those posts and the gap had to be filled by the Regional Office. Following the advice of the 
regional ACHR, efforts were also being deployed for institutional strengthening, with special emphasis on 
health systems research. Support of the order of US$ 30 000-50 000 was given to some countries, such as 
Bangladesh, Democratic People's Republic of Korea, Mongolia and Nepal, where there was a need to establish 
capability. The Regional Office also participated with headquarters in joint research activities which, although 
usually financed by headquarters, often also required a regional contribution. For example, the Regional 
Office was currently collaborating with headquarters on research on monitoring artemisinin therapy of malaria 
in Thailand, as well as in areas such as research on health of the elderly. Research projects on hepatitis C, 
nutrition, dengue haemorrhagic fever and other topics at the country level were supported from intercountry 
research funds in accordance with guidelines prepared by the regional ACHR. 

Meetings of the regional ACHR had always been held annually, in addition to those of subcommittees, 
and medical research councils and to consultations. There was to be a consultation in February 1993 on future 
research strategy with a view to implementing resolution WHA43.19 and on strengthening regional research 
activities. Scientists from outside the Region would participate, as well as five or six participants from the 
Region and colleagues from headquarters. The close relationship between global and regional ACHRs ensured 
that regional activities were not carried out in isolation but in the framework of the global research 
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programme. The Regional Office had also supported the establishment of medical research councils in some 
countries of the Region, such as Bangladesh and Nepal, and the strengthening of others already in existence. 

Dr ASVALL (Regional Director for Europe), referring to the comments made by Professor Jablensky, 
said that there had been a reduction of some 25% in the regular budget allocation to the European Region for 
programme 7 (as shown on page B-80 of the proposed programme budget document). In recent years, the 
efforts of the Regional Office had in general been directed to three areas. First, an attempt had been made to 
influence the overall direction of research in countries of the region by analysing the European health-for-all 
policy in terms of research policy and priorities. At regional level, that analysis had been carried out by the 
European ACHR and countries had subsequently been encouraged to repeat the exercise at national level 
within their own medical research institutions or councils. So far, three or four countries had changed their 
national research priorities as a result of such exercises. Secondly, as part of an attempt to stimulate research 
in new areas, a six-year programme involving over 125 institutions had been undertaken in the 1980s to 
stimulate nursing research by developing a methodology for it and by promoting the establishment of nursing 
research institutions throughout the Region. The programme had proved successful in both those areas. 
Thirdly, training had been undertaken in health services research, as a major priority, particularly in the 
countries of central and eastern Europe. Because of financial difficulties, there had been a real decrease in the 
funds available in the Region, necessitating a careful consideration of relative priorities. It had been concluded 
that research promotion should be accorded a lower priority, a judgement which had been approved by the 
Regional Committee in September 1992. Staffing had therefore been reduced from a full-time to a half-time 
professional and the funds for the European ACHR had been reduced in line with the intention to reduce the 
number of participants on that Committee. Had funding levels been maintained, there would have been no 
such reduction. In the light of current financial conditions, however, a refinement of priorities was regrettably 
necessary. 

Dr MONEKOSSO (Regional Director for Africa) said that changes in health care systems, particularly in 
moving towards primary health care, had affected the outlook on research in the African Region. A few 
countries had been able to undertake research, some of them through a project on health systems research in 
southern Africa, funded by the Netherlands Government and supported by WHO headquarters. Research had 
also been influenced by the rapid development of technology and methodology and by the need to strike a 
balance between the most esoteric research and the need for practical research into the daily problems of 
health care delivery. As in other regions, research promotion and development had been constrained by 
budget cuts. The membership of the African ACHR was common to two other committees dealing, 
respectively, with training and management, and all three committees worked together under the regional 
Advisory Committee on Health Development which advised the Regional Committee and the Regional 
Director on trends and directions. 

In order to manage research and fit it into day-to-day activities, it had been made a component of the 
activities of every technical unit in the Regional Office. The same held true for planning, management and 
training. The integration of research into their work enabled units to carry out or stimulate or follow up 
activities in their own particular areas. The activities developed by WHO in recent years had been included 
within the major programmes, as set out in the General Programme of Work. For example, the director in the 
Regional Office responsible for health promotion and protection was the focal point for research in human 
reproduction. Similarly, the director responsible for disease prevention and control was the focal point for 
tropical diseases research, and the director responsible for health systems development was the focal point for 
health systems research. All those activities came under the Director of Programme Management, in whose 
unit was an officer responsible for research promotion and development. The latter was charged with liaison 
between national research councils and research institutions in the Region and with the global ACHR. In 
particular, he was responsible for the small research grants awarded to students and young investigators with a 
view to stimulating research within the Region. Those grants were funded by the Regional Director's 
Development Programme. The liaison officer was also responsible for links with the recently developed 
essential national health research work currently being undertaken in headquarters. The foregoing examples 
illustrated the pragmatic way research and research issues were handled in the African Region, in the absence 
of overall guidance from the Organization. The main difficulty was in assisting countries to finance research; 
unfortunately, few resources were available for that at present. 

Dr GUERRA D E MACEDO (Regional Director for the Americas) said that, to maximize the efficient 
use of resources, the Region of the Americas had for many years incorporated programme 3.3, Health systems 
research and development, into programme 7，Research promotion and development, including research on 
health-promoting behaviour, since the basic aims, methods and resources of the two programmes were similar. 
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Research into health systems was thus one of the priorities of the unified health research programme. The 
main thrust of the programme was in line with the Organization's responsibility for coordinating, promoting 
and supporting national activities in order to enhance institutional capacity at country level. In addition, the 
Region of the Americas - like the African Region • had a major programme of grants to support specific 
projects, selected by the Organization, in the defined priority areas which were linked to the needs for 
cooperation with countries. A more direct activity was the research undertaken by the nine Pan American 
health centres and by some technical or administrative programmes. 

In the Region of the Americas, more than 12% of the regular budget (some US$ 21 million) had been 
devoted to research in the biennium 1990-1991; that percentage was more or less being maintained. In Latin 
America and the Caribbean, national health research activities were basically financed by the public sector. In 
recent years, the adjustment and economic stabilization policies implemented as a consequence of the 
economic crisis, in particular the ideology of privatization as a solution to all problems, had resulted in a 
marked decrease in research funding, especially in the area of health. That problem merited careful 
consideration. 

The Region of the Americas had been active in the area of ethics but, although four publications on 
bioethics had been prepared, it was considered that those efforts did not fulfil the Organization's responsibility 
in that area. He agreed with the Chairman that it was important for WHO to address ethical questions. As a 
result of discussions in the regional planning committee during 1992, a programme was under consideration 
which included the setting-up of a Latin American and Caribbean institute of bioethics, in cooperation with the 
University of Chile, as a focal point for Pan American institutions working in that field. The Directing Council 
of РАНО and the Regional Committee would discuss the precise structure of that programme later in the 
year. 

Lastly, referring to the recommendation of the global ACHR that it and the regional ACHRs should 
meet annually, he said that in the Region of the Americas it was considered sufficient for meetings to be held 
every two years, since there was no need to modify guidelines and policy every year. For more specific 
development advice, the establishment of subcommittees had been the solution in the Region. 

Dr Sarr took the chair. 

Dr H U Ching-Li (Assistant Director-General), commenting on WHO's coordinating and leadership role 
in the field of bioethics, pointed out that the recommendations of the global ACHR were summarized in the 
Annex to document EB91/INF.DOC./3, which gave an outline of recommended collaborative research 
activities with CIOMS. The Council would provide a forum in which all interested parties could consider 
bioethical issues in health research. All results would be reported to WHO and through it to its Member 
States. In his opening statement at the current session, the Director-General had emphasized the 
Organization's priorities, particularly at the country level, and had indicated that the ability to rely on carefully 
thought out ethical and technical standards would become all the more important in an increasingly 
interdependent world, a situation which in turn would enhance WHO's standard-setting activities. The 
Organization should therefore take the lead in coordinating work on many of the ethical issues raised, in close 
collaboration with CIOMS. As everyone was aware, ACHR was essentially concerned with the development of 
approaches and strategies for the implementation of policies and with the coordination of health research at all 
levels. The Council for Science and Technology, on the other hand, was an internal coordinating body which 
advised the Director-General on the orientation of science and technology in relation to activities within WHO, 
serving as a forum for the exchange of information among all programmes. 

Dr MANSOURIAN (Office of Research Promotion and Development) drew the attention of members of 
the Board to the important table on pages C-14 to C-16 of document PB/94-95, which supported the statement 
that research was part of every programme in the Organization. The total figure involved, including 
extrabudgetary funding, would be approximately US$ 260 million for the biennium 1994-1995. The level of 
support had been increasing over the past 15 years. ACHR had seen the conception and birth of many of the 
activities in question. It had also promoted the regionaiization referred to by Dr Ko Ko. Its primary function 
was policy analysis and not policy formulation, which was the responsibility of the governing bodies. That was 
reflected in resolution WHA43.19, which provided guidance for the overall orientation and balance in WHO's 
research activities. The function was essentially forward-looking, and most of what currently existed had been 
conceived many years previously. 

A function of programme 7 was liaison in science and technology with nongovernmental organizations, 
scientific institutions, research councils and universities for the determination of promising new methodologies 
in research. Another function was coordination with other United Nations bodies such as the Centre for 
Science and Technology for Development in New York and internally in WHO using such bodies as the 



SUMMARY RECORDS: SEVENTH MEETING 428 

Council for Science and Technology. Finally, there was a support function: for instance, services were 
provided for the administration of the system of collaborating centres and the system of expert advisory panels. 

Professor Jablensky had raised some questions about the interface between the global and regional 
ACHRs. Nothing was perfect, and efforts were being made to improve their interaction by mutual 
representation and joint planning. However, much remained to be done. Professor Jablensky had also asked 
about the peer review system that was being contemplated for collaborating centres. The system was a large 
one, but it was hoped that it would be possible to ensure a minimum of independent peer review. 
Professor Jablensky had also asked about expert committees and study groups. Their operation, of course, 
depended greatly on the availability of funds for each programme, but if the budgetary constraints were too 
great, there were compensatory mechanisms for providing expert advice without having to resort to the expert 
advisory panels. 

Dr Savel'ev would no doubt be pleased to learn that the report of the ACHR subcommittee on health 
and the economy would be widely distributed very soon. The subcommittee's work was due to be split into two 
parts of which one, dealing with methodological development, would be taken over by the ACHR's task force 
on monitoring of emerging areas in science and technology, and the other, being mainly operational, would be 
taken care of by the relevant programmes involved with health care economics. 

Dr Larivière had asked about the criteria established by the ACHR in 1976. Those criteria were 
mentioned in the book Research strategies for health published in 1992 and based on the Technical Discussions 
on the "Role of health research in the strategy for health for all by the year 2000" held at the Forty-third 
World Health Assembly. One of the ten criteria was the involvement of countries themselves, especially of 
their scientific communities and facilities, in the research to be undertaken, so as to upgrade national research 
capabilities. Much of the rationale behind the essential national health research movement had already been 
established by WHO and ACHR as far back as 1976. Naturally, much more had been done in the meantime, 
and all that work had been reflected in the preparations for the Technical Discussions and had been published. 
Dr Larivière had also commented, in the discussion on programme 3 at the fourth meeting, on the relationship 
between ACHR and the governing bodies. Of course, the latter were responsible for governing and ACHR 
was an advisory body which tried to report as frequently as possible to them, but not every year. The latest 
report had been submitted in May 1992 in document A45/9 and had been reviewed by the Health Assembly. 
In any case, it might not be desirable to have research issues brought up every year at the Health Assembly, 
which had not specifically requested a report for 1994. 

Dr Violaki-Paraskeva had enquired about the translation of scientific knowledge into practical 
operations, which was the function of health systems research. There was, in fact, no way to "bureaucratize" 
that particular function. It was the responsibility of each project manager to ensure that the appropriate 
scientific background was available. 

He fully agreed with Dr Nymadawa's comments concerning the role of regionalization and the need to 
establish priorities for research at the regional level. The Regional Directors had already responded to that 
question. Uniformity was not needed, and each Region had to draw up its own agenda. 

He also agreed with Dr Sattar Yoosuf s remarks on the question of cultural and value differences. 
Dr Doi had stressed the role of the environment. In that connection there was plenty of scope for 
improvement, as could be gathered from many of the figures given in the table to which he had referred 
earlier. 

Dr LARIVIÈRE, commenting on Dr Mansourian's reply to his earlier question, said that the report 
submitted to the Health Assembly in May 1992 had been a progress report on the implementation of the 
resolutions adopted in 1990. It had not been the kind of discussion document, updating the policy orientation, 
which he had in mind. In fact the report, as a policy document, would normally have been discussed by the 
Board beforehand. In his view, it certainly had not provided the required type of overall view or discussion of 
mechanisms, though it had indicated many activities in progress which should be focused on at the current 
stage. The Board might feel that it was premature to request the Secretariat to prepare an in-depth discussion 
document for January 1994, but the alternative would be to wait until 1995，which, being a programme budget 
year, might not be an appropriate time. He therefore suggested that the Board should have the document 
before it in January 1994. 

The CHAIRMAN said that the suggestion had been noted and the report would be submitted in 
January 1994. 
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General health protection and promotion (Programme 8) (Document PB/94-95, pages B-81 to B-99) 

The CHAIRMAN suggested that programme 8.1, Nutrition, be taken up at a later stage, since the 
relevant report had only just been distributed. 

It was so agreed. (See summary record of the tenth meeting, page 103.) 

Programmes 8.2 to 8.4: Oral health; Accident prevention; and Tobacco or health (Document 
EB91/12) 

Dr SAVEL'EV (adviser to Dr Kossenko) said that it was important to develop programme 8.2 further, 
since in many countries, including the Russian Federation, there was no sign of a reduction in the incidence of 
oral diseases. He suggested that the activities for the next biennium should include the preparation of 
publications on ways of organizing oral care, and the drawing-up of standards for the training of oral health 
specialists, which would facilitate the international recognition of their qualifications. 

With regard to programme 8.4, Tobacco or health, he noted the substantial work already done and 
expressed his approval of the main directions to be taken during the next biennium. In the Russian 
Federation, unfortunately, the change-over to a market economy was being accompanied by an abundance of 
advertisements for tobacco products, especially poor-quality ones. The recommendations to be worked out 
under WHO's programme would therefore be very important for health in the Russian Federation. 

Dr LARIVIÈRE welcomed the increase in the budget allocation for programme 8.4, Tobacco or health. 
He reported some encouraging news from Canada, where a court had recently supported the cause of public 
health by upholding a law severely restricting advertisements for tobacco, particularly when they were aimed at 
vulnerable groups. He would be happy to provide further information on the matter to Dr Savel,ev and 
anyone else interested. 

Dr MASON said that programme 8.3, Accident prevention, did not adequately reflect either the 
worldwide need or the worldwide enthusiasm to develop programmes for preventing and controlling injuries. 
The programme's title should be changed from "Accident prevention" to "Injury prevention and control" and it 
should be considered under the General Programme of Work. That would better reflect the fact that injury in 
the first place could be prevented and that, after injury had occurred, disability could be reduced through 
improved care and rehabilitation. The objective of the programme should be more simply stated: "to prevent 
injuries by encouraging the development of injury prevention activities within health programmes". 

Given the limited resources, the programme must establish a viable external source of technical 
assistance and collaboration. The existing system with WHO collaborating centres did not seem to provide 
guidance to what was currently called the "Accident prevention programme" in the most efficient manner. He 
therefore proposed that the Executive Board should consider re-establishing a network of WHO collaborating 
centres firmly rooted in national injury prevention programmes. Such a network could be supplemented by a 
number of ad hoc centres to provide timely programme guidance. 

Dr NO VELLO (alternate to Dr Mason) said that considerable progress had been made in the area of 
tobacco and health in the past three years with the smokeless Olympics in 1992, restrictions on advertising in 
certain countries, taxation imposed in other countries and, in the United States of America, an important legal 
decision concerning the Surgeon-General,s health warnings on cigarette packets. On the other hand, there was 
increasing use of chewing tobacco in the USA, due to the belief that the habit was less dangerous than smoking 
and the close relationship of the habit with the sport of baseball. 

Other important developments were the increased targeting of populations at risk: women, youth and 
minorities, and the decision by the United States Environmental Protection Agency to place environmental 
tobacco smoke on the carcinogen list. 

She thanked the Director-General for his report (document EB91/12) and commended him for the 
active role played by programme 8.4 in helping Member States to curtail smoking in their countries. She was 
in complete agreement with the emphasis placed on development of national tobacco control programmes, 
promotion of public information and education and the establishment of a WHO tobacco-or-health data centre 
and clearing house, all of which should contribute immeasurably to combating the serious health problems 
caused by tobacco use. 

She was disappointed, however, that the report referred only in passing to health hazards; she felt that 
information should stress the morbidity and mortality associated with tobacco use as health data changed, 
mentioning all the diseases involved. To that end, support for the development of national tobacco control 



SUMMARY RECORDS: SEVENTH MEETING 79 

programmes was crucial. WHO and Member States should inform organizations that financed international 
health programmes accordingly and encourage appropriate projects at national and local levels. 

The deleterious effect of smoking on health was now well known. The challenge for the future was to 
eliminate or severely restrict tobacco use by all countries in a comprehensive manner which took into account 
the threat of environmental tobacco smoke, and to avoid an epidemic of oral cancer which was in the making if 
young people continued to use chewing tobacco. The time had come for health education and, where 
necessary, regulatory measures. WHO held the key to a solution of the problem. 

Dr BENGZON said he had the uneasy feeling that, although progress had been made, the health sector 
and WHO were not winning the war against tobacco. Despite weighty scientific evidence showing the harm its 
use caused, despite the application of various technologies in communication, and despite very persuasive 
evidence showing that the programme was one of the most cost-effective, there were large countries in which 
different government departments were giving conflicting messages, and small and developing nations were 
becoming dumping grounds because of the trade and commerce objectives of bigger countries. 

He believed that the battle against tobacco could be won only at the global level. However, it could not 
be won only by adducing scientific evidence; WHO had to bring its scientific talents to bear in the spheres of 
policy-making, legislation, communication and marketing, thus bringing the battle into the arena where those 
who promoted tobacco use were strongest. 

He concurred with the previous speaker that that was the issue of the future, and suggested that it should 
be used as a very practical indicator of how well WHO worked in matching the nobility of its cause with its 
capacity to do battle and win in the real world. 

Dr KOMBA-KONO found it very difficult to speak of tobacco without referring to nutrition as the two 
were closely intertwined in the developing world. Apart from the dumping of tobacco, food production was 
fast giving way to the production of tobacco, which was being consumed in a very raw form and producing 
harmful results in a very short time. He would have liked to see the International Conference on Nutrition in 
Rome address the intersectoral aspects relating to the encouragement of food production in preference to 
tobacco production. Land was at a premium now in the developing countries, and figures showed that tobacco 
growers were being exploited to such an extent that if food production were encouraged they could be 
persuaded to turn to it. WHO should take a lead in persuading organizations such as FAO and the World 
Food Programme to pay greater attention to the encouragement of food production. 

Professor JABLENSKY, referring to programme 8.3, Accident prevention, asked whether WHO carried 
out an epidemiological analysis by region or by area of injuries, their causes, predictors and sequelae and the 
context in which they occurred, and whether such information was available in any part of the world. He also 
asked whether domestic and street violence and homicide - major causes of injury in many areas of the world -
were considered as within the purview of the programme; if so, it would require a major behavioural and 
social dimension. 

Finally, he endorsed Dr Mason's comment that a reorientation of the programme towards injury 
prevention would be in line with current trends in that important field. 

Dr SIDHOM said that accident prevention was becoming increasingly important as a result of 
socioeconomic developments in some countries and the introduction of new technologies in industry and in 
daily home life. 

Paragraph 4 of the programme statement mentioned that a set of indicators had been established for 
monitoring and evaluation of community safety programmes and that their application would be assessed at 
the Second World Conference on Injury Control to be held in May 1993. He suggested that the indicators 
should be made widely available so that all countries could benefit from them. 

Accidents were most often caused by human behaviour, by the use of equipment that did not comply 
with protection and prevention criteria, or by the lack of basic infrastructures. Studies on schoolchildren in 
Tunisia had shown that accidents had a very important impact not only on health expenditure but also on the 
future capabilities of the children involved. 

WHO should therefore play a greater part in that sector, not only in educating and arousing awareness 
about accidents but also by encouraging those concerned to draw up safety measures and ensure their 
implementation, particularly in relation to the marketing and use of equipment, and to institute basic 
infrastructure programmes. 

The proposed programme budget included only a very small component for country activities. In 
addition, with the exception of intercountry activities in one region, the programme was financed almost 
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exclusively from the regular budget. He felt that an extra effort might be made to interest all those involved in 
trying to provide the programme with the means to develop, since it certainly warranted greater attention. 

Dr DLAMINI said she was pleased to note that WHO continued to give priority to programme &2’ Oral 
health, by encouraging Member States to include it in primary health care systems, particularly since dental 
caries was still high among schoolchildren. Human resources in that area were scanty and one strategy was to 
promote oral health through other health care providers, especially at the primary health care level. She was 
particularly happy to note that the African Region was encouraging countries to formulate national policies 
and programmes for oral health, which did not yet exist in a number of countries. She also welcomed 
collaboration between the Global Programme on AIDS and the oral health programme, given that oral 
manifestations were often an early indicator of AIDS. 

In regard to programme 8.3, Accident prevention, she endorsed earlier comments, particularly those of 
Dr Mason. 

In Swaziland, data showed that motor-vehicle accidents, often related to alcohol and drugs, were a major 
contributor to morbidity and mortality, and approaches to the police for assistance had been considered. She 
felt that greater links should be established with programme 10.2, Prevention and control of alcohol and drug 
abuse, in an attempt to reduce accidents, especially traffic accidents. 

With regard to programme 8.4，Tobacco or health, Dr Komba-Kono had already referred to the 
International Conference on Nutrition in Rome, which had provided an opportunity for close cooperation with 
FAO. A number of countries, including some from Africa, had mentioned their concern at the inadequate 
state of nutrition in their countries. She therefore supported Dr Komba-Kono's call for food production to 
replace tobacco production and for WHO and FAO to address that problem. Many economic reasons were 
given for growing tobacco, but steps should be taken in the immediate future to combat the situation. 

Dr LI Shi-chuo said that Dr Novello had given very good news on the subject of combating tobacco use. 
Programme 8.4, Tobacco or health, had been conducted in a very effective manner. 

He wished to emphasize three points. First, in order to combat the hazards of tobacco use, consistent 
health education and mass media campaigns should be carried out. In particular, appropriate methods must be 
found to conduct health education for schoolchildren. Many middle-aged people were giving up smoking, but 
more and more young people were taking up the habit and even some health workers continued to smoke. 
Therefore, consistent and effective health education was a very important issue. 

Secondly, national authorities should cooperate with the mass media in undertaking health education 
activities, and should encourage the mass media to share responsibility in the matter. Meanwhile, the 
necessary resources should be mobilized. 

Thirdly, through multilateral cooperation and multi-agency cooperation in the United Nations system, the 
Director-General and others concerned should make greater efforts in the areas of commerce, industry and 
taxation. An ever-increasing number of United Nations Member States were making a political commitment. 

The meeting rose at 12h35. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 
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PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (continued) 

General health protection and promotion (Programme 8) (Document PB/94-95, pp. B-81 to B-99) 
(continued) 

Programmes 8.2 to 8.4: Oral health; Accident prevention; and Tobacco or health 
(Document EB91/12) (continued) 

Dr VIOLAKI-PARASKEVA said that health policy must be seen in the context of investment in social 
development. Against that background, it was appropriate that the programmes under review should be 
considered as a group. 

Concerning programme 8.2, Oral health，she noted the reference in paragraph 2 on page B-88 of 
document PB/94-95 to information from the global oral data bank, and asked how such data were collected 
and what percentage of countries responded to requests for information of that kind. She welcomed the close 
cooperation between the oral health programme and programme 13.13 (AIDS and other sexually transmitted 
diseases), which would undoubtedly prove fruitful. The statement made in the first sentence of paragraph 20 
on page B-90 was also encouraging. 

She agreed with Dr Mason that it might be appropriate to change the title of programme 8.3, "Accident 
prevention", to reflect an emphasis on accidents in the home in addition to traffic accidents and injuries 
sustained at the workplace. 

Professor CALDEIRA D A SILVA said that progress had been made in various countries and regions 
with regard to tobacco and health, but that social policies on smoking must take into account not only the 
priorities of the health sector, but also those of agriculture and employment. 

Activities under programme 8.4，Tobacco or health, should be broader in scope, and should be directed 
particularly towards children and adolescents, both at school and in the home，where many children lived with 
adults who were heavy smokers. There should, in addition, be a broader geographical focus and more 
activities at regional and interregional levels. 

With regard to accident prevention, his institute was actively involved, in collaboration with the health 
authorities, in projects concerning accidents in the home, which were a particular hazard for children. 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 

- 8 1 • 
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Dr SARR said that programme 8.2, Oral health, was gaining importance in his country. As a start, 
teachers in primary schools were being trained so that they could teach the children oral hygiene. 
Decentralization of services to the district and community level had increased local awareness of oral health. 

With regard to accident prevention, in the African Region various activities were envisaged, including 
training for patient-care and research, but it was somewhat surprising to see that no resources had been 
allocated for such programmes either in the African Region or the Region of the Americas. 

Although traffic accidents were becoming commoner, accidents in the home were also a matter for 
concern. That was partly the result of rapid urbanization: in migrating to the cities, people from the rural 
areas often found themselves confronted by, for example, gas, electricity and disinfectants, with whose 
attendant hazards they were unfamiliar. Where parents lacked even a minimal awareness of safety 
precautions, children frequently became the victims of household accidents. That increased the importance of 
the problem. 

Dr LAMVIÈRE noted that the Forty-fourth World Health Assembly had adopted resolution WHA44.26 
on smoking and travel, requesting the Director-General to collaborate with the International Civil Aviation 
Organization (ICAO) and all other competent agencies in developing guidelines and recommendations for a 
smoke-free travel environment. As a consequence of that resolution, ICAO had recently adopted a resolution 
which would severely curtail smoking on board civil aircraft by the year 1996. That decision represented a 
collective measure which illustrated the fruitful collaboration that could be achieved on health matters within 
the United Nations system. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate), observed that accidents were a major cause of morbidity 
and mortality. He agreed with Dr Mason's view, expressed at the previous meeting, that the title and approach 
of the programme should be changed so as better to reflect the fact that injury could be prevented, while 
disability could be reduced throu^i rehabilitation. 

Dr MEREDITH (alternate to Dr Calman), while endorsing the general features of programme 8.2, Oral 
health，said that little attention seemed to have been paid to dietary prevention and the role of sugars. He 
trusted that the reference in paragraph 17 on page B-90 to "fluoridated sugar" was a typographical error and 
should read "fluoridated salt". 

With regard to programme 8.3, he fully agreed with Dr Mason's comments concerning injury prevention 
and control. 

The discussions that had taken place in connection with programme 8.4, Tobacco or health, were 
precisely those needed for a proper assessment of priorities and objectives in an area where WHO could and 
should provide leadership. 

Dr MONEKOSSO (Regional Director for Africa), referring to the question raised by Dr Sarr concerning 
budget allocations for the programme on accident prevention, said that the budget had been set at 
approximately US$ 525 000 at the intercountry level, including resources from the private sector. Although 
much had been achieved, budgetary constraints indeed had proved an obstacle. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that, apart from the US$ 55 000 
from the regular budget of the Pan American Health Organization, no specific budget line had been assigned 
for the Region of the Americas for accident prevention. Promotional activities in connection with the 
programme in the Region were funded under other programmes. 

Dr NAPALKOV (Assistant Director-General) said that he agreed with Dr Novello on the need to stress 
the aspect of hazardous environmental exposure to tobacco smoke. As far as the political, social and economic 
dimensions of the problem were concerned, it had been decided after discussions at previous sessions of the 
Executive Board and in the Health Assembly that efforts should be made to mobilize the entire United 
Nations system to combat the problem of smoking, since many of its aspects were beyond the scope of WHO's 
competence as a technical agency. The Economic and Social Council had already agreed to consider the issue. 

With regard to injury prevention and control, he was glad to report that future plans and policies in 
health protection and promotion would take into account not only accident prevention but injury prevention in 
a wider sense, particularly in such contexts as the health of the elderly and rehabilitation. 

In connection with the programme on oral health, he fully agreed that problems of manpower 
development, health education and professional training should be the focus of attention, and they would be 
duly reflected in the Secretariat's activities. 
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Dr ROMER (Injury Prevention Programme) said that Dr Mason's suggestion, supported by other Board 
members, that the name of the programme on accident prevention should be changed to "Injury prevention" 
was greatly appreciated. The proposed change was not only a matter of semantics, but also one of programme 
substance in the sense that it was preferable to tackle the problems involved by considering the results of an 
unsafe situation rather than by dwelling on the situation itself, since the term "accident" was particularly 
difficult to define in a manner acceptable to all. Use of the term "injury" would also reflect the Organization's 
interest in the field; a future issue of the journal World Health on accident prevention would, in fact, deal with 
the subject from the point of view of the prevention of injury and violence. As Professor Jablensky had 
pointed out, violence and its consequences had become a new aspect of public health. An important step had 
been taken to give concrete form to that shift of emphasis in relation to the focus of World Health Day 1993, 
which would be on injury and violence prevention instead of accident prevention as originally planned. The 
Day would emphasize areas whose impact on health had received insufficient attention to date, namely 
traditional safety issues (at home, at work, on the roads) but also issues related to intentional violence, for 
example in the family. A programme was in preparation on the problems caused by child abuse or abuse of 
women. The term "accident prevention" had been applied to the programme by the Eighth General 
Programme of Work, which had oriented it towards the prevention of domestic and traffic accidents. As that 
was not generally the province of ministries of health, it had not been possible to make much progress with the 
subject. Furthermore, the programme was not an isolated entity but had implications for many other WHO 
programmes, with which it was planned to ensure close interaction in future. 

Dr BARMES (Oral Health), responding to Dr Violaki-Pareskeva, said that since 1969 WHO had 
provided standard survey methods that were used globally. Many investigators provided the data they collected 
for analysis and inclusion in the Organization's global oral data bank. Other data were extracted from 
publications. About 95% of Member States had produced at least one set of data and most had produced 
several. From those data, WHO could provide not only global weighted means of caries prevalence each year, 
but also an assessment of trends. A booklet was produced annually in May giving the latest data. 

To reply to Dr Meredith, the fourth sentence of paragraph 17 of the programme description referred to 
community preventive projects, which related to water, salt or milk fluoridation. The mention of sugar 
fluoridation concerned only laboratory studies of the feasibility of the process. The Organization based its 
prevention policy on three pillars: optimal use of fluoride, oral hygiene and dietary prudence. 

Dr PAZ-ZAMORA asked whether information could be provided on the progress made in reducing the 
amount of tobacco grown and in replacing it by other crops. 

Dr ROCHON (Division of Health Protection and Promotion), further to Dr Napalkov's statement, said 
that the considerations raised by Board members would be submitted by the Director-General to the next 
session of the Economic and Social Council for consideration within the context of the operation of and 
cooperation within the entire United Nations system. Discussion on the subject in the Board and the Health 
Assembly had thus reached a stage when it was possible to move forward at the appropriate level within the 
United Nations system. 

Protection and promotion of the health of specific population groups (Programme 9) 
(Document PB/94-95, pages B-100 to B-125) 

Programmes 9.1 to 9.3: Maternal and child health, including family planning; Adolescent health; 
and Human reproduction research 

The CHAIRMAN reminded Board members that the programme review should not be confined to the 
technical content of programmes; attention should also be given to their budgetary aspects, where guidance to 
the Secretariat was particularly important in the present climate of financial constraint. 

Dr DLAMINI welcomed the emphasis that WHO continued to place on the three programmes under 
consideration. The safe motherhood concept made family planning a necessary part of maternal and child 
health since it implied the spacing of births and thus the need for access to contraception. However, maternal 
mortality, like infant and child mortality, was still unacceptably high in many countries, especially in 
sub-Saharan Africa. There was a general shortage of resources to tackle the problem, including a lack of 
trained personnel and poor access to health services. Instead of resources being diverted from maternal and 
child health to other programmes, the reverse should be the case and greater priority given to the large, 
vulnerable sector of the population that it covered. More resources should be made available at country level 
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to community-based programmes, technical support, material support and training. The steps to be taken to 
address the problems described in the Director-General's report to the Forty-fifth World Health Assembly on 
the health of the newborn (document WHA45/1992/REC/1, Annex 4) were very welcome. Since between 
one-third and half of all infant mortality occurred in the first four months of life, it should be considerably 
reduced by action taken during pregnancy and birth. 

Adolescent health was closely related to maternal and child health, including family planning, with which 
it should be more closely integrated, since countries tended to overlook it. Swaziland, for example, had no 
programme on the subject, although it now recognized that one was needed and welcomed the measures 
planned to help countries develop comprehensive adolescent health services, preferably integrated within the 
existing maternal and child health care system. In addition, it was hoped that resources would be made 
available to implement resolution WHA45.25 on women, health and development, since that would go a long 
way towards improving the health status of mothers and children. 

The continuation of research in human reproduction was very important for countries where, for various 
reasons, there was a reluctance to use existing family planning methods. The provision of more acceptable 
methods would in the long run improve the health status of women. 

Dr VIOLAKI-PARASKEVA said that maternal and child health was one of the eight principal 
components of primary health care. Children represented the future of humanity, so their healthy growth was 
essential and a responsibility of the health sector. WHO had, from its earliest years, given priority to maternal 
and child health. That stance had been re-emphasized at Alma-Ata and was reflected in the present close 
collaboration between WHO, UNICEF and UNFPA. It had been further endorsed by the World Summit for 
Children and the International Conference on Nutrition. Although an international effort to improve maternal 
health had been launched by a number of agencies under the leadership of WHO, and the Board and the 
Health Assembly had had the opportunity to review some of the issues relevant to maternal health during their 
consideration of the Director-General's report on women, health and development (document A44/15) and 
during the Technical Discussions at the Forty-fifth World Health Assembly, the Organization had not examined 
the overall policies and strategies and the directions that country programmes had taken or considered how it 
was supporting those efforts. In view of the Director-General's recent report on the health of the newborn 
(WHA45/ 1992/REC/1, Annex 4) and the importance in that context of the health and nutrition of the mother 
and the quality of care that she provided, it would perhaps be useful to consider maternal health in relation to 
country needs and WHO's responsibilities at a future session of the Board. 

The safe motherhood approach was considered a priority by the Organization. Since family planning had 
a vital impact on women's health, safe motherhood and many other aspects of health development, she 
welcomed the emphasis placed in the proposed programme budget on family planning and population training 
for all health workers. Nevertheless, WHO should perhaps further strengthen its activities in support of family 
planning services. 

She deplored the reduction in the regular budget allocation for country activities, apparently as a result 
of the transfer of funds to other programmes, for it was inadmissible that maternal and child health 
programmes at country level should be cut. 

Dr NOVELLO (alternate to Dr Mason) said that the time was coming when adolescent health would 
have to be regarded as a priority. Adolescents formed a large proportion of the population and would be the 
group most at risk from AIDS in the future unless provided with comprehensive health and safety education at 
an early stage. As was planned in the case of mothers and children, adolescents as a separate group should 
receive comprehensive care, with a comprehensive approach to its delivery. 

Mr DOUGLAS observed that, in the programme statements for the three programmes under 
consideration the problem posed by the AIDS pandemic had not been overlooked. Dr Novello had mentioned 
AIDS in the context of adolescent health; another problem was the increasing incidence of AIDS in the 
newborn. Research had shown that AIDS was transmitted from mother to child not only at birth but through 
breast milk; among exposed infants, 30% acquired the disease in the course of breast-feeding during the first 
six months of life - a practice normally best for the child and promoted by WHO. The problem of AIDS in the 
newborn and in adolescents should thus be made an area for priority action by WHO. Family planning, where 
his country, too, was seeking more acceptable methods, would also have to address the problems of adolescent 
pregnancy, adolescents and AIDS, and the need for suitable health education. Another area where adolescent 
health posed special problems was that of drug and alcohol abuse, with the attendant need for appropriate 
detoxification and rehabilitation. 
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Dr PAZ-ZAMORA endorsed the comments made by previous speakers on maternal and child health, 
which was an essential part of health programmes in all countries of the world. All the efforts that were being 
made and the new problems that were appearing would lead to increasingly inadequate budgets for ever-
increasing requirements. He joined Dr Novello in stressing that greater emphasis should be placed on the 
health of adolescents, who were undoubtedly a population group of fundamental importance. He asked 
whether joint initiatives had been undertaken, for example, with UNESCO, which gave adolescents high 
priority coverage, and also in the field of sport. In the search for ways to save money, very simple methods 
were often overlooked, such as taking advantage of the natural tendency of the child or youth to keep on the 
move, to take physical exercise, and to participate in team games. Initiatives could be developed involving the 
International Olympics Committee and appropriate national bodies which would have a marked effect on the 
health of the young and no doubt divert their attention away from drugs and tobacco, make them sleep better, 
tire themselves out in healthier ways, and have healthier sexual and peer group relations. 

Dr KOMBA-KONO noted that activities such as the Special Programme of Research, Development and 
Research Training in Human Reproduction fell within the special programme category; their funds were 
therefore usually derived from extrabudgetary sources. Since zero budget growth was now the rule, he asked 
whether it would affect extrabudgetary funding; he feared that zero budget growth might scare off well-
meaning donors who might not look favourably on WHO's financial management system. 

Professor MBEDE observed that maternal and child health, including family planning, had become 
practically a universally accepted priority and that family planning activities, in particular, were being 
undertaken in virtually all countries: if there was a field in which it was easy to obtain money from many 
different sources, it was family planning and human reproduction. However, experience on the ground had 
shown that the results were not as good as might be expected, because insufficient efforts were being devoted 
to curative care for women and children. It was often forgotten that basic curative care was part of primary 
health care, and it was necessary to remind donors that the support given to services at the first referral level 
in maternal and child health care was extremely important. 

Dr LARIVIÈRE supported Dr Violaki-Paraskeva's suggestion that maternal and child health should be 
an item on the agenda of a future session of the Board. It could be included as an item in January 1994. 

Dr H U Ching-Li (Assistant Director-General), thanking members of the Board for their interest in and 
support for WHO's work in maternal and child health, including family planning, safe motherhood, newborn 
care, adolescent health, and women, health and development, pointed out that because of the recent changes in 
UNFPA with respect to administrative and programme support, WHO was facing a difficult situation and had 
lost many posts originally supported by UNFPA-funded programmes at headquarters and at the regional level. 
The Director-General had therefore decided to allocate US$ 800 000 from the 1% overall cut to the priority 
areas in compensation for what had been lost. Of course, recovery could not be total, but at least programmes 
would be staffed to the extent possible from the regular budget. That had already been indicated by the 
Chairman in the meeting of the Programme Committee of the Executive Board. He entirely agreed with Dr 
Dlamini that funds were still insufficient, but everything possible was being done to mobilize extrabudgetary 
resources. 

In reply to Dr Komba-Kono's question, he confirmed that since the Special Programme of Research, 
Development and Research Training in Human Reproduction was a special programme supported by other 
agencies, such as UNDP, UNFPA and the World Bank, its regular budget allocation was very small compared 
to overall extrabudgetary sources. He had briefed the three agencies mentioned and they had appreciated that 
WHO had made only a token cut in the Special Programme and would continue to give it support. Of course, 
even at present, the Programme was facing difficulties in funding, not because of cuts in the regular budget but 
because the funds from volunteer or donor agencies were not arriving in time, owing to financial difficulties in 
many European countries and exchange rate fluctuations. All measures would be taken to mobilize funds to 
cover that deficiency. 

Dr MERSON (Global Programme on AIDS) said that the Global Programme was carrying out many 
activities related to prevention of HIV infection in the newborn and in adolescents. Preventing infection in the 
newborn meant preventing infection in women: much of what was being done to stop sexual transmission to 
women would lead to protecting the newborn. There were three important innovations: first, simple methods 
were being found to detect sexually transmitted diseases such as gonorrhoea in women, since women who had 
such infections were often asymptomatic but were at greater risk of HIV infection. Simpler approaches to 
detecting those infections were now being emphasized, particularly in respect of women attending maternal and 
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child health and family planning clinics. Discussions had been held with colleagues in WHO's maternal and 
child health programme and with UNFPA, and it was hoped to reduce substantially the transmission of 
sexually transmitted diseases to women. Secondly, there was now no doubt that HIV could be transmitted 
through breast milk. Consultations had been held with colleagues in the Division of Family Health and 
UNICEF and a consensus statement had been drafted; guidelines were now being developed with UNICEF 
which could assist maternal and child health workers in advising mothers whether or not to breast-feed. 
Finally, research was under way on the interruption of perinatal transmission by means of drugs given near the 
time of delivery or the administration of immunoglobulins or even vaccines. 

With regard to AIDS prevention in adolescence, efforts were shared between in-school and out-of-school 
education. In-school education was being supported in many countries; pilot school-based projects were under 
way in collaboration with UNESCO and a guide had been developed for school education with UNESCO and 
recently issued in the WHO AIDS Series. A model school curriculum was being developed with UNICEF and 
UNESCO for teaching on AIDS and sexually transmitted diseases in primary and secondary schools. With 
regard to out-of-school education, guidelines would shortly be published for national programmes, and research 
in four or five countries was being supported on innovative approaches to reaching out-of-school youth. 

Dr TÜRMEN (Division of Family Health) thanked members of the Board who had voiced strong 
support for the two priority areas of newborn health and adolescent health. She would welcome the 
opportunity, in accordance with Dr Violaki-Paraskeva's suggestion, to report to the Board the following 
January on WHO's activities and policies in regard to maternal and child health, including family planning and 
safe motherhood. 

Mr DOUGLAS, observing that Dr Merson had mentioned a number of different partners with the 
Global Programme in the combat against AIDS, wondered whether the diversification and division of 
responsibility did not lead to problems of coordination and management. 

Dr NO VELLO (alternate to Dr Mason) stressed that the health of adolescents was not a matter to be 
passed over in silence until they contracted HIV/AIDS. Well before such a tragic eventuality, they stood very 
much in need of what she herself always referred to as "CHASE" - namely comprehensive health and safety 
education. 

The CHAIRMAN, speaking in his personal capacity, said that he had long been an ardent advocate of a 
programme on adolescent health, in view of the tendency to subsume the problems of adolescence under other 
concerns such as drug addiction, suicide or birth control, in an extremely piecemeal approach that inhibited an 
overall view of a population group which, at all levels of all societies，deserved special attention. Teenage 
behaviour was basically the same everywhere; prevention should be inculcated while adolescents were at 
school and had not yet swelled the ranks of pathological cases or social drop-outs. WHO's programme on 
adolescent health appeared to him to demonstrate the transition from a fragmented vertical approach to an 
overall, across-the-board approach, addressed to a specific segment of the population, complementing but not 
supplanting the earlier attitude. 

Dr H U Ching-Li (Assistant Director-General) remarked that the initiation of the adolescent health 
programme represented real progress, since it provided focus and permitted the coordination of all the 
relevant activities, i.e. on AIDS, accident prevention, substance abuse, mental health and maternal and child 
health, including family planning. 

Professor Grillo took the Chair. 

Programme 9.4: Workers' health 

Mr DOUGLAS said he had been surprised to read in paragraph 2 of the programme statement that the 
40 to 45% of the total population which comprised the workforce were exposed to physical, chemical, biological 
and psychosocial factors that damaged health. Although it was also reported that the infrastructure for 
occupational health had improved to some extent, the budget allocation for 1992-1993 and the proposed 
provision for 1994-1995 seemed minimal, especially when the Board had been laying stress on the contribution 
made by workers to national development and the significant direct relation between health and development. 
Even the extrabudgetary funds seemed low, given the vast numbers of employers in the world whose interest it 
was to protect their employees，health. Were there any other sources of financial input for the workers' health 
programme that were not mentioned in the document before the Board? 
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Dr SHAMLAYE said that he assumed that the percentage figure given for the workforce did not include 
the large number of persons working in the home, and asked whether the programme took account of the 
health problems and hazards involved in traditional domestic occupations. 

Dr NAPALKOV (Assistant Director-General) said that he shared Mr Douglas's concern at the 
insufficiency of funds to implement the workers' health programme to the desired extent, but the insufficiency 
was due to the general budget situation. He stressed that the programme on occupational health formed part 
of the overall programme of the Division of Health Protection and Promotion, and was horizontally related to 
many other programmes, such, for instance as the International Programme on Chemical Safety (IPCS), 
environmental health and the health of the elderly. WHO's work on occupational health was carried out in 
close association with such bodies as the International Agency for Research on Cancer (IARC), which also 
addressed occupational health problems, and with activities covered by ILO. There was no doubt, however, 
that much additional funding was needed to expand the programme. In reply to Dr Shamlaye, he said that 
such conventional occupations as the hard work of housewives were not covered in the programme because use 
of the funds had to be limited to professional work and organized labour. 

Mr DOUGLAS stressed the need for the Executive Board or a forthcoming Health Assembly to consider 
the issue of strengthening the Organization's role in regard to the coordination of intersectoral activities. 
While overall responsibility for health matters as addressed in the United Nations system incontestably lay with 
WHO, the activities of other interested bodies and the continued diversification of resources would, he feared, 
jeopardize the Organization's primacy in that domain. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) suggested, in response to the previous speaker's concern, 
that in examining the proposed programme budget the Board might take account of the results of past 
programmes involving interagency, bilateral and multilateral coordination. Information on programme 
coordination within the United Nations system and efforts undertaken along those lines at country level would 
be welcome. Experience acquired by the Global Programme on AIDS might prove useful in that connection. 
Planning, budgetary and operational considerations might ail be applied to the establishment of a blueprint for 
integrated action within the United Nations system and the enhancement of coordination at country level, 
where national sovereignty should of course be respected. 

Dr LARIVIÈRE submitted that Mr Douglas's remarks concerning the workers，health programme might 
be applied to the Organization's activities in general. The definition of WHO，s role was by no means a novel 
topic. In his view, the Organization represented a community of nations and the task of the Secretariat was to 
take action on their chosen priorities. Thus, the real decrease in allocations for the workers' health 
programme at country level should be interpreted as signifying that the countries in question accorded greater 
priority elsewhere; the Secretariat could hardly be blamed for the reductions. Similarly, the overall increase in 
budgetary terms of approximately 8% for workers' health mainly at the interregional and global levels could be 
interpreted as a signal from headquarters that countries might take a closer look at their requirements in that 
area. What was important was the balance between those points of view. 

In many industrialized countries, the primary source of family health care financing lay in employer-
employee contributory schemes. As a consequence of the worldwide economic crisis of recent years, leading to 
mass unemployment, many people no longer had such coverage. Although some degree of economic recovery 
was to be hoped for，there was no guarantee of a return to full employment, with which industrial growth could 
no longer automatically be equated. If the same scenario were to be replicated in the developing countries, it 
would cause grave problems, since the national social security systems would be unable to cope with the 
additional burden. He strongly commended that matter for urgent consideration by experts in health systems 
research. 

Mr DOUGLAS said that Dr Larivière's clarifications underscored the importance of the question he 
himself had posed. He had in no way wished to take the Secretariat to task, but merely to argue that, rather 
than distribute and dilute the limited available resources to such a degree that allocations became merely token 
provisions, it might be preferable to consider a reallocation of resources within priority areas. Above all, the 
Organization must have feasible programmes and ensure their effective implementation. He remarked in 
passing that the proposed allocations for the health of the elderly programme gave similar cause for concern. 

Dr BENGZON saw danger in being drawn into judgements concerning priorities solely on the basis of 
the figures contained in document PB/94-95. Dr Larivière's remarks in that regard had been most pertinent. 
It was important to understand the process whereby the figures had been established, namely through an 
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accumulation of decisions at the country, regional and finally central levels. His suggestion would be that such 
matters might be taken up in the context of the report of the Working Group on the WHO Response to 
Global Change, and that the mandate of the Group might even be amended to cover the changes that might be 
deemed necessary within the Organization. 

Referring to Mr Douglas's remarks on the importance of intersectorality, he said that world health 
objectives could obviously not be achieved by WHO alone; cooperation with United Nations agencies and 
other bodies was necessary and, while fragmentation must be prevented as far as possible, competition was not 
always harmful and duplication would never be altogether avoidable. WHO could not claim primacy in the 
health sector simply because it was staffed by health professionals. By taking sound initiatives and laying the 
appropriate foundations for future action, it must actively demonstrate its leadership, and thereby earn the 
respect which could not be taken for granted. 

Dr NOVELLO (alternate to Dr Mason) remarked that, although the programme budget was based on 
countries' priorities, it was also true that many countries looked to WHO to set trends and priorities. She was 
confident that the findings of the Working Group on the WHO Response to Global Change would be helpful 
in clarifying the issue. 

Ms KRISTENSEN (adviser to Mr Varder) suggested that a more "user-friendly" presentation of the 
programme budget would facilitate discussion on priorities and provide clearer understanding of how they were 
reflected in the budget. 

Dr H U Ching-Li (Assistant Director-General) endorsed the remarks made by Dr Larivière and 
Dr Bengzon regarding the proposed programme budget, which could not fully reflect the Organization's 
priorities or the full range of activities covered. For instance, at country level in particular, issues relating to 
workers’ health were dealt with not only by ministries of health but also by labour and social welfare 
departments. As the Director-General had indicated, in future WHO might extend its cooperation at country 
level to other health-related sectors. At present, however, WHO cooperated only at headquarters level with 
United Nations agencies such as ILO and U N D P on the workers' health programme; at the country level, the 
budget allocation was mainly related to the fellowship and short-term consultant component. 

Mr AITKEN (Assistant Director-General), referring to Mr Douglas's remarks regarding intersectoral and 
interagency cooperation, said that it was important to draw a distinction between the Organization's normative 
action on the one hand and its operational activities on the other. WHO cooperation with the other United 
Nations specialized and technical agencies on the normative activities laid down in the Constitution functioned 
successfully, and was well respected. 

However, operational cooperation between entities of the United Nations system at country level was the 
target of some criticism and reconsideration. In fact, the ACC was currently reviewing its working mechanisms 
for coordinating operational activities at country level. None the less, WHO should maintain its lead role in 
health matters at that level, with overall United Nations system coordination being led by the Resident 
Coordinator for the system in each country. 

Programme 9.5: Health of the elderly 

Dr KOMBA-KONO submitted that it was essential to arrive at a precise working definition of the term 
"elderly", as its significance could vary from country to country and from region to region. Noting that the 
token sum previously allocated to the African Region for the health of the elderly programme had disappeared 
entirely from the proposed budget, he asked to whom the announced objective of the programme would 
actually apply. 

Dr VIOLAKI-PARASKEVA said that the health of the elderly was an important issue not only in the 
developed countries, where they accounted for approximately 14% of the population, but also in the developing 
countries. It was true that the definition of that category of persons varied between regions. 

So-called programmes for the elderly should, in her view, strive to maintain the capacities of older adults, 
to ensure that they remained active members of society, and to provide them with an adequate quality of life. 
For that, the education and training of physicians and other health personnel would have to be modified. 

WHO should provide precise guidelines to Member countries so that they could modify their policies 
relating to the elderly and, above all, admit the elderly to primary health care. 

A further important issue concerned the extension, at the global level, of research on Alzheimer's disease 
and other dementias and on osteoporosis, all of which were of great significance to the elderly. Perhaps rather 
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too much attention was being paid to the control of AIDS, at the expense of other important concerns. How, 
she asked in conclusion, would programmes for the elderly be financed? 

The CHAIRMAN, speaking in his personal capacity, said that he strongly endorsed 
Dr Violaki-Paraskeva's statement. The term "elderly" encompassed a host of complex factors, all of which had 
to be integrated into any definition that might be elaborated. 

Professor MBEDE concurred that the health of the elderly was a matter of increasing importance, even 
in the developing countries. Migration from the countryside and rapid and unrestrained urbanization had in 
part been responsible for the shunting aside of elderly persons who, in traditional cultures, had been fully 
integrated into family life. Nor had the elderly found a place in the often precarious environment of urban 
life, for which they were hardly prepared. With respect to the issues of AIDS and aging, cracks were beginning 
to appear in the time-honoured wall of African solidarity. 

Preoccupied with many other concerns, the developing countries had not yet developed strategies to 
improve conditions for the elderly. They were counting on WHO for assistance in that respect, even if 
solutions were obviously not immediately at hand. 

Dr DLAMINI said that in certain countries, including her own, two new phenomena were emerging 
which made it even more important to protect the health of the elderly. First, as young mothers moved into 
the workforce, elderly people were increasingly taking on the role of child care providers, a task which involved 
many serious responsibilities. Secondly, in some countries there was very high AIDS mortality among adults 
aged 25 to 30 and the children of those victims were often left in the care of elderly members of the family. 

She joined her colleagues in calling on WHO to identify ways of improving the health of the elderly and 
to mobilize the resources necessary for that task. 

Dr SHAMLAYE said it was thanks to his country that the provision for health of the elderly had first 
appeared in the programme budget, since at the time the Seychelles had been the only country that had set 
funds aside for a programme on that issue. 

The inclusion of items in the budget or their exclusion from it did not necessarily reflect the 
Organization's priorities. In fact, the Board was discussing something over which it had virtually no influence. 
Once a region or country decided to establish a particular programme, that programme would be included in 
the programme budget; however, that would not necessarily affect the allocations made to such programmes. 

In the Seychelles, the health of the elderly was certainly considered important, but it was felt that the 
item should be dealt with under the broader category of primary health care. The same applied to workers’ 
health, which could also be tied in with other programmes. Greater emphasis on the horizontal approach was 
called for, even if programmes appeared, for administrative purposes, as separate items in the budget. 

Dr KOMBA-KONO agreed with Dr Shamlaye and hoped that the horizontal approach could be reflected 
in the actual allocations under primary health care. 

Dr NAPALKOV (Assistant Director-General) noted that three decades ago, the question had been how 
to help people live longer. Today it was how to care for the elderly, and in order to provide an effective 
response the Organization had to consider not only health issues，but also political and socioeconomic forces. 

Like any classification system, the budget was a formal exercise, based on the ideal rather than the real, 
and was meant to satisfy technical and administrative needs. It was very difficult to make clear distinctions 
between the subcategories of any one programme; yet the Organization had to do so in order to provide the 
seed money for programmes, initiate research in particular areas and draw the attention of all those concerned 
to specific health issues. 

It was clear that changing socioeconomic conditions gave rise to changing priorities at the country level. 
Whereas in the past public health authorities in the developing countries had paid little attention to the issue 
of health of the elderly, their attitude had changed significantly over the years. 

WHO could not, on its own, address the current myriad of health priorities; interagency cooperation was 
needed, as well as solid cooperation within the Organization. Health of the elderly and workers’ health 
represented intraorganizational cooperation, as both items were being considered within the scope of 
protection and promotion of the health of specific population groups. Interagency cooperation, in contrast, 
needed to be strengthened. 

Dr KO KO (Regional Director for South-East Asia) agreed that the proposed programme budget 
document reflected only part of the picture. 
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In South-East Asia, the problems of the elderly had been under scrutiny for approximately six years, in 
the form of socioepidemiological and demographic studies using a multicentred approach under the auspices of 
the regional Advisory Committee on Health Research. A view of the situation of the elderly in the Region, 
based on those studies, would soon be published which would help to bring the issue to the attention of 
countries and donors. In October 1992, there had been a global consultation on the future of the health of the 
elderly programme, a good example of cooperation between headquarters and the regions, and a WHO 
initiative. 

Promotional activities were also needed, in order to increase awareness in the Member countries and to 
mobilize resources from various sectors involved in care of the elderly. Such an approach would be applicable 
to all emerging programmes, such as those on tobacco or health and deafness prevention, and also to 
established programmes such as occupational health, which were not attracting attention. 

Dr MONEKOSSO (Regional Director for Africa) considered that the Eighth General Programme of 
Work was responsible for the excessively detailed classification of health issues with which the Organization 
was currently faced. The existence of such a large number of subcategories meant that the sums allocated to 
each appeared almost derisory. 

There were two situations in which allocations at the global level might legitimately be modest: first, 
before a programme began receiving funding at the country level, at which time it might need seed money to 
promote it; secondly, once the programme had been fully established. Consolidating the Organization's current 
programmes, which was implied in the Ninth General Programme of Work, was a logical step: it would better 
reflect the interrelationships between many programmes and would allow the budgetary allocations to be of a 
respectable size. 

The African countries had in the past classified programmes according to their own needs, rather than 
following the categories contained in the WHO general programme of work. The Region had also attempted 
to obtain multisectoral health budgets at the country level, which had resulted in more realistic technical 
cooperation budgets and a better overall view. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the importance of health of 
the elderly had been brought to the attention of the Eastern Mediterranean countries during the 1990 meeting 
of the Regional Committee. Since that time, at least 12 Member States had carried out surveys to determine 
the extent of the problem. 

In the past, developing countries had felt little need to attend to their elderly populations, relying on a 
solid foundation of traditions and family ties. However, a multitude of socioeconomic forces were threatening 
those traditions. 

Since the most recent Region-wide meeting on the topic, held in October 1992 in Alexandria, his Region 
had been giving increasing priority to the health of the elderly. While that was not reflected strongly in the 
budget, most of the funds were being supplied by the countries themselves. 

The meeting rose at 17h40. 



NINTH MEETING 

Friday, 22 January 1993，at 9h30 

Chairman: Professor J.-F. GIRARD 

The CHAIRMAN paid tribute to the late Miss Audrey Hepburn, who had done much for the United 
Nations system. 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91 /INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: HEALTH PROMOTION AND CARE (Appropriation 

Section 3) (continued) 

Protection and promotion of mental health (Programme 10) (Document PB/94-95, pages B-126 to B-138) 

Programmes 10.1 to 10.3: Psychosocial and behavioural factors in the promotion of health and human development; Prevention and control of alcohol and drug abuse; and Prevention and 
treatment of mental and neurological disorders 

Dr LI Shi-chuo observed that the protection and promotion of mental health were very relevant aspects 
of the work of WHO, as it was considered that mental illness would be a major problem in the coming century. 
Indeed, in the Americas, the 1990s had already been designated the Decade of the Brain. WHO should 
therefore strengthen its work in the field of mental health, even though communicable diseases might present a 
more immediate problem. In both urban and rural areas of China, an increase in mental illness was associated 
with an increase in the standard of living. 

He noted with satisfaction that the extrabudgetary resources proposed for the prevention and treatment 
of mental and neurological disorders (programme 10.3) were greater than they had been in the previous 
biennium and that work in that field in the Western Pacific Region had been strengthened. Why, however, did 
the extrabudgetary resources available for psychosocial and behavioural factors in the promotion of health and 
human development (programme 10.1) and prevention and control of alcohol and drug abuse 
(programme 10.2) show a decrease for 1994-1995? 

Professor JABLENSKY said that mental health was still regarded by both individuals and society as a 
somewhat controversial subject. The seriousness of the problem should be squarely faced, and WHO's policy 
should be based on an objective assessment of the facts - facts that transcended national boundaries. Mental 
disorders represented a substantial proportion of morbidity in all cultures. Their occurrence was highly 
correlated with phenomena such as poverty, discrimination against minorities, and unemployment. Mental 
illness reduced life expectancy and the quality of life; and suicide, homicide and accidents were major causes 
of mortality in most societies. Millions of people exposed to what psychologists called "severe catastrophic 
stress", e.g., as refugees or victims of torture, faced lasting mental health consequences. The aging of 
populations in many societies was accompanied by a silent epidemic of dementia that would soon also become 
a problem in developing countries. Many widespread tropical diseases and AIDS had important psychological 

1 Taken in conjunction with: 
Item 5，Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 
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dimensions with repercussions on mental health. Finally, there was the worldwide problem of alcohol and drug 
abuse. 

In countries where relevant data existed, it had been estimated that the direct and indirect costs to 
society of mental illness (in terms of loss of productivity and of quality-adjusted years of life) were almost 
equal to those of cardiovascular diseases. There had, however, been major advances in the past decade or so 
in the secondary prevention, treatment and community management of mental illness. Better services could be 
organized and better legislation could be drafted to protect the rights of the mentally ill; better 
pharmacological agents and diagnostic tools and better psychosocial techniques for counselling and crisis 
intervention were available. Research methods had been developed to elucidate the causes of mental 
disorders, providing the means for undertaking primary prevention. 

Despite those advances, the predicament of people with psychological impairments or mental illness had 
worsened over the previous 20 years. In several western European countries and elsewhere, the mortality rate 
among people with psychiatric disorders had doubled during that period, largely owing to suicide. Many 
societies had been unable or reluctant to implement programmes that would bring the benefits of recent 
knowledge to those most in need. Homeless people were becoming a problem in many societies, and it had 
been estimated that 25%-40% of them had psychological impairments. Fewer people were receiving 
appropriate treatment for mental health problems than had been the case 20 years previously. There was also 
the problem of the progressive pauperization of the mentally ill in many countries. 

WHO could play a pivotal, threefold role in resolving those problems: by advocacy, including breaking 
the psychological barrier of the entirely unfounded but widespread belief that nothing could be done about 
problems of mental health; by promotion of national policies and programmes in the field of mental health; 
and by provision of technical support through research, training and information. What was needed was a 
better focused, more vigorous WHO programme which would be proactive, reflecting the most important 
country problems. Activities at the country level should be the first priority (although, he noted, budgetary 
provisions at that level were decreasing); such activities should have political support at the regional level; 
and technical and scientific back-up should be available at the global level. Unfortunately, support for such 
endeavours was stagnant or even dwindling. The stand of the Executive Board on those issues would be of the 
utmost importance, particularly in reaffirming the role and obligations of WHO in the area of mental health. 

Dr SIDHOM said that Professor Jablensky had covered many aspects of the subject under discussion. 
The prevention of mental disorders was linked to perinatal care in the maternal and child health programme, 
including prenatal care, birth attendance, care of premature infants and monitoring of growth and psychomotor 
development. The perinatal period was an important phase for the primary prevention of mental disorders 
and the promotion of mental health. Work in the two programmes should be coordinated. 

The training of health personnel was generally inadequate to allow them to treat mental disorders within 
existing health structures. In many countries, most of the health staff who would first encounter and be 
responsible for mentally disturbed patients were not equipped to provide the necessary services, having 
received only on-the-job training. They were not aware of recent scientific findings that elucidated the 
physiopathology of certain mental disorders and indicated the type of care and treatment required or of new 
developments in therapeutics. The basic training of health personnel should include instruction in the care of 
mental patients. 

The primary prevention of social problems started in the preschool period, when children were faced 
with family break-ups or unexpected socioeconomic problems, and at school, where such problems often 
resulted in scholastic difficulties and failures. That situation could result in delinquency and in the problem of 
"street children" seen in many cities and, finally, in people becoming "socially sick". Personnel should be better 
trained to deal with such cases by a better analysis of social problems in order to find adequate solutions. 
Those responsible for WHO programmes should pay greater attention to the prevention of psychosocial 
problems, particularly through better coordination with the maternal and child health programme. 

Dr CALMAN reported that in the United Kingdom mental health had been identified as a key area for 
attention. One in 10 of the population suffered from some form of mental illness. Mental disorders were a 
leading cause of illness and ¿isability, being as common as cardiovascular diseases and three times as common 
as cancer. The cost, in financial and social terms, was very high. Effective intervention and prevention were 
therefore essential. A particular problem was that of the perception of mental illness within the population 
and among the professionals involved. Mental health clearly interacted with the social system, with work 
patterns, with employment status and with homelessness. The mental health programme was a good example 
of a vertical programme that should be integrated horizontally within a number of other WHO programmes. 
WHO should show leadership in the area, which was cf considerable global importance. 
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Dr CHÁVEZ PEÓN (alternate to Dr Kumate) felt that the way in which the subject of mental health 
had been approached so far required careful review with a view to determining the future approach to care 
and rehabilitation. One of the main unmet needs was the training of professionals so as to ensure that they 
provided similar kinds of care. In Mexico, fragmentation of efforts had resulted in a lack of uniformity of care 
for the mentally ill. The leadership that was being requested of WHO could result in the formulation of a 
more effective curriculum for training health personnel to work with mentally disturbed patients, and, at the 
same time, allow patients to leave institutions once their pathological condition permitted them to receive 
primary follow-up care in the community. If such a system could be made to work at the country level, WHO 
programmes could later seek to introduce it on a global level. The concept of thinking globally and acting 
locally should be strengthened, especially in the area of mental health. 

Dr KOSSENKO said that there had been a noticeable increase in problems related to mental health in 
all areas of the world. The severity of mental disorders had also increased, as had the scale of their social 
consequences. It was therefore essential that a strategy for the primary, secondary and tertiary prevention of 
mental disorders should be decided upon. The legal aspects of caring for the mentally ill should be addressed 
at the national level, as should problems associated with forcible commitment for psychiatric treatment. 
Professor Jablensky had commented on the importance of environmental stress in causing mental disorders. 
Ecological disasters leading to deterioration of the environment, such as that at Chernobyl, had had grave 
effects on mental health. Few studies had been done, however, on the biological action of the environment in 
the perinatal period, when the developing brain tissue was highly vulnerable. Extrabudgetary funds should be 
sought to set up long-term studies of the effects of environmental factors on the human brain before and after 
birth. 

Dr KOMBA-KONO referred to the vast problem of counterfeit drugs that faced developing countries. 
Most developing countries could not feed their populations, let alone consider setting up sophisticated quality 
control systems to stop the influx of counterfeit drugs. Some quality control kits, however, cost less than 
US$ 30 000. That sum should be weighed against the undesirable effects of counterfeit drugs that were being 
imported into both developing and developed countries; perhaps aid could be provided by WHO towards 
procuring them. The transfer of technology to developing countries was also related to the production of some 
counterfeit drugs: both the machinery and the technical knowledge for producing them usually came from 
developed countries. WHO's intervention should be multiple: first, in developed countries, to ensure that the 
transfer of technology was accompanied by ethical considerations; secondly, in developing countries, to ensure 
that people responsible for development were aware of the undesirable consequences of counterfeit drugs; 
and, thirdly, at the level of the consumer. The inability to control diseases had been blamed on ignorance of 
what agents caused them; if, however, persons with malaria were treated with cocaine disguised as an 
antimalarial, drug abuse and the failure of malaria therapy should cause no surprise. 

Dr SHAMLAYE endorsed the views of Professor Jablensky and emphasized two points. WHO should 
develop parameters and indicators for mental health, for use in epidemiology and clinical practice, both in 
community health and in the care of individual patients. Traditional measures of morbidity and mortality 
resulted in underestimates of mental health problems. Doctors were trained to measure and record physical 
signs but had little experience in assessing mental health, which they considered to be the domain of 
psychiatrists. Mental health aspects should be integrated into all health programmes, including occupational 
health, school health (as mentioned in paragraph 9 on page B-127 of document PB/94-95) and maternal and 
child health. In programmes to monitor child health, physical development and nutritional status were 
measured but mental health and development often received little attention. Early detection of mental 
disabilities would allow intervention and would thus markedly improve child health. 

Dr VIOLAKI-PARASKEVA thanked Professor Jablensky for his eloquent presentation of the problem. 
She commended the programme on the protection and promotion of mental health, which had competently 
covered the whole area of mental problems. In recent years, many countries had seen a steep increase in 
psychological and emotional stress inflicted on the individual by exposure to certain life-styles, including alcohol 
and drug abuse, and by the mass media. In particular, television evidently had a detrimental effect on children 
and adolescents. Referring to Dr Shamlaye,s remarks, she wondered what kind of indicators could be used to 
measure progress towards mental health targets. Not only should the three subprogrammes dealing with 
mental health be fully coordinated, but they should also be integrated with other related programmes, such as 
those on maternal and child health, the elderly and AIDS. The mental health programme was very important, 
and more funds were needed; indeed perhaps it could function only if extrabudgetary resources were 
forthcoming. 
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Dr BENGZON said that, because of the changes taking place in society, mental health could be expected 
to become a growing problem. There was a tendency towards delineation of specific areas in the field of 
mental health because of the need to develop specialized skills, but it ran counter to the integration that was 
necessary to the better understanding of what constituted mental health and to a more effective and realistic 
public health approach. 

Referring to psychosocial and behavioural factors in the promotion of health and human development 
(programme 10.1), he stressed the importance of being aware of the influence of what were held up as models 
of appropriate health practices and appropriate health delivery mechanisms. The problem of the dramatic 
aura of clinical medicine drawing resources away from more cost-effective preventive and health promotion 
programmes would not be solved by rational arguments alone. Those arguments had to be brought home both 
to beneficiaries and to providers. Clinical medicine as practised in developed countries was seen by developing 
countries as a standard for health care; efforts were needed to alter that attitude. A pill for every ill had 
become a standard response, reinforced by those held up as role models. Recognition of the influence of the 
role models was a first step in addressing the problem. 

Dr DOI (alternate to Dr Nakamura) said that mental disorders were usually treated in hospitals or 
clinics; that was certainly the case in Japan. Furthermore, treatment generally meant medication. The care of 
patients with mental disorders should, however, be based on sound human relationships, in line with the recent 
trend in WHO to emphasize the human aspects of health care, and there was a need to develop social 
rehabilitation systems within the community. 

Dr NAPALKOV (Assistant Director-General) thanked the members of the Board for the interest that 
they had expressed in WHO's work in mental health. He was prompted by Dr Violaki-Paraskeva's remark 
about the undesirable health effects of the mass media to confirm that the problem had become acute; WHO 
might undertake a study on the mitigation of such effects. He agreed with Dr Calman that there should be 
horizontal links between the mental health programme and related activities, both within WHO and as 
conducted by other United Nations agencies. Such links should be established even when the relation with 
mental health was not very obvious. Professor Jablensky had defined the most important needs for the future 
development of the programme and technical support at country and intercountry level. Every effort was being 
made to maximize the programme's achievements within the existing budgetary constraints. 

Dr SARTORIUS (Division of Mental Health) joined Dr Napalkov in thanking the members of the Board 
for their comments. Dr Li Shi-chuo had referred to the movement which had started in the United States of 
America with the declaration of the Decade of the Brain. Other countries had joined in: for example, Italy 
and the European Community had recently inaugurated the European Decade of the Brain. Some developing 
countries, for example Ecuador, had also initiated Decade programmes, which might help to utilize the 
potential for benefiting humanity presented by recent discoveries, through improved research and application 
in the field of neurosciences. Regarding the extrabudgetary resources mentioned by Dr Li Shi-chuo, those 
were rather of the nature of dreams; how far these dreams would come true would not be known until 1994. 
Fortunately, the programme had so far received support from several countries, to which thanks were due. 

Professor Jablensky had stated important facts; two points could be added. First, there had recently 
been a significant increase in the prevalence of mental disorders, in part related to AIDS, to changes in 
demographic structures (e.g. aging) and to severe stress. Many catastrophic events that had taken place 
throughout the world, including those mentioned by Dr Kossenko, had also led to mental disorders. 
Unfortunately, although ways of handling those disorders had been developed, the training of the personnel 
concerned had not kept pace. WHO produced the necessary materials, but further progress was needed to 
ensure their application. Secondly, the position with respect to country programmes for mental health was 
deteriorating. In the mid-1980s WHO had helped some 70 countries to establish national mental health 
programmes, some of which had been working well but the reduction in funds at all levels and the general 
recession had resulted in a weakening of these programmes, which in many ways had been models of how to 
achieve a great deal with few resources. 

Regarding prevention, to which Dr Sidhom had referred, he recalled that the Director-General had 
informed the Health Assembly a few years ago that some 40%-50% of all mental and neurological disorders 
were amenable to primary prevention. A series of documents was being prepared to advise governments on 
how to implement preventive measures. 

Concerning the integration of mental health care into general health care programmes, the results of a 
large WHO-coordinated study on mental disorders seen in general health care would be available in June 1993. 
The study, in which 14 countries had participated, was expected to provide a greater understanding of the 
frequency, type and nature of mental disorders and the ways in which they were treated. Professional 
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opposition to the treatment of mental disorders in general health care was still common and would have to be 
overcome if such treatment was to be widely introduced. Dr Napalkov had mentioned the need to increase 
collaboration within the United Nations system. Such collaboration also depended on the perceptions of those 
concerned, a factor that would be difficult to change without the active participation of the media and the 
educational sector. A first meeting on the revision of neurological curricula for graduate and undergraduate 
medical students would take place in March 1993, and similar steps had already been taken to change 
education in medical schools by trying to introduce greater emphasis on the psychosocial aspects of health and 
by providing guidelines for a different type of training in psychiatry in the hope that those approaches might 
produce doctors with a better understanding of mental health issues. 

Dr Kossenko had rightly stressed the importance of better information on legal aspects of mental health 
programmes. A study involving some 60 countries was currently under way to investigate relevant legislation 
and its implementation; it was hoped that the report would be ready early in 1994. 

The need to develop mental health indicators, mentioned by Dr Shamlaye, had been realized in WHO 
and a complete set of instruments for the assessment of mental disorders at different levels was now available. 
Similar instruments were currently being developed for neurological disorders. There was still a long way to 
go, however, before an appropriate mental health information system was identified. There were few facilities 
in which people were treated for mental and neurological disorders, so statistics tended to produce a distorted 
picture. There was also the need, often in the face of considerable opposition, to incorporate mental health 
indicators into national data-collecting programmes. In response to a point made by Dr Violaki-Paraskeva, it 
was important to stress that appropriate leadership by mental health specialists and others in the public health 
field could do much to bring about a change in attitudes and the integration of mental health with general 
health care. A study had been done on the incidence of mental health problems in HIV-infected people and 
joint projects undertaken with other WHO programmes, although more collaborative work was needed. He 
fully agreed with Dr Violaki-Paraskeva that more funding for the mental health programme was required. 

Dr Bengzon had spoken of the specific delineation of WHO's work in mental health. On the one hand, 
it was sometimes difficult to draw the line between the problems of living and mental disorders; on the other, 
the programme's "borders" also included common neurological disorders which were neglected in many 
countries and which ranged from peripheral neuropathies to a variety of consequences of environmental stress 
causing brain damage and to Parkinson's disease. 

Dr Doi，s point that the treatment of mental disorders should not rely solely on pharmacological 
interventions applied, in his view, to all levels of care, including hospitals. Attention to psychosocial factors 
would render all types of medical care, not only mental health care, more humane, more effective and more 
satisfying for care-givers and patients alike. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the main focus of the 
programmes in the Eastern Mediterranean Region was the integration of mental health into primary health 
care. In some countries, for example the Islamic Republic of Iran, mental health had been officially accepted 
as the ninth component of primary health care. In its promotion, significant progress had been made in school 
mental health programmes in the countries of the Region, especially in the Rawalpindi Division of Pakistan, 
where mental health promotion was regularly included in school activities and widely supported by teachers, 
students and their families，an effort which seemed to have made a powerful impact on the community. The 
special emphasis of those school programmes had been on educating children about the harmful health effects 
of tobacco, alcohol and drug abuse, as well as better attention to and understanding of the problems of the 
physically and mentally handicapped. A different type of school mental health programme had been started in 
Alexandria, Egypt, by an intersectoral team with representatives from the Ministry of Health and the Ministry 
of Education, together with the Department of Community Medicine of Alexandria University. The team had 
carried out a number of training courses for school health physicians, social workers and teachers. Other 
countries in the Region had expressed interest. 

Dr HU Ching-Li (Assistant Director-General) also thanked the members of the Board for their 
comments. To intensify action against alcohol and drug abuse as requested in resolution WHA42.20, a 
programme on substance abuse had been established in 1990 and was closely coordinated with the programmes 
on mental health, maternal and child health, and adolescent health, as well as the Global Programme on AIDS. 
Despite the budget cuts noted by Dr Li Shi-chuo, additional extrabudgetary funds were anticipated. Regarding 
the serious problem of counterfeit drugs, mentioned by Dr Komba-Kono, he noted that it affected not only 
developing countries but also some developed countries which were involved as suppliers. Concerted efforts 
were needed to control that health hazard; in that connection，WHO and the International Federation of 
Pharmaceutical Manufacturers Associations had held a joint workshop on counterfeit drugs in 1992. 
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Promotion of environmental health (Programme 11) (Documents PB/94-95, pages B-139 to B-163, 
EB91/13, EB91/14 and EB91/INF.DOC./5) 

Programmes 11.1 to 11.4: Community water supply and sanitation; Environmental health in 
rural and urban development and housing; Health risk assessment of potentially toxic 
chemicals; and Control of environmental health hazards 

Dr MASON welcomed the draft global strategy for health and environment and commended the 
Secretariat for its persistence in linking health and the environment within the context of sustainable 
development. In particular, he applauded the efforts made in the WHO Commission on Health and 
Environment and with the secretariat of the United Nations Conference on Environment and Development 
(UNCED) to ensure that the impact of the environment on health would receive serious consideration at the 
Conference. 

The draft global strategy was an excellent start in the effort to provide a health-promoting environment. 
Nevertheless, one major step was still lacking - the preparation of a plan of action identifying activities based 
on priorities. Unfortunately, in the current period of continuing financial restraints it was unlikely that new 
resources of the magnitude necessary to implement the strategy would be forthcoming. He therefore 
requested the Director-General to develop a plan of action which assigned priorities to activities based on 
restricted budget resources and which made the greatest possible use of internal resources and coordination. 
In particular, care should be taken to coordinate the activities with those of programmes such as occupational 
health and food safety, and with IPCS. 

Referring to the Director-General's report on the international programme to mitigate the health effects 
of the Chernobyl accident (document EB91/14), he requested information on the current status of the 
technical protocols for the five pilot projects and on the extent to which outside expert advice had been sought 
and utilized. How had Belarus, the Russian Federation and Ukraine participated in drafting the protocols, and 
when were they expected to be completed? Some information on the number and expertise of persons 
employed by the programme would also be appreciated. 

Dr LARIVIÈRE said that the Director-General's report on the draft global strategy for health and 
environment (document EB91/13) was balanced and augured well for the final version to be considered by the 
Health Assembly in May 1993. Poverty remained one of the most important causes of environmental 
degradation. It could not easily be dealt with by WHO because much of what was entailed fell outside the 
Organization's immediate mandate. Nevertheless, through actions aimed at coping with its resulting impact, 
WHO could make a major difference. 

The proposed strategy took account of the problems of certain vulnerable groups. In his view, in 
addition to those usually identified as vulnerable, namely women and children, the disabled and the elderly 
groups such as indigenous populations, displaced persons and the inhabitants of small island States should also 
be included. A number of Board members, together with the Secretariat, had been discussing a draft 
resolution on the subject for submission to the Board at the present session.1 

It was his understanding that the implementation of Agenda 21’ the principal product of UNCED, was 
being coordinated by FAO. Unfortunately, the resources allocated to IPCS were being reduced at a time when 
a global effort was being made to give priority and greater impetus to environmental issues. The fact that 
FAO had been given central responsibility for coordination offered a good opportunity to point out the 
important contribution it could make by providing tangible support for IPCS. FAO was known to be an 
interested user of the Programme, but it should go further and support it financially. 

Dr MIYAKE (adviser to Dr Nakamura) commended the efforts made by WHO in the field of 
environmental health both before and after UNCED, and in particular for the valuable preparatory work done 
by the WHO Commission on Health and Environment. He also endorsed WHO's draft global strategy for 
health and environment and welcomed the establishment of the Council on the Earth Summit Action 
Programme for Health and Environment. In all those activities WHO should play a leadership role as far as 
health was concerned. 

Dr SARR expressed his appreciation of WHO’s contribution to UNCED and his unreserved support for 
the promotion of the environmental health programme, which, if fully implemented, could solve many health 
problems in the developing countries. In the Sahelian countries, water was in increasingly short supply as a 

1 See summary record of the thirteenth meeting, page 149. 
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result of desertification and was often of doubtful quality. The construction of dams on the River Senegal had 
led to an recrudescence of certain diseases which had been declining, such as schistosomiasis and 
dracunculiasis, and there was a persistent threat of onchocerciasis. 

Fortunately, the Healthy Cities project had become a reality. The Mayor of Dakar had played a dynamic 
role, and a conference of cities had recently been held to give new impetus to the idea, which enriched the 
concept of primary health care by providing a strategy focused on the environmental and social hygiene 
problems connected with urbanization. The topic selected for Senegal's "hygiene fortnight" in 1993 was a 
healthy environment and the role and responsibilities of communes, the intention being to encourage mayors 
to assume greater responsibility for and devote a larger part of their budget to environmental problems. He 
personally had been involved in the project and the response had been very positive. 

Programme 11.3, Health risk assessment of potentially toxic chemicals, was also important for the 
developing countries. In most of them, chemical works were situated in towns, not far from residential areas. 
Unfortunately, risks were not evaluated, and the population had to suffer the consequences. Moreover, the 
neighbouring population was unaware of what safety measures to take in case of danger. People had been 
killed as a result of toxic gas explosions in Dakar, for example. WHO should therefore help developing 
countries to assess the risks associated with each chemical works and to train the workers employed in them, 
who often came from rural areas and knew nothing about safety matters. 

Professor JABLENSKY agreed that WHO's response to environmental health problems must be broader 
than could be provided by the programmes for the promotion of environmental health and chemical safety, as 
was stated in paragraph 2 of the Director-General，s report on the draft WHO global strategy for health and 
environment (document EB91/13). One important element in such a broader response seemed to be missing, 
namely, consideration of the environmental and health hazards of nuclear waste, especially plutonium-239, one 
of the deadliest substances known to man. Through alpha-radiation, plutonium had one of the highest known 
levels of carcinogenicity and a half-life of 24 000 years. It was contained in the warheads of nuclear weapons 
which were now being dismantled. The technology for its disposal was apparently still in the early stages of 
development and presented many uncertainties. Plutonium was also found in many nuclear power stations, 
either as a by-product or as the main fuel for the "fast-breeder" type of reactor. Consequently, it was 
estimated that there were several hundred tons of it in the world, and its control and disposal were becoming 
problematic. With former States breaking down, there was no certainty that transboundary movements of 
plutonium could be prevented, since there was no universal system of monitoring. An accident with plutonium 
waste, comparable perhaps to the Chernobyl disaster in its consequences, had already occurred in the former 
Soviet Union in 1957. 

At the height of the cold war WHO had established a management group which had produced a much 
respected and widely quoted study on the possible health effects of the nuclear threat. The activities of that 
group should not cease with the end of the cold war, since the nuclear threat persisted. Indeed, in some 
respects the nuclear hazards to the environment and health might have increased because of the uncontrolled 
proliferation of nuclear materials and the lack of facilities for the global disposal of radioactive waste. He 
asked the Secretariat to comment on that problem. 

Dr NYMADAWA, noting the scope of the draft global strategy on health and environment as indicated 
in paragraph 2 of document EB91/13, said that international developments in recent years entitled the world 
to be optimistic with regard to the end of the cold war era. In the 1970s and 1980s, WHO had been actively 
involved in worldwide efforts to prevent nuclear confrontation by making studies on the possible health 
consequences of nuclear war. The Organization had adopted several resolutions on the subject, including 
resolutions WHA26.57, WHA32.24, WHA34.38, WHA36.28 and WHA40.24, and the report of the WHO 
management group on the follow-up to resolution WHA36.28 had been widely distributed. Those activities, 
however, were not even mentioned in the section entitled "WHO activities related to health and environment" 
in document EB91/13. He asked whether that omission had been intentional or accidental, since the wording 
of resolution WHA36.28 to the effect that nuclear weapons constituted the greatest immediate threat to the 
health and welfare of mankind would still be relevant as long as nuclear weapons continued to exist. Although 
efforts to reduce the number of nuclear warheads were being made, the use of only 1% of the existing 
stockpile would kill more people in a few hours than had been killed during the entire Second World War. 
The dangers inherent in the continuing production and testing of nuclear weapons, the smuggling of nuclear 
arms technology, and the illegal traffic in raw materials for nuclear weapons made it essential to build up an 
effective monitoring system for possible health and environmental consequences. The ultimate goal must be to 
eliminate nuclear weapons, and a realistic step-by-step plan must be developed for that purpose. Accordingly, 
it would be advisable to add to paragraph 18 of document EB91/13 a further objective of the global strategy, 
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namely, "to prevent the environmental contamination and health consequences posed by the production, 
handling and dismantling of nuclear weapons". 

Biological hazards in the environment had finally been recognized. The evolution of microorganisms was 
continuing and the past 20 years had witnessed the appearance of several new pathogens whose natural history 
was not fully clear, and whose emergence might have a variety of causes. Effective monitoring of 
microorganisms in the environment and an assessment of their pathogenic potential were therefore essential. 

The points he had referred to might not have priority in the promotion of environmental health, but a 
global strategy must cover all relevant aspects. 

Ms KRISTENSEN (adviser to Mr Varder) welcomed the draft WHO global strategy for health and 
environment outlined in document EB91/13. It would require broad intersectoral action at several levels of 
society, efforts across programme boundaries as Dr Mason had very rightly said, and close and constructive 
collaboration between organizations, especially within the United Nations system. 

Given the proposed components, she was confident that the strategy would succeed. Immediate action 
was needed and she therefore cautioned against delaying implementation to permit further investigations such 
as cost-benefit analysis, as proposed in document EB91/13, (paragraph 24). Extensive knowledge was already 
available and further research should be undertaken only if considered essential. 

Dr KOSSENKO endorsed the draft WHO global strategy for health and environment. As previous 
speakers had said, its implementation would require close cooperation between WHO and other United 
Nations agencies and nongovernmental organizations, and the pooling of expertise and resources. Of course, 
measures would also be needed to improve planning and implementation within WHO itself, especially in the 
field of monitoring and evaluation. The Secretariat had made satisfactory progress in implementing resolution 
WHA45.31. ^ " " ^ 

He expressed his gratitude to all concerned for the considerable work done to mitigate the health effects 
of the Chernobyl accident, and commended the Director-General's report on the subject (document EB91/14). 
It was very important to continue work on the projects outlined in the report beyond the pilot stage. Despite 
the current difficulties being faced by the countries most affected by the accident, namely Belarus, the Russian 
Federation, and Ukraine, effective work was going forward. Since the programme would continue to be 
important for the whole world, it would, he thought, be inadvisable to fragment future work among different 
regions or institutions. 

Dr PAZ-ZAMORA congratulated the Director-General on the presentation of the programmes under 
discussion and their inclusion in the proposed programme budget. Although it was generally acknowledged 
that community water supply and sanitation were a key to health, the resources available in that field had been 
widely dispersed and he therefore welcomed the efforts to coordinate activities, particularly at the country 
level. 

With regard to the health risk assessment of potentially toxic chemicals, he expressed his satisfaction at 
the recent signing in Paris by over 150 countries of the historic convention on the restriction of chemical 
weapons and suggested that the Board should recommend a resolution welcoming that action, which would 
undoubtedly have a positive effect on the health of all people, for adoption by the Health Assembly. 

Dr MEREDITH (alternate to Dr Calman) expressed his strong support for an enhanced programme of 
health risk assessment of potentially toxic chemicals and particularly for the work of IPCS. He saw much merit 
in transferring the output from current activities in the OECD and the European Community into the United 
Nations arena. He noted, however, that funding currently depended heavily on extrabudgetary resources, 
which was not an appropriate basis for a long-term and important programme. Had WHO and its partners 
examined fully the possibility of transferring regular budget resources to that programme? In that context, he 
was disappointed to learn from the table on page C-26 of document PB/94-95 of the loss of a post from the 
programme. 

He commended the Director-General for his comprehensive reports on the draft WHO global strategy 
for health and environment (document EB91/13) and UNCED (document EB91/INF.DOC./5). In 
implementing the strategy, coordination with other organizations would be needed in order to avoid 
duplication of effort. 

The United Kingdom had assisted in the development of the strategy by hosting a meeting of 
government experts to consider proposals for an intergovernmental mechanism for chemical risk assessment 
and management; the recommendations of the meeting had subsequently been endorsed at UNCED. What 
progress had been made by IPCS, acting as the interim secretariat, in making the arrangements for the first 
meeting of the intergovernmental forum? 
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Dr VIOLAKI-PARASKEVA noted that, albeit in differing ways, both developing and developed 
countries were suffering from environmental health problems. She fully supported the proposed programme, 
since the links between environment and health were clear. However, caution was required in interpreting 
data when attempting to relate cause to effect. 

She welcomed the Director-General�reports on the draft WHO global strategy for health and 
environment (document EB91/13) and UNCED (document EB91/INF.DOC./5). Although the draft strategy 
was a comprehensive proposal, measures were needed to improve collaboration between the various WHO 
programmes concerned; a small group might be established to study that topic. It was also important for 
WHO to promote intersectoral collaboration at the country level. She hoped that adequate funding of the type 
outlined in paragraph 53 of document EB91/13 would be forthcoming for implementation of the strategy. 

Dr SATTAR YOOSUF welcomed the stress laid by the Organization on the importance of 
environmental health in health development. Further, he commended the Director-General for commissioning 
the work on health and environment • a major input to the UNCED meeting, without which perhaps the topic 
of health would not have been addressed - and for establishing the Council on the Earth Summit Action 
Programme for Health and Environment which, as a post-UNCED activity, would set a trend for other 
development areas. 

He emphasized the need to encourage work at the country level on the implementation of national 
programmes on environment and development, in which health ought to occupy a focal point, and the 
identification of enabling mechanisms so that health concerns could be incorporated into the work being done. 
Members of the Board, who were involved in their national administrations, should play a major part in such 
work and intersectoral collaboration would be crucial. 

Capacity building for programme evaluation, development and monitoring, and for understanding the 
complexity of the interactions between health, the environment and development must also be effected at 
country level. 

A further concern was that of indicators relating to health and environment: indicators for specific 
factors existed, but intersectoral collaboration would be needed to develop appropriate integrated and 
operationally applicable indicators. 

Further reflection was needed on ways of generating funds for an area which was not yet acknowledged 
and understood by all. It would be difficult to obtain funds from those who were entrenched in the belief that 
monosectoral and vertical programmes were still the most cost-effective activities. 

Two major concerns in Agenda 21 were biological diversity and global warming; in his view insufficient 
attention was being paid to the health aspects of the latter, which had implications for existence itself, not just 
for health. Developing countries must be encouraged to avoid industrializing, urbanizing and modernizing in 
ways harmful to the environment. Conventional technologies must be transcended and WHO should be 
involved in the development of solar power and other cheaper and cleaner sources of energy. 

Dr DLAMINI said that in many developing countries water supply and sanitation were still inadequate 
and the World Summit for Children, held in New York in 1990, had identified community water supply as a 
key to improving child survival and development. Follow-up activities in the African Region had included the 
OAU International Conference on Assistance to African Children. The scale of the problem, including the 
reported resurgence of some water-borne diseases, required an intersectoral approach at country level, 
supported by coordination at global level. 

Referring to paragraph 32 of the programme statement for programme 11.1, Community water supply 
and sanitation, she asked why the budgetary provision for some countries in Africa had been decreased, while 
there were increases for countries in other regions. She also wondered why, as indicated in the table on 
page B-144, no extrabudgetary funds were shown for the African Region, although extrabudgetary funding for 
the Region of the Americas amounted to more than 4 million dollars. She urged the Director-General to give 
special priority to intensifying efforts to obtain further extrabudgetary funds for the programme, particularly in 
Africa. 

She requested further information from the Secretariat on the joint WHO/UNICEF monitoring of water 
and sanitation indicators at country level. That programme should be accelerated, for such indicators were 
urgently needed since countries had set targets for 1995 for improved coverage. A mechanism for monitoring 
achievement of those targets, with particular attention to the health of the most vulnerable groups of the 
population, was certainly needed in Africa. 

Dr DOI (alternate to Dr Nakamura) said that promotion of environmental health was now a key element 
of public health activities. There was a need for new approaches, which encouraged the community to take 
responsibility for supporting individual health promotion activities, taking account of environmental factors, 
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new ways of analysing the health situation in communities and cities, and comprehensive indicators, including 
such factors as communicable disease control, urbanization, aging in society and health economics. He would 
welcome further advice from the Regional Office for Europe, which was particularly experienced in that area. 

Dr AL-JABER commended the Director-General on document EB91/13. Poverty and lack of education 
and information about the environment played an important role with regard to environmental hazards. 
People, both rich and poor, must be taught how to deal with the environment and research on the reduction of 
hazards must be promoted. In particular, he emphasized the need to focus on food manufacture in many 
countries, such as Qatar, particularly with regard to the control of chemical additives. 

The CHAIRMAN, speaking in his personal capacity, commended the work already done by WHO in 
environmental health. It was a topic that concerned all peoples of the planet, from North and South and from 
developed and developing countries alike. The problems were such that they could only be tackled through 
intersectoral approaches. In fact, the topic contained all of the problems relating to working methods 
addressed by the Working Group on the WHO Response to Global Change, whose report would be discussed 
later in the session:1 relations with other organizations, relations within WHO at all levels, and the role of the 
Organization in alerting and stimulating the conscience of the world. As the Director-General and the 
Secretariat must surely recognize, environmental health must be developed into a key element of the future 
policy of the Organization. 

Dr NAPALKOV (Assistant Director-General) thanked Board members for their comments on the draft 
global strategy for health and environment, which would be taken into account in its further development. He 
agreed with Dr Mason that the next step was to develop a realistic plan of action to implement the strategy in 
a progressive and effective manner. 

On the question of the Chernobyl accident, he was able to inform the Board that the protocols for the 
first four pilot studies were ready and in operation in all the countries concerned. He was gratified that, at the 
recent coordination meeting in Kiev, the Ministry of Health of Ukraine had stated that WHO's programme 
was the only international programme that was progressing satisfactorily and with a visible contribution to the 
national health services. Training of personnel had commenced more or less simultaneously with the provision 
of diagnostic and treatment facilities. He emphasized that the main task of the programme was not scientific 
research, but to mitigate the effects on health and help people who were suffering. 

In reply to Dr Meredith, he said that, following UNCED, WHO, through IPCS, had joined with some 
18 international organizations in drawing up an inventory of international activities in the field of chemical 
safety. An interagency consultation had taken place on 12 and 13 January 1993 to discuss proposals to 
strengthen IPCS, establish coordinating mechanisms and prepare for the intergovernmental chemical safety 
forum. Twenty-one international organizations had participated in the consultation and four of them, namely 
FAO, UNIDO, OECD and the Commission of the European Communities, which had substantial programmes 
on chemical safety, had expressed willingness to establish formal participation with WHO, UNEP and ILO in 
IPCS. The Government of Sweden had generously offered to host the first intergovernmental meeting in April 
1994 and provide part of the necessary resources. 

Turning to the question of how WHO, within its environmental health strategy, could deal with problems 
of nuclear waste disposal and the dismantling of nuclear, chemical and biological weapons, he pointed out that 
WHO was restricted by its mandate to the provision of technical and medical expertise in relation to effects on 
health, in cooperation with those agencies, such as IAEA, directly responsible. It therefore confined its 
activities to responding to direct requests for such help by those agencies. The Organization had no mandate 
to consider political, economic and other aspects. 

He agreed with Dr Sattar Yoosuf and Dr Doi that, in elaborating new concepts and strategies in the 
field of environmental health, there was an urgent need to develop integrated indicators of environmental 
effects on human health. A programme to develop such indicators should be started as soon as possible, and 
should certainly include a large research component. 

Dr KREISEL (Division of Environmental Health) said that in relation to the effects of nuclear, 
biological and other weapons the Organization had participated actively in international conferences and 
meetings, and was a member of several networks, including the Radiation Emergency Medical Preparedness 
and Assistance Network (REMPAN), and the Global Environmental Radiation Monitoring Network 

1 See summary records of the sixteenth, seventeenth and eighteenth meetings. 
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(GERMON), involving some 40 countries. REMPAN was designed to provide medical assistance in cases of 
nuclear accidents and radiological emergencies. 

Coordinating mechanisms, following the recommendations of UNCED，were already in place. WHO was 
to be a member of the Commission on Sustainable Development set up by ACC, its role being to focus on the 
health aspects of environmental and developmental matters. 

In response to Dr Sarr's comments, he said that WHO had recently updated its drinking-water quality 
guidelines, the first two volumes of which would be published in 1993, and the third in 1994. The Organization 
also had action plans for implementing those guidelines in collaboration with Member States. 

With regard to the coordination of community water supplies and sanitation activities at country level, a 
matter raised by Dr Paz-Zamora, he said that WHO was the host agency of the Secretariat of the Water 
Supply and Sanitation Collaborative Council, promoting the coordination of the activities of all multilateral, 
bilateral and nongovernmental organizations in that field. The Council had recently established a working 
group for country-level coordination. 

In answer to Dr Dlamini,s question on the decrease of budget allocations for community water supplies 
and sanitation in Africa, he said that some countries, such as Swaziland, had reduced their budgets for that 
purpose in 1994-1995 compared with the previous biennium. On the question of indicators, he said that the 
joint UNICEF / W H O water supply and sanitation monitoring system had been established in 1990 to monitor a 
few key community water supply indicators at country level. Four regional workshops on the system had 
already been held and others were planned for the future. The programme was now seeking to develop other 
indicators beyond those merely measuring coverage. At an international consultation held in Dusseldorf in 
December 1992 decision-makers and scientists had discussed indicators for environment and health, with a 
view to establishing a future global programme. 

WHO had been one of the first agencies to develop a response to the problem of global warming and the 
depletion of the ozone layer from the viewpoint of their effects on health, and had submitted a report to the 
Second World Climate Conference in Geneva in 1990. The Organization intended to do much more in that 
area as part of the new global strategy. 

On the question of resources for the new global strategy, he referred to the various financial mechanisms 
which had been suggested during UNCED and which WHO was studying together with other possible funding 
mechanisms. WHO was in close contact with UNDP on the CAPACITY 21 arrangements, and he would urge 
ministers of health to ensure that they were included in those arrangements at country level. Health should be 
included in national action plans for sustainable development. The Global Environment Facility should also be 
used but health goals must be made eligible for such funding from the Facility. 

The meeting rose at 12h30. 



TENTH MEETING 

Friday, 22 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (continued) 

Promot ion of environmental health (Programme 11) (Documents PB/94-95, pages B-139 to B-163, 
EB91/13, EB91/14 and EB91/INF.DOC./5) (continued) 

Programmes 11.1 to 11.4: Community water supply and sanitation; Environmental health in 
rural and urban development and housing; Health risk assessment of potential ly toxic 
chemicals; and Control of environmental health hazards (continued) 

Dr MERCIER (Programme for the Promotion of Chemical Safety), referring to programme 11.3 and the 
International Programme on Chemical Safety (IPCS), said that the United Nations Conference on 
Environment and Development (UNCED) had made a number of recommendations on the sound 
management of chemicals, which included strengthening IPCS and making it the future nucleus for 
international cooperation in the field. The heads of the three cooperating organizations in IPCS, namely 
WHO, UNEP and ILO, had been requested to convene an intergovernmental meeting (the second of its kind) 
to look into the formulation of mechanisms for coordinating the management and evaluation of chemical risks 
and to respond in a coherent and efficient manner to the needs of governments. 

Since the Conference, IPCS had, with the collaboration of 18 intergovernmental organizations including 
OECD and the European Community, drawn up an impressive and comprehensive inventory of international 
activities on chemical safety. Other organizations had since indicated their willingness to contribute to the 
inventory. As Dr Napalkov had mentioned, a consultative meeting of 21 intergovernmental agencies had been 
held the previous week to consider proposals for strengthening IPCS and redefining its goals and priorities, to 
identify areas where coordination mechanisms should be established or strengthened, and to make 
preparations for the intergovernmental meeting. One positive outcome had been that four major organizations 
in the chemical safety field, namely FAO, UNIDO, OECD, and to some extent the European Commission, had 
asked to join as cooperating agencies within IPCS. The Swedish Government had already offered to host and 
partly finance the intergovernmental meeting, which was expected to be held in April 1994. Other 
governments had indicated their willingness to assist financially and otherwise in organizing the meeting; the 
executive heads of the three cooperating organizations would shortly approach governments to solicit their 
support. 

The UNEP Governing Council at its session in May 1993 would be considering a proposal to increase its 
contribution to IPCS from US$ 800 000 to US$ 2 600 000. In June 1993, IPCS would convene a consultative 
meeting with the principal nongovernmental agencies concerned with chemical safety. 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6，Implementation of 
resolutions. 
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A number of speakers had asked about coordination, since chemical safety called for a multisectoral 
approach. The Director-General had established a coordination committee within WHO, meeting every two to 
three months, to coordinate the chemical safety activities carried out by various programmes. As for 
interagency cooperation, an intersecretariat coordinating committee on which the three cooperating 
organizations were represented met frequently and would probably expand to include six or seven 
organizations. 

The regular budget allocation to the IPCS reflected the difficult economic situation facing the 
Organization; one decision had been the suppression of posts filled by staff members close to retirement, and 
that had affected the Programme. The Director-General was, however, determined to make every effort to 
ensure that IPCS could accomplish its tasks, and had decided in 1992, in order to mitigate the impact of the 
staff reduction, to second a staff member to assist the Director of the Programme. 

In response to Dr Sarr's remarks, he said that the risks attendant on poorly managed industrialization, 
especially with regard to chemical plant, had been a subject of major concern at UNCED, which had called for 
the strengthening of national capabilities to mitigate chemical risks. IPCS would be endeavouring, in 
collaboration with ILO and UNIDO, to provide such assistance to countries. 

Dr MONEKOSSO (Regional Director for Africa), replying to Dr Dlamini, said that the reduction in 
WHO country allocations for community water supply in the African Region reflected the fact that a number 
of agencies and international banks, such as UNDP, UNICEF and the World Bank，were partners with the 
Organization in funding community water supply projects. Once the planning stage of the project, in which 
WHO was generally concerned, had been completed, as it had in a few African countries, the construction 
stage, where capital investment was heavy, was taken over by a development agency or a bank and WHO’s 
financial input was reduced accordingly. Water supply remained a crucial issue for the African countries, since 
50% of their population still lacked such services. Intercountry funding had, however, been maintained. 
Dr Dlamini's call for intensified action had been noted; the Regional Office, in collaboration with WHO 
headquarters, in particular the Office of International Cooperation, was engaged in determining ways and 
means of helping countries to find the financing they needed to develop projects. 

Programme 11.5: Food safety 

General health protection and promotion (Programme 8) (Document PB/94-95, pages B-81 to B-99 and 
EB91 /3) (continued from the eighth meeting) 

Programme 8.1: Nutrition 

Dr DLAMINI applauded the decision to discuss programmes 11.5 and 8.1 together, since the subjects 
were closely related. 

She commended the report contained in document EB91/3, which provided a clear and concise synopsis 
of the important matters discussed at the International Conference on Nutrition held in Rome in December 
1992. Nutrition rightly remained a priority concern for WHO; under- and overnourishment had much to do 
with a great deal of communicable and noncommunicable disease. Since micronutrient malnutrition continued 
to affect many millions, particularly children, it was gratifying that it was still a focus of attention. The report 
also reviewed infant and young child nutrition. It was to be hoped that joint efforts by WHO, UNICEF and 
other agencies would reverse the decline in breast-feeding and that the International Code of Marketing of 
Breast Milk Substitutes adopted in 1981 would be more successfully implemented at country level. Protein-
energy malnutrition was still prevalent in many countries, especially the least developed among them. In 
Rome, over 160 countries had adopted the World Declaration and Plan of Action for Nutrition, thereby 
acknowledging how much remained to be done at country level. In short, the report was both a reminder and 
a blueprint for the action needed on all parts of the nutrition front. As a means of assisting the Organization 
and other agencies involved to meet that tremendous challenge, she would propose that a resolution be drafted 
for submission to the Forty-sixth World Health Assembly setting out the action to be taken at country level to 
implement the decisions taken at Rome.1 

She welcomed the fact that the nutrition programme was closely coordinated with other programmes, as 
paragraph 19 of the report showed, since a multisectoral approach was called for. However, the paragraph 

1 For consideration of draft resolution, see summary record of the thirteenth meeting, p. 147. 
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ought also to have included a reference to the programme for development of human resources for health, and 
on nursing in particular, since health workers would be required to help carry through nutrition programmes at 
community level. 

The report referred to maternal malnutrition, which remained a matter of serious concern in view of its 
implications for the outcome of pregnancy. Women, in general, had a very important role to play in securing 
improved nutrition within families, since they were the principal carers and food providers. It was 
consequently important that women's groups should be mobilized at the community level. 

As the report noted, research in nutrition was important. Country forecasts and operational research 
were especially needed, since many health systems were hamstrung by ignorance of how to tackle malnutrition 
and improve nutritional well-being. 

Food safety and food quality, the subject of programme 11.5, reflected one of the action-oriented 
strategies proposed in Rome. The Codex Alimentarius Commission existed to help countries improve food 
safety and food standards, but many countries had not fully benefited from that assistance. It was hoped that 
the situation would improve. She noted with concern the proposed reduction in the overall budget allocation 
for the programme, and asked why there was no allocation at all for the programme at country level in the 
African Region. 

Dr NAKAMURA commended the Director-General on his comprehensive report on the International 
Conference on Nutrition (document EB91/3). The Conference had successfully brought together not only the 
health and agriculture sectors, but also other government sectors responsible for such matters as development 
and planning, to address the multifarious aspects of health and nutrition problems. Strengthened international 
commitment to the prevention and alleviation of malnutrition and diet-related disorders had been expressed by 
the adoption of the World Declaration and Plan of Action. The next step would be to implement practical 
follow-up activities. He therefore endorsed Dr Dlamini's proposal that a resolution on the matter should be 
prepared for submission to the Forty-sixth World Health Assembly. 

Dr KOMBA-KONO remarked that food aid to target populations in developing countries was 
instrumental in combating malnutrition and associated complications. While that form of aid met the 
immediate needs of vulnerable groups, such as pregnant and nursing women and children of preschool and 
school age, he feared that it did not offer a long-term panacea. Food aid from abroad often included what in 
local terms were luxury items that recipient countries could ill afford to continue importing in the future. 
Since each country had its own local methods of food production and a broad range of food items capable of 
satisfying the calorie, protein and other requirements of target groups, he suggested that in the long term 
interests of communities, food for distribution might be purchased within the same country with a view to 
encouraging local producers and providing the kind of food that recipients recognized and appreciated. Such 
support would enable local fishermen and livestock and crop farmers to expand their small-scale production. 
Although gifts of food were important, it was equally important to stimulate the desire to produce food. WHO 
should take a leading role in the latter process and also collaborate with the World Food Programme and 
other related agencies. Such action would give meaning to the findings of the International Conference on 
Nutrition. Finally, although food safety was important, it must be remembered that in many parts of the 
developing world food availability was the outstanding priority. 

Dr SAVEL'EV (adviser to Dr Kossenko), agreeing with the views expressed by Dr Dlamini, warmly 
endorsed her proposal that a resolution should be drafted for submission to the Health Assembly. 

Mr CLAY (Food and Agricultural Organization) expressed satisfaction with the development of 
cooperation between FAO and WHO, and with the outcome of the International Conference on Nutrition. 
There had been substantial commitment on the part of governments to giving effect to the comprehensive 
declaration and plan of action that had been adopted. In listening to comments on other programmes, 
particularly on the environment and health, he had been struck by the degree to which nutrition represented 
the interface between the agricultural and health sectors; he instanced the health implications of dam 
construction in Senegal and the problems of chemical safety relating to the use of pesticides and fungicides and 
the treatment of different residues associated with food production. The continuing struggle of many poor 
population groups to provide for their food security and the possible impact of that struggle on a fragile 
environment constituted challenges that must be addressed effectively by a variety of sectors within 
governments; nutrition should not be merely implicit in discussions on those issues but explicitly brought to 
the fore in the manner advocated at the International Conference. FAO looked forward to extending and 
deepening its collaboration with WHO as it assisted countries to develop and implement their national plans of 
action. 
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The CHAIRMAN expressed the Board's appreciation of the role played by the Director-General of FAO 
in the successful organization of the International Conference on Nutrition, which was an exemplary instance 
of interagency cooperation. 

Professor MBEDE said he fully agreed with Dr Dlamini and shared in part Dr Komba-Kono's views on 
food aid and food imports in some developing countries. The exponential and anarchic development of cities 
brought very rapid changes in nutrition that were not always favourable to health. Beyond the basic problems 
of economic availability，the assurance of safety and quality of both imported and local produce became each 
day more of a requirement which unfortunately developing countries were far from in a position to meet. In 
Cameroon, bitter experience had shown that the chemical and microbiological contamination of food was not 
an abstract concept but could and did have tragic consequences. There was a need to strengthen relevant 
legislation and to enhance capacities for quality control of food. WHO, together with other organizations, 
could play a more important role in that area than it was doing at present, and its competence perhaps lay 
more there than in other domains such as food production and marketing. 

Dr NOVELLO (alternate to Dr Mason) drew attention to a study which showed that of the twenty 
million adolescents in the seventh to twelfth school grades in the USA, ten million drank, four million drank to 
change their mood, three million drank alone and half a million had five drinks in succession every week. That 
pointed unequivocally to an alcohol problem involving young people; among its causes were increased 
advertising of alcohol, its availability，failure to depict the consequences of alcohol-related behaviour, and 
inadequate law enforcement. Most important was the lack of education and the failure to inform the 
population at risk of all the consequences of alcohol abuse. She consequently urged the Organization to give 
due importance to appropriate education and treatment and to the pooling of all available information 
pertaining to alcohol and adolescence, within the framework of the adolescent health programme. 

In reply to a question from the CHAIRMAN as to whether the substantial efforts made in the United 
States to curb tobacco abuse had been followed by an increase in alcohol consumption, she said she thought 
that alcohol consumption had diminished for a time, only to rise again in response to certain reports from 
France concerning the connection between alcohol intake and the incidence of heart disease. 

Dr AL-JABER stressed the importance of the nutrition programme; in Qatar, a wealthy country with 
good food distribution, malnutrition still existed in children between five and ten years of age owing to the 
negligence of their families in feeding them. It was not the lack of food alone that caused malnutrition; dietary 
education was very important, and called for a special programme. 

Dr AL-KHIYAT (alternate to Dr Mubarak) said that a tragedy was occurring in Iraq, where the 
nutritional status of children in the 1980s had reached the level of the European countries and the United 
States, but which, after the imposition of arbitrary sanctions, now faced a dearth of foodstuffs, with 
malnutrition widespread among children. Vitamin deficiency diseases such as kwashiorkor and marasmus, 
which had long since disappeared, were now reappearing. The amount of food received by each individual was 
much less than the minimum requirement even in families with a good income, owing to the sanctions and 
their impact on the price of foodstuffs. Continuation of that state of affairs would threaten tens of thousands 
of persons with famine. He would consequently request the Board to include among its recommendations one 
to UNICEF and FAO on the lifting of the current sanctions and to appeal to the countries of the world to lift 
their own embargoes. 

Dr VIOLAKI-PARASKEVA said that nutrition was a cornerstone of health; poorly nourished people 
were more susceptible to infectious diseases and overnourished people had many problems. WHO should 
assume a catalytic role; it had indeed provided information in its Technical Report Series, as mentioned in 
paragraph 42 of document EB91/3, but that was not sufficient. The report on the International Conference 
was excellent, but was too narrowly concerned with prevention of diet-related chronic diseases: reference 
should also be made to overnourished children, since dietary habits were formed at an early age. Paragraph 46 
of the report alluded to initiatives to prevent food-borne diseases, but there was no mention of food safety in 
connection with tourism, a significant issue in many countries. The question of malnutrition, and in particular 
of undernutrition, had emerged at the Accra meeting the previous year, and the follow-up of the meeting was 
particularly concerned with that subject. 

Ms KRISTENSEN (adviser to Mr Varder) remarked that food quality could be improved by further 
implementation of international standards within the framework of the Codex Alimentarius. Healthy and 
proper nutrition also had to be based on knowledge derived from sound and valid research. Nutritional 
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research and education should therefore be strengthened further and education from an early age in food 
preparation and nutrition should be given high priority. She fully associated herself in that regard with the 
statement by Dr Al-Jaber. As stated in document EB91/3, it was imperative that all relevant agencies, 
including not only WHO and FAO but other United Nations agencies such as the World Bank, the World 
Food Programme and UNICEF, should improve their cooperation. 

Dr NAPALKOV (Assistant Director-General) thanked the members of the Board, many of whom had 
participated in the preparation of the International Conference on Nutrition, for their appreciation of the 
documents which had been prepared. He also expressed gratitude to FAO colleagues, with whom it had been 
exciting to organize the Conference. Many of the problems cited by members of the Board could be solved by 
closely adhering to the principles adopted by the Conference in the World Declaration and Plan of Action. It 
had been, to use modern jargon, a "nongovernmental-organization-friendly" conference. So many 
nongovernmental organizations had participated that it was to be hoped that they would also join with the 
same eagerness in the implementation in countries of the WHO-FAO plan of action, which had had its 
inception at country, regional and interregional conferences on nutrition. 

Dr DLAMINI asked again why no budget allocation had been made for Africa under programme 11.5 on 
Food safety. 

Dr MONEKOSSO (Regional Director for Africa) said that the issue was a recurrent one: if no country 
in a Region decided to budget for food safety, the result was that no allocation was earmarked for that Region 
in WHO's regular budget for the programme. That was the case with the African Region, where no country 
had given food safety sufficient priority for WHO's intervention. Nevertheless, money had been provided to 
stimulate countries to that end. One reason for the absence of food safety from the Regional budget was that, 
with the limitations on funds, countries preferred to put their money into immunization and other high-priority 
programmes. To some extent that was short-sighted: investment in combating diarrhoeal diseases was 
ineffective if the food safety programme was not being correctly implemented. He felt the same discomfort as 
Dr Dlamini at the blank line in the budget, and the campaign would be continued at regional level to give food 
safety high priority. Another member from the Region had put the case dramatically: if you did not have 
food to eat you were not concerned about food safety. Food safety tended to be a preoccupation of health 
ministries in countries at a higher level of development: in Somalia, as had been observed, food safety was not 
likely to be high on the priority list. 

Dr DLAMINI thanked Dr Monekosso for his explanation. She thought that countries had been 
stimulated by the Conference to a better understanding of the interrelationship between food safety and some 
of the diseases that WHO was combating. She requested the Regional Director or the Director-General to 
assist countries to identify resources towards that end. Of course the first priority was to make food available, 
and subsequently to ensure its safety. 

(For continuation, see summary record of the thirteenth meeting, page 147.) 

Diagnostic, therapeutic and rehabilitative technology (Programme 12) (Document PB/94-95, 
pages B-164 to B-186) 

Programme 12.1: Clinical，laboratory and radiological technology for health systems based on 
primary health care 

Dr SAVEL'EV (adviser to Dr Kossenko) pointed out that about two-thirds of the world's population 
were currently denied access to diagnostic methods using X-rays and ultrasound. Radiotherapy was one of the 
most important methods of treating cancer and an important part of all national programmes for combating 
that disease. Its widespread use required the continuous improvement of services and of methods of 
protecting patients and medical staff from the harmful effects of ionizing radiation in treatment establishments. 
WHO, apart from cooperating with countries in the planning and rational use of diagnostic X-ray and 
radiotherapy services, should therefore also concentrate on developing technical specifications for basic and 
intermediate X-ray and ultrasound diagnostic equipment, and the preparation and publication of reports and 
handbooks on various aspects of the work of the programme. Most of the publications that were popular with 
the medical profession were out of date - some had been published 10-15 years ago - and needed revision. 
Unfortunately, the allocations for the programme were extremely limited: extrabudgetary sources and the help 
of WHO collaborating centres must therefore be sought to update those publications. 
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Dr LI Shi-chuo said that, while WHO placed great emphasis on preventive medicine, the importance of 
clinical medicine should also be borne in mind. Notwithstanding the valuable contribution of nongovernmental 
organizations, WHO still had a vital role to play in the area. He therefore suggested that WHO's role in 
clinical medicine should be the subject of a special study. That would not require the allocation of substantial 
resources, but with adequate support would greatly encourage the efforts being undertaken in that area. 

Mr DOUGLAS stressed the importance of maintenance in diagnostic, therapeutic and rehabilitative 
technology; that was not mentioned in the programme statement for programme 12 in document PB/94-95. 
Furthermore, the reference to "low-cost essential drugs" seemed unrealistic since in most countries, including 
his own, the price of drugs had risen sharply of late. Nevertheless, under the programme in question, WHO 
should continue to support efforts for the transfer of technology, wherever technically and economically 
feasible, thereby enabling countries to manufacture and test drugs as well as ensure an effective means for 
their distribution. 

As far as programme 12.1 was concerned, greater emphasis should be placed on laboratory services in 
order to ensure their increased accessibility and reliability. To that end, he suggested that the Organization 
should step up its support for such services at the primary health care level by setting standards for equipment 
and harmonizing routine working methods with a view to achieving satisfactory results even at the peripheral 
level. 

Dr SIDHOM stressed the importance of clinical, laboratory and radiological technology, which 
constituted the main link between the primary and secondary health care levels. Nevertheless, he was 
concerned at the increasing reliance of medical professionals on such technology, to the extent that they were 
unable to make a diagnosis without the results of laboratory tests and radiological examinations. That trend 
should be corrected in the basic medical training provided in universities in order to ensure that doctors 
performed their public health duties properly. 

He also felt concern as to whether the tests and the equipment used for them were adapted to the 
existing infrastructures in many countries. The relation between the dependence of doctors on certain types of 
equipment and the existence of appropriate conditions for their use clearly warranted further consideration. 

The quality of the equipment sometimes marketed was also a matter of concern; users often had 
difficulty in repairing apparatus which, although only recently purchased, had gone out of production. WHO 
should therefore provide guidance on the type of equipment to be used and the quality of that commercially 
available. 

Dr NYMADAWA said that, as a consequence of the rapid development of the medical equipment 
industry and the increasing availability of information on the subject to medical professionals through the mass 
media, some kind of technical assessment of equipment before it became commercially available was necessary. 
WHO should establish a task force on essential medical equipment, possibly under the programme on essential 
drugs and vaccines; it would be particularly useful for the developing countries to have information on the 
cost-effectiveness and safety of medical equipment. 

Furthermore, WHO should investigate the problem of the maintenance of medical equipment. Certain 
specialized devices required annual calibration; unfortunately, in many developing countries that was not 
performed, with possible harmful consequences both for patients and for the reputations of doctors. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) said that，under programme 12.1, WHO should focus on 
the simpler technology that could be applied successfully in the field. Fortunately many of the techniques 
currently used in primary health care, including laboratory techniques, were suitable for use in the field. As a 
surgeon he was concerned that, while stress was rightly laid on primary health care, consideration should also 
be given to the very large number of patients needing appropriate personal attention, i.e. high-quality 
integrated health care. 

Mr Douglas had commented on the transfer of technology with respect to essential drugs. Those 
countries which acquired the capacity to produce drugs had taken a long time to assimilate the necessary 
know-how and technology; the longer it took to transfer the appropriate technology the longer it would be 
before maximum advantage could be taken of countries’ capacities in that respect. 

Professor MBEDE agreed with previous speakers as to the importance of clinical technology even at the 
primary health care level, particularly with regard to radiology and laboratory tests. The main problem faced 
by the developing countries in availing themselves of that technology was cost. Equipment was expensive and 
maintenance costs were high. Moreover, equipment had frequently to be replaced; either it seemed to be 
designed to last for as short a time as possible or rapid technological progress rendered it obsolete. He would 
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therefore welcome information regarding any technology, particularly for radiological purposes, adapted to the 
needs of developing countries. Minimum standards for laboratory equipment were essential, as was 
appropriate technology, but the developing countries should not let themselves be caught up in the headlong 
rush of the developed ones to keep pace with the latest technological advances. 

Dr AL-JABER said that programme 12.1 represented a significant departure from the Declaration of 
Alma-Ata, since not all countries had sufficient resources for the purchase and maintenance of equipment for 
all the services. In fact, the services listed under programme 12.1 should come under secondary or even 
tertiary health care. Moreover, before such a programme was introduced, a cost-benefit study at country and 
regional level would be necessary. 

The CHAIRMAN, speaking in his personal capacity, stressed that health was one and indivisible. WHO 
could not deal with prevention and public health and at the same time consider that patient care and the 
treatment of diseases were either a matter for countries that could afford advanced technologies or something 
that could not be dealt with by the Organization. Such a dichotomy was entirely unacceptable, since people 
were far more interested in being cured of the diseases that they had than in preventing those that they did 
not. Thus the distinction between care and prevention was artificial and the temptation to introduce it in 
connection with the programme under discussion should be resisted. Though techniques varied from country 
to country and though WHO must seek ways of applying them to primary health care, it should respect 
people's expectations rather than impose its own views on them. 

Mr DOUGLAS, after endorsing the Chairman's remarks, cautioned against attaching too much 
importance to one particular area of health care. Further thought was clearly required as to the area to which 
the services in question should be allocated, due account being taken of how health care infrastructures 
differed from one country to another. In that connection, he endorsed Dr Chávez Peón’s comments on the 
importance of an integrated approach, i.e. ensuring complementarity between the primary, secondary and 
tertiary health care sectors in terms of requirements and facilities. Applications at the peripheral level, which 
in most countries was the primary health care level, were essential, as was some form of standardization of 
those applications. 

Dr BENGZON, after endorsing the remarks of previous speakers on the importance of integrated health 
care, stressed that primary health care should not be confused with "primitive" health care. As far as matching 
people's expectations was concerned, it was important to remember that people's wishes did not necessarily 
reflect their needs, and that their views were influenced by many factors, including market forces. So health 
care must be centred on the patient and not on medical equipment, for ultimately it was the individual 
concerned who would decide whether or not to follow the doctor's advice. 

Dr BAATH (adviser to Dr Chatty) said that, following the Alma-Alta Conference, there had been a 
great deal of discussion, particularly within the Regional Committee for the Eastern Mediterranean, about the 
concept of primary health care. Some had taken the position that it simply meant basic health services. In his 
view, primary health care was much more than that; it was a philosophy of health care, which sought to 
achieve some degree of equity among all citizens by providing them with a minimum level of health services. 
It was not accurate to describe primary health care as consisting of services at one particular level, unrelated to 
those at other levels; it encompassed all levels of health care delivery. In his Region, the true meaning of 
primary health care had not been fully grasped; it was often misinterpreted to mean care provided solely by 
technical assistants, rather than by physicians. That misunderstanding had hindered the effective delivery of 
services. 

The inclusion of clinical, laboratory and radiological services within primary health care would strengthen 
those services and give them greater credibility in the eyes of the populations in greatest need. 

He had reviewed with satisfaction a programme for the Eastern Mediterranean Region on laboratories 
for research on virology, which could help countries to achieve self-sufficiency in ensuring the safety of blood 
and blood products. Such research was even more important at a time when the AIDS pandemic was 
spreading and contaminated blood products had been implicated in that spread. He therefore hoped that the 
programme would receive adequate support. 

Dr KOMBA-KONO said that it was obvious that, in every country, there was a difference between health 
care delivery in a technologically advanced hospital and in a rural village. However, the ultimate goal was to 
ensure that the type of health care provided in hospitals was brought to the communities. A good example of 
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that was the Organization's production of portable field microscopes, which had led to the provision of 
microscopy services by peripheral health units. 

Dr H U Ching-Li (Assistant Director-General) said that it had been a long time since he had heard such 
a lively debate on the subject of clinical, laboratory and radiological technology for health systems, a 
programme crucial to primary health care. Note had been taken of the Board's suggestions. Action was 
already proceeding in certain of the directions which had been discussed. 

The Board had made it clear that transfer of technology was essential and that particular emphasis 
should be placed on transferring technical know-how and equipment maintenance skills to the developing 
countries. Steps were being taken to that end, notably in standardization and the production of several 
publications on such topics including the supply, maintenance and repair of laboratory equipment in developing 
countries; basic laboratory procedures; basic anaesthesia; and basic surgery. A basic radiological system, 
which produced high-quality X-rays and required only basic technical skills, had been designed several years 
ago. Unfortunately, the system had been too costly for most developing countries. WHO was currently trying 
to find a manufacturer willing to produce it at a lower cost. It was also encouraging countries to produce such 
a system locally, which would reduce the cost to about one-third of the current price. 

Programmes 12.2 to 12.5: Essentia! drugs and vaccines; Drug and vaccine quality, safety and 
efficacy; Traditional medicine; and Rehabilitation 

Dr LARIVIÈRE said that programme 12.3 (Drug and vaccine quality, safety and efficacy) had done a 
good job in meeting the needs of Member States, primarily owing to the close and growing cooperation 
between WHO and the drug industry and between Member States and their laboratory institutions and 
regulatory agencies. Recent efforts at harmonization between WHO, certain countries and the drug industry 
also augured well for the future. 

It was regrettable that the selection of International Nonproprietary Names (INN) for pharmaceutical 
substances was being compromised by the widespread use of INN stems in proprietary trademarks. The 
problem would only become more serious unless action was rapidly taken. A resolution in that connection, 
drawn up by several Board members, would shortlybe submitted for the Board's consideration.1 

Dr LI Shi-chuo said that the rational use of traditional medicine was an effective way to reduce 
treatment costs and side-effects. In addition, traditional medicine was easily accepted by certain communities, 
in particular in developing countries. 

WHO should explore ways of integrating traditional and western medicine, using modern scientific 
methods to interpret and make more effective use of the former. It needed to deepen its knowledge of 
traditional medicine and to provide the programme with greater budgetary and extrabudgetary resources. 
Instead, the proposed programme budget showed a decrease in funding. 

Dr MIYAKE (adviser to Dr Nakamura) said that he appreciated WHO，s efforts to ensure the universal 
availability of safe drugs of acceptable quality. Of particular usefulness to drug regulatory authorities were the 
technical guidelines and recommendations contained in the reports of the WHO Expert Committee on 
Specifications for Pharmaceutical Preparations and the Model List of Essential Drugs. 

Two major problems remained: counterfeit drugs, and drug quality in the developing countries. The 
WHO Certification Scheme on the Quality of Pharmaceutical Products moving in International Commerce and 
other WHO technical recommendations and guidelines would certainly help in addressing those problems. At 
the same time, they had to be backed up by technology transfer programmes, to which WHO should give high 
priority. In that connection, it was essential to reinforce technical cooperation among developing countries 
(TCDC). 

Dr SARR said that a committee of experts on pharmaceutical policies in the African countries had 
concluded that very few countries in the Region had a well-formulated pharmaceutical policy, let alone a 
coherent plan of action. Health authorities often did not know how to go about finding support for their 
programmes; most countries had serious difficulties in obtaining adequate drug supplies because they lacked 
foreign currency and there were no local drug companies; and quality-assurance laboratories were either 
nonexistent or too costly to operate. 

1 See summary record of the thirteenth meeting, p. 146. 
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He was glad that, under the programme on essential drugs and vaccines, efforts were to be made to 
assist countries in formulating their drug policies, improving their drug supply systems, and ensuring that drugs 
were of high quality and safe to use. The programme was of vital importance to the African Region, as 
reflected in the Bamako Initiative, one aim of which was to finance priority areas by making a charge for the 
essential drugs given to patients. 

In Senegal, the implementation of the essential drugs programme at the district level had demonstrated 
its fundamental importance for the health services. It had not only raised the status of nurses but had also 
renewed people's confidence in the health services. A preliminary evaluation had shown that users were 
satisfied with health-district services; attendance rates had more than doubled and the demand for essential 
drugs had more than quadrupled. 

Nevertheless, certain problems remained. The central pharmacy was unable to meet the demands of the 
peripheral levels. In community pharmacies, essential drugs were being handled by non-pharmacists, so that 
there was a problem of safety and a need for control laboratories. 

He asked why no extrabudgetary funds were available for the essential drugs programme, particularly in 
Africa. In addition, since the budget showed no figures at the regional level, he was not sure whether that 
meant that the resources needed at that level were included at the country or intercountry level. 

Dr KOMBA-KONO said that he greatly appreciated WHO's collaboration with Member States in 
revising national lists of essential drugs, introducing new methods of procurement through international tender, 
and improving storage and drug management systems. Through the Bamako Initiative, most countries in his 
Region were generating sufficient currency to purchase more supplies. However, they relied very much on 
UNICEF, whose capacity was severely limited, to accept local currencies and procure essential drugs abroad. 
It was up to WHO to help to absorb local currencies in order to ease the burden on UNICEF. 

While diseases preventable by immunization were beginning to disappear, free vaccines were fast 
becoming a thing of the past. Cost-sharing in respect of essential drugs was very effective, since the providers' 
position was clear from the beginning. On the other hand, most developing countries had relied on free 
vaccines and health ministries had failed to allocate funds to purchase them. The immunization coverage rates 
achieved during the era of free vaccines were dropping rapidly, and he called on WHO to mobilize 
extrabudgetary resources to provide countries with the vaccines needed. 

The programme on traditional medicine would have been more aptly called "Traditional medicine and 
traditional practices", since the two were closely related. In his country, a study was under way in which 
traditional female secret societies were being used to disseminate health education messages; in addition, 
leaders of those societies, who functioned as traditional healers, were being educated in the use of essential 
drugs for certain conditions. The goal was for such practitioners to choose between traditional and modern 
methods of healing, according to their effectiveness. It was important for the international health community 
to accept the fact that traditional medicine might be the treatment of choice in certain circumstances, and that 
being so, WHO should promote research into the use of traditional drugs. 

Dr VIOLAKI-PARASKEVA observed that, in general, programme 12.2 seemed to concentrate on drugs, 
to the virtual exclusion of vaccines. Even so, it was very important in that it aimed at ensuring that a regular 
supply of good-quality essential drugs and vaccines was available at an acceptable price. That priority should 
be reflected in the allocation of resources; however, while there had been an increase in funds from other 
sources for 1994-1995，the allocation under the regular budget was almost unchanged. 

The most significant aspect of the programme was the encouragement given to countries to formulate 
drug policies, which were a critical element in the health strategies of developing and developed countries 
alike. 

She agreed with the views expressed by Dr Larivière on programme 12.3, Drug and vaccine quality, 
safety and efficacy. The programme showed how WHO could cooperate harmoniously with the pharmaceutical 
industry and laboratories in Member States to ensure high quality standards. 

Dr SIDHOM said that it was generally recognized that the strategy followed with regard to drugs 
stressed prevention rather than recourse to them, but access to an adequate supply of good-quality drugs was 
clearly essential for the maintenance of any health service. 

The funds allocated to health programmes, even when more than 50% was assigned for drugs, were 
insufficient for demand to be fully met, and in a number of countries the quality of available drugs was also a 
problem. WHO therefore had an increasing role in promoting quality standards and in rationalizing drug use. 
In that process，the Model List of Essential Drugs remained indispensable, but both physicians and patients 
were confronted by the obstacle of a reduction in the availability of drugs. He asked whether the List had 
been widely used; if so, the effort to disseminate it should be continued. 
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There was also a need for greater coordination between the essential drugs programme and health 
programmes at national level, the aim being to standardize therapy and to make best use of the drugs 
available. In that context, the training of health workers should not be overlooked. 

Quality control was also a matter for concern. Countries which were the largest consumers of drugs 
often did not have the capacity either to supply them in sufficient quantity to meet demand or to safeguard 
quality. How could WHO ensure that the drugs and vaccines used, especially in developing countries, were of 
good quality? In some cases, vaccines had been tested and found defective. 

Professor MBEDE said that, as a paediatrician and as the Minister of Health of Cameroon, he had 
endeavoured to increase vaccination coverage in the country to 100%. Unfortunately, because of the shortage 
of vaccines in the health units, the rate of coverage had stagnated, despite the excellent training received by 
health workers. However, under the Bamako Initiative it had begun to increase, sometimes doubling over a 
period of a few months. Nevertheless, limits were imposed by the sheer cost even of essential drugs and 
vaccines, and certain illnesses, such as tuberculosis, not to mention diabetes and hypertension, required long-
term treatment, for which individual patients or their families were unable to pay. Community or national 
financing was therefore necessary, but international support would also be required until developing countries 
had overcome their economic problems. 

Dr BENGZON said that there was general agreement on the need to ensure that essential drugs reached 
those who needed them most, but it was open to question whether any real progress had been made in that 
respect since the launching of the programme on essential drugs and vaccines. 

What could, in fact, be observed was an imbalance between supply and demand: the demand side (the 
users) was poorly informed and badly organized, whereas the supply side (the producers) was very powerful 
and wealthy. As an international organization, WHO had a responsibility to redress that imbalance. The 
Model List of Essential Drugs, the transfer of technology, and other measures might not prove to be sufficient 
to achieve that end, and due attention must also be paid to quality control as an integral part of the objective 
of ensuring that developing countries, in particular, achieved some measure of self-sufficiency in drug 
manufacture. The obstacles to the availability and rational use of drugs were formidable, and both greed and 
ignorance had yet to be overcome. 

Dr NYMADAWA congratulated the Director-General on the programme on essential drugs and vaccines 
and, in particular, on the success in attracting additional extrabudgetary resources for it. He noted that 70% of 
the budget was devoted to activities at country level, reflecting a commendably pragmatic approach. At the 
same time, bulk purchasing and tableting facilities in user countries should be encouraged. 

Referring to programme 12.3, Drug and vaccine quality, safety and efficacy, he said that the WHO 
Certification Scheme had proved very useful, especially with regard to the new computerized registration of 
drugs, which was of particular value to small developing countries like his own which did not themselves have a 
drug-manufacturing capacity. Collaboration in that context with UNDP should be encouraged, as should 
efforts directed towards determining risk-benefit and cost-effectiveness ratios. 

With regard to programme 12.4, Traditional medicine, he agreed with WHO's policy on assessing 
traditional and herbal drugs with a view to their integration into modern health practice. 

He was gratified that WHO，s policy on rehabilitation (programme 12.5) took into account both the 
physical and the mental capacities of the human organism, but felt that it perhaps focused unduly on the 
former. 

Dr AL-JABER said that the cost of vaccines was increasing daily. One measure which could help to 
alleviate the situation, especially for the developing countries, would be for regions or groups of countries to 
combine their purchases of vaccines, thus reducing costs by 30%-40%. WHO could also usefully encourage 
Member States to establish their own manufacturing industries to produce essential drugs. 

The meeting rose at 17h35. 
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PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY: HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (continued) 

Diagnostic, therapeutic and rehabilitative technology (Programme 12) (Document PB/94-95, pages B-
164 to B-186) (continued) 

Programmes 12.2 to 12.5: Essential drugs and vaccines; Drug and vaccine quality, safety and 
efficacy; Traditional medicine; and Rehabilitation (continued) 

Dr H U Ching-Li (Assistant Director-General) said that in responding to the comments made by 
members at the previous meeting he would not address the subject of nonproprietary names for 
pharmaceutical substances, as a draft resolution on that topic, proposed by several members of the Board, 
would be submitted for discussion at a later stage.2 

For the implementation of the revised drug strategy, the major activity of WHO at country level was to 
collaborate with Member States in developing national drug policies. So far, 60 countries had developed such 
policies and 12 were in the process of doing so. More than 100 countries had lists of essential drugs based on 
the WHO Model List, some including drug formulas. As Board members had indicated, the WHO Model List 
of Essential Drugs was not simply a catalogue; it was also important in ensuring a regular supply of drugs at 
the lowest possible cost and in providing guidelines on drug safety and efficacy. WHO worked in collaboration 
with national drug regulatory authorities to ensure that all pharmaceutical and biological products, including 
vaccines, intended for therapy, prophylaxis and diagnosis of diseases met acceptable quality standards of 
efficacy and safety. With regard to the rational use of drugs, there was an exchange of information on 
regulatory decisions and on monitoring the adverse effects of certain drugs on the market. WHO had 
developed some model prescriptions which were issued periodically to all Member States. 

Dr Violaki-Paraskeva had made the point that, despite its title (Essential drugs and vaccines), 
programme 12.2 in fact focused mainly on drugs. The explanation perhaps lay in the history of the 
programme. In 1981，when the Board had decided to establish it, the worldwide supply situation had been 
more serious for drugs than for vaccines. WHO addressed the current need for vaccines through the 
Expanded Programme on Immunization, its programme on biologicals, and the Children's Vaccine Initiative, 
although the WHO Model List included vaccines as well as drugs. The List was kept up to date, being revised 
every two years by an expert committee serviced by the Division of Drug Management and Policies, and in 
close collaboration with the Action Programme on Essential Drugs and interested disease control programmes. 
Of course, the Model List had to be adapted at country level according to the needs of the individual country. 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 

2 See summary record of the thirteenth meeting, p. 146. 
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Sometimes, different lists were established for the primary, secondary and tertiary levels within a particular 
country. 

In response to remarks concerning quality assurance, including the safety and efficacy of pharmaceutical 
products, he said that WHO had a mandate to guide and coordinate both with national regulatory authorities 
and with the pharmaceutical industry. In particular, the Organization had recently developed computer 
software to support and facilitate monitoring by small national drug regulatory authorities which often lacked 
such facilities. WHO's recommended Good Practices in the Manufacture and Quality Control of Drugs and 
the WHO Certification Scheme on the Quality of Pharmaceutical Products moving in International Commerce 
had achieved great results but were not universally followed; efforts were therefore still being pursued for 
their application. 

Several members of the Board had expressed concern about substandard and counterfeit drugs, which 
caused the deaths of many children and adults, particularly in developing countries. At the ninth meeting, he 
had referred to a 1992 workshop held jointly by WHO and the International Federation of Pharmaceutical 
Manufacturers Associations to review and tackle that issue. The drug regulatory authorities, pharmacists and 
health workers of Member States would have to work closely together at different levels in order to deal with 
the problem. The developing countries had very limited resources to spend on drugs; it was tragic that those 
resources should be wasted on counterfeit products. 

Several members had raised the issue of financial support for programme 12.2 (Essential drugs and 
vaccines) and for sustaining essential drugs programmes in developing countries. Mention had been made, in 
particular, of group purchasing to save money, technical cooperation among developing countries, joint WHO 
and UNICEF activities, and the Bamako Initiative. WHO would continue to support all those activities. 

Dr Li Shi-chuo and Dr Komba-Kono had commented on traditional medicine. Dr Li Shi-chuo had 
emphasized the need for scientific research on traditional medicine to make it more useful in health care 
systems and to integrate it with modern medicine. He had also called for an increase in the regular budget 
and extrabudgetary resources available for the programme on traditional medicine. While WHO would try to 
find additional resources, emphasis would be placed on cooperation with WHO collaborating centres in further 
studies in that area. Account would be taken of Dr Komba-Kono's remarks concerning traditional practices. 
Finally, in reply to Dr Sarr, the absence of budget lines at regional level was explained by the fact that regional 
activities were covered under intercountry activities. 

Dr MONEKOSSO (Regional Director for Africa) said that the provision of free vaccines to Member 
States had been discussed by the Regional Committee for Africa several times and a consensus had been 
reached that Member countries should endeavour to pay for the classical vaccines used in the Expanded 
Programme on Immunization, while the international community should assist with new and more expensive 
preparations such as the hepatitis В vaccine. He had urged ministers of health to place immunization high on 
the list of national priorities and to accept the principle that, if a health budget existed, it should be allocated 
in the first instance to ensuring the safety of motherhood and the survival of children. That fundamental 
principle should continue to be emphasized. Various ministers of health had however pointed out that, having 
seen to it that a country became used to the availability of vaccines, some manufacturers had taken the 
opportunity of raising prices. The international community and WHO should lend their support in the 
dialogue with manufacturers to ensure that such a practice did not continue. Bulk purchasing arrangements 
were being set up in the African Region. There should not be a return to the idea of free vaccines; in 1985， 

when 60% of the vaccines used in the African Region had been provided free, health budgets had in some 
cases been used to buy sophisticated equipment such as CAT scanners. 

A question had been raised by Dr Komba-Kono concerning the absorption by WHO of local currencies. 
Under the Bamako Initiative, local communities that bought or were donated drugs were allowed by their 
governments to keep the monies generated through distributing the drugs within their local health systems. 
The currencies of many African countries were not convertible and problems had arisen in purchasing further 
supplies of drugs, since manufacturers refused to accept non-convertible currencies. An informal arrangement 
had therefore developed with a number of international agencies at country level, whereby hard currency was 
provided in exchange for the local funds generated by such community initiatives. Some WHO 
Representatives had entered into similar arrangements for reimbursable purchases provided under standard 
WHO procedures for non-emergency purchases by Member States; the governments of countries in the 
African Region paid WHO in local currencies for supplies purchased by WHO through normal channels 
(frequently UNICEF，s supply centre UNIPAC) and then delivered to the governments concerned. Although 
that arrangement did not in fact involve currency exchange, excessive resort to it had been discouraged. In 
some countries, ministers of finance objected to such arrangements, claiming that they contravened national 
regulations on foreign exchange. Because of the need for additional sources of foreign exchange, political 
leaders had established a special health fund for Africa to serve as a reserve, to which people in Africa and 
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others who were able to could contribute. The Bamako Initiative and the special health fund had never been 
formally discussed by the Board; their inclusion on the Board's agenda would make it possible for full 
information to be provided. 

Regrettably, in the absence of quality control mechanisms, some unscrupulous operators sold counterfeit 
material to countries in the Region. A number of subregional quality control laboratories had therefore been 
financed by WHO with a view to monitoring and keeping track of drugs received. Countries that could do so 
were being encouraged to initiate their own quality control programmes. 

An African initiative for essential drugs was currently being developed, and its early implementation 
would be welcome in view of the importance of essential drugs and vaccines for the Region. 

HEALTH SCIENCE AND TECHNOLOGY: DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) 

Programmes 13.1,13.3 and 13.5: Immunization; Integrated control of tropical diseases; and Tropical disease research (Documents EB91/4 and EB91/15) 

Dr LA RIVIÈRE said that it was not very easy to distinguish the budgetary provisions for the eradication 
of poliomyelitis from the rest of the activities under programme 13.1 (Immunization). However, that 
undertaking remained a priority area in which WHO and its partners were making a big difference and in 
which the Organization should be able to demonstrate its capacity to initiate sustainable activities. Doubt had 
been expressed a few years previously regarding the chances of eradicating wild poliovirus; it was gratifying to 
note the progress since then. However, it was obvious that resources, supplies and sustained political 
commitment were required. 

The Director-General's report (document EB91/15) indicated that vaccine accounted for some 80% of 
the projected costs of eradication. Delivery of the vaccine therefore presumably accounted for approximately 
20%. In previous discussions on the Expanded Programme on Immunization it had been indicated that the 
cost of vaccines seldom amounted to more than 10% to 20% of the cost of bringing them to children. He 
therefore assumed that poliovaccine delivery costs were already largely covered within the Programme and that 
the intensified approach to eradication and the specific resources allocated to it were primarily for meeting the 
needs for poliovaccine supply rather than building a separate vertical infrastructure for its delivery. 

He was pleased to note the success of the Ministerial Conference on Malaria held in Amsterdam, which 
had produced a new and feasible strategy giving hope that the disease might be brought under control. 

Dr MASON said that the excellent report (document EB91/15), together with the revised plan of action 
for the global eradication of poliomyelitis, gave a clear picture of the successes achieved so far and of the 
priorities set and constraints faced in attaining the goal by the year 2000. WHO, numerous nongovernmental 
organizations such as Rotary International, and other United Nations agencies, as well as Member States, had 
combined their financial and technical resources over the past seven years to eliminate poliomyelitis from the 
Americas. The Regional Director for the Americas was to be commended for his leadership in that campaign. 
Using the knowledge gained there, the Western Pacific Region was making dramatic progress towards reaching 
its goal of eradication by 1995: eradication activities were accelerating in all the six remaining endemic 
countries in the Region, and only vaccine supply difficulties stood in the way of success. 

Poliomyelitis could be eradicated with current technologies, given sufficient political commitment and 
adequate financial resources. Members of the Executive Board, as public health leaders, had no excuse for not 
insisting that the eradication goals were met. As the Board had been reminded on many occasions, however, 
the supplemental immunization activities required would strain each country's ability to provide enough 
vaccine. Current projections called for over US$ 800 million to be spent by the year 2000 for oral 
poliovaccine. A partnership between many national and international organizations would be required in order 
to meet the demand. The budget for the Expanded Programme on Immunization for the 1994-1995 biennium, 
including extrabudgetary resources, totalled less than US$ 40 million. It was therefore obvious that WHO 
could not provide the financial resources necessary to enable countries to meet their vaccine needs. It could, 
however, provide technical expertise and，perhaps even more important, the leadership necessary to galvanize 
the national and international will to succeed in that most important task. 

The Board had heard much about the poliomyelitis eradication efforts in the Americas and the Western 
Pacific. He appealed to the Director-General and the other four regional directors to join in mobilizing 
political commitment and financial resources for that purpose. Together with other members of the Board, he 
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had prepared draft resolutions on poliomyelitis eradication and dengue prevention and control which would be 
submitted for consideration at a later stage.1 

The Director-General and the Secretariat were to be commended on their successful efforts in convening 
the Ministerial Conference on Malaria. Although the USA had known few cases of malaria, it fully recognized 
the harmful impact of the disease and would support malaria control programmes. The task, however, had only 
just begun. Implementation of the global malaria control strategy would require sustained attention and 
support by Member States and WHO. The Organization must therefore work with other interested parties to 
develop a consensus plan of implementation that allowed for strong and sustained bilateral and multinational 
partnership. It was essential to ensure that the momentum was not lost until malaria control had become a 
reality. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) said that in the Region of the Americas a great effort 
had been made to meet the immunization targets set by the World Summit for Children. The joint work done 
by WHO and UNICEF had been fundamental in that respect. The attainment of the regional target afforded 
an example to be followed by all, the aim being to achieve coverage of over 90%. Mexico was committed to 
that goal. 

Concerned at the potential dangers of epidemic dengue, members from the Region of the Americas and 
from other regions had prepared a draft resolution calling for more effective control of the disease, which, as 
indicated by the previous speaker, would be submitted to the Board at a later stage. Dengue haemorrhagic 
fever was spreading and could cause very high mortality and morbidity. The proliferation of Aedes aegypti and 
A. albopictus had promoted the spread of other diseases as well as dengue, and the time had come to recognize 
that fact and to take appropriate measures. The efforts being made by the countries initially affected would be 
of great value for countries now being infested with A. aegypti. The problem was not yet global in extent, but it 
could become so, and timely action was required. Mexico and Member States in the Region of the Americas 
were interested in initiating an organized programme for the prevention and control of the disease, led by 
WHO. 

Dr HAN Tieru (alternate to Dr Li Shi-chuo) expressed his full support for a drive, through the Expanded 
Programme on Immunization, to eradicate poliomyelitis and endorsed the strategy and the analysis of the 
difficulties encountered. He agreed with Dr Mason that the main obstacle to global eradication was shortage 
of vaccines. Industry had the capacity to produce enough, but the resources to buy them were not available. 
In recent years great efforts had been made to eradicate poliomyelitis in China; immunization coverage had 
reached 85%, and the surveillance system and supporting laboratories had been improved and strengthened. 
As a result, the number of cases was falling. Help with the purchase of vaccines would nevertheless be needed 
if poliomyelitis was to be eradicated in the Western Pacific Region by 1995 and in the world as a whole by the 
year 2000. It was therefore to be hoped that international organizations and industrial countries would make a 
greater effort to provide more resources. WHO should recognize the obstacles that had been encountered in 
recent years and find solutions to them. 

With regard to programme 13.3 (Integrated control of tropical diseases), he supported the efforts made 
by Member States to integrate the prevention and treatment of tropical diseases into their primary health care 
systems and to set up new strategies. Malaria was one of the world's greatest public health problems, and in 
recent years WHO had made an important contribution to its control. He had noted the new strategy adopted 
at the Ministerial Conference on Malaria held in 1992, which inter alia would address the spread of drug 
resistance. WHO had supported studies on new drugs such as Qinghaosu (artemisinin) and had also assisted 
Member States to draw up policies for drug treatment of tropical diseases and for the training of personnel in 
endemic countries. In the case of leprosy control it had helped Member States to increase their coverage with 
multidrug therapy, thus providing a solid foundation for the eradication of the disease by the year 2000. The 
current approach to schistosomiasis treatment and control was producing excellent results; in China great 
progress had been made, with the support of WHO. He endorsed the activities planned for 1994-1995, in 
which almost all regions would be giving high priority to malaria control. In addition to helping Member 
States with technology, WHO should assist them to implement the new global strategy for malaria control 
according to their particular needs and to strengthen studies on new drugs. Since regular budget resources 
were insufficient to meet all the needs of the programme, the Organization should seek extrabudgetary 
funding. 

1 See summary record of the thirteenth meeting, pp. 150 and 142, respectively. 
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Dr KOMBA-KONO endorsed Dr Mason's comments on the possibility of eradicating poliomyelitis. The 
available data were quite encouraging; with a third-dose coverage rate of 81% for 1991-1992. Thanks were 
due to Rotary International for continuing to provide the much-needed vaccines. The beneficiary communities 
were now abundantly aware of the remarkable decline in the disease and were fully supporting all necessary 
measures for its eradication. The ease of administration of the vaccine and the willingness of the community 
to cooperate in the control of poliomyelitis had encouraged health workers to strive for its eradication by the 
year 2000. He joined other speakers in supporting accelerated action to attain that goal. 

Dr DOI (alternate to Dr Nakamura) said that the success of the poliomyelitis eradication programme in 
the Region of the Americas had provided evidence that the goal of eradicating the disease by the year 2000 
was realistic. According to the Director-General，s report (document EB91/15), there was a shortage of 
poliovaccine. Japan was very aware of the importance of vaccine supplies and of the eradication project. Its 
Ministry of Foreign Affairs had therefore begun to organize vaccine supplies in response to regional needs. 
Also, Japanese Rotarians, who had contributed to the eradication of poliomyelitis in the Region of the 
Americas, were now contributing to the programme in the Western Pacific Region, at the request of the 
Director-General and the Regional Director. 

Dr NYMADAWA expressed his appreciation of the importance attached by the Director-General to the 
Organization's cost-effective programme on immunization. Most countries were reaching the critical coverage 
level of 80%-90%, but consideration had to be given to the step-by-step improvement of laboratory support for 
the Expanded Programme on Immunization in the fields of population immunity assessment, vaccine quality 
control, confirmation of suspected cases and surveillance for wild poliovirus. Experience in developed 
countries had shown that, in the absence of laboratory support, cost-effectiveness of immunization programmes 
was reduced. More attention should therefore be given to that aspect of the problem. 

He commended the Director-General，s report (document EB91/15) and the revised plan of action for 
the eradication of poliomyelitis by the year 2000，on the basis of which Member States could draw up their 
own country programmes. He urged members to support the draft resolution on eradication of poliomyelitis, 
which contained a resolution recommended for adoption by the Forty-sixth World Health Assembly, and which 
would be considered at a later stage. 

WHO's persistent recommendations to endemic countries to include hepatitis В and yellow fever in their 
immunization programmes were appreciated. In Mongolia the inclusion of hepatitis В vaccine some two years 
previously had led to a decrease of 20% in acute hepatitis cases. Because of the lack of laboratory 
confirmation, in developing countries mild hepatitis В infections were often confused with hepatitis A. 

Dr AL-JABER said that good immunization coverage had been achieved in the Eastern Mediterranean 
Region in respect of the six target diseases and several countries had also instituted immunization against 
hepatitis В for all newborn babies and for mothers of child-bearing age. Nevertheless, problems remained with 
the type of vaccine used and the cold chain system. Efforts must be made to develop oral vaccines, similar to 
those used against poliomyelitis, and heat-resistant vaccines in order to increase immunization coverage and 
reduce the number of related complications. 

Ms KRISTENSEN (adviser to Mr Varder) emphasized the importance of immunization - a key element 
in primary health care. Appropriate, well conducted programmes would lead to real improvements in public 
health. The Expanded Programme on Immunization had been one of the most successful programmes in 
reaching children and reducing the incidence of fatal diseases. It was essential to integrate immunization with 
other primary health care services. She also underlined the desirability of eradicating wild poliovirus, which 
would not only rid the world of a dreadful disease but also free resources for other purposes. She wondered, 
however, whether the eradication of poliomyelitis was a realistic proposition in the near future. Her question 
was prompted by concerns expressed in document EB91/15 regarding support for it on the part of some 
industrialized countries. 

Lastly, she asked what activities specifically relating to women had been carried out under 
programme 13.5 (Tropical disease research). 

Mr DOUGLAS commended the Director-General on the reports, which highlighted the success achieved, 
in certain regions in particular, in the control and eradication of both communicable and noncommunicable 
diseases. He urged that the Expanded Programme on Immunization should go beyond the goal of the 
eradication of poliomyelitis and tackle that of other diseases, notably measles. 

He commended the Regional Director for the Americas and his colleagues on the successful progress 
towards eradicating poliomyelitis: it was encouraging that not a single case had been reported in 1992. It was 
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somewhat disturbing, however, that according to the charts on the global incidence of poliomyelitis, on page 3 
of document EB91/15, information had not been available in 1991 for certain of the countries which had 
submitted reports in 1971; timely reporting was fundamental to the control of diseases. 

Dr VIOLAKI-PARASKEVA praised the accomplishments of the Expanded Programme on 
Immunization, but noted that full coverage had not yet been achieved in respect of all the diseases concerned. 
Countries should increase their investment in the Programme, not only for its own sake, but because it could 
serve as an entry point for other elements of primary health care, particularly in relation to mothers and 
children. Could the Secretariat say what methods might be used to exploit that opportunity, and at what 
levels? 

Referring to paragraph 4 of the programme statement on page B-188 of document PB/94-95, she 
observed that the two million deaths due to the six target diseases, plus 127 000 cases of paralytic poliomyelitis 
and between one and two million deaths attributable to hepatitis В infection, suggested that notwithstanding 
progress towards eradicating certain diseases, other problems were emerging. It was very encouraging, 
however, that neonatal tetanus and measles were expected to have ceased to be a public health problem by the 
end of the century. 

Malaria control was essential to development, and should therefore be incorporated in primary health 
care. It was greatly to be hoped that a vaccine would soon be found. It was gratifying that the Ministerial 
Conference on Malaria had brought together countries where malaria was not endemic, with those where it 
was. Effective control depended on active surveillance. Training was needed both in treatment and in vector 
control, and that called for an effort not only from the countries - often the poorest - where malaria was 
endemic, but from the international community as a whole. 

Dr AL-KHIYAT (alternate to Dr Mubarak) called attention to the dangerous situation in Iraq with 
respect to the control of poliomyelitis. Under the eradication programme launched in 1989, progress had 
initially been such as to suggest that the disease would be eradicated by 1995. However, as a consequence of 
the embargo and the war, the number of cases had increased by 50% since 1990. The laboratory responsible 
for isolating the poiiovirus had had to cease work at the end of 1992; environmental pollution had also 
contributed to the increased number of cases. There were no longer enough vehicles to carry medical 
personnel and supplies to areas where poliomyelitis was endemic. He would urge the Organization to assist in 
providing resources to enable the research laboratory to resume its work. Assistance in improving drinking 
water supplies and sanitation, which were seen as a key element in reducing the incidence of the disease, was 
also requested. 

Professor MBEDE stressed the significance of WHO's role in maintaining political commitment to the 
eradication of poliomyelitis and indeed of all vaccine-preventable diseases. He agreed with Dr Larivière that 
an excessively vertical structure of the Expanded Programme should be avoided, and that there should be a 
greater degree of integration into general provisions for health care. 

In the African Region, notwithstanding political commitment to the Programme, the economic situation 
was such that countries increasingly lacked the means of obtaining vaccines unless international support was 
forthcoming. 

For malaria control it was particularly important to develop local research capacity. Moreover, the 
transfer of skills to the local level would assist in the general development of control programmes. Training 
and research should thus be given full support in the African Region. 

Dr DLAMINI agreed with other speakers that immunization should be integrated within the primary 
health care infrastructure. She endorsed the suggestion that a resolution on poliomyelitis eradication should 
be drafted for the Health Assembly. 

On the problem of constraints, she submitted that an adequate supply of poliomyelitis and other vaccines 
could be obtained if politicians at the national level were more actively encouraged to support the Expanded 
Programme on Immunization and if the international community was more actively mobilized. 

She agreed with Dr Violaki-Paraskeva that further training and funding were necessary to support 
surveillance and monitoring systems at country level. 

Lastly, she commended the work of the Ministerial Conference on Malaria, and particularly the global 
approach adopted there. 

Dr SARR noted with gratification that immunization coverage was in some cases in excess of 80%, but 
remarked that those results were largely due to the exceptional mobilization of resources and the vertical 
programme structure: the results were spectacular but might not be lasting. The real problem in developing 
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countries was to ensure that the concept of immunization was fully absorbed into the popular culture: for that, 
vaccination must be integrated on a day-to-day basis into primary health care activities. 

African countries were prepared to buy vaccines and acknowledged the need for special procurement 
budgets. Nonetheless, vaccines were very costly, and he would join in urging the Director-General to continue 
negotiating with the pharmaceutical industry with a view to obtaining them at lower prices including new 
antigens such as that for hepatitis B. 

Concerning the integrated control of tropical diseases, he expressed satisfaction at the clear presentation 
and objectives of the programme. Given the paucity of human resources, the African countries attached 
priority to an integrated approach, and sought staff with varied skills, competent in such non-medical domains 
as management and planning of a wide range of activities, to make up for the absence of multidisciplinary 
teams. 

On the subject of tropical disease research, he noted the absence from the proposed programme budget 
of resources other than at the global and interregional levels. Did that mean that no research would be done 
at country or intercountry level? Lastly, he requested information on progress in research into a possible 
vaccine against malaria, a matter that was not mentioned in the report. 

Dr H A N (Regional Director for the Western Pacific) said that impressive progress had been made 
towards eradicating poliomyelitis in the Region. Surveillance systems had been established in all six countries 
where the disease was still endemic, and a laboratory network had been set up to which those countries had 
submitted samples for testing in 1992. "Immunization days" had been organized but only to a limited extent, 
owing to a shortage of poliovirus vaccine. The number of reported cases in the Region had increased from 
2126 in 1988 to 5963 in 1989，when outbreaks had occurred in China, but had subsequently decreased to 2615 
in 1991; the total for 1992 was probably less than 2000, although the final figures were not yet available. 
Those had been the achievements following the decision of the Regional Committee in 1988 to eradicate 
poliomyelitis in the Region by the year 1995: five years earlier than the global target date. 

In order to fulfil that mandate, a regional poliomyelitis task force had been set up within the Regional 
Office, and had established a technical advisory group on the Expanded Programme on Immunization and 
poliomyelitis eradication, with six internationally renowned experts as members. The group had met three 
times, in company with the managers of the expanded programmes on immunization in poliomyelitis-endemic 
countries and representatives of collaborating agencies. At the first meeting, held in Tokyo in April 1991，a 
regional plan of action to eradicate poliomyelitis by 1995 had been discussed and finalized. The plan included 
three key strategies to attain the goal: (i) the achievement and maintenance of high routine immunization 
coverage; (ii) the implementation of supplementary activities such as national immunization days and response 
to outbreaks in order to interrupt the transmission of wild strains of the poliomyelitis virus; and (iii) the 
strengthening of surveillance aimed at prompt detection and thorough investigation of all cases of acute flaccid 
paralysis and identification of the factors responsible for those cases. 

The third of those strategies had been the first to be implemented, using indicators to monitor the 
completeness and timeliness of reports and other factors recommended by the advisory group. Four years 
previously, reports on cases of poliomyelitis had sometimes taken more than one year to reach the Regional 
Office from the countries concerned and had often been found to be incomplete and unreliable. As of 
December 1992, reports from all countries where poliomyelitis was endemic, except Cambodia, reached the 
Regional Office within three months, and two countries reported weekly. The surveillance system was closely 
supported by the regional laboratory system. Until 1992，only two of the six poliomyelitis-endemic countries 
had had a laboratory system in place; now in all of them, including Cambodia, stool specimens were collected 
and sent to designated regional reference laboratories for virological investigation. 

In keeping with the resolution of the Regional Committee, poliomyelitis eradication measures had been 
implemented in ways that strengthened and sustained national immunization programmes. Over 90% of the 
population of the Region had been immunized with the antigens included in the Expanded Programme on 
Immunization, including oral vaccine against poliomyelitis, and coverage had been increased in countries where 
it was still low. Pockets of low coverage still existed, however, even in countries where the overall rate was 
high. Identification of cases of poliomyelitis in low-coverage areas could lead to special efforts to increase 
overall coverage with all the antigens included in the Expanded Programme on Immunization. 

Implementation of supplementary immunization, in the course of national immunization days or in 
response to outbreaks, had, however, met with less success. No country had yet held a national immunization 

because of insufficient funds to buy oral poliomyelitis vaccine; instead, optimal use had been made of 
ted resources by holding subnational events. China had spent more than US$ 2 million to provide oral 

poliomyelitis vaccine for supplementary immunization in 1991. 
The shortage of vaccine had meant that the Region had been unable to implement all the strategies in 

the original plan. Two years had been lost, during which the incidence of poliomyelitis could have been 
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reduced to a very low level. Several attempts had been made to cope with the shortage. First, a partially 
successful effort had been made to mobilize funds through interagency coordination and consultation with 
individual donor countries and collaborating agencies. Next, vaccine requirements had been reduced by 
modifying the original supplementary immunization strategy: lowering the target age from five years to four or 
using the available vaccine in ways that expanded "poliomyelitis-free zones" within a country. Possibilities of 
purchasing oral vaccine in bulk and processing it locally were also being explored. Despite those efforts, 
another US$ 6 million would be required in each of the coming three years in order to meet the minimal 
vaccine requirements, even with the lowering of the target age. 

Given the progress made and the strong commitment of the governments of the countries in the Region, 
poliomyelitis could be eradicated in the Western Pacific Region by 1995 if the required amount of vaccine 
could be obtained. For example, one province in China (and some provinces in China were larger than many 
countries) had been close to achieving poliomyelitis-free status when additional vaccine had been made 
available. If the opportunity to achieve the goal of eradication were missed, another surge of outbreaks might 
occur, resulting in even greater requirements for vaccine than at present. The eradication of the disease was 
no longer a scientific problem: the technical knowledge and the tools were available. Furthermore, the 
problem had been acknowledged by the Health Assembly, the Regional Committee for the Western Pacific and 
the members of the Executive Board: the success or failure of the initiative depended only on the allocation of 
adequate resources. With the help of the Director-General, Rotary International and the Government of 
Japan, the prospect that special contributions might become available to procure the necessary vaccine was 
brighter; however the Executive Board and the forthcoming Health Assembly should be requested to invite 
the international community to contribute poliomyelitis vaccine or the cash to permit its purchase. 

Dr HENDERSON (Assistant Director-General) emphasized the strategic role in WHO's activities of the 
control of communicable diseases. The significance of communicable diseases lay partly in the fact that they 
were already major causes of acute morbidity and mortality and partly in the fact that when urgent action was 
not taken they became more widespread. He cited cholera, measles, malaria, meningitis, tuberculosis, dengue, 
hepatitis, AIDS and rabies as examples. Highly cost-effective means of prevention or cure were available for 
most of those diseases; research was still required, however, to develop better prophylaxis and control and to 
improve the application of available tools. WHO was in a unique position to coordinate rapid responses to 
outbreaks of disease at the global and regional levels, and to conduct research in support of national 
programmes. 

Prevention and control of communicable diseases complemented broader actions to develop health 
infrastructure. Prevention and control programmes had often been criticized as having too narrow a 
perspective; however, that very narrowness could be exploited as a strength. Their specific targets made it 
possible to monitor effectively both the extent to which prevention and control were being implemented and 
the result of that implementation in terms of changes in rates of morbidity and mortality. Such monitoring 
also revealed failings which, when corrected, led to improvements to the programmes. The specificity of the 
programmes tested the adequacy of the health infrastructure on which they depended and impelled its reform 
in a manner that more general programmes could not achieve. Prevention and control programmes were thus 
a tool for developing health infrastructure, especially in the least developed countries. For those and other 
reasons, they were among the most successful of WHO's programmes in securing extrabudgetary support. It 
should be noted, however, that the figures provided for that type of funding in document PB/94-95 had been 
over-optimistic and for several programmes would be lower in the coming biennium. 

Difficult choices had had to be made in apportioning the regular budget to global and interregional 
programmes for prevention and control of communicable diseases. Real growth had been allowed for the 
programmes on malaria and tuberculosis and for research and development in the field of vaccines, specifically 
the Children's Vaccine Initiative. The Expanded Programme on Immunization and the programmes on 
diarrhoeal diseases and acute respiratory infections had been allowed roughly zero growth, which, however, 
represented a comparative increase in view of the fact that most other programmes had been reduced. Any 
growth had been compensated for by radical reductions in allocations to the programmes on leprosy, other 
parasitic diseases and zoonoses, and less drastic cuts in the area of tropical disease research and a number of 
others. Reductions had also been made in the budget for the Global Programme on AIDS, reflecting changes 
resulting from the incorporation of the programme on sexually transmitted diseases. Communicable disease 
prevention and control (programmes 13.1 to 13.14) as a whole saw a real budgetary reduction of 4.9%, which 
was slightly greater than the 4.4% reduction realized overall in the global and interregional activities of WHO. 

Dr KIM-FARLEY (Expanded Programme on Immunization) agreed with Dr Larivière, Professor Mbede, 
Dr Dlamini and Dr Sarr that the intensified activities required to eradicate poliomyelitis should build on and 
strengthen mechanisms for the delivery of primary health care and disease surveillance and laboratory services. 
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A separate, vertical system would not be developed for eradicating poliomyelitis. In answer to Ms Kristensen's 
first question, he said that, as demonstrated by the successes in the Americas, the eradication of poliomyelitis 
as a goal was both realistic and technically feasible, provided that there were available: (i) sufficient resources 
to purchase or produce additional vaccine and to develop effective systems for surveillance and outbreak 
control; (ii) sufficient commitment to developing and implementing supplementary immunization activities in 
endemic areas, including national vaccination days and "mopping-up" operations; and (iii) sufficient political 
commitment to achieving eradication at international, national and local levels. 

Industrialized countries where poliomyelitis had been virtually or entirely eradicated should increase their 
commitment to the global initiative for several reasons, beyond the humanitarian goal of relieving needless 
suffering, disability and death. Firstly, once eradication had been achieved and immunization could be 
discontinued, large amounts of money would be saved that would otherwise have been spent on vaccine. 
Secondly, until eradication was achieved globally, no country was safe from the réintroduction of poliomyelitis 
virus. He cited the recent example of the Netherlands, where an outbreak had occurred for the first time in 14 
years, resulting in over 60 cases. Thirdly, the developmental assistance programmes of industrialized countries 
emphasized activities that could strengthen national capacities. The poliomyelitis eradication initiative was one 
of the best possible investments for developing disease surveillance, strengthening laboratory networks, 
improving rehabilitation services and advancing delivery systems, not only for the diseases that were the targets 
of the Expanded Programme on Immunization but also for other areas of priority in primary health care. 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases), responding to 
Ms Kristensen's second question, said that a number of studies had shown that women were at a disadvantage 
with regard to attendance at health services. Although the indicators of morbidity were the same for men and 
for women, men attended malaria clinics six to eight times more frequently than women. Secondly, tropical 
diseases such as leprosy, river blindness and lymphatic filariasis were stigmatizing, and that affected women 
more severely than men because of their weaker social status. Many left their families, dropped out of the 
educational system and were placed at a disadvantage with regard to marriage opportunities. Thirdly, 
pregnancy entailed increased susceptibility to infectious diseases. A study carried out recently in Africa had 
shown that in unmarried, pregnant adolescent women malaria was particularly severe; 50% had a mean 
corpuscular haemoglobin level of less than 7 g/dl. 

In answer to Dr Sarr's questions, he said that the Special Programme for Research and Training in 
Tropical Diseases was a global programme in which resources were allocated so as to reach objectives in the 
most cost-effective and speedy manner. About 17% of its resources were used for staff, another 10% for 
consultants, duty travel and meetings, and more than 70% for projects at the country level. Of that last 
amount, 58% had been devoted in 1992 to developing countries and 42% to projects in industrialized countries. 
With regard to the development of vaccines against malaria, several studies were being conducted in Latin 
America with a blood-stage vaccine that had been developed by Dr Patarroyo in Colombia. In 1992, a phase I-
phase II study had been initiated in the United Republic of Tanzania with support from the Special 
Programme to test the efficacy of that vaccine against malaria in children. A combination of two new antigens, 
developed by an Australian consortium in collaboration with Hoffman-La Roche, was undergoing phase-I 
clinical testing. A further five to six antigens were in advanced stages of preclinical testing and were expected 
to begin undergoing clinical trials during 1993-1994. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) corrected a misunderstanding that 
appeared to have arisen: poliomyelitis had not been eradicated in the Americas during the past 17 months; 
rather, no case of that disease had been recorded in the Region within that period. That situation was the 
result of eight years of continuous work and the expenditure of nearly US$ 600 million, more than 80% of 
which had been contributed by the Latin American and Caribbean countries themselves - an extraordinary 
effort of internal mobilization which demonstrated that despite poverty and crises, where there was will and 
determination it was possible to get things done. It had also resulted from genuine and effective international 
coordination, notably between USAID, Rotary International, UNICEF, the Inter-American Development Bank 
and CID A, which had worked together with WHO throughout the entire period and continued to implement a 
single programme coordinated by the Organization in the Region of the Americas. Vaccination was of course 
indispensable but an adequate system of surveillance, backed up by an effective system of diagnostic 
laboratories, was equally important. Without surveillance there was a risk that a vaccination campaign might 
not lead to the desired results. Surveillance was particularly vital in the Region of the Americas for the 
consolidation of the results achieved and for certification that the circulation of wild strains of the virus had 
been interrupted and the disease eradicated. Currently, in the countries of Latin America and the Caribbean 
alone there were 22 000 surveillance units reporting weekly on flaccid paralysis and other illnesses identifiable 
as，or similar to, poliomyelitis. 



SUMMARY RECORDS: T H I R T E E N T H MEETING 121 

Another lesson to be drawn from experience in the Region was that the efficiency and effectiveness of 
efforts were increased when there was the courage to decentralize operations. Central coordination for the 
promotion and mobilization of resources and for standardization was certainly very important. Operationally, 
on the other hand, decentralization of responsibility for acting at the local level was the best option. The 
abandonment of apparently vertical programmes such as that on poliomyelitis, as Dr Kim-Farley had said, must 
go hand-in-hand with the strengthening of permanent health service infrastructures. There was currently a 
danger in the Region of resting on past successes and being satisfied with the results achieved, when it was 
necessary to keep up the effort until the remainder of the world completed the process of eradication. The 
Americas were therefore waiting with some expectancy to see what was being done in other regions, and were 
ready and willing to share their experience to assist them. He acknowledged the positive evaluation at the 
global level of the eradication effort, contrasting with the scepticism and even criticism the initiative of the 
Americas had met with in 1984. 

The developments which the Region had experienced in connection with the Expanded Programme on 
Immunization and more especially the prospects of poliomyelitis eradication had been remarkable. It was 
believed that neonatal tetanus could be eliminated with some ease and, although the eradication of measles 
appeared to be much more complicated, it was still being pursued in the Region. In the Caribbean and Cuba, 
since the vaccination some three years before, of all children under 15 years old, there had been no cases of 
measles, except for two in Jamaica attributed to non-indigenous transmission. In Argentina, Brazil and Chile, 
vaccination had been completed; it was in the process of completion in Central America. It was hoped that 
within at most two years all children under 15 years old would have been vaccinated against measles, and that 
it would be possible to ascertain through surveillance and epidemiological knowledge whether immunization 
could indeed put an end to that great scourge. 

He had two observations concerning tropical diseases. First, in 1991 there had been 1 230 000 notified 
and parasitologically confirmed cases of malaria in the Americas. But surprisingly the public health services, 
excluding private services and the armed forces, had used in that same year an amount of chloroquine 
sufficient for the radical treatment of nearly six million cases. Either, therefore, there had been four or five 
times more cases than those actually recorded, or very inefficient use was being made of the resources 
available. His second observation, which had already figured in his initial report to the Board, might be of 
interest to the world although it related to a problem unique to the Region: the effort to eliminate the 
transmission of Chagas disease by its principal vector in the countries of the Southern Cone, Triatoma 
infestans, and by blood transfusion, in a combined effort that would also mean the prevention of the 
transmission of other diseases such as AIDS, syphilis and hepatitis by blood transfusion. It was believed that 
within a few years the transmission of Chagas disease by those two mechanisms would have been interrupted 
by the efforts of the countries themselves, with only supplementary external aid for the poorer countries such 
as Bolivia and Paraguay. 

Dr SATTAR YOOSUF welcomed the observation in paragraph 2 of the programme statement on 
page B-188 of document PB/94-95 that 80% worldwide coverage had been achieved for the main diseases in 
the Expanded Programme on Immunization, but inquired why the tetanus toxoid coverage of pregnant women 
amounted to only half that figure; did that not suggest an imbalance in that part of the programme? As had 
been frequently stressed in the past, women deserved an important place in health care delivery systems, and 
had been targeted as one of the most disadvantaged sectors of society. Pregnant women could be reached 
through antenatal clinics; but perhaps that option had been set aside in favour of a vertical approach? If so, 
he would urge that the matter should be reconsidered: although horizontal programmes were difficult to 
operate, they had to be envisaged if neonatal tetanus was not to become a recurrent problem. Although the 
programme statement pointed to decreases in poliomyelitis and hepatitis B, no mention was made of that 
problem, which was of concern both to mothers and to their infants. Provision was made in the Maldives for 
the immunization of women of childbearing age as an extra measure of protection. 

The Director-General was to be congratulated on his efforts in convening the Ministerial Conference on 
Malaria, which had been a great success. The signing at high level of an instrument of implementation 
indicated political commitment; it remained to be seen how the technical community would tackle the 
problem. Early detection of cases and epidemics had formed part of the strategy of all the vertical 
programmes in the past to prevent the recrudescence of malaria. What new approach could be used that had 
not been tried before? With the development of primary health care, many people who had been involved at 
community level, going from door to door and taking blood films, had left the vertical programme. Had case-
finding been reduced and regular seasonal spraying been suspended because of logistical problems? 

In general, there was a lot to say for the vertical programmes of the past: cohorts of people had 
developed consistent methodologies and standardized working procedures，with everyone knowing what he or 
she must do. The new orientation in the direction of horizontal programmes was giving rise to problems of 
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coordination. In the past, moreover, the environment had been taken into account; now, it was the 
responsibility of others, and so the link was broken. To overcome the new difficulties, technicians might have 
to play a broader role, perhaps even in the domain of public relations. 

Dr VIOLAKI-PARASKEVA asked again how the Expanded Programme on Immunization might serve 
as an entry point for WHO's other interventions in maternal and child health. She appreciated that the 
Board's time was limited, but the question was important and merited some response. 

Dr D E RAADT (Control of Tropical Diseases), replying to Dr Sattar Yoosuf, said that there was no 
sharp dichotomy between vertical and horizontal programmes. What was important was to establish a core of 
specialists in each country who could assess the epidemiological situation and instruct field activities. He took 
Dr Sattar Yoosuf s point that horizontal programmes implied much more than a mere technical handover to 
the peripheral health services; current planning stressed the establishment of national multidisciplinary teams 
such as already existed in some countries in Africa and other regions. Particularly important was the tailoring 
of the managerial and logistical approach to the needs and facilities of each country. 

The breakdown of vertical services mentioned by Dr Sattar Yoosuf was partly due to economic rather 
than technical constraints. On the other hand, the perpetuation of techniques in the vertical services had also 
led to a situation of immobility in which resources were being wasted. He stressed that the malaria 
programme was not limited to morbidity and mortality control but included, where feasible, preventive 
measures against the vector and epidemic outbreaks. 

He agreed with Dr Mason that momentum should be used, and noted that other speakers had referred 
to extrabudgetary resources which would be necessary despite the fact that the Director-General had made 
funds available out of savings from other programmes to strengthen the malaria programme, which within the 
budget for tropical disease control was the only one with a real, if modest, increase of 4%. He assured 
Professor Mbede that activities would include local research to solve local problems directly related to control, 
and Dr Dlamini that the programme, which had been set up with the help of the Member States concerned to 
provide for a prompt response to the need for data collection and a step-by-step involvement in the 
development of the strategy, would maintain that important task. 

Finally, he expressed his thanks for the Board's continued support of the malaria control programme and 
for the remarkably rapid response not only from the endemic countries but also in the form of direct voluntary 
contributions of funds and technical expertise from other Member States as well. 

Dr KIM-FARLEY (Expanded Programme on Immunization), replying to Dr Sattar Yoosuf, said that the 
low figure for coverage of tetanus toxoid to prevent neonatal tetanus was partly due to difficulties of 
measurement, since some women who were pregnant might have received a sufficient number of prior doses of 
tetanus toxoid to provide protection. Measurement tools were in the process of being refined. In any case, 
coverage surveys had documented a discrepancy between the coverage achieved with infant vaccines and with 
tetanus toxoid. That discrepancy was partly due to the fact that the surveys concerned different target groups. 
The Programme was now emphasizing screening of women of childbearing age when they brought children for 
immunization. It was also concentrating on the identification of high-risk areas to ensure that tetanus toxoid 
was available to all women of childbearing age in those areas. Finally, the Programme was working closely 
with the family health programme and with the Safe Motherhood Initiative to ensure that provision of tetanus 
toxoid and access to clean delivery were integral parts of antenatal care. 

As for how the Expanded Programme on Immunization could serve as an entry point for other primary 
health care interventions, he assured Dr Violaki-Paraskeva that it was working very closely with other 
programmes in WHO, for example with nutrition, on the issue of micronutrient supplementation in iodine- and 
vitamin A-deficient areas. It was also working with the family health programme on an approach to the well 
child to make sure that the contacts planned for children involved the maximum use of primary health care 
interventions that could be applied at those times. 

Programmes 13.6 to 13.8: Diarrhoeal diseases; Acute respiratory infections; and Tuberculosis 
(Document EB91/16) 

Dr MASON commended the Director-General on a well-written if deeply disturbing report on the 
deteriorating tuberculosis situation. Document EB91/16 described two principal reasons for the increase in 
tuberculosis incidence: cases occurring in persons whose immune system was already compromised by 
concurrent HIV infection, and the spread of drug-resistant tuberculosis. However, there were other reasons. 
Tuberculosis was not only a problem of the developing world. The developed countries had too frequently 
become complacent in dealing with infectious diseases, among which tuberculosis was a prime example; they 
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had let their guard down and were not continuing research. The tools for dealing with tuberculosis were old-
fashioned ones available early in the century and new discoveries had not been applied either in diagnosis or in 
treatment. In the United States of America, the annual number of tuberculosis cases had declined until 1985 
but had since been increasing. Although much of the increase was occurring in persons infected with HIV, it 
also reflected the facts he had mentioned. Yet, unlike many public health problems, tuberculosis was a disease 
for the control of which sufficient knowledge and capacity existed. 

The programme described in document EB91/16 set reasonable goals and defined appropriate activities. 
Given the growing importance of the disease, which affected one-third of the world's population and killed 
more people than malaria, the low level of regular budget funding allocated to it was cause for dismay. 
Although he appreciated the extrabudgetary support and hoped that it would increase, he was concerned that 
the regular budget for the coming biennium showed a real decrease of over 3%, which did not convey a 
message of leadership by WHO in the field. A resolution would be introduced on the subject which he hoped 
that the Board would support.1 

Dr DOI (alternate to Dr Nakamura) congratulated the Director-General on the rapid progress both in 
activities to assist Member States and in the mobilization of extrabudgetary resources in the current biennium. 
He strongly supported programme 13.8 (Tuberculosis) for several reasons: it had clear targets; it had been 
developed not only by a highly cost-effective strategy for tuberculosis control but also by such important tools 
as training modules and guidelines to implement its strategy; and it was already providing effective technical 
assistance for a large number of countries in adopting WHO's new tuberculosis control strategy and 
implementing it through primary health care systems. In many of those countries the programme was very 
effectively coordinating financial support from external donors to assist countries to develop effective 
tuberculosis control programmes: the US$ 100 million China/World Bank/WHO tuberculosis project was 
showing early signs of success. Finally, the programme had a research component aimed at producing relevant 
and needed knowledge and technologies directly useful in control activities. Such effective support of control 
by research should be adopted by many WHO programmes. 

In the current biennium the necessary preparatory work had been done and the programme was now 
ready for rapid expansion of its activities to assist many more countries in achieving its targets for the year 
2000. Firstly, speed was essential because, as the report emphasized, tuberculosis was one of the foremost 
causes of death from a single infectious agent, and the problem was worsening owing to the HIV epidemic, the 
emergency situation, and international migration. Secondly, if control programmes in many countries 
continued to perform poorly the global tuberculosis situation would deteriorate still further, owing, for 
example, to the spread of drug resistance. Lastly, a very cost-effective strategy as well as tools for its 
implementation had been developed by WHO and were already available. 

He asked what the main priority activities were for the coming biennium. 

Dr LARIVIÈRE said that, whUe a number of new issues in tuberculosis control called for additional 
research and the development of better tools, the Organization had nevertheless, developed an effective control 
strategy based on the application of the existing, albeit still perfectible, tools. For the vast majority of 
countries, the main problem was finding enough resources to implement the strategy with the available tools. 

In most countries tuberculosis was largely a disease of poverty, a social problem linked to malnutrition 
and inadequate housing. In fact, social development had perhaps had an even greater impact on its overall 
control than medical interventions. While tuberculosis was rising in many industrialized countries, that was not 
so in Canada, owing largely to its social policy, which ensured equal access for all to health and social services. 
In short, the prevention and control of tuberculosis did not entirely depend on technical developments in 
medicine; the decline of the disease in the past had demonstrated the fundamental importance of providing 
good food, proper housing and rest. 

Mr DOUGLAS said that it was vital to grasp the relation between tuberculosis and HIV infection and to 
face the fact that tuberculosis was likely to increase if both problems were not tackled rapidly and effectively. 

Tuberculosis was not a matter of concern only for the developing countries. It was alarming to learn that 
one-third of the world's population was infected. While the WHO tuberculosis control strategy was excellent, it 
had to be translated into implementation at the country, regional and international levels. That could and 
must be done with the tools available, but the allocation from the regular budget seemed inadequate, even 
though extrabudgetary funds might become available. 

1 See summary record of the nineteenth meeting, p. 210. 
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In the past, tuberculosis had been closely connected with poverty and its consequences, and almost the 
only means of control had been appropriate social interventions, which indeed had brought about a significant 
improvement in certain countries, including his own. The situation had changed, however: the medical 
community currently had available to it a wider array of treatment possibilities, including drugs, and should 
make use of all of them in combating tuberculosis. 

He fully endorsed a draft resolution on the tuberculosis programme that would later be considered by the 
Board. 

Dr H A N Tieru (alternate to Dr Li Shi-chuo) said that not only was tuberculosis a major public health 
problem in developing countries, but its morbidity rate was changing in many industrialized countries as the 
epidemic of HIV infection gave rise to a new wave of cases. 

Regarding the Organization's tuberculosis control programme (programme 13.8), which was 
comprehensive and feasible and was already showing results in his own country for example, he emphasized 
three points: firstly, WHO should revise the tuberculosis control guidelines it provided to countries so as to 
strengthen their control procedures; secondly, it should endeavour to make decision-makers more aware of the 
economic impact of tuberculosis, so that the programme could attract adequate administrative and financial 
support at the country level; and thirdly, at the basic level, there was a need for timely diagnosis, appropriate 
chemotherapy and an adequate supply of drugs. 

Dr MEREDITH (alternate to Dr Calman) said that the overall objective of reducing tuberculosis 
mortality and morbidity rates should be achievable, although the rising incidence would make that increasingly 
expensive. In addition, the relation between HIV infection and tuberculosis made it increasingly likely that the 
latter was a contributing factor in the deaths of many HIV-infected individuals, particularly in Africa and Asia. 
In consequence, the specific objective of successfully treating 85% of detected smear-positive cases was 
somewhat ambitious. 

Case-finding should be active and vigorous so that patients could be treated as early as possible in order 
to reduce their period of infectivity. It was also important to ensure that treatment was followed regularly for 
the full course. Considerable emphasis was placed in the programme on short-course chemotherapy regimens; 
while the drugs required were more expensive than those used in longer-course treatments, the cost was 
partially offset by the reduction in treatment time. 

Further research was needed in the area of tuberculosis control, including studies of the interaction 
between tuberculosis and HIV infection and research to ascertain the value of BCG vaccine in HIV-positive 
infants, a question that would be raised increasingly as infant BCG immunization expanded. 

There was no doubt that tuberculosis control was going to be increasingly expensive. It was thus a matter 
of concern that while the budgetary provisions for global and interregional activities on tuberculosis had 
increased, the overall proposed budget showed a decrease in real terms. 

Dr KOMBA-KONO expressed anxiety at the fact that many health authorities were placing reliance on 
the use of free drugs for the treatment of tuberculosis. Difficulties had occurred in the past when countries 
had received free supplies of vaccines or drugs in the initial stages of disease control programmes, but had 
later been required to pay for them, when the suppliers，policies changed. Drugs for tuberculosis, moreover, 
were very expensive, and the economic situation of the countries that most needed a free supply was 
deteriorating. Who would pay the bill when the drugs were no longer free，and what was the Organization's 
position on that worrisome point? 

Dr NYMADAWA said that he too was concerned about the worldwide rise in tuberculosis morbidity 
rates, which was likely to be a persistent trend in view of the slow development of the disease and the long lag 
time for detection and treatment. He felt particular concern about conditions in his area of the world. In 
section I, paragraph 3 of document EB91/16 it was pointed out that the current tuberculosis/HIV situation in 
some Member States in the South-East Asia and Western Pacific Regions was similar to that in Africa five to 
seven years previously. Efforts to control tuberculosis in Asia were not sufficient to tackle a problem of such 
proportions. 

He noted with satisfaction that the planned activities at the global and interregional level took account of 
recent developments. He particularly welcomed the epidemiological surveillance activities; improved 
monitoring of national programmes; expansion of the global tuberculosis surveillance system; a plan for a 
global drug-resistance monitoring system; and guidelines for reliable drug supplies. 

He endorsed the plans for research, in particular in relation to the immune system. The increase in 
tuberculosis cases in certain areas was not clearly correlated with HIV infection and might be attributable to 
other immunosuppressant factors. 
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In view of the activities planned and the high cost of tuberculosis control measures, the budgetary 
allocation for programme 13.8 appeared too low. 

Dr SARR said that, as a result of significant progress in the Expanded Programme on Immunization, 
diarrhoeal diseases and acute respiratory infections were currently the principal diseases of childhood in 
Senegal; in consequence, programmes 13.6 and 13.7 called for particular attention. 

With respect to programme 13.8 (Tuberculosis), one of the major obstacles was the high cost of the 
necessary drugs. Like most other countries of the Region, Senegal financed its tuberculosis control programme 
mainly with external resources from nongovernmental organizations. He called on WHO to continue to 
mobilize donors, whose contributions were essential to maintain the continuity of the tuberculosis programme. 

He had reservations about the wisdom of emphasizing the relation between tuberculosis and AIDS. The 
exact nature of that relationship was not clear: did AIDS give rise to tuberculosis or was it that an immune 
system weakened by AIDS made the individual more susceptible to tuberculosis? However that might be, the 
AIDS virus was already the subject of a great deal of fear and prejudice; linking tuberculosis to it could only 
make detection and treatment of tuberculosis more difficult. 

He fully supported a draft resolution on tuberculosis which was to be submitted to the Board. 

Dr VIOLAKI-PARASKEVA said that, although treatment methods for tuberculosis were available, 
efforts to combat and control the disease were still not adequate either in developing or in developed 
countries. The WHO programme depended to a large extent on an effective infrastructure at the peripheral 
level, support for which should be increased. It was clear that the tuberculosis control programme should be 
considered as an integral part of primary health care, but that point was not given enough emphasis in 
document EB91/16. 

A point that required clarification from the Secretariat was the effectiveness of BCG vaccine. Another 
was the apparently constant rate over the years in the prevalence of tuberculosis infection in schoolchildren 
aged 10-11 in the United Republic of Tanzania despite the impressive rise in the case notification rate (Fig. 2 
in document EB91/16). 

Turning to the implementation of the global strategy for the prevention and control of AIDS (document 
EB91/17) she suggested that, in view of the relation between tuberculosis and HIV infection, more attention 
should be paid to the question of women, children and AIDS. She would also appreciate more information 
about the diagnosis of HIV infection (paragraphs 64 and 65 of document EB91/17). 

Dr BENGZON said that listening to the Board's discussions was like being on a roller coaster. He had 
been elevated and inspired by the reports presented earlier on the Expanded Programme on Immunization, 
especially the statements by the Regional Directors for the Americas and for South-East Asia. With the 
subject of tuberculosis the discussion plunged into a steep dip, because the problem faced was that of finding 
enough resources to implement programme 13.8 and sustain its achievements. While technology, tools and 
human resources were essential to combating tuberculosis and keeping it under control, none of them could 
function without resources. Would those be forthcoming, in a world where different sectors were competing 
for a limited resource pool? Obtaining resources in order to sustain gains was a challenge to the Organization 
at all levels. 

Dr Henderson had made an important point earlier in the meeting: the activities carried out in 
achieving the goals of immunization presented very real opportunities to build up capacity and establish the 
infrastructure pertaining to many other programmes. That factor could be used as a selling point when seeking 
other resources and as an example to other sectors, both governmental and nongovernmental, of what they too 
might do to meet their responsibilities. If WHO showed effective management and leadership in that way, it 
might be in a position to acquire a greater share of the very limited resources available. 

Referring to Dr Larivière's remarks, he said he suspected that in the Philippines tuberculosis remained a 
scourge because it had been considered only as a medical problem rather than a problem of society as a whole. 
A way must therefore be found to recruit the major actors and society to the cause. 

Professor MBEDE wondered whether research on tuberculosis had stopped too soon once the disease 
could be treated with antibiotics and was no longer an acute problem in the developed countries although it 
had persisted in the developing countries. The resurgence of the disease in association with AIDS had raised 
the problem anew, however, and that might motivate a fresh research effort. 

Regarding programme 13.7，he was surprised and anxious that such a relatively small provision was 
proposed for acute respiratory infections, especially since one-third of deaths among children under five years 
old were caused by such infections and difficulty was being experienced in establishing the programme. 
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Dr SHAMLAYE said that the objective of programme 13.6，Diarrhoeal diseases, was very clearly stated 
and he was pleased to note that there was a reference in the text to specific targets and some indication of 
how they would be measured. He felt, however, that the allocation of resources was not consistent with the 
targets and asked why by far the larger proportion of funds was allocated to global and interregional activities 
rather than to country activities. 

Dr DLAMINI emphasized that diarrhoeal diseases and acute respiratory infections, particularly 
pneumonia, contributed significantly to mortality in children aged under five in Swaziland and Africa in 
general. She was pleased to note that the relevant programmes were working increasingly together, for 
instance in the development of training materials as well as in monitoring and surveillance. Such joint actions 
would lead to greater progress. She was much concerned, however, about the budgets for programmes 13.6 
and 13.7 and pressed for more resources to be devoted to them. 

As to programme 13.8, tuberculosis continued to be a public health problem at country level, particularly 
in association with HIV infection and AIDS, and she agreed with previous speakers that greater attention 
should therefore be paid to it. 

Considering programmes 13.6’ 13.7 and 13.8 in general, it was extremely important to improve 
managerial capacity, for monitoring and evaluation in particular, which had often lagged behind, and, of course, 
training in those skills in order to improve programme management as a whole. 

The CHAIRMAN agreed that diarrhoeal diseases and acute respiratory infections continued to be the 
greatest cause of morbidity and mortality in a great many countries and noted with satisfaction that the 
budgets for the associated programmes were among the few to have been increased in real terms, apart from 
the tuberculosis programme which, in the light of present discussions and the latest epidemiological data, must 
be considered in conjunction with the programme on HIV infection and coordinated with it. 

Dr TORRIGIANI (Division of Communicable Diseases) reassured members of the Board that WHO 
had for many years been very conscious of the need for immunological research into tuberculosis. In 1984 a 
group had been set up to support research on that topic. It was operating under programme 13.12, Research 
and development in the field of vaccines, and was working closely with programme 13.8 (Tuberculosis) and 
with programme 13.5 (Tropical disease research) in connection with leprosy. Its aim was to improve diagnostic 
procedures for tuberculosis and try to develop better vaccine. 

Regarding BCG vaccination, the WHO programme set up over 20 years ago in India to study the effect 
of BCG on pulmonary tuberculosis had found after about ten years that the antigen had no protective effect in 
the conditions of the trial. Subsequently, several smaller studies had been initiated to study the effect of BCG 
vaccination at birth on the incidence of severe forms such as miliary tuberculosis and tubercular meningitis and 
had found that it could protect against those forms of the disease. That was why it was still recommended 
under the Expanded Programme on Immunization. 

Dr KOCHI (Tuberculosis) thanked the Board members for their concern and encouragement. 
Regarding priorities for the forthcoming biennium, there were two major thrusts envisaged. The first was 
advocacy and increased resource mobilization for tuberculosis work, by which it was hoped to increase 
awareness of the issue; some donor agencies were being asked to increase resources, and technical leadership 
must also be improved. The second priority was to ensure that all the strengths of WHO organizational 
structures were fully utilized at country, regional and headquarters levels. 

On the question of payment for drugs, information received by WHO showed that the price of drugs 
varied widely, some countries paying ten times as much as others. Many countries obviously needed better 
information about procurement. Some encouraging information had been received recently regarding prices 
obtained under open bidding. 

Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control) noted that most of the 
questions raised had concerned the budget, and specifically, why the budgets for the programmes in question 
were low in comparison with the magnitude of the problems. The proposals were a balance between what was 
needed in the programmes and what it was thought could be obtained, with a bias towards the second aspect. 
With respect to the acute respiratory infections programme (programme 13.7)，he was pleased to be able to 
report that it was one of the few which would be able to revise both its 1992-1993 and its 1994-1995 budgets 
upwards, as extrabudgetary support had been better than expected for the current biennium and it was hoped 
that the trend would continue. Specifically, the budget for Africa had been significantly increased: 
extrabudgetary funds would double in 1992-1993 and almost triple in 1994-1995. 
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The picture was rather bleaker with respect to diarrhoeal diseases (programme 13.6) and it would be 
necessary to revise even the 1992-1993 budget downwards，despite the magnitude of the problem and the fact 
that the programme was called on increasingly to deal with problems of cholera and epidemic dysentery and 
epidemic Escherichia coli. 

Regarding the distribution of funds as between global and interregional budgets and country budgets, he 
explained that the country budgets were largely included in the intercountry category, under which 
extrabudgetary funds were supplied to countries through the regional offices. However, the reason why a 
significant proportion of funds was included in the global and interregional budget was that that was the level 
at which research was paid for and all developmental activities, relating for example to training materials and 
evaluation methodologies, took place, as well as the printing and distribution of materials - a substantial part of 
the budget as there were training programmes in almost all countries. 

In reply to a written question from Dr Violaki-Paraskeva about the microorganisms of most importance 
to the acute respiratory infections programme, he answered that in bacterial pneumonia the two most 
important pathogens were Streptococcus pneumoniae and Haemophilus influenzae, which were also important as 
major causes of otitis media and thus of deafness. Most acute respiratory infections other than pneumonia 
were caused by viruses, some producing particular syndromes (e.g., respiratory syncytial virus and parainfluenza 
virus). The major objective of the programme, however, was to reduce mortality due to pneumonia and thus 
the two bacteria first mentioned were the major concerns. 

The meeting rose at 13h05. 



TWELFTH MEETING 

Monday, 25 January 1993，at 9h30 

Chairman: Professor J.-F. GIRARD 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda1 (Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: DISEASE PREVENTION AND CONTROL (Appropriation 
Section 4) (continued) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) (continued) 

Programmes 13.10,13.12 and 13.14: Zoonoses; Research and development in the field of 

Dr VIOLAKI-PARASKEVA considered that insufficient attention was being paid to the very important 
programme 13.10, Zoonoses, which had her full support. She saw that there was to be a real decrease in the 
funding for country programmes. She inquired why no mention was made in the programme budget document 
of the Mediterranean Zoonoses Control Centre which operated from Greece. 

Dr KOMBA-KONO stressed the importance of zoonoses in certain developing countries, illustrating his 
remarks from his personal experience. For example, when he had recently worked on the control of a cholera 
outbreak in Sierra Leone he had found a number of people living in the same house with a domesticated 
chimpanzee. The people and the chimpanzee shared common facilities such as food and water, and had 
contracted cholera caused by the same vibrio serotype. In the same outbreak, difficulty had been experienced 
in controlling cholera in another sizeable settlement because infected monkeys swam and defecated in the open 
water reservoir; cholera had been brought under control only after they were denied access to the water 
source. Those examples showed that the zoonoses programme should be concerned with the transmission of 
human diseases to susceptible animals as well as with the transmission of animal diseases to humans. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) said that a draft resolution on dengue prevention and 
control2 which had been circulated was relevant to programme 13.12 in connection with research on and 
development of dengue vaccine. Dengue affected more than 90 countries, and morbidity and mortality were 
increasing in the absence of an adequate vaccine. Adoption of the draft resolution would have its financial 
implications for the Organization, and those should be considered in relation to budgetary allocations for 
horizontal programmes for other vector-borne diseases and zoonoses. With appropriate links between those 
programmes, both the training of human resources and the strengthening of health infrastructures could 
benefit. 

1 Taken in conjunction with: 
Item 5，Reports of the Regional Directors on significant regional developments; and Item 6，Implementation of 
resolutions. 

2 See summary record of the thirteenth meeting. 
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Dr SIDHOM said that in many areas intercountry cooperation was required to deal with the increasingly 
important problem of the zoonoses. That was reflected to some extent in the proposed intercountry 
appropriations under programme 13.10, but they needed to be increased, because many diseases were 
transmitted by animals moving from one country to another. 

As a given animal could be responsible for several different diseases in humans, he considered that the 
programme should take a broader, less compartmentalized approach to zoonoses control. It might be better to 
integrate several activities where the diseases concerned were transmitted by the same animal, as in the case of 
the dog, which transmitted or acted as a reservoir of echinococcosis, leishmaniasis and rabies. 

He welcomed the statement in paragraph 7 on page B-225 of document PB/94-95 that WHO had begun 
to concern itself in 1991 with public health aspects of bovine spongiform encephalopathy, and hoped it would 
continue to do so. Very little was known about the disease, and it would be prudent for WHO to continue to 
explore the problem in cooperation with FAO in order to be able to reassure the responsible authorities where 
there was no cause for alarm or to help them to take appropriate action if a risk did exist. 

Finally, he asked whether the proposed abolition of two professional posts would not have repercussions 
on the quality of the work on zoonosis. 

Dr NYMADAWA, referring to programme 13.12 (Research and development in the field of vaccines), 
congratulated the Director-General on the progress made since the establishment of the Children's Vaccine 
Initiative in collaboration with the partners in the Initiative. Investments in vaccine development were cost-
effective and constituted the key to attaining the goals for reduction in infant mortality set by the World 
Summit for Children. The reported results in the development of improved vaccines against poliomyelitis, 
tuberculosis and measles opened up new perspectives for enhancing the efficiency of the Expanded Programme 
on Immunization. 

Current research was apparently concentrated on the development of new and improved vaccines. He 
hoped that the promising starts in other areas, such as immune response mechanisms and rapid diagnostic 
procedures, would be enthusiastically followed up to allow a balanced and effective use of vaccines. One 
priority must be studies on the genetic and immunological mechanisms of non-response to specific antigens, 
especially hepatitis В vaccine. The discovery of means of overcoming such non-response would encourage the 
incorporation of hepatitis В vaccination into national immunization programmes. 

The production of transgenic mice expressing the human poliovirus receptor gene gave reason for hoping 
that it might soon be possible to decrease the cost of production of other vaccines requiring primates for 
quality assurance (e.g., hepatitis A and В and measles vaccines). 

The Director-General was to be congratulated on maintaining and regularly upgrading the work of the 
WHO Immunology Research and Training Centre (Lausanne/Geneva), which had expanded its scope to 
include courses in vaccinology, immunology and biotechnology. The activities of the Centre were very 
important for the transfer of technology to developing countries and helped，in the long term, to ensure their 
self-sufficiency in vaccines. 

The CHAIRMAN, speaking in his personal capacity, said that it was clear that programme 13.10, 
Zoonoses, should continue to receive major attention. He endorsed Dr Sidhom’s remarks concerning bovine 
spongiform encephalopathy, which was obviously causing a problem for public health authorities in all 
countries. WHO had a responsibility to elucidate the preventive measures that could be taken before it was 
too late and tragedies resulted. 

Dr MESLIN (Veterinary Public Health), replying to points raised, said that programme 13.10’ Zoonoses, 
covered a wide range of diseases, many of which caused significant morbidity and mortality, for instance, 
brucellosis, rabies, echinococcosis and animal tuberculosis. Cost-effective strategies had been developed to 
deal with them. The Regional Committees for Africa and the Eastern Mediterranean had recently adopted 
resolutions on zoonoses, but unfortunately it had not been possible to increase the staff to implement them. 
Agreeing with Dr Sidhom，s remarks, he said that the inadequacy of the intercountry budget was not 
compensated by a strengthening of veterinary public health structures at the regional offices. 

In reply to Dr Violaki-Paraskeva's question, he said that the Mediterranean Zoonoses Control Centre 
cooperated with the other organizations to which reference was made in paragraph 18 on page B-226 of 
document PB/94-95. ‘ 

With regard to the comments made on cholera, he pointed out that the zoonoses programme was 
concerned with diseases transmitted from animals to humans as well as with those that spread to humans from 
animals, especially if the animals concerned could become reservoirs or sources of human infections. In the 
case of cholera, transmission from human to human or through food and water was obviously the most 
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important mode of spread, but transmission from animals was also a source of concern. Tuberculosis was 
another disease transmissible from man to animal and subsequently from animal to man. 

Regarding Dr Sidhom's suggestion for a broader approach to zoonoses control, he said that for the past 
five years WHO had conducted a programme to study the ecology and ethology of canine populations, on 
which little information had hitherto been available, particularly with regard to their reproduction and 
population renewal rates and other factors of importance to the control of canine populations and thus of the 
diseases transmitted by dogs, such as rabies, echinococcosis and leishmaniasis. 

With regard to bovine spongiform encephalopathy, WHO was in regular contact with the authorities in 
the United Kingdom, where the disease was particularly widespread, and /ith those in the fairly limited 
number of other affected countries. WHO was also working with other ir :ernational organizations such as 
FAO and the International Office of Epizootics, particularly in connectior with the safety of trade in live 
animals and in products of animal origin. In the present state of knowledge, there was no scientific indication 
that bovine spongiform encephalopathy could be transmitted to man. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) pointed out that a very high 
percentage of the total resources for the zoonoses programme in WHO w is allocated to the Region of the 
Americas. Among the targets there were the eradication or elimination of urban rabies, bovine tuberculosis 
and, although it was not strictly a zoonosis, foot-and-mouth disease. As part of the programme, two special 
Pan American Health Centres were in operation: the Pan American Institute for Food Protection and 
Zoonoses (INPPAZ) and the Pan American Foot-and-Mouth Disease Center (PANAFTOSA), perhaps the 
world's leading institution in that field. 

Programme 13.13: AIDS and other sexually transmitted diseases (Document EB91 /17)1 

The CHAIRMAN drew attention to the fact that together with programme 13.13 the Board should 
consider document EB91/17, the Director-General，s report on implementation of the global strategy for the 
prevention and control of AIDS. 

Dr LARIVIÈRE said that programme 13.13, currently one of WHO's highest priorities, showed how 
difficult it was to take coordinated action on emergency problems given the resources required at all levels of 
intervention. The Board's discussion would be more effective if past and present management of the Global 
Programme on AIDS was considered in the light of current developments and needs and the budgetary 
proposals in document PB/94-95; it should consider the relevant sections 7，8 and 9 of the Director-GeneraPs 
report on implementation of recommendations of the External Auditor (document EB91/25; prepared for 
item 14 of the agenda), in addition to the documents the Chairman had just mentioned. 

He wholeheartedly welcomed the efforts made to improve the management and accountability of the 
Programme at all levels, and particularly at country level; the question arose as to what its full scope of action 
should be. If it became accountable for activities in countries, given its present structure and resources, great 
complications could ensue at a time when the United Nations system was trying to place more emphasis on 
country execution and coordination of such activities. The Global Programme should therefore play its role, as 
originally conceived, of global coordination and direction, regional coordination, and cooperation with countries 
in developing national plans and in identifying sources of funds for programme implementation at the local 
level. To involve it more directly at the country level would exceed its capacity to deliver. 

Noting that paragraph 2 of document EB91/17 indicated that HIV-infected children usually died by the 
age of five years, he asked how that squared with the results of a European multi-centre study which showed 
that about half of such children were still alive at nine years of age. 

The CHAIRMAN agreed that the Board's consideration of programme 13.13 could also embrace the 
sections of document EB91/25 mentioned by Dr Larivière. 

Dr DOI (alternate to Dr Nakamura) thanked the Director-General for his clear report in document 
EB91/17. Despite the strenuous efforts made to combat the AIDS pandemic, it continued to increase, 
especially in Asian countries. He strongly supported the programme and its objectives. 

WHO must continue to provide firm leadership in international efforts to prevent and control AIDS, and 
must be given full support in that role in the United Nations system and in accordance with the revised global 
strategy endorsed by the Forty-fifth World Health Assembly; since the commitment of all Member States, 

1 Taken in conjunction with item 7 of the Agenda. 
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especially Japan，was very clear, he would like to see an increase in the budgetary provisions for the Global 
Programme. 

The Tenth International Conference on AIDS would be held in Japan in 1994. It would be the first such 
conference on AIDS to be held in Asia, and the timing was very appropriate in view of the serious situation 
there. It would help to increase public awareness and to mobilize firm political support for the full 
implementation of the global AIDS strategy. He hoped that all members of the Board would participate in the 
Conference in a truly united global effort to eliminate the disease. 

Dr NOVELLO (alternate to Dr Mason) welcomed the expanded and improved global AIDS strategy as 
well as the new trends set for the future. The complexities of the AIDS pandemic were great, and she 
commended the unflagging leadership in efforts to prevent and control HIV/AIDS, expressing particular 
appreciation of the reporting of successful experiences in slowing down HIV transmission. She also noted with 
satisfaction that parts of document EB91/17 dealt specifically with women, children and AIDS, with the 
avoidance of discrimination and increased collaboration with nongovernmental organizations. 

Welcoming the reference to a target on HIV/AIDS in the document on the Ninth General Programme 
of Work (document EB91/20), she wondered whether the setting of additional global targets for HIV 
prevention might be proposed relating to measures to change behaviour and the course of the disease. Such 
targets would be particularly useful for monitoring the pandemic as well as the progress of national AIDS 
programmes. 

In future reports on the implementation of the global AIDS strategy, separate sections on the six ways of 
responding to the new challenges of the AIDS pandemic described in the 1992 strategy update endorsed by the 
Forty-fifth World Health Assembly, would provide a better understanding of the strategies and activities being 
implemented as a priority. Furthermore, by focusing on future programme trends, particularly during the 
examination of WHO's biennial programme budget, it would be possible to give a clearer indication of the 
results expected. She would also have appreciated some indication in document EB91/17 of the results of the 
current year's strategic planning efforts and how the elements of the global AIDS strategy would alter the 
current approach to prevention programmes at the country level. 

While applauding the concerted efforts of WHO, other United Nations agencies and bodies, 
nongovernmental organizations and bilateral donor agencies in establishing better coordination at international 
level, she expressed concern regarding the coordination of AIDS activities at country level. Member States 
were frequently obliged to prepare plans on the basis of the requirements of donor agencies rather than their 
own needs. She hoped that the newly established Task Force on HIV/AIDS Coordination would provide 
assistance in that regard by establishing guidelines for country-level coordination with other organizations. 

Dr MEREDITH (alternate to Dr Calman) expressed his appreciation of document EB91/17 and 
welcomed the steps taken to implement the revised global strategy. The strategy acknowledged the importance 
in developing countries of involving ministries for matters other than health, such as finance, planning and 
education, and in future reports he would welcome an evaluation of progress made in that regard. 

He recommended that the Global Programme on AIDS should concentrate on its areas of comparative 
advantage, particularly in research and the development of policy guidelines. Although he was encouraged by 
the greater efforts to analyse and evaluate its activities at country and regional level, he would welcome an 
indication of which of its activities were helping people at risk to reduce the likelihood of HIV infection. 

He stressed the importance of cooperation with other organizations in the United Nations system in 
order to avoid duplication of effort and waste of scarce resources. He welcomed the commitment to that end, 
and hoped that coordination would be further improved by the recently established Task Force on HIV/AIDS 
Coordination. 

Dr SIDHOM thanked the Director-General for the detailed report on AIDS in document EB91/17. He 
welcomed the joining of measures against AIDS and other sexually transmitted diseases under the same 
programme in accordance with the Board's recommendations. However, the AIDS problem was clearly the 
predominant theme in the report, and he feared that insufficient attention would be given to other sexually 
transmitted diseases. Greater emphasis should have been laid on the increasingly serious social and economic 
consequences of AIDS, particularly for the developing countries. 

As to the proposed budget for programme 13.13, he noted that, despite the growing significance of field 
activities against AIDS, most of the additional funds proposed were earmarked for global and interregional 
activities. By what criteria had such a priority been established? He reiterated his concern that the 
programme would be financed mainly from extrabudgetary sources，and stressed the need for adequate 
provision to be made in the regular budget in future. 
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Ms KRISTENSEN (adviser to Mr Varder) expressed her appreciation of the Director-GeneraPs report, 
which underlined the necessity of stepping up national and international efforts and mobilizing sufficient 
resources to combat AIDS. Appropriate measures should be adopted in order to deal with the various 
consequences of the pandemic, including the steadily increasing number of orphans. She also welcomed 
WHO's initiative regarding the avoidance of discrimination against HIV-infected people and those with AIDS -
an extremely important issue which was often overlooked - and stressed the need for constructive cooperation 
among the organizations concerned with AIDS to ensure the optimum use of their respective skills and 
resources. Such cooperation would be required at all levels, including country level, where effective 
collaboration had thus far been lacking, although like previous speakers she welcomed the efforts made which 
augured well. Accordingly, the Global Programme's particular advantages should be strengthened and turned 
to full account. It should increase research and intensify technical advice, policy formulation and plans for 
AIDS prevention for developing countries. 

The severity of the disease, the suffering it caused and other consequences, as well as the rapid spread of 
infection, were not to be underestimated. It was therefore to be hoped that cooperation among the competent 
organizations could be made effective in unifying efforts to combat the pandemic; what results had been 
achieved in cooperation at operational level, and what further progress in that area was expected? 

Dr VIOLAKI-PARASKEVA also commended the Director-General on his report. While welcoming the 
attention given to "women, children and AIDS" in the Global Programme, she stressed the need for still greater 
emphasis on the issue, reiterating her request that activities be included under the programme on women, 
health and development. She expressed her appreciation for WHO's support to women's organizations in 
Africa over the past year. She also recognized the importance of the collaboration of nongovernmental 
organizations in AIDS prevention and control. 

She agreed on the importance of combating discrimination against HIV-infected people and those 
suffering from AIDS, and hoped that Member States would support WHO action accordingly by amending 
relevant legislation. 

Greater efforts should be made to provide sound education on AIDS for young people, since research 
indicated that sex education did not encourage sexual promiscuity among the young. Moreover, further social 
and behavioural research should be conducted, not least because of its relevance to the matter of 
discrimination. 

In conclusion, she requested further information on the diagnostic procedures referred to in 
paragraphs 64 and 65 of the report. She expressed her full support for the direction and focus of the Global 
Programme on AIDS, and endorsed previous speakers，remarks on the need for adequate provision in the 
regular budget. 

Dr DLAMINI, also commending the report, said that the unprecedented gravity of the AIDS situation 
called for mass mobilization of efforts. Member States were clearly doing their utmost to combat the disease 
through the Global Programme on AIDS, but more effective coordination among the different sectors was 
required at country level. She expressed her support for the establishment of the Task Force on HIV/AIDS 
Coordination and sought information on the possibility of greater intersectoral coordination, since Member 
States looked to WHO to galvanize efforts in that area. 

She emphasized the need to strengthen managerial capacity within national programmes and agreed with 
Dr Novello on the importance of setting targets. While recognizing the particular difficulties involved, she 
considered that greater efforts should be made, as that would greatly facilitate the monitoring of programmes 
at country level, where target-setting had proved unsuccessful owing to the lack of specific indicators. 

She also endorsed the remarks by Dr Novello and Dr Violaki-Paraskeva on the importance given to 
"women, children and AIDS". 

She shared the concern expressed by previous speakers that the budgetary provision for the Global 
Programme should be reviewed. 

Since education and information on AIDS had failed to change behaviour and attitudes towards sex, she 
stressed the importance of vaccine development and inquired what progress had been made. Like other 
members, she approved the inclusion of sexually transmitted diseases in programme 13.13, with AIDS, 
particularly since such diseases were still a major public health problem in her country. She would welcome 
management guidelines on combined prevention and control, especially for women's programmes. 

Dr SARR expressed appreciation of document EB91/17 but said that he would have welcomed some 
indicative figures to justify the overall increase of 18% in the resources allocated to programme 13.13. None 
the less, he noted with satisfaction that activities against AIDS and other sexually transmitted diseases had 
been merged in most of the national programmes. 
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He welcomed the signs of international solidarity against the AIDS pandemic. There was also a need for 
a multisectoral response. In his country, a coordination committee had been set up for the nongovernmental 
organizations involved in AIDS activities, and they were represented on the national committee for AIDS 
control. The majority of countries had already set up national AIDS programmes or committees, and their 
appeals for funds were being heard by donors. However, better coordination was required particularly with 
regard to the mobilization of resources; assistance under the Global Programme would be greatly appreciated. 

Research reports presented at international meetings on AIDS in Africa were of increasin^y good 
quality, demonstrating the growing interest in, and capacity for, AIDS research in the Region. He requested 
continued support to permit sound research at local level. The report made no mention of the decentralization 
of activities in Africa. 

In conclusion, he asked what the situation was regarding blood tests for travellers that some countries 
had considered requiring. 

Dr LI Shi-chuo commended the work reflected in document EB91/17. A meeting on HIV infection and 
AIDS had been held in China in 1992, sponsored by WHO, with UNDP, other international agencies and some 
nongovernmental organizations. Participation had included experts from a variety of government departments 
in China, as well as from neighbouring countries. The number of AIDS cases in the south-west of China had 
been increasing, in large part as a result of drug addiction both in China and in neighbouring countries. The 
report of the meeting had effectively drawn the attention of high-level authorities to the AIDS problem in 
China, giving a useful impetus to the national AIDS programme. 

Efforts were being made to improve education and information especially on sexually transmitted 
diseases. Research was being carried out on effective ways of transmitting information and education 
respecting various social, economic and cultural factors, and in particular the different ethnic groups in the 
country. Only by taking into account the effect of such differences on behaviour could programmes of 
information and education be made effective. 

Dr KOSSENKO supported the activities under the Global Programme and welcomed the decision to 
decentralize programme management, transferring some activities from headquarters to the regions. There 
was, however, a need for coordination of AIDS prevention and control in countries through WHO and its 
regional offices. 

The effect of AIDS was being carefully charted. Efforts to stabilize the pandemic should take into 
account the tendency for some AIDS-related diseases to increase while others were decreasing. The links 
between AIDS and the forms of behaviour that caused it were beginning to be understood. The Global 
Programme accounted for a great deal of effort and resources, and the cost of treatment of AIDS was heavy 
for countries. The key surely lay in the intensification of research; funds should be devoted to seeking less 
costly methods of prevention and treatment. 

Professor CALDEIRA DA SILVA expressed appreciation of the report and of the activities under the 
Global Programme. He welcomed the giving of priority and the increase in the regular budget for measures to 
combat the AIDS pandemic, in accordance with the objective of WHO; unlike some speakers he considered 
that global and interregional activities were more appropriate than country activities. 

Certain political and other interest groups and elements of the mass media played on the emotions 
aroused by the terrible AIDS pandemic in order to initiate activities not really directed to AIDS control; 
WHO should use its full authority to prevent the wasting of time, energy and resources on such measures that 
did not benefit AIDS sufferers or groups at risk and were not in accord with the goals of the Global 
Programme. 

Mr RUKEBESHA said that the rapid expansion of the AIDS pandemic was of concern to men and 
women in all countries, whatever their level of socioeconomic development. However it had started and 
despite the efforts of WHO and the international community, the disease had spread throughout the world and 
was increasing exponentially. No vaccine or medicine was yet available to combat the scourge, a social disease 
that struck hardest at the most deprived countries, which lacked the information and means to protect 
themselves. By all reports, Africa would be beyond help unless more operational measures could be 
implemented quickly: because of the gravity of the situation and because of donors' sometimes justified 
scrutiny of AIDS activities, WHO must urgently assess its work in the Region in order to correct any mistakes 
before it was too late. Some donors had pointed out weaknesses and were becoming hesitant about investing 
in programmes carried out by WHO. Many international organizations, including specialized agencies of the 
United Nations, concerned with AIDS were questioning the technical and managerial capacity of WHO in 
Africa, particularly following decentralization. Several donors were dealing directly with governments to 
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implement programme activities, thus calling into question the role and work of WHO field staff. Analysis of 
the epidemiological reports provided under the Global Programme on AIDS showed that countries in Africa 
could be grouped into three categories: first, those most affected, particularly in central and east Africa, such 
as, Burundi, Kenya, Rwanda, Uganda, United Republic of Tanzania and Zaire; secondly, countries moderately 
affected, such as Ghana and Senegal; and, thirdly, countries where the pandemic was less evident and 
requiring special efforts to prevent its spread. Methods to combat AIDS should be adapted to those three 
situations. 

Decentralization had not proved effective in comparison with earlier efforts, and had provoked criticism 
and a rejection of the leading role of WHO in some countries of the Region. Decentralization should not 
prevent the Director-General from being in a position to monitor and evaluate methods, techniques and 
strategies. WHO headquarters had the financial and human resources, as well as the international credibility 
to face the challenge. Strategies should be sufficiently pragmatic to allow not only management of programmes 
differently in the three categories of countries but also a flexible response taking into account educational 
levels as well as economic and social conditions. Thus, decentralization of programme activities should be 
combined with a controlled transfer of human and financial resources to ensure success and the credibility of 
WHO with donors and beneficiaries. The Director-General must see that the most severely affected countries 
received the greatest attention, since the gravity and complexity of AIDS called for effective and dynamic 
responses. ТЪе world was waiting impatiently for such responses, and a strategic or tactical mistake by WHO 
would be unacceptable. The international community was following the programme with great interest. WHO 
should play a leading role, despite the difficulty of decentralizing a programme while at the same time 
maintaining control. Close cooperation between countries in the same category was also desirable, particularly 
with respect to the exchange of information, experts and technology. 

He might appear to be arguing against decentralization, but that was far from his intention. 
Paragraph 58 of the report of the Regional Director in document EB91/10 reflected the concern of the 
Regional Committee for Africa at its forty-second session that the transfer of technical and operational support 
for the Global Programme on AIDS to the Regional Office had yet to be completed. The Regional Committee 
had also noted that regionalization had had a salutary effect on the country programmes that had already been 
the object of transfer, and had urged that the process be completed by the end of 1992. Paragraph 60 of the 
same document reflected the Regional Committee's concern about indications that donors were disengaging 
from activities in Africa. Perhaps the Regional Director could provide some information on that situation; 
funds were required to meet the great needs of the Region, and hesitancy on the part of donors should be 
investigated. The recommendation by the Management Committee of the Global Programme on AIDS to 
establish a new consultative mechanism, the AIDS Coordination Forum, mentioned in paragraph 7 of 
document EB91/17, was welcome. In Rwanda, for example, donors were ready to provide resources but they 
wanted to be sure that programmes would be well managed and properly coordinated. WHO had the 
necessary experience; prompt steps should be taken to restore the credibility of the Organization. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) said that the report (document EB91/17) and the 
proposed programme budget document showed clearly the extent to which the Global Programme on AIDS 
relied on extrabudgetary resources and indicated the need for donor support to enable AIDS prevention and 
control programmes to be implemented at country level. The fundamental responsibility for the design and 
implementation of prevention and control activities at country level lay with the country concerned, besides the 
orientation and implementation of activities in collaboration with other agencies of the United Nations system, 
nongovernmental organizations, national human rights commissions, and other groups which participated in 
decision-making on a multisectoral basis. National leadership had been promoted in order to attract additional 
national resources for control and treatment. It would be difficult for WHO to fund such activities from its 
own budgetary or extrabudgetary funds. Consequently national coordination should be ensured by the agency 
best suited to the task, whether for health or social development, at the appro ' te level. 

Many AIDS patients and HIV-infected persons suffered discrimination. at steps were being taken to 
link the work of the Global Programme on AIDS with that of commissions on human rights, both at national 
and international level, so as to prevent or deal with discrimination at work or in society at large? 

Finally, he asked what response there had been to the inquiry about WHO's leadership role, which was 
recorded in WHO documents, but which did not appear to be sufficiently well established to ensure the 
necessary support at global level, including that of other United Nations agencies, particularly at the country 
level. 

Mr DOUGLAS recalled that, on World AIDS Day in 1992，the Secretary-General of the United Nations 
and the Director-General of WHO had forcefully drawn the attention of the international community to HIV 
and AIDS. The newly-elected President of the United States of America had, in his inaugural speech, referred 
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to the combat against AIDS and other sexually transmitted diseases. HIV infection was spreading at an 
alarming rate. It was estimated that, by the year 2000, 30-40 million individuals would be infected. The 
majority of those affected were young and productive, representing an enormous loss to their countries. As 
HIV-infected individuals developed AIDS an additional burden was placed on countries' health systems - many 
of them already weak or fragile - with direct economic repercussions. 

Thus, while the treatment component of AIDS programmes would naturally be maintained, the highest 
priority should be granted to prevention, the cost of which would become increasingly hard to bear unless steps 
were taken immediately. WHO had already found effective ways to decrease the rate of HIV infection, 
including public education campaigns, condom promotion and distribution, detection and treatment of other 
sexually transmitted diseases, and blood safety measures. 

There were, however, a number of obstacles to implementing preventive measures, notably the absence 
of political will - governments did not seem to grasp fully the implications of the pandemic - and it was in that 
respect that WHO needed to give clearer information. Other obstacles included widespread discrimination 
against people with AIDS; competing priorities and limited resources at the country level; lack of trained 
personnel and appropriate technology; and, above all, inadequate financial resources. The international 
community must realize when allocating resources to AIDS programmes that they must be sufficient to make a 
difference. 

WHO's coordination and leadership must be firm, and it must be given full support. The Board should 
therefore request the Health Assembly to call on governments to make the political, financial and moral 
commitment demanded by the pandemic. 

The CHAIRMAN, speaking in his personal capacity, said that he had noted the Board's appreciation of 
efforts to implement the Global Programme on AIDS. Yet he had expected members to be, like him, more 
worried about the implications of the situation for the Organization itself - that the death of WHO might be 
added to the many millions the AIDS pandemic would cause. The challenge was indeed serious; only the day 
before an eminent French scientist had proposed the establishment of a foundation with UNESCO - there had 
been no mention of WHO. 

His own disquiet was twofold. First, affirmation of WHO's coordinating role was not enough. The 
Global Programme on AIDS had only a small provision from the regular budget. The Director-General could 
not expect to have the same control as over programmes financed to a much greater extent from the regular 
budget. Was it reasonable to continue disproportionate extrabudgetary financing when the AIDS crisis was 
destabilizing health administrations throughout the world? He feared that such a fragile situation might cause 
the Programme to leave the WHO fold，although he firmly believed that AIDS fell clearly within its purview. 
WHO had succeeded in motivating governments to change health policies and had itself grown as a result of its 
efforts to combat AIDS. All that would be lost if coordination of the effort was shifted to another 
organization. 

Secondly, the epidemic was not under control. In any event, WHO would always be criticized for not 
doing enough and would have to learn to live with such criticism. It was perhaps having difficulty finding new 
preventive approaches or getting its messages across. There were also considerable difficulties in reconciling 
the ethical and public health needs in the combat against AIDS. However hard the task, appropriate solutions 
had to be found at all levels. 

It was essential that the Executive Board should avoid giving the impression that it had been engaging in 
the same routine debate on AIDS. A new five-year term under the leadership of Dr Nakajima was in 
prospect. As Chairman of the Board he wished to place on record his view that the prevention and control of 
AIDS should be a major responsibility of the Director-General during the new term of office. 

Dr DLAMINI said that she considered inaccurate certain facts mentioned by Mr Rukebesha with regard 
to the situation in the African Region, particularly as regards regionaiization. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that the ethical aspects of AIDS, in particular of AIDS research, had been 
giving rise to a great deal of tension, affecting both individuals and countries. Consequently, the Council for 
International Organizations of Medical Sciences (CIOMS), in collaboration with the Global Programme on 
AIDS, had produced a set of guidelines for AIDS research，which had gained universal acceptance. The 
guidelines covered both epidemiological studies and clinical trials, most of which were initiated in the 
developed countries and carried out in developing countries; that in itself represented a major source of 
tension. Conscious of that, CIOMS had made certain that the guidelines placed a strong emphasis on 
confidentiality and the protection of vulnerable groups such as women, children and the mentally ill. The 
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Global Programme and CIOMS had also developed a checklist concerning ethical issues to be taken into 
consideration by any group embarking on AIDS research. 

Dr MERSON (Global Programme on AIDS) said, in reply to Dr Larivière, that according to the 
European cohort study, it appeared that many children with AIDS did survive past the age of five, probably 
owing to better health care in that Region. However, 80%-90% of infections in newborn infants occurred in 
the developing countries and most of those children died by the age of five, many by the age of three. 

In response to Dr Sidhom, he said that control of sexually transmitted diseases was a major priority 
under the Global Programme on AIDS since treatment of sexually transmitted diseases was one of the main 
ways of reducing the spread of HIV. The Programme had a new Associate Director for sexually transmitted 
diseases; related activities had had, in 1992-1993, an allocation at the global level of US$ 2.5 million in 
extrabudgetary GPA Trust Fund money, with a total allocation of US$ 3.8 million, and, for the next biennium, 
would have a global allocation of US$ 7 million of GPA Trust Fund money, with an overall allocation of 
US$ 10 million. The Programme thus also covered areas not related to the transmission of HIV infection, 
such as prevention of congenital syphilis and case management of pelvic inflammatory disease. Compared with 
the small regular budget allocation of the recent past, the Organization's commitment in the control of sexually 
transmitted diseases had increased substantially. 

Dr Sidhom had also commented on the socioeconomic effects of HIV/AIDS. WHO was carrying out 
some important studies in that area. For example, it was involved in assessing the cost-effectiveness of various 
prevention and care interventions. It was recruiting an economist to collaborate with other agencies 
conducting studies of socioeconomic effects and would be providing them with epidemiological and other 
relevant data. 

In answer to Dr Violaki-Paraskeva, he said that the major objective of WHO's work in the diagnosis of 
HIV infection, was to simplify and reduce the costs. More detailed information could be found in the GPA 
Progress Report as well as in an article published in May 1992 in the Weekly Epidemiological Record. 

He informed Dr Violaki-Paraskeva that the GPA Progress Report also contained detailed information on 
the topic of women and AIDS, where the primary objective was to emphasize the need to pay more attention 
to matters of concern to women at the level of national programmes and in behavioural and biomedical 
research. There was no doubt that women were at greater biological and social risk of HIV infection. As a 
result, there was a need to find ways, in both the short and long term, to empower women better to protect 
themselves from HIV and other sexually transmitted diseases. To that end, staff of the Global Programme on 
AIDS were working closely with the programme for women, health and development and with the interagency 
working group for women and development; it was also supporting research on "female barrier methods". 
Where sexually transmitted diseases were concerned the Organization's priority was to find simpler methods 
for diagnosis in women, who were symptom-free in 50% of cases. Staff of the Global Programme on AIDS 
were also collaborating closely with the group planning the WHO commission on women and development, 
which had been the major proposal of the Technical Discussions held at the Forty-fifth World Health Assembly 
in 1992. 

He assured Dr Violaki-Paraskeva that there were a number of new initiatives in social and behavioural 
research and several new staff members had been recruited to work on them. Discrimination against people 
with AIDS was of growing concern not only in developed countries but also in developing countries, and WHO 
had launched an initiative to study why discrimination occurred at the community level and how it could be 
dealt with more effectively. It also planned to study the manner in which families and communities responded 
to HIV-infected individuals and how that response might be modified. Other research in progress focused on 
obstacles to changing sexual practices; in particular, "sexual negotiation" was being examined with a view to 
ensuring safer sexual relations. 

In reply to Dr Dlamini, he said that there were many who still had high hopes that an effective vaccine 
against HIV could be developed. It was known that HIV vaccines in animal models could prevent infection: 
the question was whether that conclusion could be extrapolated to humans. There were currently some 
14 experimental vaccines available, all being tested for safety and immunogenicity. It was hoped that a vaccine 
would be ready for field trials within the next few years. However, the progress of the epidemic was so rapid 
that countries could not wait for a vaccine - WHO had to act immediately and focus on behavioural strategies. 

In anticipation of the development of a vaccine, WHO was setting up in Brazil, Rwanda, Thailand and 
Uganda, in close collaboration with their ministries of health and certain institutes, sites on which the vaccine 
trials would be carried out. It had also established a viral isolation network, which provided viral samples from 
all over the world; the Organization was then making those strains available to manufacturers, so that any 
vaccines developed would be made with strains from developing countries, where 90% of new infections were 
occurring. 
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In answer to Dr Sarr, he said that more than 98% of the Programme's research resources were granted 
to institutes in developing countries. 

Dr Sarr had also raised the issue of HIV testing and short-term travel. A few years earlier, the 
Programme had conducted a study of Member States, policies in that area. Based on that study, it had 
elaborated a policy statement, which was currently awaiting formal approval by the Director-General. 
According to the policy, the Organization would be unable to sponsor, cosponsor or financially support any 
international conferences relating to AIDS which were held in countries with HIV/AIDS-specific short-term 
travel restrictions. That was, in fact, the current policy of the Organization, which hoped to find endorsement 
for it throughout the United Nations community. 

The question whether immigrants or refugees should be tested for HIV/AIDS was far more complex. 
WHO planned to study the various national regulations worldwide with a view to formulating policy in that 
area in the near future. 

WHO would shortly be issuing general recommendations on HIV/AIDS testing and counselling. It 
continued to be concerned at the widespread use of mandatory testing in situations that were inappropriate 
from the public health perspective. 

The Organization was well aware of the media's longstanding interest in the AIDS epidemic, mentioned 
by Professor Caldeira da Silva. Governments should work with the media and take advantage of their 
substantial ability to disseminate information and to make the public more aware of the risk of HIV infection 
so as to combat denial and complacency. One very useful activity consisted of providing training to journalists, 
so that they became better informed about HIV and AIDS. 

The efforts of many activist groups, in particular those with HIV-positive persons, had been invaluable to 
the Organization's global efforts, in particular those involving prevention, accessibility of drugs and the combat 
against discrimination. 

In answer to Dr Chávez Péon, he said that the Organization supported the United Nations Commission 
on Human Rights and had contributed to the report prepared by its Special Rapporteur on discrimination and 
human rights. It had also worked closely with the United Nations Centre for Human Rights, transmitting to it 
any information received regarding human rights violations. At the country level, WHO had provided grants to 
many nongovernmental organizations working in the area of human rights. It would also be setting up training 
for ministries of public health to make them more aware of the importance of human rights issues in national 
AIDS programmes. 

Many Board members had referred at an earlier meeting to the relation between tuberculosis and HIV. 
There was no doubt that much of the current increase of tuberculosis in Africa was a direct consequence of the 
AIDS pandemic. As the pandemic spread, that increase would also be seen in Asia, Latin America and the 
Middle East. WHO was very concerned because the stigmatization of AIDS victims could result in similar 
attitudes to tuberculosis patients. 

With regard to BCG vaccination and AIDS, a policy had been prepared in 1987. For developing 
countries, where the incidence of tuberculosis was high, BCG vaccinations should be given at birth or as soon 
as possible thereafter, regardless of HIV infection status, and should be withheld only in cases of symptomatic 
HIV infection or AIDS. 

Dr Novello had raised a question concerning global targets. WHO had drawn up a list of primary 
prevention indicators which were currently being field-tested, and was also developing indicators for the social 
and economic impact of HIV and AIDS. At the same time, it had been working on a set of global targets for 
the year 2000 which would be consistent with the indicators selected. As Dr Novello had noted, a target on 
AIDS was included among the proposed targets for the Ninth General Programme of Work. Some additional 
targets were being elaborated for prevention of sexual transmission of HIV and related behaviour change and 
treatment for other sexually transmitted diseases. 

The ideal global target would of course refer directly to the incidence or prevalence of HIV infection. 
Unfortunately, it had proved impossible to formulate such a target at the current stage of the pandemic, one 
reason being the continuing uncertainty as to its likely future course, especially in heavily populated areas of 
the world where the pandemic was still only in its early stages, such as Asia: it was difficult either to predict 
what the situation would be if few additional efforts were made to prevent its further spread, or what would 
happen if great efforts were in fact made. Secondly, it was very difficult to measure HIV incidence, since it 
was necessary to identify only recently-infected individuals, and HIV prevalence could not be a satisfactory 
measure of "progress made", in that it reflected a decade or more of cumulative incidence. In other words, a 
period of about 10 years was needed for a change in HIV incidence to be reflected in HIV prevalence. 

The Programme would be willing to propose several specific global targets on HIV/AIDS to the 
Executive Board in the Director-General，s next annual report on AIDS. Some of the targets set as a follow-up 
to the World Summit for Children might not be achievable because of AIDS, at least in the worst affected 
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areas of the world. That would undoubtedly be a subject for discussion at the forthcoming session of the 
UNICEF/WHO Joint Committee on Health Policy. 

Dr Sidhom and others had commented on the budget for the Programme. The increase in the budget at 
global level for 1994-1995 reflected the priorities set by the GPA Management Committee. It was true that the 
percentage increase was greater at global level, but the amount of funds available at country level was far 
greater than for any other part of the Programme. With regard to the regular budget, US$ 1 900 000 was 
available for activities related to the prevention and control of AIDS and sexually transmitted diseases. 
However, at global level, only some US$ 100 000 was allocated for AIDS-related activities: most of the money 
for that purpose came from the country budgets. No posts for the Programme at headquarters were funded 
from the regular budget. 

Turning to the question of WHO's role at country level, which had been raised by Dr Larivière, he said 
that it was generally known that the Programme had been launched as an emergency effort aimed at 
formulating short-term plans and, later on, medium-term plans. It was essential that countries should be able 
to ensure a "core" management of their programmes, including the provision of funds and technical support to 
cover the cost of essential national staff, transport and equipment, and rent and other items. The intention 
had always been that governments would gradually absorb those costs, and that had indeed been happening. 

WHO's efforts at country level must focus on those areas where it had traditionally had expertise and 
competence, for example, in formulating multisectoral national plans, strengthening programme management, 
and ensuring commitment to priority interventions and approaches for prevention and care. Many activities of 
that kind were under way, including: the development of a programme managers，course and indicators for 
monitoring all national programmes; assessment of the cost and effectiveness of various prevention and care 
interventions; and the provision of wide technical support including surveillance, information, education and 
communication, diagnosis and case-management of sexually transmitted diseases and AIDS, counselling, and 
blood safety. Many of those activities were reflected in the 1994-1995 budget, and the approach was very 
similar to that followed by other WHO control programmes. 

In 1987, WHO had been designated by the United Nations General Assembly as the agency to guide and 
facilitate the global response to the AIDS pandemic, and it was doing its best to ensure coordination of 
multilateral and bilateral aid efforts and to promote their coordination with national AIDS programmes. For 
the previous two years, WHO had had in place a procedure for decentralizing activities under the Programme 
to country level in the African Region, in accordance with the recommendations of the Executive Board. The 
process was continuing, and should be completed before the end of 1993. 

The larger issue, however, was global and regional coordination with Member States and with other 
organizations of the United Nations system. Initially, WHO had been virtually the only agency engaged in 
AIDS-related activities. Since 1987, many more had become involved, including bilateral agencies, the United 
Nations system and nongovernmental organizations, and the general trend of the epidemic and its effect on 
socioeconomic development had become clearer. Both those factors had complicated coordination, which had 
now become an essential requirement. Accordingly, it had been a matter of extensive discussion within the 
Programme and elsewhere in the United Nations system during the previous year. An external review of the 
Programme had been carried out in 1991. The resulting report had recommended the establishment of a 
working group to determine how collaboration within the United Nations system could be better structured. 
The GPA Management Committee had set up such a working group in November 1991，consisting of 
representatives of donor governments and developing countries; the working group had presented a report on 
coordination in June 1992 to the GPA Management Committee, calling for the establishment of a consultative 
mechanism at global level which would include developing countries, other organizations of the United Nations 
system, other intergovernmental organizations, bilateral donors and nongovernmental organizations working in 
the AIDS field, and also for a consultative process to produce proposals on better mechanisms for coordination 
at country level. At an extraordinary meeting in November 1992 the GPA Management Committee had 
considered the proposals elaborated in response to those requests. 

In July 1992，the Economic and Social Council of the United Nations had adopted its resolution 1992/33 
endorsing the recommendations of the GPA Management Committee concerning coordination of HIV/AIDS 
activities at both global and country level and requesting all competent organizations of the United Nations 
system to carry out those recommendations. 

In November 1992, at its extraordinary meeting, the GPA Management Committee had proposed the 
establishment of a special Task Force on HIV/AIDS Coordination, which would be administered by WHO and 
of which WHO would be an ex officio member. The terms of reference of the Task Force, which consisted of 
12 members, including representatives of governments, United Nations agencies and nongovernmental 
organizations, were: to encourage the exchange of information; to provide a focal point at global level for 
tackling questions of coordination and other matters of concern; to promote coordinated implementation of 
policies and programmes; to monitor the mobilization and distribution of resources; to decide on matters 
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requiring urgent coordination; and to prepare a comprehensive biennial report summarizing the HIV/AIDS-
related activities of major external support agencies. 

Funds were now being sought for the Task Force, which was due to hold its first meeting on 22 and 
23 February 1993. It was hoped to achieve a measure of improvement in coordination at global and country 
levels. At the latter level, a six-country study of coordination had been carried out in late 1992, and the report 
on that study had been reviewed by the GPA Management Committee. The Committee had recommended 
that guiding principles of coordination, based on the study and on the instruments for country-level 
coordination outlined in the report, should be developed. 

Attention should also be drawn to the existence of the Interagency Advisory Group on AIDS, which had 
been established by WHO in 1987 to deal with coordination specifically within the United Nations system. 
WHO was taking several steps to strengthen its role and effectiveness, which would increase the collective 
sense of "ownership" in the United Nations system for its activities and achievements. Finally, WHO was 
continuing its collaboration with individual agencies in AIDS-related matters of common interest. The staff 
working on the Programme had always been very dedicated, but could not achieve its objectives if all the 
agencies involved did not mobilize and coordinate their efforts. 

AIDS posed a very special challenge in that it was a new disease of which little had initially been known 
and which had assumed pandemic proportions. Any suggestions from the Executive Board on how WHO's 
performance might be further improved would be welcome. 

Dr LARIVIÈRE said that he wished to add to Dr Merson，s remarks concerning coordination that the 
latter was needed not only in developing countries, which were recipients of direct assistance from WHO, but 
also in the "donor" countries, as they were usually known, where it was often lacking. Coordination was 
essential in order to ensure that the guidance of the Programme provided by policy-making bodies was 
coherent and not, as was sometimes the case, contradictory. 

Dr VIOLAKI-PARASKEVA asked what response had been received from Member States to the request 
that they amend their regulations in order to prevent discrimination against people with HIV infection or 
AIDS. 

Dr NOVELLO (alternate to Dr Mason) drew attention to the problem of AIDS as it affected 
adolescents; that was assuming ever-greater importance in the United States of America in particular. The 
problem was one that raised questions of confidentiality, consent to treatment and testing, and also health care 
entailing a substantial component of prevention. 

Dr MERSON (Global Programme on AIDS), replying to Dr Violaki-Paraskeva, said that, in the case of 
short-term travel, six countries had been found, as a result of the study undertaken, to have discriminatory 
regulations. Following contacts with the authorities in those six countries, two had now changed their 
regulations, and it was hoped that the rest would follow suit. Unfair discrimination, it should be pointed out, 
was most likely to be practised in newly infected areas, and it was in those areas that the greatest efforts were 
required to discourage it. 

He agreed with Dr Larivière's comment that conflicting advice was often received for the Programme. 
There were sometimes discrepancies in the guidance even from the same donor. That was among the reasons 
why the structure of the GPA Management Committee was being examined with a view to determining 
whether it was adequately meeting the needs of the Programme and Member States. 

Dr PIEL, speaking as Convenor of the Director-General，s Steering Group on Regionalization of AIDS 
Prevention and Control Activities，said that regionalization involved finding a correct balance between the 
desire to ensure that the process was carried out rapidly and the need for a carefully-managed handover in 
accordance with criteria endorsed by the Executive Board. In that connection, the support capability of the 
regional offices had been greatly strengthened, and financial matters such as cost fluctuations were currently 
being examined. The intention had been to complete the handover of responsibility for all countries by the 
end of 1992, but difficulties had been encountered owing to strict application of the criteria laid down by the 
Board for regionalization. However, out of the 44 countries considered by the Steering Group, 31 had already 
been regionalized, and eight of the remaining 13 had been reviewed and would be ready for the next handover, 
scheduled for 1 April 1993. Problems in three of the five remaining countries could be resolved quickly, so 
that major obstacles persisted in only two countries. It was expected that full regionalization would be finally 
achieved during 1993. 
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2. APPOINTMENT OF A REPRESENTATIVE OF THE EXECUTIVE BOARD AT THE FORTY-SIXTH 
WORLD HEALTH ASSEMBLY (continued from the first meeting, section 4) 

The CHAIRMAN recalled that the Board had agreed at its first meeting to defer consideration of the 
appointment of a fourth member to represent the Board at the next World Health Assembly, in addition to 
Dr Paz-Zamora, Dr Violaki-Paraskeva and the Chairman. 

Mr RUKEBESHA said that following informal discussions with the Chairman and the Secretariat, he no 
longer wished to pursue the point he had raised at the first meeting. He proposed that the vacancy be filled by 
Dr Sarr. 

The CHAIRMAN said that, in the absence of any objection, he would take it that the Board wished to 
appoint Dr L.C. Sarr as its representative at the Forty-sixth World Health Assembly, to replace 
Dr J.B. Kanyamupira, who was no longer a member of the Board. 

Decision: The Executive Board appointed Dr L.C. Sarr as representative of the Board at the Forty-sixth 
World Health Assembly, in addition to its Chairman, Professor J.-F. Girard, ex officio, 
Dr M. Paz-Zamora and Dr Meropi Violaki-Paraskeva, already appointed at its ninetieth session.1 

3. APPOINTMENT OF A MEMBER OF THE EXECUTIVE BOARD TO THE UNICEF/WHO JOINT 
COMMITTEE ON HEALTH POLICY 

The CHAIRMAN said that the Board was required to appoint an additional member from the Eastern 
Mediterranean Region to the UNICEF/WHO Joint Committee on Health Policy. He proposed that 
Dr K.A. Al-Jaber, already an alternate, should be appointed for the duration of his term of office on the 
Board. In addition，since another member of the Joint Committee, Mr Douglas, would be unable to attend the 
meetings to be held on 1 and 2 February, he suggested that Dr В. Wint, his alternate, should attend in his 
stead. 

Decision: The Executive Board appointed Dr K.A. Al-Jaber as member of the UNICEF/WHO Joint 
Committee on Health Policy for the duration of his term of office on the Board, in addition to 
Dr Qhing Qhing Dlamini, Mr E. Douglas, Dr Li Shi-chuo, Dr Tin U and Dr Meropi Violaki-Paraskeva, 
already members of the Committee.2 

The meeting rose at 12h35. 

1 Decision EB91(1). 
2 Decision EB91(2). 
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Monday, 25 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) (continued) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) (continued) 

Programme 13.13: AIDS and other sexually transmitted diseases2 (Document EB91/17) (continued) 

Dr MONEKOSSO (Regional Director for Africa) said that following the detailed reply by Dr Merson 
and the clarification given by the Legal Counsel as Convenor of the Steering Group on Regionalization of 
AIDS Prevention and Control Activities, he had only two points to add. First, the debate on the division of 
responsibility between the Regional Office for Africa and headquarters was a thing of the past. 
Regionalization signified the déconcentration of certain administrative and financial functions at the Regional 
Office; there were constant consultations and full cooperation concerning all the countries, regionalized or not. 

Secondly, it was the ministers of health at the Regional Committee who had called for regionalization as 
long ago as September 1989. The process initiated by the Director-General after the Board's request in 
January 1990 was taking its course as had been described. He was particularly anxious that no risks should be 
taken, administrative or otherwise, that would jeopardize the lives and safety of those covered by the AIDS 
programme. 

Performances in regionalized and nonregionalized countries had been compared, and there was little 
doubt that regionalization was useful in most, though not necessarily all, instances. National AIDS programme 
managers meeting in Yaoundé in December 1992 had reaffirmed that regionalization was necessary, and those 
countries that were not yet regionalized were asking to be. In the Regional Office, because of the special 
circumstances and difficult environment, a system of self-evaluation of all technical units had been introduced. 
In that context, a review of all technical programmes, including the AIDS programme for 1992, would be 
launched in the week beginning on 15 February. It had been suggested that one or two senior officers from 
headquarters should attend in order to observe that exercise and give the Regional Office the benefit of their 
expertise. 

Although there might be difficulties at the regional and global levels, donor coordination at country level, 
although not yet perfect, was a reality. Sometimes it was an ambassador of a bilateral donor country who 
actually chaired the donor group in a country, sometimes the representative of a United Nations agency or a 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 

2 Taken in conjunction with item 7 of the Agenda. 
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minister of the country; what the Regional Office looked forward to was more concordant messages from 
global level so that the coordination of activities at national level could proceed more smoothly. 

Finally, he stressed that he had urged Member States in the African Region, despite their economic 
difficulties, to start budgeting to a greater extent for AIDS prevention and control, since he regarded their 
combat against AIDS as a matter of national security that justified the kind of budgeting done for military and 
paramilitary purposes. If necessary, loans should be contracted for the purpose. Finally, in reply to a 
statement made by a member of the Board from the African Region at the previous meeting, he reiterated 
that WHO had gone beyond the level of debate about responsibility and was doing the maximum possible to 
combat AIDS. A team was more likely to win if its cohesion was consolidated and cooperation between its 
members encouraged. 

CONSIDERATION OF DRAFT RESOLUTIONS 

Dengue prevention and control 

The CHAIRMAN drew attention to the following draft resolution, proposed by Professor Grillo, 
Dr Kumate, Dr Mason, Dr Paz-Zamora, Dr Sattar Yoosuf and Dr Tin U: 

The Executive Board 

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Recalling resolutions CD31.R26 and CD33.R19 of the Directing Council of the Pan American 

Health Organization on vectors of dengue; 
Aware that epidemic dengue continues to pose a problem with dramatic increases in cases 

and extreme risk of rapid and serious outbreaks, and that dengue haemorrhagic fever and dengue 
shock syndrome are spreading with associated loss of life, hampering socioeconomic development, 
affecting hospital services, tourism and employment (through loss of days of work), and threatening 
the lives of children as well as the health and well-being of adults in a large proportion of the 
urban, peri-urban and some rural populations of tropical regions; 

Deeply concerned about the increasingly frequent occurrence of new epidemics and the rising 
fatality rates in the Americas and Asia, the rapid spread of dengue mosquito vectors, Aedes aegypti 
and Aedes albopictus, and the continued proliferation of those mosquito species, constituting a 
serious health hazard as a cause not only of epidemic dengue but also of other serious diseases 
such as yellow fever, chikungunya and epidemic polyarthritis of which they are the vectors; 

Recognizing that epidemics of dengue and dengue haemorrhagic fever are predominantly 
confined to cities, although significant outbreaks have occurred in rural areas also, and that 
population movements and unplanned rapid urbanization, particularly where water supply is poor, 
will continue to increase the risk of dengue transmission; 

Recognizing that, although there are positive developments in dengue vaccine research, it 
may be many years before a safe, effective and economical vaccine is available for general use; 

Appreciating the fundamental importance of community participation in most control 
measures, such as those to prevent breeding of A. aegypti; 

Aware that a major problem in controlling this disease is the lack of specialists capable of 
planning and implementing dengue control programmes in many countries and carrying out the 
necessary operational research; 

Acknowledging that governments in countries where dengue and dengue haemorrhagic fever 
and dengue shock syndrome are endemic are having great difficulty in organizing, staffing and 
financing nationwide dengue control programmes; 

Recognizing that control efforts will require the joint efforts of high-level policy and decision-
makers with health authorities, municipal planners and those responsible for public health, 

1. CONFIRMS that dengue prevention and control should be among the priorities of WHO; 
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2. URGES Member States: 

(1) to strengthen national and local programmes for the prevention and control of dengue, 
dengue haemorrhagic fever and dengue shock syndrome, ensuring monitoring and assessment 
by general health services and other institutions as appropriate and reinforcing surveillance of 
the vector population, prevalence of the virus and numbers of cases in urban areas and 
among high-risk populations such as the urban and peri-urban poor; 
(2) to stress cost-effective approaches and control measures which in the meantime can 
significantly reduce dengue vector density and disease transmission, such as improved and 
expanded surveillance, epidemiological and laboratory services, appropriate vector control 
and proper waste management; 
(3) to establish, in collaboration with WHO, safe and economic measures for the 
prevention and control of dengue, including planned urban development and the provision of 
safe and dependable water supplies throu^i coordinated efforts in the public and private 
sectors; 
(4) to maintain adequate numbers of appropriately trained staff at all institutional levels 
for the planning and implementation of dengue surveillance, prevention and control 
operations; and 
(5) to strengthen community health education, health promotion and hygiene, particularly 
in urban populations, increasing awareness and the capacity for action at the community 
level; 

3. URGES other specialized agencies and organizations of the United Nations system, bilateral 
development agencies, nongovernmental organizations and other groups concerned, to increase 
their cooperation in dengue prevention and control both through continued support for general 
health and social development and through specific support to national and international dengue 
prevention and control programmes, including emergency control; 

4. REQUESTS the Director-General: 

(1) to establish, in consultation with affected Member States, strategies to contain the 
spread and increasing incidence of dengue, dengue haemorrhagic fever and dengue shock 
syndrome in a manner sustainable by countries; 
(2) to draw up plans for emergency health cooperation against outbreaks of this disease 
and coordinate their implementation with interested agencies and other groups; 
(3) to increase WHO's capacity, within available resources, for directing and strengthening 
research in dengue surveillance, epidemiology and vaccine development, and to guide 
Member States in the prevention and control of dengue vectors; 
(4) to coordinate prevention and control in cooperation with other specialized agencies and 
organizations of the United Nations system, bilateral development agencies, nongovernmental 
organizations and other groups concerned; 
(5) to increase efforts to find extrabudgetary resources for support to national and 
international dengue prevention and control activities; 
(6) to keep the Executive Board and the Health Assembly informed of progress in the 
implementation of this resolution. 

Dr VIOLAKI-PARASKEVA proposed that the fifth preambular paragraph of the draft resolution be 
amended to reflect more clearly the indication in paragraph 17 of the programme statement for 
programme 13.14 (Other communicable disease prevention and control activities) (Document PB/94-95, 
page B-241) that a dengue vaccine using live attenuated virus would be introduced in highly endemic countries. 

Dr TORRIGIANI (Division of Communicable Diseases) said that WHO was currently involved with the 
development of two dengue vaccines. The first was a live attenuated vaccine being developed by Mahidol 
University, Bangkok, with the support of the Regional Office for South-East Asia. The vaccine had completed 
its phase two trial, but phase three, involving testing in the field, had still to be conducted, so that it would 
probably be at least five years before that vaccine would be available for general use. The other project, 
backed by the programme for vaccine development, was concerned with the development of a second 
generation vaccine by means of genetic engineering. Dengue, however, was a problem that demanded urgent 
action with whatever means were already available. 
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Mr AITKEN (Assistant Director-General) suggested that Dr Violakí-Paraskeva's concern might be met 
by adding after "dengue vaccine research" in the fifth preambular paragraph the words "such as the 
introduction of vaccine using live attenuated virus in many endemic countries,". 

It was so agreed. 

The amendment was adopted. 

Dr VIOLAKI-PARASKEVA remarked that the statement in the seventh preambular paragraph applied 
not only to dengue but also to other vector-borne diseases. She consequently proposed that the words "this 
disease" in the first line be replaced by 'Vector-borne diseases, in particular dengue". 

Dr LARIVIÈRE suggested that "in particular" should be replaced by "including" and that the word 
"dengue" in the second line should be deleted. 

Dr SATTAR YOOSUF suggested that the word "such disease" should replace "dengue" on the second 
line, before "control programmes". 

Those amendments were adopted. 

Dr MASON welcomed the insertion in operative paragraph 4(3) of the proviso "within available 
resources"; that phrase should - he believed • appear in all WHO resolutions where reference was made to 
activities to be funded from regular budget or extrabudgetary resources. 

The resolution, as amended，was adopted.1 

Control of malaria 

The CHAIRMAN drew attention to the following draft resolution, proposed by Dr Calman, 
Professor Girard, Dr Gomes, Dr Larivière, Dr Li Shi-chuo and Dr Tin U: 

The Executive Board, 
Recalling resolution EB83.R16; 
Recalling the proposal made at the eighty-fifth session of the Board that a global conference on 

malaria should be convened at ministerial level; 
Having considered the report of the Director-General on the Ministerial Conference on Malaria, 

organized by the World Health Organization and held in Amsterdam, 26 and 27 October 1992, 

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Recalling resolution WHA42.30 on the global malaria situation; 
Recalling resolution AFR/RC42/R8 of the forty-second session of the Regional Committee 

for Africa, resolution SEA/RC45/R6 of the forty-fifth session of the Regional Committee for 
South-East Asia, and resolution WPR/RC42/R9 of the forty-second session of the Regional 
Committee for the Western Pacific; 

Recalling that malaria threatens 2200 million people - about 40% of the world's population -
causing often severe clinical illness in over 100 million people, and that more than one million die 
of it annually; 

Noting the report of the Director-General on the Ministerial Conference on Malaria, held in 
Amsterdam, 26 and 27 October 1992, at the invitation of the Government of the Netherlands, and 
the World Declaration on the Control of Malaria made at that conference and reproduced in the 
report; 

1 Resolution EB91.R3. 
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Noting with satisfaction that the World Declaration on the Control of Malaria is fully 
consonant with the spirit of resolution WHA43.17 on strengthening technical and economic support 
to countries facing serious economic constraints, 

1. THANKS the Government of the Netherlands for its hospitality and for the financial and 
technical support as well as the excellent facilities provided for the Ministerial Conference; 

2. THANKS the other partners, including bilateral and multilateral development agencies and 
organizations of the United Nations system concerned for their technical and financial support to 
the Ministerial Conference; 

3. ENDORSES the World Declaration on the Control of Malaria, which 

(1) asserts the gravity of malaria, both as an unacceptable and unnecessary burden upon 
human health and as a serious obstacle to the social and economic fulfilment of persons and 
States; 
(2) proclaims the strong commitment of political and health service leaders alike to curb 
the disease; 
(3) promulgates a global malaria strategy for country-specific action founded on a realistic 
appreciation of needs and means; and 

(4) fully supports the four technical elements of the global malaria control strategy: 

- t o provide early diagnosis and prompt treatment; - t o plan and implement selective and sustainable preventive measures, including 
vector control; 

- t o detect early, contain or prevent epidemics; and 
- t o strengthen local capacities in basic and applied research to permit and promote 

the regular assessment of a country's malaria situation，in particular the ecological, 
social and economic determinants of the disease; 

4. URGES Member States where malaria remains a problem or a potential threat to reinforce 
their efforts for prevention and control in accordance with the principles enunciated in the 
Declaration; 

5. URGES interested parties, including bilateral and multilateral development agencies, other 
organizations of the United Nations system and nongovernmental organizations: 

(1) to recognize the contributions of malaria control to individual health and to community 
development; 
(2) to review the provision of multisectoral support for malaria control efforts; 
(3) to take into account the risk of malaria and related problems and the possible measures 
required to prevent them in the planning and implementation of development projects so that 
they do not contribute to the transmission of malaria and other communicable diseases; 

6. REQUESTS the Director-General: 

(1) to reinforce WHO leadership in malaria control; 
(2) to ensure, with the Regional Directors concerned, the necessary technical support at 
global, regional and national levels to Member States for the preparation or reorientation of 
malaria control programmes according to the global malaria control strategy and for their 
implementation in the context of primary health care; 
(3) to pursue efforts towards the progressive improvement and strengthening of local and 
national capabilities for malaria control and research through the health infrastructure; 
(4) to ensure that malaria control programmes are in line with current standards of malaria 
control and that technical developments are rapidly translated into programme guidelines; 
(5) to stimulate the mobilization of resources at the global, regional and national levels 
sufficient to give the necessary priority to malaria control; 
(6) to continue seeking collaboration with new partners in the development of effective and 
sustainable malaria control; 
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(7) to keep the Executive Board and the Health Assembly informed of progress in the 
implementation of the global malaria control strategy, including through the provision of 
epidemiological data. 

Dr VIOLAKI-PARASKEVA suggested that the gravity of malaria should be brought out by adding the 
words "hampering socioeconomic development and severely affecting the overall health status of populations" 
at the end of the third preambular paragraph of the resolution recommended for adoption by the Health 
Assembly. 

I t was so agreed. 

Dr VIOLAKI-PARASKEVA further suggested the inclusion in operative paragraph 5 of a new 
subparagraph (4) worded as follows: 

(4) to reinforce the malaria surveillance programme;. 

Dr HENDERSON (Assistant Director-General) advocated a more general approach, with the word 
"programme" omitted from the suggested text. 

It was so agreed. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) pointed out that operative paragraphs 1 and 2 of the 
Spanish version should begin with "AGRADECE" rather than "DA LAS GRACIAS". 

The r e s o l u t i o n � a s amended, was adopted.1 

Nonproprietary names for pharmaceutical substances 

The CHAIRMAN drew attention to the following draft resolution, proposed by Dr Bengzon, Dr Calman, 
Dr Kumate, Dr Larivière, Dr Li Shi-chuo and Dr Tin U: 

The Executive Board 

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Recalling resolution WHA31.32 on the importance of using nonproprietary names in 

establishing national drug formularies; 
Noting the fundamental contribution of the WHO programme on international 

nonproprietary names (INN) to effective communication in medicine, and the challenge inherent in 
maintaining this system as new substances are introduced into clinical use; 

Acknowledging with satisfaction the increasing contribution of generic products to national 
drug markets in both developed and developing countries; 

Noting the current trend to market these multisource products under trade-marks or 
brandnames derived from international nonproprietary names that often include stems or other 
descriptors used within the international nonproprietary names nomenclature; 

Recognizing that such use may compromise the safety of patients by potentially creating 
confusion in prescribing and dispensing medicines and by interfering with the orderly development 
of the nomenclature for international nonproprietary names; 

Aware of the concern expressed by the International Conference of Drug Regulatory 
Authorities at its last meeting about the growing use of pharmaceutical brandnames that are very 
similar or derived from international nonproprietary names; 

Noting the recommendation made by the WHO Expert Committee on Essential Drugs, in its 
fifth report,2 on the need to discourage, as a matter of urgency, the use of trade-marks that are 
derived from international nonproprietary names, 

1 Resolution EB91.R4. 
2 WHO Technical Report Series, No. 825, 1992. 
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REQUESTS Member States: 

(1) to enact rules or regulations, as necessary, to ensure that international nonproprietary 
names (or the equivalent nationally approved generic names) used in the labelling and 
advertising of pharmaceutical products are always displayed prominently; 
(2) to encourage manufacturers to rely on their corporate name and the international 
nonproprietary names, rather than on trade-marks, to promote and market multisource 
products unprotected by patents; 
(3) to develop policy guidelines on the use and protection of international nonproprietary 
names; 

2. CALLS O N the Director-General to intensify his consultations with governments and 
representatives of the pharmaceutical industry on ways of reducing to a minimum the problems 
arising from drug nomenclatures that can create confusion and jeopardize the safety of patients. 

Dr LARIVIÈRE, introducing the draft resolution, said that it had three sources: one was document 
PB/94-95, page B-175, paragraph 6; the second, as indicated in the text, was the recommendation by the 
W H O Expert Committee on Essential Drugs, which the Board would consider later; and the third was a 
recommendation by the most recent International Conference of Drug Regulatory Authorities, in October 
1991. 一 

The resolution was intended to resolve a growing problem with respect to the use of names derived from 
international nonproprietary names (INNs). The purpose of the W H O programme for the selection of INNs 
was to identify each new pharmaceutical substance by a unique, globally recognised general name in order to 
facilitate communication, labelling, and advertising of drugs in international commerce. By extension, the 
programme coordinated and harmonized the activities of existing national drug nomenclature commissions in 
line with the common guidelines for the development of generic names. 

Any actions which led to confusion in the use of INNs jeopardized the safety of patients: that concern 
had been raised in the appropriate forums, including W H O meetings, and there were many examples of the 
dire consequences of confusion for the safety and even the life of patients. 

Since the text had been produced, further consultations between the cosponsors and the Secretariat had 
resulted in an amendment designed to bring clarity to the fifth preambular paragraph, where the words 
"particularly in respect of single ingredient prescription drugs" should be inserted after "such use". 

T h a t a m e n d m e n t was adopted. 

T h e r e s o l u t i o n � a s a m e n d e d � w a s adopted.1 

International Conference on Nutrition: follow-up action 

The C H A I R M A N drew attention to the following draft resolution, proposed by the Rapporteurs: 

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

Nutrition, held in Rome from 5 to 11 December 1992，and the consequent proposed W H O strategy for 
supporting nutrition action at all levels, 

1. T H A N K S the Director-General for his report; 

2. EXPRESSES its appreciation to the Directors-General of W H O and F A O for convening the 
International Conference on Nutrition which, through its adoption of the World Declaration and Plan of 
Action for Nutrition, has taken a historic and decisive step to strengthen international commitment to 

3. R E C O M M E N D S to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

1 Resolution EB91.R5. 
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The Forth-sixth World Health Assembly, 
Having considered the report of the Director-General on the International Conference on 

Nutrition and the consequent proposed WHO strategy for supporting nutrition action at all levels; 
Commending Member States, organizations of the United Nations system and other 

intergovernmental and nongovernmental organizations concerned for their participation in the 
preparatory process and in the International Conference itself, and for their pledge to follow it up; 

Commending the Director-General for his effective collaboration with other organizations of 
the United Nations system, especially FAO, in organizing the International Conference and for 
according high priority to nutrition by allocating additional resources, in particular for those 
countries most in need, 

1. ENDORSES in their entirety the World Declaration and Plan of Action for Nutrition 
adopted by the Conference; 

2. URGES Member States: 

(1) to strive to eliminate, by the year 2000, famine and famine-related deaths, starvation 
and nutritional deficiency diseases in communities affected by natural and man-made 
disasters, and in particular iodine and vitamin A deficiencies; 
(2) to reduce substantially during the remainder of the decade the prevalence of starvation 
and widespread chronic hunger; undernutrition, especially among children, women and old 
people; iron deficiency anaemia; diet-related chronic diseases; foodborne diseases; social 
and other impediments to optimal breast-feeding; and inadequate sanitation and poor 
hygiene; 
(3) to develop, or strengthen as appropriate, plans of action setting out national nutritional 
goals and how they are to be achieved in keeping with the objectives, major policy guidelines 
and nine action-oriented strategies that were elaborated in the Plan of Action adopted by the 
International Conference on Nutrition; 
(4) to ensure the implementation of plans of action that: 

(a) incorporate nutrition objectives into national development policies and 
programmes; 
(b) develop food and nutrition-related measures in various sectors through 
governmental mechanisms at all levels, especially district development plans, and in 
collaboration with nongovernmental organizations and the private sector; 
(c) include community-based action for nutritional improvement that is crucial if full 
and sustainable benefits are to be ensured for all people, particularly through nutrition-
related primary health care activities; 
(d) are characterized by long-term sustainability and environmental soundness, 
enlisting the cooperation of all groups concerned; 

3. CALLS UPON organizations of the United Nations system, other intergovernmental and 
nongovernmental organizations and the international community as a whole: 

(1) to renew their commitment to the achievement of the goals and strategies set out in the 
World Declaration and Plan of Action for Nutrition including, to the extent that their 
mandates and resources allow, technical cooperation and financial support to recipient 
countries; 
(2) to reinforce and foster concerted action at all levels for the development and 
implementation of national plans of action in nutrition with a view to attaining health and 
nutritional well-being for all; 

4. REQUESTS the Director-General: 

(1) to support Member States in developing and implementing their national plans of 
action for nutritional improvement that emphasize self-reliance and community-based action, 
especially as regards their health-related aspects; 
(2) to reinforce WHO's capacity for food and nutrition action so that increased emphasis 
can be given especially in the priority areas of micronutrient malnutrition; nutrition 
emergencies, particularly training in preparedness and management; maternal, infant and 
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young-child nutrition; monitoring of nutritional status; control of diet-related chronic 
diseases; prevention of foodborne diseases; and research and training in subjects related to 
food and nutrition; 
(3) to give priority to least developed, low-income, and drought-affected countries, and to 
provide support to Member States in establishing national programmes, especially those 
concerned with nutritional well-being of vulnerable populations, including refugees and 
displaced persons; 
(4) to report on progress in implementation by Member States of the World Declaration 
and Plan of Action for Nutrition to the Health Assembly in 1995 as stated in the Plan of 
Action. 

Dr DLAMINI suggested that reference might be made in operative paragraph 2(3) of the draft 
resolution recommended for adoption by the Health Assembly to national programmes of action developed in 
certain countries after the World Summit for Children, which had been particularly concerned with the subject 
of nutrition. 

Mr AITKEN (Assistant Director-General) said that suggestion could be accommodated by adding, after 
the reference to the International Conference on Nutrition, "which also endorsed the nutritional goals of the 
Fourth United Nations Development Decade and of the World Summit for Children;". 

I t was so agreed. 

T h e resolut ion, as a m e n d e d � w a s adopted.1 

WHO global strategy for health and environment 

The C H A I R M A N invited the Board to consider the following draft resolution, proposed by Dr Bengzon, 
Dr Dlamini, Dr Larivière, Dr Meredith (alternate to Dr Calman), Dr Paz-Zamora and Dr Violaki-Paraskeva: 

The Executive Board, 
Appreciating the priority accorded to health and environment in W H O programmes; 
Recalling resolutions WHA45.31 on health and environment and WHA45.32 on the International 

Programme on Chemical Safety; 
Considering the United Nations Conference on Environment and Development and its principal 

results, the Rio Declaration on Environment and Development and Agenda 21; 
Responding to resolution 47/191 of the United Nations General Assembly on institutional 

arrangements to follow up the United Nations Conference on Environment and Development, in 
particular the section on coordination within the United Nations system, which requests all United 
Nations specialized agencies and related organizations of the United Nations system to strengthen and 
adjust their activities, programmes and medium-term plans, as appropriate, in accordance with 
Agenda 21 and invites all the governing bodies of the competent organizations to ensure that the tasks 
assigned to them are carried out effectively; 

Having considered the reports of the Director-General on the draft W H O global strategy on health 
and environment, prepared in response to resolution WHA45.31 on health and environment and the 
United Nations Conference on Environment and Development, 

1. T H A N K S the Director-General for the reports and supports the elements of the W H O global 
strategy on health and environment as presented; 

2. REQUESTS that the global strategy be forwarded in its entirety to the Forty-sixth World Health 
Assembly for its consideration. 

Dr N Y M A D A W A suggested that the first operative paragraph be amended to read: 
T H A N K S the Director-General for the documents prepared; 

and that in the second operative paragraph the word "draft" be inserted between the words "the" and "global". 

1 Resolution EB91.R5. 
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The CHAIRMAN observed the formulation suggested by Dr Nymadawa for the first operative paragraph 
would remove any mention of the Board's support for the WHO global strategy on health and environment. 

Dr KOMBA-KONO, supported by Dr SARR, proposed an alternative, involving the division of the 
paragraph into two. The first would read: 

THANKS the Director-General for the documents prepared; 
a new second paragraph would read: 

SUPPORTS the components of the WHO global strategy on health and environment as presented; 
and the third (formerly second) operative paragraph would remain unchanged. 

The resolution, as amended, was adopted.1 

Professor JABLENSKY said that although he was satisfied with the wording of the resolution, both he 
and Dr Nymadawa had expressed concern that the problem of nuclear wastes was not reflected in the draft 
global strategy. He wondered how that concern was to be conveyed in such a manner that the issue might be 
discussed at the Health Assembly. 

Dr NAPALKOV (Assistant Director-General) said that the concern voiced by Professor Jablensky and 
Dr Nymadawa would be reflected in the editing and preparation of the report of the Director-General to the 
Health Assembly. 

Eradication of poliomyelitis 

The CHAIRMAN drew attention to the following draft resolution, proposed by Dr Al-Jaber, 
Dr Bengzon, Dr Calman, Dr Chatty, Dr Dlamini, Mr Douglas, Dr Fatimi, Professor Girard, Professor Grillo, 
Professor Jablensky, Dr Kossenko, Dr Kumate, Dr Larivière, Dr Li Shi-chuo, Dr Mason, Professor Mbede, 
Dr Nakamura, Dr Nymadawa, Dr Paz-Zamora, Dr Sarr, Dr Sattar Yoosuf, Dr Sidhom, Mr Varder and 
Dr Violaki-Paraskeva: 

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

Immunization, which emphasizes the need to accelerate progress, particularly in implementing the 
initiative to eradicate poliomyelitis by the year 2000， 

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Noting the report of the Director-General on the Expanded Programme on Immunization 

which emphasizes the need to accelerate progress, particularly in implementing the initiative to 
eradicate poliomyelitis by the year 2000; 

Appreciating the progress towards the goal of poliomyelitis eradication being made in all 
WHO regions; 

Congratulating the countries of the Region of the Americas on having had no cases of 
poliomyelitis caused by wild poiiovirus for over one year; 

Noting resolution WPR/RC39.R15 of the Regional Committee for the Western Pacific on 
the regional eradication of poliomyelitis by the year 1995; 

Recognizing the major concern expressed by the Programme's Global Advisory Group about 
"the absence of political will on the part of some industrialized countries, developing countries and 
donors to make poliomyelitis eradication a sufficiently high priority"; 

Warning that the goal of global poliomyelitis eradication will not be achieved unless there is a 
continuing acceleration of national immunization programmes; 

Emphasizing that eradication of poliomyelitis will strengthen the Programme's activities 
against other diseases, conserve financial resources currently committed to vaccine purchase and 
medical and rehabilitative care, improve surveillance, strengthen laboratory services, render 
delivery systems more effective and increase community participation; 

EB91.R6. 
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Recalling resolutions WHA41.28, WHA42.32, WHA44.33 and WHA45.17 of the Health 
Assembly and the World Declaration on the Survival, Protection and Development of Children, 
which set goals for the 1990s, including the global eradication of poliomyelitis, the elimination of 
neonatal tetanus and the reduction of measles morbidity and mortality, 

1. REAFFIRMS that the goal of global eradication of poliomyelitis by the year 2000 is 
achievable; 

2. CONFIRMS WHO's commitment to the eradication of poliomyelitis as one of its highest 
priorities for global health work; 

3. ENDORSES the revised plan of action, including the establishment and extension of 
poliomyelitis-free zones and the confirmation of the absence of wild poliovirus transmission in 
those zones; 

4. APPRECIATES the commitment, support and coordinated actions of UNICEF and other 
organizations of the United Nations system, other intergovernmental agencies and governmental 
and nongovernmental organizations, in particular Rotary International; 

5. URGES Member States: 

(1) to reaffirm their commitment to the national eradication of poliomyelitis and make 
available the staff and resources necessary to achieve eradication; 
(2) to implement the essential policies and strategies in the global plan of action; 
(3) to develop effective surveillance for cases of acute flaccid paralysis and persistent wild 
poliovirus circulation among the population and in the environment; 
(4) to strengthen rehabilitation services for children disabled by poliomyelitis and other 
paralytic illnesses; 

6. CALLS ON organizations of the United Nations system, other intergovernmental agencies, 
and governmental and nongovernmental organizations to support countries committed to 
poliomyelitis eradication by cooperating in the planning and implementation of essential activities, 
ensuring provision of adequate quantities of poliovaccine for supplementary immunization, 
supporting the development of the poliovirus laboratory network, and providing technical assistance 
on surveillance and immunization; 

7. REQUESTS the Director-General: 

(1) to implement the measures necessary to achieve the global eradication of poliomyelitis 
by the year 2000, particularly plans, budgetary support and organizational activities necessary 
for coordinated health work; 
(2) to support countries in obtaining sufficient quantities of vaccine meeting WHO quality 
requirements for both routine and supplementary immunization, including local production or 
bottling of bulk vaccine, as appropriate; 
(3) to cooperate with countries in identifying their other needs with regard to 
implementing the essential measures to achieve poliomyelitis eradication, including logistics 
and cold-chain systems, laboratory services, and surveillance; 
(4) to work with other organizations of the United Nations system, other intergovernmental 
agencies and governmental and nongovernmental organizations to mobilize sufficient funding 
for vaccine supply and to meet other requirements for the eradication of poliomyelitis; 
(5) to monitor progress on a monthly basis through reports of detected cases of acute 
flaccid paralysis, confirmed cases of poliomyelitis and indicators of surveillance performance; 
(6) to continue to pursue basic and operational research relevant to poliomyelitis 
eradication; 
(7) to keep the Executive Board and the Health Assembly informed of progress towards 
the global eradication of poliomyelitis by the year 2000. 
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Dr KOMBA-KONO, noting the long list of sponsors, said he believed that no member of the Board 
would have wished to be excluded, given the importance of the subject. 

The resolution was adopted.1 

HEALTH SCIENCE AND TECHNOLOGY: DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) (resumed) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) (resumed) 

Programmes 13.15 to 13.18: Blindness and deafness; Cancer (including International Agency for Research on Cancer); Cardiovascular diseases; and Other non-communicable disease 
prevention and control activities 

Dr MASON commented that in the proposed programme budget document it was difficult to pick out 
realistic and measurable detailed objectives and targets in respect of the programmes under review. It was not 
enough that they could be found in other documents: the Board should insist that they be clearly stated in the 
one under discussion so that they could be evaluated with a view to setting priorities for the distribution of 
limited resources. 

Dr HAN Tieru (alternate to Dr Li Shi-chuo) remarked that cardiovascular diseases constituted a serious 
problem in developed and increasingly in developing countries, the latter being confronted with the dual task of 
controlling both communicable and noncommunicable diseases. In China, cardiovascular and cerebrovascular 
diseases were primary causes of mortality. WHO was doing an excellent job in evaluating current trends in 
those diseases throughout the world, and strengthening the capacity of Member States to tackle them. At the 
global level, the MONICA project and the joint study by WHO and the International Society and Federation 
of Cardiology on pathobiological determinants of atherosclerosis in young people had made considerable 
progress. 

Cardiovascular diseases generally deserved great attention, and called for the establishment of global 
surveillance and prevention networks. In China, with the support of the Regional Office for the Western 
Pacific, a cardiovascular and cerebrovascular disease prevention strategy had been drawn up, including the 
monitoring of hypertension, coronary disease and strokes. At the community level, measures to study and 
promote a healthy life-style included anti-smoking campaigns and the encouragement of rational nutrition. 
Nationally, effective training was being provided and activities aimed at the prevention of cardiovascular 
diseases were being strengthened. 

It was important first that WHO should further strengthen programme support for cardiovascular disease 
control, so that developing countries would not have to repeat the pattern of disease historically experienced in 
the developed countries. Secondly, increased backing should be given to developing countries in setting up 
their own cardiovascular disease control programmes and community prevention strategies and there should be 
an exchange of experience at the global level to provide guidance to Member States. Thirdly, he was 
concerned that for most regions the proposed programme budget showed a decrease in funding for regional 
programmes and global activities, and notably a considerable decrease in extrabudgetary resources. Indeed, for 
some intercountry activities, no allocations at all were envisaged. He wondered why that was so, and called for 
further information on the financing of global support for cardiovascular disease control and prevention 
activities in general. 

Professor JABLENSKY expressed concern that the major, indeed revolutionary, developments of recent 
times in molecular biology and the genetics of human disease found no reflection in programme 13.18. With 
the complete mapping of the human genome by the year 2000, enormous progress would have been made in 
determining the causes of all the common diseases. There were over 3000 hereditary diseases, of which some 
of the most common, such as sickle cell anaemia, cystic fibrosis and polycystic kidney disease, often caused 
premature death. Another research domain of great significance related to the genetic aspects of cancer, 
cardiovascular diseases, diabetes and mental diseases. 

While it was not WHO's task to conduct such research, it was constitutionally committed to embodying 
its results in its strategies and programmes. He wondered whether the Organization had the capacity to keep 
abreast of so many rapid developments. Could appropriate points of entry be selected? Could WHO provide 

Resolution EB91.R7. 
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guidance to countries on appropriate policies, and on the legal and ethical issues raised? Some 75% of articles 
in medical journals dealt with the subjects he had mentioned, yet they had been given only two paragraphs in 
the proposed programme budget. More comprehensive information could perhaps be provided explaining how 
WHO envisaged incorporating the research findings concerned into its policy. 

The meeting rose at 16h30. 



FOURTEENTH MEETING 

Tuesday, 26 January 1993，at 9h00 

Chairman: Professor J.-F. GIRARD 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the Agenda1 

(Document PB/94-95) (continued) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (Document EB91/INF.DOC./1) (continued) 

HEALTH SCIENCE AND TECHNOLOGY: DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) (continued) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) (continued) 

Programmes 13.15 to 13.18: Blindness and deafness; Cancer (including International Agency for Research on Cancer); Cardiovascular diseases; and Other noncommunicable disease 
prevention and control activities (continued) 

Dr KOSSENKO said that over the past few years there had been a noticeable increase in 
noncommunicable diseases, in particular cardiovascular conditions and cancer, which were recognized as being 
the principal causes of death in the industrialized world. Moreover, the prevalence of such diseases was also 
rising in developing countries. Under the relevant programmes (13.16 and 13.17), a wide range of vital 
activities were being implemented by extremely dedicated staff, whose limited numbers were, in his view, not 
commensurate with the importance of the work to be done. Over the past five years, the Board had adopted a 
number of important resolutions on specific aspects of the two groups of diseases. It would now be useful for 
the Board to undertake a comprehensive review of the two programmes. He therefore suggested that the 
Director-General might submit a special report on them to the Board in January 1994. The report should also 
cover coordination with the International Agency for Research on Cancer (IARC) and appropriate 
nongovernmental organizations, and provide information on the contribution of WHO collaborating centres on 
the subjects concerned. 

Dr DOI (alternate to Dr Nakamura), stressing the importance of controlling cardiovascular diseases in 
both the industrialized and the developing world, endorsed the view expressed by Dr Han Tieru at the previous 
meeting that WHO should strengthen its cardiovascular disease prevention and control programme. 

Dr WINT (alternate to Mr Douglas), referring to programme 13.18 (Other noncommunicable disease 
prevention and control activities), said that in his Region diabetes mellitus as a public health problem, was fast 
assuming epidemic proportions. The seriousness of the condition and its possible sequelae were well known. 
Furthermore, it was estimated that 60 million people were suffering from the disease in the world, mainly in 
developing countries and among minorities in industrialized States. Over the past two years, Jamaica had 
collaborated with the International Diabetes Federation in the context of World Diabetes Day. 

In view of the circumstances, he shared the concerns voiced in some quarters regarding the 
Organization's activities in the area and, above all, the fact that they were funded from extrabudgetary 

1 Taken in conjunction with: 
Item 5, Reports of the Regional Directors on significant regional developments; and Item 6, Implementation of 
resolutions. 
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resources. The Director-General should review the situation and look into the possibility of providing greater 
support for the programme in future. 

Professor GRILLO said that he was in favour of increasing the budget for programme 13.17 
(Cardiovascular diseases). Studies on the prevention of cardiovascular diseases were needed and, in that 
context, it was important to focus attention on children and young people, in order to lay the foundations for a 
healthy life-style as early as possible. 

Dr VIOLAKI-PARASKEVA requested further information on the possible strain variation of the 
hepatitis С virus mentioned in paragraph 17 of the programme statement for programme 13.14 (Other 
communicable disease prevention and control activities), which had been discussed at the twelfth meeting. 

There was no reference in the programme statement for programme 13.15 (Blindness and deafness) to 
the social implications of the unprecedented increase in deafness throughout the world. She was concerned at 
the absence of any budgetary provision under the programme for the European Region. Lastly, greater 
consideration should be given to palliative care for cancer and related ethical issues. 

Professor ALBERTI (International Federation of Oto-Rhino-Laryngological Societies), speaking at the 
invitation of the CHAIRMAN, said that more than 100 million people in the world suffered from deafness or 
hearing loss of 30 decibels or worse in the better ear. Half of those cases could be prevented by primary 
means, such as vaccination and prevention of acute respiratory disease, which were covered by other WHO 
programmes. 

The International Federation of Oto-Rhino-Laryngological Societies (IFOS), and its agency, the 
International Agency for the Promotion of Ear Care (IAPEC), had welcomed the launching of the programme 
for the prevention of deafness and hearing impairment, set up in cooperation with the programme for the 
prevention of blindness. 

The initiative had proved fruitful; activities had included an informal meeting of experts at WHO 
headquarters in June 1991, to assist in programme planning, and regional meetings in the Eastern 
Mediterranean and South-East Asia Regions during 1991 and 1992 to survey needs and devise national 
strategies and programmes. The appointment of the first full-time medical officer concerned with hearing loss 
prevention at WHO headquarters, financed by extrabudgetary sources, had played a vital role in the 
development of the programme for prevention of deafness and hearing impairment and the global programme 
for the prevention of hearing loss. He was certain that the programme would continue to be a catalyst for 
further action. The medical officer's post had only been funded for a fixed term; extension of that term was 
essential. 

With regard to activities at country level, IFOS had broadened its scope by establishing further national 
and local centres. In 1992, it had funded a hearing centre in Jakarta, with the assistance of Rotary 
International; substantial grants had also been awarded to centres in Bangkok and Bangladesh. I b e Pan 
African Federation of Oto-Rhino-Laryngological Societies, set up in 1991, was assisting in the establishment of 
regional hearing centres in Cairo, Nairobi and possibly Accra. A model project in simple primary ear care was 
being evaluated in Kenya. In Europe, training and equipment for the Baltic republics and central and eastern 
Europe were being provided by Scandinavian and Swiss members. A joint Swedish/Thai ear care project was 
under way in north-east Thailand. Epidemiological surveys of hearing loss had been completed or were under 
way in Africa, Asia, Mexico and Central America; however more were needed to obtain a global perspective. 

With the encouragement of WHO and IMPACT, a new broadly based multidisciplinary, 
nongovernmental organization had been set up in 1992 called Hearing International. It would take over most 
of the functions of IAPEC and enjoy the active participation of many groups involved in hearing loss and 
deafness activities. 

WHO's initiative, and in particular the prevention of deafness and hearing impairment programme, had 
improved coordination among centres and would encourage sharing of efforts and resources. The publication 
of several newsletters, notably one from Hearing International, had proved particularly useful in that 
connection. 

IFOS priorities included the development of good primary preventive methods, using interdisciplinary 
approaches; a reduction in avoidable deafness caused by misuse of ototoxic drugs; and the gathering of better 
data on the worldwide prevalence of hearing loss. 

He appealed to the Executive Board to continue its support for the prevention of deafness and hearing 
impairment programme, which was gaining momentum. There was a real demand for activities in that area, 
but unfortunately the resources available were inadequate. In particular, additional funding would be required 
for the headquarters-based medical officer pending the mobilization of sufficient resources by IFOS and 



156 EXECUTIVE BOARD, NINETY-FIRST SESSION 

Hearing International. In conclusion, he hoped that other regional offices would emulate those in the South-
East Asia and Eastern Mediterranean Regions and launch regional programmes. 

Dr TORRIGIANI (Division of Communicable Diseases), responding to Dr Violaki-Paraskeva's query 
regarding the hepatitis С virus, said that further studies were needed to confirm preliminary data indicating the 
possibility of strain variation in the virus, in particular in connection with the development of a suitable 
vaccine. 

Dr ROCHON (Division of Health Protection and Promotion), referring to concerns expressed regarding 
programme targets and results, acknowledged that document PB/94-95 might give the impression that WHO 
did not set specific targets or assess the results of programmes. He assured members that that was not the 
case. It should be borne in mind that some of the problems the Organization had to deal with, such as chronic 
diseases, developed slowly, and the effects of its action could therefore only be assessed in the long term. 
Moreover, it was difficult to describe achievements or anticipate results in the framework of the short two-year 
financial period; the programme budget document was intended to provide information on the overall 
objectives of programmes rather than list targets or results; there were other WHO documents for that 
purpose. However, document PB/94-95 did contain some information on specific targets and indicators for 
medium-term programmes, as for example in the programme statement for programme 13.15 (Blindness and 
deafness). A specific discussion on targets and the adoption of appropriate measures might be useful as it was 
not possible to cover those issues comprehensively in the context of the programme budget. 

Dr H U Ching-Li (Assistant Director-General), in reply to Dr Mason's query at the previous meeting 
regarding the targets for the programmes under consideration, said that when drafting the programme budget 
for 1994-1995 it had been found that the objectives and targets outlined in the Eighth General Programme of 
Work were out of date; for that reason they had not been included in document PB/94-95. In the Ninth 
General Programme of Work more realistic goals would be set at country and regional levels; they would 
make allowance for national and regional differences. 

Several members had voiced concern at the increasing prevalence of cardiovascular diseases in 
developing countries. Accordingly, and in view of the meagre resources available, priority in the 1994-1995 
proposed programme budget had been given to activities in developing countries. 

To reply to Dr Kossenko, he said a report would be prepared on noncommunicable diseases, particularly 
cancer, and cooperation with IARC and other institutions for submission by the Director-General to the 
January 1994 session of the Executive Board, if the Board so wished. 

With reference to Dr Wint's comments on diabetes, WHO had long cooperated with the International 
Diabetes Federation, which had seconded a staff member to WHO for a two-year period under the diabetes 
programme. A professional post had subsequently been funded from extrabudgetary resources from 1990， 

which would continue through 1993. As a consequence of the proposed reductions to the budget for the 1994-
1995 biennium, it would probably be difficult to avoid further staff cuts. None the less, in view of the 
prevalence of the condition in developing countries, the programme's continuance would remain a matter of 
priority. 

He agreed with Dr Violaki-Paraskeva that palliative care, particularly for the old, deserved further 
attention. As to the ethical issues involved, further studies and close cooperation with CIOMS and other 
organizations and institutions would be necessary. 

Regarding Professor Jablensky's queries at the previous meeting concerning hereditary diseases, WHO 
was closely monitoring developments in molecular biology, including human genome mapping, genetic 
screening and gene therapy, that increased the likelihood that prevention of hereditary and other diseases 
would become possible in the future. Furthermore, since 1990, WHO had organised some ten meetings on 
different aspects of medical genetics; the reports of those meetings could be made available to members on 
request. 

As for the ethical issues raised by the developments mentioned, WHO had cosponsored the XXIVth 
CIOMS Round Table Conference on Human Genome Mapping, Genetic Screening and Gene Therapy, held in 
Japan in 1990. A copy of the Declaration of Inuyama adopted by that Conference could also be given to 
Board members on request. WHO had also been represented at many other international meetings and 
symposia on the ethical problems raised by such technological developments, such as the Workshop on Ethical 
Implications of the Human Genome Project held in Amsterdam in October 1992, and the international 
colloquium on the same subject held in Paris in December 1992. Furthermore, UNESCO had recently started 
work on an international legal instrument covering the ethical issues raised by the Human Genome Project. It 
was essential not to misuse the technology now available and WHO would pursue its cooperation with other 
bodies with that end in view. 
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Dr BOULYJENKOV (Hereditary diseases programme) said that the hereditary diseases programme was 
concerned with genetic approaches to prevention and control of the commonest hereditary diseases and 
diseases to which there was a genetic predisposition and WHO was providing countries with international 
expertise and technical guidance in their efforts to plan, establish and manage national programmes. For a 
number of years, it had collected and quantified information on the application of genetic knowledge at the 
community level, and had initiated such programmes on the most common hereditary diseases, for example, 
the hereditary anaemias, cystic fibrosis and birth defects, in order to develop genetic approaches suitable for 
incorporation into health care systems. As a result, appropriate control programmes based on WHO 
recommendations were being developed in every WHO region. In addition to limited regular budget funds, 
those activities were supported by the Thalassaemia International Federation, the International Cystic Fibrosis 
(Mucoviscidosis) Association and the International Clearinghouse for Birth Defects Monitoring Systems. 
Further development and extension of programme activities had been made possible by cooperation with other 
international and nongovernmental organizations. The World Federation of Hemophilia, the National 
Neurofibromatosis Foundation in the United States of America, and the IPSEN Foundation had recognized 
the importance of genetic approaches to disease control and, by providing substantial financial support, had 
made possible international discussions and cooperation in important areas such as haemophilia, 
neurofibromatosis, cardiovascular diseases and mental health. As a result of joint meetings on those subjects, a 
network of experts and institutes interested in working towards the further implementation of selected disease-
oriented control programmes had been set up to collaborate with WHO. 

Because an increasing number of countries were becoming aware of the problems of hereditary diseases, 
educational materials on the control of thalassaemia and haemophilia, and guidelines on the establishment of 
national programmes for the control of phenylketonuria, hypothyroidism and sickle cell disease had been 
prepared for use at the country level. There was no universal approach to the provision of genetic services in 
different countries because of regional differences in awareness as well as in the distribution of genes in the 
populations. For example, the provision of genetic services on thalassaemia was essential for some countries in 
the European, Eastern Mediterranean and South-East Asia Regions, and on sickle cell disease in Africa and 
the Americas, while birth defects seemed to occur equally in all regions. The Regional Office for the Eastern 
Mediterranean had realized the importance of hereditary blood disorders and would convene an advisory 
working group on the haemoglobinopathies in the following biennium. Current trends in the management of 
genetic diseases were strongly linked with progress in the international Human Genome Project, and the 
multicomponent structure of the hereditary diseases programme allowed it to adapt to different needs as and 
when they arose. Over the past few years, great achievements had been made in human genetics as a result of 
the implementation of the international Human Genome Project. To date, more than 5000 inherited 
characteristics had been shown to exist in humans. About 2000 genes had already been precisely marked in 
chromosomes, and more than 600 of them had been related to known diseases. It was hoped that the 
application of genetic knowledge would provide possibilities for the prevention, diagnosis and treatment of 
cardiovascular diseases, diabetes, some forms of cancer, and mental and neurological disorders, all of which 
were widespread. If predisposition could be diagnosed before a disease appeared, it might be possible to 
prevent the disease by changes in life-style, including modification of diet and periodic check-ups. Preventive 
programmes would be more effective if they included a genetic component. Such matters would certainly be 
discussed by the WHO Scientific Group on the Control of Hereditary Diseases, which was to meet in Geneva 
in November 1993. 

PROGRAMME SUPPORT (Appropriation Section 5) 

Health information support (Programme 14) (Document PB/94-95, pages B-263 to B-272) 

Dr MASON noted that, according to the table on page B-267 of the programme budget document, the 
budget allocation for programme 14 had increased by some 16%, or US$ 7.66 million, to a total of about 
US$ 55.5 million, making it WHO，s second largest programme in terms of budget allocation. Further, as 
shown on page A-34 of the programme budget document, the budget of a related programme on public 
information and education for health (programme 2.6) had increased from around US$ 14 million to some 
US$ 16.4 million. In other words, the combined budgets for the programmes on public information and 
education for health, and health information support had increased by some US$ 9.96 million to a total of 
around US$ 71.8 million. From page B-267 of the programme budget document，it was clear that the major 
increase in the health information support programme had been for global and interregional activities, whereas 
there had been a decrease for activities at country level, as well as a decrease of some 50% in intercountry 
activities. The increase of around US$ 6.2 million for activities at headquarters appeared to be somewhat 
higher than could be justified by inflation. The health information support programme was obviously 
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important, but was there a need for such large increases, bearing in mind the relative importance of other 
programmes? Furthermore, was an increase of around 16% justifiable when the programmes on health 
information support, and public information and education for health together consumed some 8.6% of the 
total regular budget? The Board had discussed other important programmes, such as the programme on 
blindness and deafness, which received very small budget allocations. While recommending that the budget for 
the programme on health information support should be increased to keep pace with inflation, he wondered 
whether the large proposed increase could be justified in terms of the priorities established by the Board, and 
whether savings could not be made. 

Dr LARIVIÈRE recalled that the Programme Committee had asked the Director-General to reflect on 
the possibility of making savings in programme 14; it would be interesting to hear what was proposed. He 
recognized that the programme supported other programmes, as well as the activities of the governing bodies 
of the Organization, and that two-thirds of the programme's budget for activities at global and interregional 
level was spent on planning and management, in other words staff costs. It would be interesting to know what 
the effect of carrying out much of the work on a contractual basis would be. Would such a procedure be 
appropriate? Would it reduce costs? Would it be possible to maintain the high quality expected of WHO as a 
leading technical agency? Consideration should also be given to the need for records of the proceedings of the 
governing bodies of the Organization. Records of the decisions taken by the Executive Board and the Health 
Assembly were essential for reference and historical purposes and for the continuity of the work of those 
bodies. But what of verbatim records? It would be interesting to know the extent to which they were used, in 
view of the fact that they were distributed between six months and two years after the meetings had taken 
place. Consideration could be given to making verbatim records available only at a few key access points, 
perhaps at headquarters and the regional offices. Paper was very expensive and cheaper ways of making 
information available should be considered. As countries became better equipped to handle electronic 
information, perhaps verbatim records could be made available as part of information packages sent to 
Member States on diskette or CD-ROM. A reasonable timeframe would have to be suggested for transition to 
such a system. While the programme budget document gave a clear picture of programme priorities, it did not 
contain sufficient detail to permit specific suggestions to be made on where costs could be cut. Nevertheless, 
the need for particular documents and publications should be examined and consideration should be given to 
cost recovery with respect to technical information, including how the resources thus collected could be used to 
promote sales - rather than covering support costs. Careful reflection and a streamlined approach were called 
for. 

Dr SIDHOM stressed that for many countries the health information support programme provided the 
only reliable source of health information. Investment in health information thus helped to meet the needs of 
countries, particularly in the light of increasingly numerous health problems and the rapid development of 
knowledge. Access to up-to-date information was required if health services of comparable quality were to be 
provided throughout the world. Some years ago, the Regional Office for the Eastern Mediterranean had 
carried out a survey on the use of WHO documentation and the degree of user satisfaction. Had similar 
investigations been made in other regions? Needs were increasing, while the resources available were limited; 
it would therefore be worthwhile to assess the various documents and publications produced with a view to 
rationalization. The programme budget document mentioned the expanded use of information technology, the 
increased dissemination of material on diskettes, and so on; while such proposals were possibilities for the 
future, many countries were not yet in a position to take advantage of those means of transmission; then-
capacity to do so should therefore be developed and strengthened. He wondered whether the suppression of 
posts at headquarters and in some regional offices would not have a detrimental effect on the programme, 
which was an important one. Rapid access to information could only be ensured if all countries, regions and 
offices had access as quickly as possible to documents in the working language of their country or region. It 
seemed, however, that one particular working language was predominant; documents were always available in 
it while documents in the other working languages appeared months, if not years, later, by which time they 
were out of date or had ceased to be interesting. An effort should therefore be made to ensure that 
documents in all the official languages appeared within a reasonable period. One way of increasing resources 
for the health information support programme was for other programmes to contribute to the production of 
documentation in their own subject areas. It might also be possible to involve countries, by allocating part of 
the budget for cooperation with WHO to the acquisition of WHO documentation. 

Dr BENGZON recognized the importance of health information and related activities in support of the 
different programmes of the Organization, but felt that Dr Mason had made a valid point. As Dr Larivière 
had indicated, it was difficult to make specific suggestions for budget cuts, but the publications and documents 
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listed on pages B-268 to B-272 varied enormously in importance, and it would surely be possible to eliminate 
some of them. With reference to paragraph 3 of the programme statement, the readership of WHO 
documentation must be determined more precisely; only then would it be possible to judge whether various 
types of publication and ways of disseminating information were appropriate and efficient. Furthermore, as 
Dr Mason had said, not much money was being spent at country level, where the information was needed. 

Dr VIOLAKI-PARASKEVA supported the view expressed by previous speakers that the health 
information support programme was important. It had, nevertheless，been suggested that the budget of the 
programme should be reduced; the question was how that objective should be achieved. Without publications 
and documents, no one would be aware of the work of WHO. The volume of documentation produced should, 
however, be re-examined and every effort should be made to save on production costs. Concerning the 
suggestions made with respect to verbatim records, she noted that a decision had been taken in the European 
Region to suppress records of the Regional Committee. The result was that the final reports of meetings 
covered the points that the Rapporteur and Secretariat wished to include but did not set out all the views of 
the various speakers. With reference to the comments made by Dr Larivière, not all countries were ready to 
cope with new information technology, and the necessary preparations had to be made. Countries that used 
one of the working languages of the Organization were in a privileged position. The weak point of the 
programme was the transmission of information to countries that used other languages. For that reason, 
resources at country level should be increased, so that documents and publications, especially those of a 
technical nature, could be translated or made available direct to users. The health information support 
programme should be reconsidered taking account of the various points raised. 

Dr SHAMLAYE agreed with previous speakers that it was difficult for members of the Board to 
determine where savings could be made. Was the Organization obliged to produce summary and verbatim 
records? Even if verbatim records had to be distributed, he wondered why so many copies were needed; 
1400 copies of the English language version for fewer than 200 Member countries seemed excessive. He also 
asked why the unit costs were so different for the different language versions. For example, the cost of a copy 
of the verbatim record of the Health Assembly was about US$ 10 in English, US$ 15 in French and US$ 30 in 
Spanish. He asked whether there was any need to publish Basic documents every year，whether many changes 
were made to it, and why the cost varied so greatly depending on the language version in view of the fact that 
there was little need for translation. Perhaps savings could be made by means of appropriate changes in the 
number of copies printed and the frequency of publication. 

Dr DLAMINI agreed that the health information support programme was important but its budget was 
large and ways of cutting costs should be found. The objective should be to devote more resources to country 
level. She welcomed the assurance in paragraph 24 of the programme statement that support would be given 
to WHO Representatives to enable them to maintain up-to-date and easy-to-use documentation, especially that 
giving country information, since the greatest need was for information to help nationals at country level in the 
various health programmes. The wide range of WHO documents and publications should be reviewed to see 
which were most useful at country level, as had been done in the Eastern Mediterranean Region. Savings 
could then be made by not publishing some of the less relevant material. 

In her view, the system of producing verbatim records for the World Health Assembly and translating 
them into all the working languages was very costly and should be re-examined. 

Health information support was a labour-intensive programme and she wondered whether the 
discontinuation of posts might not reduce the programme's efficiency. 

Dr KOMBA-KONO said that the Organization should study more closely the question of who needed 
and could make the best use of its publications and documents. He had visited offices in his own country 
where WHO journals received many months before were still in their original and unopened mailing wrappers, 
while those who really needed the information were not receiving it. Analysis of distribution and the target 
readership might dramatically improve the utilization of WHO's printed materials and at the same time make 
it possible to reduce print runs. 

Dr NYMADAWA agreed with Dr Sidhom that for certain small developing countries WHO publications 
were the only reliable source of health information. While the Organization naturally had to concern itself 
with optimal utilization of resources, it could not drastically reduce the amount of information material 
supplied, especially at the country level. 

Computerization of WHO publications and documentation had already begun. It was particularly 
important for technical programme managers to give careful consideration to the needs for documentation. As 
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the Organization moved increasingly towards computerization, clear technical policies were vital, in particular 
in regard to the use of uniform standards, techniques and equipment. 

He agreed that the Organization should examine how and under what circumstances its publications and 
documents, in particular those provided free of charge, were being used. Costs could only be cut on the basis 
of such information. 

Professor CALDEIRA DA SILVA said that WHO's priorities must be defined and costs reduced where 
possible. Within programme 14，it should be possible to reduce the costs of documentation for administrative 
support purposes. In addition, there was room for improvement in the publications relating to health 
management and health policy, which were inadequate for both the teaching staff and the students in schools 
of public health. 

Professor MBEDE said that certain countries relied on WHO publications to provide them with the most 
important and up-to-date health information. However, the Secretariat should study which documents required 
large-scale distribution and which might be made available on request. The Secretariat might also indicate in 
which areas the health information support budget could effectively be reduced. 

Dr SATTAR YOOSUF said that the Organization needed to promote a clearer understanding in the 
countries of how its printed materials should be used. To reduce print-runs, WHO should try to assess exactly 
how many copies of its publications and documents were actually needed by countries in each case. The use of 
recycled paper for documents should also be considered as a cost-saving measure. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate), referring to Dr Larivière's remarks about the use of 
computerized information, said that a study of the capacities of countries to process information electronically 
would no doubt show that many had the technology, although it was being used for a variety of different 
purposes. Countries without such facilities might be encouraged to acquire what would most certainly be the 
technology of the twenty-first century. 

The Organization was beginning to develop the capacity to transmit health information electronically. In 
the Region of the Americas, for example, health information on diskettes was being exchanged between the 
Regional Office, subregional offices and the countries. While some highly advanced technology was perhaps 
not immediately applicable, such innovations certainly merited consideration for the future as a replacement 
for traditional methods, a change which would have ecological advantages as well. 

Dr PAZ-ZAMORA said that the Programme Committee had also given due consideration to the 
question of health information support. One thing was clear: publications were meant to be read and, in that 
connection, there were a number of ways to make them more attractive and more readable. WHO should 
make use of such techniques to attract its public. 

Publications lying unopened in their wrappers were a striking illustration of failure to attract and meant 
that the Organization needed to improve their appeal. People did not have time to read all the literature 
available and had to make choices. They would clearly find attractive those publications that contained 
information on the latest developments and new working methods and that could have immediate theoretical 
and practical application. 

The CHAIRMAN, speaking in his personal capacity, said that the discussion on programme 14 seemed 
full of contradictory statements, making it difficult to summarize the Board's conclusions. On the one hand, 
members had emphasized that the programme was essential; on the other, they stressed that its costs needed 
to be reduced. It was a big programme, which they were scrutinizing in some detail, but other programmes 
with equally large budgets received less of their attention. It was possible, though，that the Board was not 
being entirely fair: health information support was by definition a programme that served all the others. It 
would be informative to have a cost breakdown of programme 14 in terms of each programme it supported. 

Providing health information was one of the Organization's areas of expertise but there were problems in 
the form in which that information was put out. The documentation was often too long, sometimes dull, and 
frequently filled with WHO jargon, which might account for the fact that it could lie unopened in its wrappers. 
It could also lack visual appeal, as was the case with the red and white press releases, for example. 

An important feature of the discussions had been the keen interest shown in computerizing health 
information. It appeared that traditional and modern techniques of producing documentation would have to 
co-exist for some time, as many countries were only just beginning to adopt the new information technology. 
Such a transitional period might not be the best time to attempt a reduction in costs. 
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In conclusion, he considered that health information support was not only essential but contributed 
strongly to the Organization's image. It was therefore important to proceed with caution and at the same time 
to pursue actively new health information management policies, adapted to the needs of the Organization's 
public. 

Dr JARDEL (Assistant Director-General) agreed that discussions had certainly been lively and to some 
extent contradictory. He recalled that dissemination of information was one of the five priority areas proposed 
by the Director-General in his Introduction to the proposed programme budget. It was important to stress that 
programme 14 served all the other programmes and did not have an independent existence. While it would be 
difficult to produce a budget breakdown for each of the programmes that used health information support 
services, it would be possible to provide information on the ways in which programme 14 was used by the 
various programmes. 

Despite the priority of the programme, the Organization had taken particular pains at the global, 
interregional and regional levels to improve its productivity while reducing its budgetary allocation. In real 
terms, there had been an overall reduction of more than 10%, with the reduction at the level of headquarters 
representing 8%. Once the various cost factors had been taken into account, however, the overall sum 
allocated for 1994-1995 was substantially larger than that for the previous biennium. 

More than 70% of the programme's budget went to human resources. Seven posts had been eliminated 
at headquarters, including those of three editors and two translators. There had also been substantial human 
resources reduction in the South-East Asia and European Regions. 

Management studies had been undertaken to improve the cost-effectiveness of the programme. 
Programme activities were distributed roughly as follows: library activities, 16%; production, translation and 
distribution of written material, 67%; and document support for the governing bodies, 18%. Regarding the 
cost of verbatim records of the World Health Assembly, a question which had been raised several times, he 
wished to emphasize that there was no question of reducing the content of the summary records of the 
Committees but only of making savings on the verbatim records of statements in the plenary sessions, which 
were currently produced in separate editions in four official languages after the Assembly. Eliminating such 
verbatim records entirely would result in substantial savings. It would also be possible to economize 
substantially by producing only the single multilingual document in which all the texts appeared in the original 
language, and which was issued during the Assembly; that method would still respect the terms of the Rules of 
Procedure of the Health Assembly. Other, less substantial, savings could be realized by producing the WHO 
Basic Documents once every two years instead of annually, as was currently provided for. 

Great efforts were being made to computerize information, including the Tenth Revision of the 
International Statistical Classification of Diseases and Related Health Problems and the WHO world 
directories of medical schools, and schools of public health，pharmacy and so on. Many other activities were 
amenable to computerized treatment, for example, the ready-to-use documentation modules produced by the 
WHO Library for use in the offices of the WHO Representatives. However, as the Chairman had pointed out, 
WHO could not suddenly drop all its traditional publications methods; they would have to be used 
concurrently with the newer technologies during a transitional period, which would not lead to immediate cost 
savings. 

In recent years there had been a growing demand for permission to reproduce and translate WHO 
material, in particular technical and scientific publications, into languages other than the official ones of the 
Organization. That work was done at national institutions. While the quality of WHO publications and their 
presentation had improved considerably in past years, further improvements were under study. As 
Dr Nymadawa had suggested, it might be helpful to find out more about readers’ needs and reactions to WHO 
documentation. One possibility would be to offer free publications only to persons or organizations who 
requested them. Unfortunately, resources to manage such a system were not readily available and it was easier 
to send the material direct to countries and institutions. Such was the dilemma: to make long-term savings 
WHO would first have to make certain investments. 

With reference to Dr Shamlaye's query as to why documents were more expensive in one language than 
another, there was a certain fixed cost for each language version of any document; however, the fewer copies 
that were produced and distributed, the greater was the unit cost of each. As for recycled paper, it was used 
for certain short-life WHO documents and posters but not for WHO publications because it was more 
expensive and had a shorter lifespan than new paper. Publications were produced on acid- and chlorine-free 
paper, which had a long lifespan and was environmentally sound. 

The Secretariat had taken note with interest of Professor Caldeira de Silva，s remarks, in particular his 
view that the Organization did not publish adequate instructional material in the areas of health policy and 
health management. The Publications Committee at WHO headquarters shared his concern and hoped to 
rectify that situation in the future. 
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Several Board members had stressed the need to provide countries with more health information 
support; in that connection he drew attention to the documentation modules for WHO Representatives. He 
wished also to emphasize that the decisions regarding the use of WHO resources at the country level were 
made jointly by the Member States and the Regional Offices and based on the priorities of the countries 
themselves. It was to be hoped that efforts could be made to use a larger part of WHO resources at country 
level to purchase publications or to have them translated into national languages. 

Dr LARIVIÈRE wondered whether the Director-General might write to Member States in the near 
future to ask them how many copies of governing body documents they really needed. In his own country the 
number of such documents received could be reduced by at least half. 

In connection with cost factors, it would be good, when a given programme had been considered, to bear 
in mind the possibility of later changes, especially in the case of global and interregional activities, for which 
the rate-of-exchange factors in the table on page B-267 of document PB/94-95 amounted to almost 
US$ 3 500 000. If, as had been suggested earlier in the session, the amounts allowed for rates of exchange 
were not used, there would be a significant saving in the programme 14 budget. Similarly, if the catch-up 
factor was reduced, a further saving of some US$ 3 000 000 might be made on the allowance for inflation 
shown on page B-267. The programme as a whole should be examined with a view to a real programme 
reduction, without prejudice to its priority status. 

Dr VIOLAKI-PARASKEVA doubted that it would be worth the Director-General's while to write to 
governments asking for details of how many copies they needed of different documents. It would, however, be 
useful for the Board to know what were the relative costs of translation and initial printing of the documents 
and of further print-runs. 

Dr JARDEL (Assistant Director-General) replied that, although he did not have the detailed figures at 
hand, broadly speaking the staff costs, and especially those for translation, were much the largest component in 
the cost of producing documentation, followed by editorial costs and, last and least, by distribution costs. He 
could provide more detailed information if the Board so wished. 

Support services (Programme 15) (Document PB/94-95, pages B-273 to B-285) 

Programmes 15.1 to 15.4: Personnel; General administration and services; Budget and 
finance; and Equipment and supplies for Member States 

Dr MASON said that support services were vital if programmes were to be successfully implemented and 
the standard of services provided by WHO staff was excellent. However, in reviewing programmes 15.1 to 
15.4, it was difficult to overlook the fact that the proposed increase in the cost of support services was 
US$ 37 million, or 27%, overall, although they were accorded a mere 13 pages in the proposed programme 
budget. In contrast, the overall cost increase in the case of programme 4, Organization of health systems based 
on primary health care, was approximately 9%, and in that of programme 13, Disease prevention and control, 
13%. The support services programmes were growing two to four times faster than programme activities at 
the country and intercountry levels that directly affected the health and quality of life of people in WHO's 
Member States. 

It seemed to him that the Executive Board did not exercise adequate supervision over an area where the 
budget was the greatest and where cost increases were so enormous that they absorbed funds that could be 
used for programme activities, and particularly activities at the country level. Was it not appropriate to 
demand the same degree of accountability in regard to support service costs as was expected in respect of 
programme activities, which after all were the main focus of WHO's efforts? 

It could also be queried whether - at a time of world recession - the 27% growth in support service costs 
for the biennium, or almost 14% per year, was paralleled in the Member States. He was of course aware that 
inflation played a part, but found it difficult to see how such a steep increase could be justified, and wondered 
whether it might not be possible to reduce programme support costs with a view to freeing funds for 
programme delivery; for example, a reduction of the increase from 27% to 16% would release approximately 
US$ 16 000 000 for that purpose. 

In programme 15.2 (General administration and services), where it was proposed to increase the total 
under the regular budget from US$ 94 million to US$ 116 million，the allocation represented more than the 
total for programme 13 (Disease prevention and control). If the allocation for programme 15.2 were approved 
it would mean that its share of the total budget would rise from 12.77% to 13.37%, whereas most programme 
activity allocations would represent smaller shares of the regular budget as a whole than before. 
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Programme 15 as a whole would represent 20% of the regular budget compared with 18.99% previously. 
Overhead costs thus appeared to be out of control. 

Paragraphs 1 to 4 on page B-273, although they eloquently invoked the notion of efficiency, did little to 
justify the magnitude of the proposed increases. The Programme Committee had already drawn attention to 
that. A similar criticism applied to paragraphs 9 and 10 on page B-277, which spoke of reductions, hardly an 
apposite reference in the context of a 27% increase. The Board should consider ways of protecting 
programme activities, especially at country level, by reducing the proposed 27% increase, even though some 
rises in administrative costs were inevitable. 

Dr LARIVIÈRE, concurring, recalled that in the Programme Committee the Secretariat had answered 
the questions raised by stating that external reviews had been conducted on the management of global and 
interregional support activities, and that it was implementing the resulting recommendations. While it was 
reassuring to know that such external reviews had been carried out, it would be useful to have the information 
needed to determine whether measurable improvements were being made and in accordance with what 
priorities and what criteria: the language used for programme 15 in the proposed programme budget was very 
general. 

In the case of programme 13 (Disease prevention and control), which Dr Mason had mentioned, details 
had been given of targets, results and performance indicators, so that it was possible to ascertain whether 
programme objectives were being achieved. In the case of support services, however, the objectives were not 
always clear, and it was difficult to keep track of performance. The process was one in which the Executive 
Board should be involved, perhaps by setting up small groups or subcommittees to look more thoroughly into 
the information provided. That should not entail an avalanche of statistics; nor did it imply any distrust, but 
rather what one speaker had earlier referred to as "informed consent". The Executive Board should be 
enabled to fulfil that aspect of its mandate to the Health Assembly through constructive cooperation with the 
Secretariat. 

Dr KOMBA-KONO said that general administration costs were admittedly a sensitive component of the 
budget, but their importance in ensuring a high standard of programme implementation should not be 
underestimated. He was wholly in favour of cost-cutting where it was feasible, but not if it were to be at the 
expense of the quality of the services and equipment provided，which ultimately had an impact at the country 
level. 

Dr KOSSENKO agreed with the previous speaker and said that great caution was needed when 
discussing reductions in administrative costs and general services: it was，after all, the staff who were called 
upon to implement programmes, and they must be given the facilities to do so. Cuts in administrative 
expenditure might, it should be pointed out, have adverse consequences for the Member States themselves. 
For example, the reduction in the number of translation staff had led to a situation in which the remaining 
translators were unable to provide Russian-speaking participants with Russian language versions of documents 
in time for the Executive Board and the World Health Assembly, and sometimes those documents were 
received only after a very substantial delay. 

Mr BAYARSAIHAN (alternate to Dr Nymadawa), commenting on programme 15.4 (Equipment and 
supplies for Member States), said that attention should be concentrated on the rational use of equipment and 
medical supplies and on cost-effectiveness, particularly at the country level. WHO had clear guidelines for 
drugs and other supplies, such as the regularly updated lists of essential drugs and the WHO Emergency 
Health Kit. With regard to the supply of medical equipment，however, the situation needed to be improved in 
order to ensure more rational use of such equipment in accordance with the needs of each country. WHO 
might produce some documentation to guide Member States in that field. 

Dr VIOLAKI-PARASKEVA said that Dr Mason had made a very sound analysis of the proposed 
increase in the budget of programme 15. She asked whether more information could be supplied on the 
reason for that increase, how programme implementation could be made more efficient, and whether there was 
any system for avoiding unnecessary bureaucratic procedures and overlapping among the various programmes. 
She looked forward to an explanation by the Secretariat to see what savings could be made. 

Professor MBEDE said that the Board needed more detailed information if it was to understand the 
increase in the budgetary provision for support services. It should，however, be borne in mind that, in some 
countries administrative support for programmes had a very important effect on the quality of the results 
obtained from investments. Donors sometimes preferred not to concern themselves with administrative 
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aspects; good staff in country offices were essential to coordinate activities and the mobilization of resources 
in a way which maintained WHO's credibility with the donors. 

The CHAIRMAN, speaking in his personal capacity, said that it was legitimate to require that the funds 
received from Member States be managed as efficiently as possible. WHO,s Constitution required that Board 
members should be competent in health matters, but that did not imply a lack of competence in other fields. 
In fact, Board members had a dual responsibility. The Secretariat should assist them by providing all the 
necessary information. WHO's mechanisms were complex, involving management, financial and 
methodological factors. Better organization was needed, an issue that would be important in the Board's 
forthcoming discussion on the report of the Working Group on the WHO Response to Global Change. In any 
case, there was not necessarily any contradiction between the quest for essentially sound management and the 
quality of the Organization's services. The matter had already been partly discussed by the Programme 
Committee, and the Board should now endeavour to advance at what might be termed the "pedagogical" level. 

Mr AITKEN (Assistant Director-General), responding to points raised by members, observed that there 
seemed to be three strands in the debate: the provision of adequate services, the actual percentage accounted 
for by support services in the delivery of the total health programme, and why the inflation figures for support 
services were so high. For an examination of those issues he referred members to the last line of the table 
relating to programme 15.2, (General administration and services) on page B-278 of document PB/94-95. It 
showed that the Organization had begun the biennium 1992-1993 with almost US$ 94 million in 
programme 15.2. The second column showed the decrease in real terms made by cutting a number of posts 
and by reducing some services. That had to be done in order to keep down the figure for inflation in the third 
column, which amounted to some US$ 12.7 million, representing 13.5% of the figure in the first column. 

Dr Mason had rightly asked why WHO was proposing a higher annual figure to cope with inflation than 
was applied in most developed countries. The difference was due to "catch-up", which did not mean that the 
Organization would be doing in the next biennium what it had not been able to do in the previous biennium 
owing to a shortage of funds. It primarily meant meeting the increased salary costs of the United Nations 
system. Later in the session the Board was due to discuss the confirmation of the amendments to the Staff 
Rules, in which some fairly modest changes to the salary package had been agreed upon by the United Nations 
system. No salary increase was involved, only some changes in allowances. That alone would cost WHO some 
US$ 1.2 million from its regular budget just for the remainder of the present biennium, but no funds were 
available for the increase in the current budget or even in the budget for 1994-1995. In the budget for 
1996-1997, there would be only two options - to provide for the increase or to reduce the Organization's 
activities in real terms. In the present case, the cost increase for inflation of 13.5% was partly offset by the 
decrease in real terms in the second column. Therefore "catch-up" really meant paying a salary increase which 
the Organization was bound to grant under the United Nations system in a future biennium through increases 
that had not been included in the budget for a current or previous biennium. 

The figure in the fourth column, dealing with rates of exchange, was more than half the total cost factors 
increase, amounting to some US$ 13.6 million. In that respect programme 15.2 was perhaps a little special, 
because of the absence of any country or intercountry components. In all the regional offices except the 
Regional Office for the Americas, the possibility of currency fluctuations against the dollar existed. 
Consequently, some regions, especially Africa, were particularly hard hit, as was headquarters. If the dollar 
remained at its current operational rate, all of the US$ 13.6 million would be saved and the trend would be the 
same throughout the rest of the budget. However, as Dr Mason had pointed out, at the moment, if the two 
figures were added together, the result would be about 26%. The fact that the regional offices and 
headquarters were especially susceptible to currency fluctuations, whereas country and intercountry 
programmes were less affected by them because the dollar had not depreciated against the local currency, was 
the reason for the relatively high growth of overall costs in programme 15.2 as compared with the cost increase 
that Dr Mason had given for the disease prevention and control and other technical programmes. He hoped 
that the adverse effects of exchange rate movements would be eliminated by the time the programme budget 
document was submitted to the Health Assembly. If, however, the Organization did not have the amounts for 
inflation indicated in the programme budget document，they would have to be offset by real decreases in 
activities. 

Several members had asked why support services accounted for such a high percentage of the budget. 
Many members had, of course, experience of studying budgets at the national level and had therefore 
considered what percentage of a budget support services could reasonably be expected to reach. Their relative 
share in WHO，s budget was completely compatible with that found in other agencies of the United Nations 
system. The Secretariat had also tried to compare the figure with what was found in government programmes 
and in the budgets of ministries of health. Overall, WHO's figures were not disproportionate. Nevertheless, 
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the Secretariat was trying to learn from the private and public sectors to see how it could improve its 
performance, using consultants, in so far as it could afford them，to bring it up to date with modern techniques. 
Board members might therefore wish to inform the Secretariat of what their governments had done in that 
respect. The report of the Working Group on the WHO Response to Global Change contained a 
recommendation on the establishment of a small subgroup to advise the Director-General on some of those 
matters, which the Board would be able to consider at a later stage. For the moment, it was difficult to go into 
further details as to how specific savings could be made. Members could, however, rest assured that the 
Secretariat had done its very best to bring down the cost of programme 15 over the past year, and the real 
terms decrease was a reflection of that effort. 

Dr KO KO (Regional Director for South-East Asia) said that programme 15 was the vehicle through 
which all other programmes were carried out. Staff had to be recruited, supplies had to be obtained, contracts 
had to be made out, and funds had to be transferred. Without a good general administration and services 
programme no other programme would move. The programme was therefore absolutely essential, although it 
could possibly be improved. 

Allowing for exchange rate fluctuations vis-à-vis inflation was a difficult operation in planning the budget. 
There had been examples of increased costs of material and services due to inflation which had eaten away all 
gains made from currency exchange variations. The Board would reach its own conclusions as to where costs 
could be cut, but a very strong support services programme was undoubtedly required. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, because of inflation in 
Alexandria, there had been a 36.9% increase in general service staff costs in 1992, whereas a figure 
of 12%-15% had originally been expected. Only two options had been open: either to reduce the number of 
staff members, which was already at the bare minimum，or to negotiate with the staff and agree that the 
increase should take effect not from 1 January but from October. The staff itself had agreed to the latter 
solution, thus absorbing costs, which was a highly commendable action. The Regional Office had thus been 
able to manage for the current biennium, but in the next biennium still more inflation might occur. 

Dr VIOLAKI-PARASKEVA asked whether the Organization was obliged to convert the contributions 
received from Member States in United States dollars into Swiss francs or whether it could retain deposits in 
their original currency. 

Mr AITKEN (Assistant Director-General) replied that there was no obligation to convert dollars into 
Swiss francs. The Organization tried to optimize its currency usage depending on its expenditure. 

Dr LARIVIÈRE said that he hoped that the information given by the Assistant Director-General on 
"catch-up" costs, which had been very useful，would not replace the detailed information which he had 
requested earlier in the session. 

Mr AITKEN (Assistant Director-General), recalling Dr Larivière's question concerning the relative 
percentages of "catch-up" and forecast inflation in the amount allocated for inflation for the period 1994-1995, 
said that at the moment he was unable to give a figure for the Organization as a whole because of the blurring 
of the two elements at some country and subregional levels. At headquarters the figure was about 6% for 
future needs for 1994-1995，including some absorption, and 10% for "catch-up". 

Dr LARIVIÈRE said that if the Secretariat had been able to give a figure or percentage in the budget, 
the data must have been based on fairly precise information. It would be interesting to know whether that 
information reflected decisions already adopted by the United Nations General Assembly on staff salaries, 
since it was on the basis of such projections that it had been possible to calculate an inflation element. Past 
discussions on statutory cost increases had been relatively simple, since there had been no choice. If it was not 
possible to provide definite information but only to give an approximate figure or to express a fear, he would 
like to know whether that fear was well founded or not. 

The meeting rose at 12h30. 



FIFTEENTH MEETING 

Tuesday, 26 January 1993, at 14h30 

Chairman: Professor J.-F. GIRARD 

The meeting was held in private from 14h30 to 14h55, when it resumed in public session. 

1. AWARDS: Item 20 of the Agenda 

Léon Bernard Foundation Prize (report of the Léon Bernard Foundation Committee): Item 20.1 of the 
Agenda 

Decision: The Executive Board, after considering the report of the Léon Bernard Foundation 
Committee, awarded the Léon Bernard Foundation Prize for 1993 to Dr Fujio Otani (Japan) for his 
outstanding services in the field of social medicine.1 

Dr A.T. Shousha Foundation Prize (report of the Dr A.T. Shousha Foundation Committee): Item 20.2 of 
the Agenda 

Decision: The Executive Board, after considering the report of the Dr A.T. Shousha Foundation 
Committee, awarded the Dr A.T. Shousha Foundation Prize for 1993 to Dr Hajar A. Hajar (Qatar), for 
his outstanding contribution to the improvement of the health situation in the geographical area in which 
Dr Shousha served the World Health Organization.2 

Child Health Foundation Prize and Fellowship (report of the Child Health Foundation Committee): 
Item 20.3 of the Agenda 

Decision: The Executive Board, after considering the report of the Child Health Foundation Committee, 
awarded the Child Health Foundation Prize for 1993 to Dr Chryssa Tzoumaka-Bakoula (Greece) for her 
outstanding services in the field of child health.3 

Sasakawa Health Prize (report of the Sasakawa Health Prize Committee): Item 20.4 of the Agenda 

Decision: The Executive Board, after considering the report of the Sasakawa Health Prize Committee, 
awarded the Sasakawa Health Prize for 1993 to Professor Oladapo Alabi Ladipo and 
Mrs Grace Ebun Delano (Nigeria), and the Arpana Research and Charities Trust (India). The Board 
noted that Professor Oladapo and Mrs Delano would share US$ 30 000 and the Arpana Research and 
Charities Trust would receive US$ 40 000.4 

1 Decision EB91(3). 
2 Decision EB91(4). 
3 Decision EB91(5). 
4 Decision EB91(6). 
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Francesco Pocchiari Fellowship (report of the Francesco Pocchiari Fellowship Committee): Item 20.5 of 
the Agenda 

Decision: The Executive Board, after considering the report of the Francesco Pocchiari Fellowship 
Committee, awarded the Francesco Pocchiari Fellowships for 1993 to Dr Gyula Poor (Hungary) and 
Mr William Saila Pomat (Papua New Guinea) to enable them to widen their experience in the field of 
research.1 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) (continued) 

FINANCIAL REVIEW: Item 4.3 of the Agenda 

Report on casual income (Document EB91/40) 

The CHAIRMAN invited Mr Aitken, Assistant Director-General, to introduce document EB91/40. 

Mr AITKEN (Assistant Director-General) said that traditionally the Board reviewed the availability of 
casual income to help finance the proposed programme budget; the amount available at 31 December 1992 
was almost US$ 9.4 million. The proposed use of available casual income was set out in the document, and the 
annexed table gave details for the years 1988-1992; the main reason why the figure was lower than in previous 
periods was the non-payment of contributions; the situation would be reviewed in April 1993 in the light of 
the final accounts and a report made to the Health Assembly; if the final figure was higher, the additional 
amount would be used to reduce contributions. 

Some members had noted that in the past there had also been a reference in the casual income 
resolution to the "facility" for offsetting exchange rate movements. That provision was now included formally 
in the Financial Regulations and the figure was therefore in the draft appropriation resolution. 

The CHAIRMAN invited general comments on the budget. 

Mr BOYER (adviser to Dr Mason) said that a draft resolution2 would be submitted by Dr Mason 
reflecting concern about the size of the budget proposed, which showed an increase of 18.7% in nominal terms 
and a 22% increase in the assessments of Member States. He believed that it would be very difficult to defend 
increases of such magnitude to ministries of finance or other government agencies. 

During his many years’ involvement with WHO budgets, he could never remember the Board and the 
Health Assembly adopting a budget different from that presented by the Director-General in the proposed 
programme budget document, except for exchange adjustments made in May; it was very difficult to make any 
changes to the document. In adopting resolution EB79.R9 in 1987，the Board had sought to establish a 
procedure whereby Member States could have a greater impact on the Secretariat's proposals, giving the 
Programme Committee of the Board, the Board, the regional committees and the Health Assembly a part to 
play, with the aim of reaching a consensus. 

The present budget had passed through several stages: two years previously, the Health Assembly had 
adopted the 1992-1993 budget with cost increases of 10.05%. One month later, in accordance with the Board's 
resolution, the Director-General had convened a meeting of the Programme Committee for the purpose of 
setting a ceiling on cost increases for the following biennium, namely 1994-1995. 

He remembered that at that time the Director-General had proposed a ceiling of 12% and that 
Dr Mason, at his own urging, had suggested 9%. Agreement had been reached on the former figure. 

About a year later, the Director-General had authorized an increase in the figure to 13%, apparently 
without consulting the Programme Committee, despite the terms of resolution EB79.R9. 

Late in 1992, Members had received the proposal in which cost increases amounted not to 12% (as 
authorized by the Programme Committee), nor 13% (as authorized by the Director-General), but 15.46% or, 
according to page A-13 of document PB/94-95, 15.86%. Of that increase, 17.12% was attributed to 
headquarters, in Switzerland, where inflation was very low. He felt that analysis of the proposed budget in the 

1 Decision EB91(7). 
2 See summary record of the eighteenth meeting, p. 203. 
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light of official inflation estimates of 4% per annum for 1993, 1994 and 1995 would show that the budget 
figures were incorrect. 

The same estimates for inflation were given in the budget proposals of other international organizations 
in Geneva, including the largest, the International Labour Organisation. He therefore wondered how WHO 
could propose a budget with cost increases of 17%. Indeed, the ILO total budget increase, including both 
exchange rate considerations and cost increases, was 10.19% as against WHO's 18.72%. 

TTie difference seemed to be referred to in the proposed programme budget document as "catch-up". He 
had had difficulty in following the explanations of the term given by Mr Aitken, Assistant Director-General, 
who seemed to be attributing 10% of the cost increases to the "catch-up" factor and to salary increases 
consequent on decisions of the United Nations General Assembly. His own recollection was that when staff 
salary changes had occurred in the past an explanatory table had been provided and the Board and the Health 
Assembly had been informed that the costs would be absorbed. 

The Board would be asked to approve staff salary increases: document EB91/31 stated that the cost 
would be included in the 1992-1993 budget. In the past, he had understood that the costs were being absorbed 
in the current regular budget, whereas he now understood from Mr Aitken's explanation that the cost increases 
- i n effect for 1993 and not included in the 1992-1993 budget - would in fact be "caught up" and added to the 
budget for 1994-1995. That was an entirely new concept for WHO; estimations of cost increases should apply 
to the future, not relate to the past. All contributors had urged not only zero real growth but also maximum 
absorption of cost increases, including mandatory ones resulting from salary increases. 

He could not agree, therefore, with the provision for "catch-up" cost increases. That was why Dr Mason 
was proposing a draft resolution calling for a revision in the calculations of cost increases before the Health 
Assembly took place (see summary record of the eighteenth meeting, section 2). 

He hoped that before discussion concluded on the budget it would be possible to adopt a draft resolution 
along the lines of that proposed by Dr Mason, expressing the Board's concern at the high level of cost 
increases, the high level of nominal growth of the budget and the high level of increases in assessments, which 
were very difficult for anyone to defend, and asking the Director-General to revise the budget, before it was 
submitted to the Health Assembly, to take into account the discussions in the Board, including those about 
priorities. For example, he was not convinced that the high level of support costs in Geneva was justified and 
noted that such costs in the Region of the Americas amounted to 9.2%, as against 20% at headquarters; in 
any event, the question required serious study. 

Dr LARIVIÈRE took it that the Board was being asked to reconsider the calculation factors for the cost 
increases and they were not clear. "Catch-up" factors, such as mandatory increases in remuneration, should not 
be included as an element of inflation, but should be shown separately from the rate of inflation for Geneva. 
He requested the Secretariat to give a breakdown of that element. The concept of "catch-up", in his view an 
unfortunate expression, was not compatible with the traditions and decisions of WHO. Clarification was 
needed in relation to the actual figures. 

The proposed programme budget represented the closing stages of a continuous two-year process. It was 
very late in the day to make changes in the figures, which related to parameters agreed as long as two years 
earlier. 

The matter at issue was not how low the budget could be set, but one of transparency. The debate 
related to what levels of services, payments and assessments were considered tolerable. He saw it as a 
negotiation of degrees of what was tolerable between net donors and net recipients, rather than the pursuit of 
excellence. 

In his view, the bottom line was that there was limited scope, perhaps 1%, for cutting or recalculating 
factors on an agreed basis. On the other hand, if governments were not able to accept the budget by 
consensus in the Health Assembly, the result could be a vote of protest or the imposition of cuts from outside, 
rather than a programme agreed internally. He himself did not see any difficulty in a request that the budget 
should be recalculated in that light. 

Dr KOMBA-KONO said it should be made clear that the Member States of WHO were not recipients 
or donors, but had equal membership status, regardless of their assessed contributions. The matter under 
discussion was what constituted an acceptable budget. It was necessary to consider carefully the fact that the 
decisions taken affected the lives of people who were dying of disease. It was not an appropriate time to talk 
only of money. 

Dr MEREDITH (alternate to Dr Calman) said he concurred with the principles underlying the concern 
expressed by Mr Boyer and Dr Larivière. 
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The CHAIRMAN said that first, he detected a wish that, in future, different procedures from those 
currently in use should be adopted in relation to the programme budget process. TTiat could be discussed by 
the Board later when considering the report of the Working Group on the WHO Response to Global Change 
and the draft resolutions. Secondly, there was the question of what could be - and some felt should be -
changed in the current process. What was the margin for manoeuvre? He asked for precise answers, so that 
the Board's decisions could take account of all relevant information. Thirdly, he sensed that there was 
ambiguity concerning the subject of the debate. He suggested that some way should be found, with the help of 
the Secretariat, to advance proceedings, which in some respects were becoming rather confused. 

Mr AITKEN (Assistant Director-General) replied to the points raised by Mr Boyer. It was true that at 
the time of the Programme Committee session in 1991 the Secretariat's best estimate of inflation for the 
biennium 1994-1995 had been 12%. That inflation figure was still under discussion in July and August 1992, 
although by then subject to some uncertainty. When the programme had been discussed with the regional 
offices, and taking account of changes in remuneration, it was concluded that reductions needed to meet the 
12% inflation figure would eat too much into programmes. The figure of 13% for inflation in 1994-1995 had 
therefore been proposed as a baseline for cost increases. The figure of 13% did not appear as such in the 
documents, because it was a net figure derived from inflation of 15.5%, less a real decrease of 2.5% due to the 
abolition of posts. That presentation was in line with standard United Nations practice. It meant that, 
excluding exchange rate movements and casual income, costs would have to increase by 13%, some 6.5% per 
annum. 

A fair comparison with the inflation increases used by ILO would have to cover four years, 1992-1993 
and 1994-1995. It was true that ILO had sought a 10% inflation increase for 1994-1995, compared with WHO's 
13%. However, in the previous biennium, the converse had been the case. ILO had sought and obtained 
13.26% whereas WHO, although needing 15%, had in fact obtained only 10%. In other words, the inflation 
adjustment over the four-year period 1992-1995 was the same for WHO and ILO. Moreover, as ILO was less 
decentralized than WHO, it was less exposed to exchange rate movements. 

Up to 1974-1975 it had been WHO practice, when appropriate, to seek a supplementary budget 
appropriation in order to meet additional unforeseen expenditures incurred in the current biennium. Since 
that time, the practice had been to absorb such additional costs in the biennium in which they occurred, but 
the process of absorption could not continue year after year. In the end, Member States had to choose 
between paying the additional costs or cutting programmes. 

In reply to Dr Larivière, he said that the Secretariat estimated the "catch-up" element of the increase at 
some 5% out of the 15.5%, i.e. about one-third. 

It seemed to him that the present debate was about what Member States could afford rather than what 
WHO needed. The Organization certainly needed 13% or more to maintain, indeed rather less than maintain, 
its programmes. If Member States could not afford to meet the costs of programmes, which was another 
matter, they would say so at the Health Assembly. The Secretariat would examine the programme in that 
light. 

The CHAIRMAN said that Mr Aitken had clearly stated the alternatives in his last remarks. He 
proposed that the Board should discuss the issue further when the draft resolutions were examined. 

Mr BOYER (adviser to Dr Mason) said that Mr Aitken seemed to be suggesting that the Board should 
not challenge the figures contained in the document. He did indeed take issue with the validity of the real 
decrease of 2.5% which, in combination with the increase of 15.5%, produced the net 13% inflation. He did 
not see that the elimination of vacant posts or non-operational programmes due to non-receipt of 
contributions, which did not result in any saving of money, could legitimately be subtracted from the cost 
increase. In his view, the real cost increase was 15.5%. 

The CHAIRMAN reiterated that the issue was best discussed informally between the Secretariat and the 
members of the Board interested, in order to clarify the issues and ensure a common basis for subsequent 
discussion. 

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

PROGRAMME SUPPORT COSTS: Item 4.4 of the Agenda (Document EB91/5) 

Mr AITKEN (Assistant Director-General) introduced document EB91/5, the preparation of which had 
been a highly complex process. Support costs comprised the amount that extrabudgetary programmes were 
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charged by WHO for support services provided at headquarters and in the regions. Since 1981, WHO and the 
other organizations in the United Nations system had been charging 13%. Two major changes had taken place 
since that time: first, UNDP, the main agency determining support costs within the United Nations system, 
had changed its procedure; secondly, WHO had re-evaluated the cost of supporting extrabudgetary 
programmes. In 1981, when the figure of 13% had been decided upon, the actual cost had probably been 
about 27%; the extra 14% had been paid from the regular budget. That had been considered a fair 
arrangement. A similar survey had been recently carried out by a well-known expert consultant for WHO as a 
whole (support costs varied markedly between programmes); the figure for support costs had been found to be 
35%. UNDP's new procedure for calculating support costs did not involve percentages; instead, U N D P costed 
services, such as project preparation and administration of specific items, and paid for that cost. That had 
been the outcome of a debate in UNDP that had lasted two-and-a-half years and was still not fully resolved. 

The issue of how WHO should respond to the changes that had occurred in support costs during the 
previous 10 years had been raised at several recent sessions of the Executive Board and of the Programme 
Committee. One view was that extrabudgetary programmes should not be supported so heavily by the regular 
budget; another was that extrabudgetary funding would be lost if more than 13% were charged for support 
costs. The WHO Secretariat was similarly divided in its views. The regular budget was already devoted in 
great measure to technical cooperation. In some other organizations and in the private sector, support costs 
amounted to 30%-50%. Document EB91/5 represented a first attempt to bring the issue before the Board in 
order to elicit its views. Other organizations in the United Nations system, such as FAO, were taking similar 
steps. A s U N D P accounted for only 5% of WHO's extrabudgetary expenditure, its procedures were not a 
critical factor in resolving the problem. Any decision to alter the provisions of resolution WHA34.17, which 
obliged WHO to charge 13%, would have to be taken by the World Health Assembly, especially with regard to 
support costs from sources other than UNDP, which were mainly donor governments. 

Part V of document EB91/5 advanced four options for changing current practice. The first (14(a)) was 
to increase support costs to 17%. That figure had been arrived at because in 1981, 13% had represented about 
one-half the real cost, 27%; 17% represented about one-half current real costs, 35%. WHO would therefore 
still pay about half of extrabudgetary support. Donors and special programmes at WHO might be affected by 
such a change; individual governments would decide how to respond, the second option (14(b)) would be to 
vary support cost percentages slightly; to charge 17% for most services but only 6% for supplies and 
equipment, which generally cost less than, for example, a consultancy programme. The third possibility (14(c)) 
would be to charge completely differential rates. One percentage would be charged for projects that had a 
strong staffing element, which was costly; another rate would be applied to fellowships; and yet another to 
supplies and training. Such a system would, however, be difficult to explain to donors and would involve 
complicated calculations. The fourth suggestion (14(d)) involved the inclusion of almost all support costs in 
the extrabudgetary project itself, rather than the levying of a percentage. Donors would be told that a 
particular sum they wished to provide would entail certain additional costs for support, on the basis of what 
WHO needed. The current figure of 13% might, however, be increased if all such costs were included. The 
Secretariat would welcome the advice of the Board. 

Dr MEREDITH (alternate to Dr Calman) agreed that programme support costs were a complex 
question. In principle, it would be equitable to require extrabudgetary programmes to pay for support received 
from the regular budget; however, the real cost of such support was not easy to calculate, as it varied from 
programme to programme. Account should be taken both of the interdependence of many extrabudgetary and 
regular budget programmes and of the real risk of scaring away donors who found the support costs of 
extrabudgetary programmes excessive. He submitted that before deciding on any change, further information 
was called for; it might usefully include details from the directors of extrabudgetary programmes concerning 
the level of programme support (administrative staff costs, telephone bills, rent, heating and so on) met from 
their own funds and the contribution made by their programmes to activities funded from the regular budget. 
That information, together with the findings of the cost management study conducted by the expert consultant, 
could be analysed either by the Executive Board or, initially, by one of the subgroups being advocated by the 
Working Group on the WHO Response to Global Change. 

Dr KOSSENKO also agreed that the subject was both complex and important and that further study was 
required. In particular, the amounts of funds that would accrue to the Organization as a consequence of the 
different options put forward should be determined, and the views of donors on the subject should be 
ascertained. The expert consultant should be invited to recommend the option deemed most advantageous and 
acceptable for the Organization. Members of the Board had neither sufficient information nor the specialized 
knowledge to make a well-founded choice. The question required further investigation and review. 
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Mr MORTENSEN (alternate to Mr Varder) endorsed the remarks by Dr Meredith and Dr Kossenko. 

Mr BOYER (adviser to Dr Mason) said that justice should be done to both the regular budget and the 
extrabudgetary programmes; neither should be discriminated against by a flat formula which might not actually 
reflect true costs. Document EB91/5 reproduced resolution WHA34.17, which showed that the decision to set 
support costs at 13% had been based on decisions taken by the Governing Council of UNDP, by the Economic 
and Social Council of the United Nations and by the United Nations General Assembly. Was a new formula 
that could be applied throughout the system currently under consideration within the United Nations? Should 
WHO adopt a separate solution that was tailored to its own needs? 

Dr LARIVIÈRE said that document EB91/5 constituted a useful basis for further discussion, in the 
course of which qualitative distinctions should be made between extrabudgetary contributions. Some donors 
made funds available for WHO to carry out specific tasks under predetermined conditions; on the other hand, 
a great number of small contributions to regular WHO programmes (for example funding for a workshop or a 
course) ranked as extrabudgetary but were utilized under circumstances that made determining and charging 
the support cost element a difficult and delicate exercise. At all events, he considered that the debate on the 
matter had been launched in such a way as would make it possible to preserve both the interests of the regular 
budget and the flow of voluntary contributions. 

There being no further speakers, the CHAIRMAN said he took it that the Board wished the subject to 
be considered further and with caution, and noted that it overlapped with the reflection on the balance 
between budgetary and extrabudgetary contributions that formed part of the activity of the Working Group on 
the WHO Response to Global Change. 

Mr AITKEN (Assistant Director-General), responding to Mr Boyer,s remarks, said that an arrangement 
had almost been reached at UNDP for the United Nations system. He doubted, however, whether 
arrangements between individual donors and organizations could be based on the U N D P model. Within the 
United Nations system, necessary exchanges of information were possible. The model to be used for 
individual, bilateral donors would have to be simpler. 

3. NINTH GENERAL PROGRAMME OF WORK COVERING A SPECIFIC PERIOD (1996-2001) 
(POUCY AND PROGRAMME FRAMEWORK): Item 10 of the Agenda (Document EB91/20) 

Dr SIDHOM, introducing document EB91/20, entitled "Policy and programme framework for the Ninth 
General Programme of Work", said it represented the outcome of discussions by the Programme Committee in 
August 1992, and by a number of regional committees in September and October 1992. 

The Programme Committee had agreed that the outline Programme submitted to it was an improvement 
on its predecessor, constituting not so much a detailed plan as a framework allowing for further development. 
The four major "policy and programme directions" would permit a smooth transition from the Eighth General 
Programme of Work and accelerate the advance towards health for all. A fifth "policy direction" had been 
proposed by the Committee, to cover matters such as the management and coordination of international health 
activities. The Programme Committee had welcomed the emphasis on strengthening support for countries in 
tackling their priority health concerns. 

The Committee had generally approved the structure of the proposed Programme of Work but suggested 
some modification of its goals and targets. Additional global targets should be set, countries and regions being 
left to define national or regional objectives. Some targets of the Global Strategy for Health for All might be 
incorporated in the Programme after updating in the light of the second evaluation of the implementation of 
that strategy. It had been pointed out that equal access to health services depended on a sound primary health 
care infrastructure. That aspect and the subject of human resources for health should be adequately covered; 
a number of other issues such as AIDS, the relationship between health, the environment and development, 
multisectoral approaches, and the viability of action at country level, required more attention. In order to 
strengthen programme activities and their surveillance and evaluation, it was important to have outputs and 
results that could be measured. 

The Programme Committee had recognized that the rigorous detail of the classified lists of programmes 
included in the Seventh and Eighth General Programmes of Work had frequently hampered integrated support 
to countries. What was needed to promote such support was a list that would serve as a management tool for 
the implementation of feasible programmes. Furthermore, the managerial reforms implemented in WHO 
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should be described in the Programme of Work, so that any deficiencies in the Organization's activities at 
country level might be corrected. The budgetary implications of the Ninth General Programme of Work 
should be made plain in programme budgets; another need was to show how activities supported by 
extrabudgetary funds were planned and executed in line with WHO priorities as approved by its governing 
bodies. The Programme of Work should contain a description of the programme budgeting process and should 
serve as a tool in programme planning and in the implementation of all regular budget and extrabudgetary 
programmes; it should therefore appear in a form that lent itself to periodic revision and updating. It would 
be advisable for the areas marked out for priority action in the Ninth General Programme of Work to be 
progressively introduced into current work under the Eighth General Programme and the 1994-1995 
programme budget. Finally, the Ninth General Programme of Work should constitute a clear, concise 
framework of action, setting out general guidelines for work in the health field and the formulation of national 
and international health programmes. 

Dr LARIVIÈRE noted with satisfaction that the Ninth General Programme of Work had been designed 
as a management tool rather than a reference document and focused on flexibility and performance, the 
overall objective being a dynamic work process linked to other action such as the monitoring and evaluation of 
the health-for-all strategy. 

The reduction in the number of items in the framework for a classified list of programmes (document 
EB91/20, Annex 2) was welcome, but some of the programme areas still overlapped with others, since a 
number of activities could be approached from several angles. There was a danger of reverting to past practice 
and of defining activities in terms not of priorities but of existing management structures. He therefore urged 
the Director-General to give attention to the proper dovetailing of management structures and processes with 
the principles underlying the Programme of Work, and to ensure that they were themselves as flexible, output-
oriented and performance-driven as the programme contents. 

Dr LI Shi-chuo, referring to the illustrative classified list of programmes/activities, stressed the 
importance of health education and information; he would like to see that topic as a separate item under the 
heading of health-for-all policy or health system development. Likewise, mental health was such an important 
programme that it should appear as a separate item under the heading of health promotion and protection 
rather than being subsumed under the subheading of life-styles and health. 

Dr VIOLAKI-PARASKEVA commended the framework proposed for the Ninth General Programme of 
Work. It was important to ensure continuity between the Eighth General Programme of Work and its 
successor and she wondered whether there had been any evaluation of actions under the former to ascertain 
weak points on which attention would need to be concentrated under the new programme. 

Dr SHAMLAYE submitted that the report of the Executive Board Working Group on the WHO 
Response to Global Change, still to be considered by the Board, would also make a substantial contribution to 
discussion of the Ninth General Programme of Work, the draft framework for which offered an opportunity 
for improving the definition of WHO's targets and objectives and the resources required to achieve them, 
especially with regard to health for all, whose target date coincided with the completion date for the 
Programme. 

The Ninth General Programme of Work should serve as a tool not merely for headquarters but for 
regions and countries as well, which should all work together in a clear commitment to achieve the global 
targets set. There had been little involvement of Member States in the actual implementation of the Eighth 
General Programme of Work; they had tended merely to use it as a shopping list when seeking funds for 
specific programmes, and that had to some extent distorted its priorities. 

While concurring with Dr Larivière that there should be no return to an excessively detailed programme 
classification, he endorsed Dr Li Shi-chuo's proposals for additions to the illustrative list. Some programmes 
certainly merited special emphasis. 

Dr MEREDITH (alternate to Dr Calman), welcoming the framework proposed for the Ninth General 
Programme of Work, stressed that it should be fleshed out further. There was, in particular, a need to 
quantify targets and furnish more information on how the Organization intended to implement the various 
strategies. Appropriate proposals by the Executive Board Working Group on the WHO Response to Global 
Change should also be incorporated in the final draft of the Programme. He also hoped that due account 
would be taken of the current deliberations of the Global Advisory Group on Nursing and Midwifery and any 
recommendations that it might make. 
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He agreed that the mental health programme should be given a more prominent place, perhaps - as had 
been suggested • by listing it as a separate item under the heading of health promotion and protection. 

Dr SIDHOM endorsed the proposals by Dr Li Shi-chuo concerning the classified list of programmes. 

Dr MASON said that he shared the views expressed by previous speakers. He had also been asked to 
make known Professor Jablensky's support for including mental health as a separate item in the classified list, 
under health promotion and protection. 

Dr JARDEL (Assistant Director-General) said that the views of Board members would be taken into 
account in further work on the Ninth General Programme of Work. As had been pointed out, the classified 
list of programmes was essentially an overview of the Organization's field of work and was not intended to 
indicate how the various technical components would be combined at country, regional or global level. The list 
should not be considered a reflection of the management structure of the Organization, which should provide 
for a flexible framework to which the various technical programmes would make their own contribution. 

In reply to Dr Violaki-Paraskeva, he said that when preparation of the Ninth General Programme of 
Work began a survey had been made to assess the usefulness of the Seventh and Eighth. Although it was 
difficult to assess the Eighth mid-way through its period of application, the survey had shown that the 
Programmes were used principally at headquarters, less actively at regional level and very little at country level. 
The very fact of preparing a detailed programme of work in advance meant that its details were no longer 
always applicable when the time came to implement it. The rigidity of the Seventh and Eighth had militated 
against integration of activities within WHO, and sometimes also at country level. Although the survey had 
been confined to WHO staff, Member States would probably have given a similar response. 

Work on the preparation of the Ninth General programme of Work had been very closely associated 
with the work of the Executive Board Working Group on the WHO Response to Global Change; it had not 
been possible to incorporate the whole of its contribution in the draft programme in advance of the Board's 
consideration of the document. There had also been close collaboration with the regional offices; a meeting 
had been held with regional staff in 1992 during preparation of the draft programme and a further meeting 
with the heads of regional management programmes would be held shortly to prepare the final draft. 

4. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 11 of the Agenda (Document EB91/21) 

Mr AITKEN (Assistant Director-General), introducing the Director-GeneraPs report on the method of 
work of the Health Assembly, recalled that during the Board's earlier consideration of Programme 1, the point 
had been made that US$ 200 000 would be saved if during one of every two years (the non-budget year), the 
Health Assembly were to close on Wednesday, provided that there were no night sessions. The report also 
dealt with the conduct of the debate in the plenaries and the committees, and with policy-making issues. He 
understood that the Working Group on the WHO Response to Global Change would recommend that the 
Board should consider all technical resolutions before they went to the Health Assembly. The question of 
verbatim records was not covered in the report but Dr Jardel had already advised the Board of the potential 
savings if the final verbatim records in all languages were replaced by one verbatim record comprising 
interventions in the official languages in which they were made. 

Dr VIOLAKI-PARASKEVA submitted that all that was missing from the report was mention of the 
necessity for a more detailed briefing of delegates from Member States, particularly newcomers, on the work 
of the Health Assembly and more especially on the preparation of resolutions. Past and present 
representatives of the Executive Board might usefully take part in such briefings, which could be held on the 
morning of the opening Monday. 

Concerning the duration of the Health Assembly, Mr Aitken had indicated that if the number of days 
were reduced and night sessions were held in consequence, there would be almost no savings; in her view, 
therefore, there would be no point in compressing the Health Assembly still further. 

Finally, referring to the recommendation in paragraph 17(b) of the Director-General's report, she 
submitted that the words "in years when no programme budget is discussed" should be inserted after the words 
"reduction of the duration" in the first line of the paragraph. 

Dr LARIVIÈRE said that although the Board had come a long way in improving the working efficiency 
of the Health Assembly, it had a responsibility to continue making recommendations towards that end. 



174 EXECUTIVE BOARD, NINETY-FIRST SESSION 

Concerning paragraph 14 of the report, on the establishment of a mechanism to propose and screen 
resolutions, he recalled that suggestions had been made in the past for some form of ad hoc resolutions 
committee, but had not been followed up. Perhaps, now that better use was being made of the Board's 
representatives at the Health Assembly, they migjit meet as required with members of the Secretariat and 
possibly with other Board members present at the Health Assembly to act as an informal resolutions 
committee; but they could above all help to provide guidance for delegates, because the process of tabling 
resolutions was something that should be learned so that the proper functioning of the Health Assembly was 
not impeded and adoption by consensus was ensured to the extent possible in the best interests of the 
Organization as a whole. The Board members, who would be prominent members of such a committee, and 
who were accountable for the preliminary decisions on financial matters before they came before the Health 
Assembly, had a very important role to play in all matters related to resolutions. 

Dr SHAMLAYE referred to the routine in which accounts of individual countries' experiences with 
specific programmes were given when the proposed programme budget was under discussion in Committee A. 
Such accounts were certainly interesting and useful, but were they truly relevant to the deliberations of the 
Committee? Perhaps the Director-General might provide advance guidance to delegations concerning the 
purpose of the programme budget discussion. He proposed that time should be set aside for discussion on 
technical aspects separately from budgetary matters. 

Dr VIOLAKI-PARASKEVA said that the Director-General wrote to governments before the opening of 
the Health Assembly announcing a theme for the general debate; unfortunately, delegates did not always heed 
his advice, just as very few took advantage of the opportunity given to hand in statements for inclusion in the 
verbatim records of the general debate in plenary. Much depended on the skills of the chairmen of 
Committees A and B, who she believed should be nominated on the basis of their ability to preside over 
deliberations of such bodies - a function that was by no means merely honorific • rather than for other reasons. 

She endorsed Dr Larivière's development of her ideas concerning the part that could be played by 
representatives of the Executive Board. 

Ms KRISTENSEN (adviser to Mr Varder) associated herself with Dr Larivière's remarks and 
Dr Shamlaye's particularly useful suggestion. In her view the duration of the Health Assembly could be 
reduced without entailing night sessions. 

Dr SARR submitted that the Health Assembly, in addition to its technical and political aspects, was an 
occasion for meeting and exchanging views that might sometimes give an impression of excessive exuberance 
and cacophony, but in fact reflected the pleasure of coming together from all the corners of the earth. He 
believed that a way could be found of reducing the length of interventions without rendering them sterile or 
merely formal, but acknowledged that the task was not an easy one. 

Dr LARIVIÈRE， responding to Dr Shamlaye,s proposal, suggested that its effect would be to reintroduce 
what had in the past been known as informal, parallel meetings, or to create what amounted to a 
"Committee C" to deal with technical subjects. That would not be a time- or money-saving exercise; nor would 
it be helpful for delegations with a small number of members. Remarking that technical questions should best 
be left to the Board, he said that the representatives of Member States came to the Health Assembly to 
discuss the issues of policy, money and programme orientation and evaluation; but - generally speaking - not 
that of programme content. His own view was that the success of the Health Assembly depended on the 
quality of the documentation prepared by the Secretariat, and on the stalls of the officers of the committees, 
together with the representatives of the Board, in guiding Member States and in instilling a certain discipline 
from the first day onwards. With all due respect to Dr Shamlaye, he thought that his proposal should be held 
in reserve while every effort was made to perfect the existing process. 

Dr DLAMINI said that she was unclear as to what exactly was expected of Member States when the 
programme budget was under discussion at the Health Assembly. She had noticed that during the debate in 
the Board, a great deal of time had been taken up with programme policies and directions: matters which - it 
seemed - were not to be addressed by delegations to the Health Assembly. That seemed to her to be a strange 
state of affairs. 

Dr KOSSENKO voiced surprise at the turn taken by the discussion. It seemed that the Board was 
forgetting that it was only the executive body of the Organization, and that the supreme body was the forum 
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where all the Member States assembled to decide on its orientations and objectives. It was certainly not for 
the Board to tell the Health Assembly how to behave; indeed, that would be unconstitutional. 

Of course, opportunities should, as in the past, be sought for effecting economies. The duration of the 
Health Assembly had been reduced to two weeks, and every other year to less than two weeks. Such 
measures, rather than those that hampered delegations making decisions, were the way to make savings. 

The meeting rose at 17h35. 



SIXTEENTH MEETING 

Wednesday, 27 January 1993, at 9h30 

Chairman: Professor J.-F. GIRARD 

1. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 11 of the Agenda (Document EB91/21) 
(continued) 

Dr BENGZON said that, in comparing the discussion of the method of work of the Health Assembly 
with the earlier discussion on the Ninth General Programme of Work, he had been struck by the similarity of 
the challenges for the Board and the Secretariat: how best to respond to the needs and goals of Member 
States and those of the Organization as a whole. It was true that the Health Assembly should be more 
efficient, more economical, less wasteful, more attractive and more creative. At the same time, it had been 
argued very persuasively that, beyond fulfilling its formal functions under the Constitution, the Health 
Assembly was valuable in other, including political, ways. The question was how to meet all those goals. 

Dr MASON said that, although he had no strong feelings about the duration of the Health Assembly, the 
possibility of saving US$ 200 000 by holding the Health Assembly and the short Board session in two weeks 
should certainly be pursued. Members of the Board tended to be very busy, as was indicated by the number 
who had been unable to remain for the second week of the current session, and they would find it very 
convenient if their short Board session could be held in the second week of the Health Assembly. He favoured 
that procedure provided it did not jeopardize the work of the Health Assembly. 

The CHAIRMAN drew attention to paragraph 17 of document EB91/21 and invited comments on the 
two options that it presented. 

Dr LARIVIÈRE proposed that the Board should recommend to the Health Assembly that in 1994 the 
Assembly should close, at the latest, at noon on Thursday of the second week and that the ninety-fourth 
session of the Board should take place at the end of that week. 

Dr SARR, Dr SIDHOM, Mr MORTENSEN (alternate to Mr Varder), Professor MBEDE, Dr WINT 
(alternate to Mr Douglas), Professor CALDEIRA DA SILVA and Dr CHÁVEZ PEÓN (alternate to 
Dr Kumate) supported Dr Larivière's proposal. 

Dr SIDHOM recalled that, in recent years, it had proved possible for the Health Assembly to complete 
its work early. If the President, committee chairmen and participants respected the deadlines and the limits on 
the length of interventions, a reduction in the duration of the Health Assembly would surely be feasible. As 
for the verbatim records of plenary meetings of the Health Assembly, he recalled Dr Jardel's statement at the 
fourteenth meeting that substantial savings could be made by issuing a single multilingual revision, rather than 
different translations, of the definitive version of those records. He proposed that the Board should 
recommend the adoption of that procedure. 

Professor CALDEIRA DA SILVA said that he had been shocked to see high-ranking officials speaking 
to almost empty rooms at plenary meetings of the Health Assembly. Shortening the duration of the Health 
Assembly might have the additional benefit of ensuring that eminent people had the audience they deserved. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) supported the comments made by Mr Mason and 
Professor Caldeíra da Silva concerning attendance at the Board and Health Assembly. 
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Dr VIOLAKI-PARASKEVA recalled her earlier proposal that the reduction in the duration of the 
Health Assembly should only apply to years in which the programme budget was not discussed. In years when 
it was discussed, the Health Assembly should be scheduled for a full two-week session. 

In reply to a question by Dr KOMBA-KONO concerning the relation between the work of the Health 
Assembly and the short Board session that followed, and the Health Assembly's impact on the timing of the 
Board's session, Mr AITKEN (Assistant Director-General) said that the short session of the Board had 
traditionally reviewed what had happened at the Health Assembly, as well as dealing with one or two other 
important matters. The work of the Board would not be affected if the meeting were brought forward a few 
days, say to the Thursday and Friday of the second week should the Health Assembly finish on the Wednesday. 

In further clarification, the CHAIRMAN added that the Board could not meet at the same time as the 
Health Assembly, but only immediately afterwards. 

Dr LARIVIÈRE pointed out that, if the Health Assembly closed no later than at noon on Thursday of 
the second week, the Board session could take place on Friday and Saturday of the second week. The 
proposal he had made was intended for introduction on an experimental basis, in 1994 only. A long-term 
decision could then be taken in the light of experience. 

Dr SHAMLAYE recalled that it had been decided not to hold Technical Discussions in years when the 
Health Assembly discussed the programme budget. The time saved might make it possible to close the Health 
Assembly by noon on Thursday of the second week，even in years when the budget was discussed. H e was, 
however, willing to accept the proposal made by Dr Violaki-Paraskeva. 

Dr NYMADAWA, Dr DLAMINI, Dr AL-JABER and Dr KOMBA-KONO supported the proposal made 
by Dr Violaki-Paraskeva. Dr DLAMINI and Dr KOMBA-KONO added that, bearing in mind the time it took 
the Board to discuss the programme budget, it was only reasonable to allow the Health Assembly time to 
discuss budgetary matters in full. 

Dr LARIVIÈRE said that Dr Jardel，s statement concerning the verbatim records had been made during 
the discussion on the programme budget. It would, however, be logical to take up Dr Sidhom，s proposal in 
connection with consideration of the method of work of the Health Assembly; would it be possible to 
implement that proposal in 1993? 

Dr JARDEL (Assistant Director-General) confirmed that it would, thus allowing a saving to be made in 
the current biennium. He suggested that the change might be made on an experimental basis. 

Mr AITKEN (Assistant Director-General) pointed out that it was up to the Health Assembly to take the 
final decisions. 

Dr MASON considered that there was no need for the Board to take decisions on an experimental basis. 
The Board could reevaluate its decisions in the light of experience and, if it so wished, reverse or amend them. 

The CHAIRMAN asked if the Board then wished to recommend to the World Health Assembly, first, 
that in years in which the programme budget was discussed the duration of the Health Assembly should be 
restricted to two weeks but, starting from 1994, in years in which the programme budget was not discussed, the 
Health Assembly should close at the latest at noon on Thursday of the second week in order to enable the 
short session of the Board to be held at the end of the second week; and, secondly, that starting from 1993, 
the definitive verbatim records should be issued in a single multilingual document containing the text of each 
speech in the official WHO language in which it was delivered, i.e. the multilingual provisional verbatim 
records revised to take account of corrections submitted by participants. 

It was so agreed. 

Dr DLAMINI, referring to paragraph 11 of document EB91/21, said that，while the Secretariat should be 
brief in its responses to delegates' questions at the Health Assembly, those questions should nevertheless be 
answered. Delegates asked them because they needed technical clarification of issues of specific concern at 
the country level. The same applied to technical questions put by members of the Executive Board. 
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Dr VIOLAKI-PARASKEVA suggested that a briefing session held early on the opening day of the 
Health Assembly would be very valuable for new delegates and new Member States. With regard to 
Dr Dlamini's point, it might be advisable for delegates and Board members to consult the technical officers in 
WHO for detailed replies to technical questions rather than to raise them in the tightly scheduled public 
meetings. 

Dr SATTAR YOOSUF said that consideration should be given to how delegations could make more 
pertinent contributions at the Health Assembly. Rather than merely presenting a review of conditions in their 
own countries, delegates should try to raise issues relating to the Organization's basic goals. Furthermore, 
participants should clearly understand the difference between discussions of technical matters and policy 
reviews. To that end, it might be useful to hold preliminary meetings at the country level, at which the WHO 
Representative could help a country's delegates prepare for the debates. 

Dr LI Shi-chuo said that he fully agreed with the previous speaker. Furthermore, when reviewing their 
achievements, Member States should provide supporting documentation. 

Dr BENGZON endorsed the suggestions made by Dr Sattar Yoosuf and Dr Violaki-Paraskeva. 
Preparatory meetings at the country level would provide WHO Representatives with an opportunity to achieve 
better contacts between Member States and the Organization as a whole. 

Dr PAZ-ZAMORA said that he shared Dr Sattar Yoosuf s views. Under an agreement with the 
Regional Director for the Americas, the five countries of the Andean Area had for the past three years 
presented one consolidated report to the Health Assembly highlighting the major initiatives in the subregion. 
Member States should in all cases endeavour to make their statements to the Assembly as pertinent as 
possible. 

Dr SARR said that as the statements made in the plenary Health Assembly were very time-consuming 
the procedure mentioned by Dr Paz-Zamora had much to commend it. For Africa, for instance, instead of 
about 50 statements by individual Member States, there might be three statements on behalf of the three 
subregions. 

The CHAIRMAN said that the Board had before it a number of proposals. The first was to suggest that 
the Secretariat should organize a briefing session on the morning of the opening day of the Health Assembly. 

Other proposals before the Board that had not been mentioned in the report submitted by the Director-
General on the method of work of the Health Assembly (document EB91/21) called for further reflection on 
the part of headquarters and the regional offices and, subsequently, by the Board itself. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) recalled that during the morning of 
the opening day of the Health Assembly, meetings of various regional groupings took place and might conflict 
with the proposed general briefing session. In addition, that briefing might be difficult to conduct at the global 
level, even if it was limited to new delegates. In his Region, work was carried out on three fronts: country by 
country, especially through the WHO Representatives; at the subregional level; and at preparatory meetings 
where matters of regional interest were discussed. 

Dr MONEKOSSO (Regional Director for Africa) said that regional group meetings had traditionally 
been held on the morning of the opening day of the Health Assembly and had been very useful, in particular in 
facilitating selection of the Assembly office-holders. Perhaps those regional meetings could also serve as a 
forum to brief new delegates; if that suggestion were followed, the regional directors would need guidance 
regarding the issues to be emphasized for each region. 

The African Region had tried without success to institute a system of subregional statements to be 
presented at the Health Assembly. It might be useful for the Board to make a formal recommendation in that 
connection to Member States. 

WHO Representatives usually made efforts to brief delegations before they arrived at the Health 
Assembly. A briefing document prepared by headquarters could make those meetings even more effective. 

Dr ASVALL (Regional Director for Europe) said that the question of regional and subregional 
statements to the Health Assembly should be referred to the regional committees to coordinate. 
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The CHAIRMAN considered it premature for the Board to discuss the manner in which statements 
should be presented at the Health Assembly. Such a debate would more be appropriately carried out, at least 
initially, at the country and regional levels. 

At present, a single issue was before the Board: the proposed briefing session before the opening of the 
Assembly. Attendance at such a briefing would not be compulsory. 

Mr RUKEBESHA said that most conferences opened with a brief exposé by the secretariat of the main 
points for discussion. If that was not already the case in the Health Assembly, perhaps it should be tried. 

Regarding the verbatim records, he wondered whether summaries of the most important points could be 
substituted. 

Mr AITKEN (Assistant Director-General), referring to Mr Rukebesha's remark, said that the Director-
General’s opening statement at the Health Assembly introduced the main plenary debate; after that 
documents were usually introduced by other members of the Secretariat, though not for individual programmes 
in the budget discussion, since it was felt that the proposed programme budget document was sufficiently 
informative. Normally, also, the Executive Board's representatives at the Health Assembly presented the 
Board's views on an item. 

Dr PAZ-ZAMORA urged that no decision regarding the use of official languages, and particularly cuts 
in expenditure, be taken without due caution: budgetary restrictions could have an adverse effect on the 
linguistic environment in which the Organization carried out its work. 

2. WHO RESPONSE TO GLOBAL CHANGE (REPORT OF THE EXECUTIVE BOARD WORKING 
GROUP): Item 9 of the Agenda (Decision EB90�;Document EB91/19) 

The CHAIRMAN said that the Executive Board also had at its disposal a draft working background 
paper prepared by the Executive Board Working Group, which had been circulated that morning. In the 
absence of any objection, he took it that the Board agreed to consider that paper in conjunction with document 
EB91/19. The latter document was the preliminary report of the Executive Board Working Group on the 
WHO Response to Global Change. It would be recalled that in January 1992 the Board had decided that a 
number of issues confronting WHO required more detailed consideration at a time when the Organization was 
undergoing major changes in response to the increased demands placed upon it and to recent social, political 
and economic developments. A Working Group had been set up for that purpose. 

Speaking in his personal capacity, he said that criticisms being voiced about the Organization showed 
that a lively debate was already under way. Stability was often a positive quality, but should not mean inertia; 
it should not prevent the Organization from recognizing change and adapting to it. The Director-General, who 
had just received the Board's nomination for a renewed mandate，should work together with the Board in 
reviewing the Organization's structures and functions. The aim was not to criticize individuals - the quality of 
those serving WHO was not in doubt - but to plan for a sound future. In such an exercise, transparency and 
insight were required from all the Board's members and the Secretariat to ensure the emergence of new and 
fruitful approaches to the problems arising from global change. 

Dr CALMAN, Chairman of the Executive Board Working Group on the WHO Response to Global 
Change, said that the Working Group hoped that its report (document EB91/19), though brief, contained the 
nucleus of a fundamental reorientation of WHO and the Executive Board. Such a reorientation involved a 
change in WHO's planning cycle and re-examined the role of the Executive Board in that process. Throughout 
the review, the Working Group had been impressed by the commitment and high standards of WHO，s staff. 

As indicated by the Chairman, the report was complemented by a preliminary draft, unfortunately 
currently available only in English, which would serve as a background paper. It should be emphasized that the 
paper reflected the Working Group's thinking at a particular stage of its discussions, and that document 
EB91/19 represented the outcome of further deliberations and would form the basis for a more substantive 
report incorporating views expressed during the current debate. 

After outlining the rationale for establishing the Working Group, which was to review the Organization's 
capacity to respond to current needs and to keep pace with global changes, the background paper went on, in 
section 2，to emphasize various aspects of global change, including democratization, the pace of economic 
growth, and the serious resource limitations facing national authorities in the health sector throughout the 
world. Other problems related to increasing environmental health hazards, the degradation of natural 
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resources, improper use of hazardous materials, population growth, man-made disasters and the expanding 
base of medical technology. 

Section 3 set out the methods of the Working Group, which had met three times in 1992. 
Section 4 reviewed the very substantial achievements of WHO, while section 5, which was devoted to a 

detailed analysis of the strengths and weaknesses of the Organization, stressed the importance of technical staff 
and expert advisers and expressed the conclusion that the quality and performance of those staff was one of 
WHO's major assets. In some instances technical skills and competence remained under-utilized. The 
Working Group considered that the position of WHO Representatives was demanding and that careful 
selection procedures and training might resolve such weaknesses as there were. 

Section 5.2 covered health and research accomplishments, priorities and leadership. WHO had become a 
major force in improving global health status through its unique ability to harness the collaboration and 
resources of Member States. At the same time, WHO was confronted with the problem of rising expectations 
which were outpacing resources and institutional capacity, a situation which would require it to strengthen its 
systems for establishing policy, programme and budgetary priorities. WHO's attempts to involve other health 
sectors in health development and its ventures into broad development issues had not been entirely effective 
and required further consideration. 

TTie Working Group had also noted the need for WHO to be more effective in determining global and 
programme research priorities and to coordinate those policies with appropriate health officials. Since its 
inception WHO had been recognized as providing leadership to global health programmes and initiatives, and 
it must continue to do so. 

In respect of global health financing, the Working Group had remarked on the importance of 
extrabudgetary resources but noted that they often required competing policy and programme considerations, 
an issue to which it would return in due course. 

The achievement of the goal of health for all by the year 2000 was a target that had captured the world's 
attention since 1978, unifying primary health care concepts and expanding primary health care coverage 
throughout the world. The Working Group had found that the Organization and Member States had perhaps 
not been entirely successful in defining and implementing the goals and programmes set, and that the 
Organization now faced the dilemma of whether to concentrate greater resources on achieving those targets or 
to revise them. 

Section 5.5 dealt with the views of Member States. A poll conducted at the Health Assembly in May 
1992 had highlighted the importance of opinion at the country level, as had discussions with regional directors. 
Many Member States would like WHO to strengthen its support in the area of health policy formulation, 
planning and resource mobilization. 

Section 6 examined the future of the Organization, pointing out that, without a clear sense of mission 
and direction, its geographically-dispersed activities could not achieve their desired impact on world health. 
Priority should continue to be given to vulnerable groups within countries and to countries most in need. 

WHO's constitutional position was reaffirmed, as was health for all by the year 2000 as its major policy 
mission. In addition, international health work and technical cooperation were highlighted as being of the 
utmost relevance. 

Section 6.2 covered the governing bodies. A number of the issues related to the Health Assembly had 
already been discussed by the Board during consideration of item 11 of the Agenda. The Working Group had 
agreed that Health Assembly resolutions should include consideration of their impact, cost, and a clause 
imposing a time limit for their validity, together with indications for reporting on implementation. In 
reviewing the role of the Executive Board and its function as an executive organ of the Assembly, it had been 
agreed that it would be timely to strengthen the Board's overview of management, to enable it to fulfil its 
constitutional obligation. The Working Group had looked at the agendas of the Executive Board, and at the 
selection and terms for the Director-General and the Regional Directors, recognizing the growing capabilities 
of health professionals within WHO and its Member States to function in positions of high leadership within 
the Organization. A number of recommendations concerning the selection and nomination of Board members 
had been considered. The Working Group had noted the need for active participation by the membership of 
the Executive Board, and the opinion poll to which he had already referred had led it to conclude that the 
Board or the Secretariat should continue its efforts on a regular basis to ascertain the views of Member States 
in order to improve policy and programme direction. The Working Group had made a number of observations 
on the regional committees. 

Section 6.3 focused on the role of WHO headquarters in developing and communicating overall policy 
and leadership. 

The Working Group had recognized the complexity of current health problems and WHO's role in 
resolving them, and the need to strengthen the Organization's policy analysis capabilities in order to meet 
additional expectations. 
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The regional offices, to which reference was made in section 6.4, were seen by the Working Group as 
intermediate links in the chain extending from governing bodies to countries. It had concluded that the 
regional offices should re-examine their priorities. The Working Group had also reviewed questions relating to 
technical consultants, and to communications and collaboration. 

In reviewing the role of country offices and WHO Representatives, covered in section 6.5, the Working 
Group had drawn attention to intersectoral coordination responsibilities and the need for WHO to engage in 
discussions and reach consensus within the United Nations community at the highest possible levels, as well as 
at country level. Delegation of authority to WHO Representatives varied between regions and should be 
reviewed, updated and standardized. 

The Working Group had looked at coordination with United Nations and other agencies, and stated its 
firm conclusion in section 6.6 that WHO should take the lead in ensuring coordination of the United Nations 
system in health-related matters. 

Section 6.7 dealt with budgetary and financial considerations; the Working Group had expressed concern 
that WHO was now in its twelfth year of "no real growth" and had affirmed that in the current and foreseeable 
economic climate it was essential to concentrate on the principle of "value for money." 

The Working Group had stressed the importance of technical excellence, research and communications 
(section 6.8), concluding that technical competence should be the overriding criterion in the selection and 
recruitment of long-term and short-term personnel. With regard to research initiatives, it had recognized that 
WHO could have a catalytic and coordinating role in determining the nature and topics of research 
undertaken. The Working Group had noted the importance of WHO collaborating centres, but had felt that 
the potential of those centres was not being fully exploited by the O lization. 

Turning to the preliminary report of the Executive Board Woi g Group on the WHO Response to 
Global Change (document EB91/19), he said that the Working Group, established in May 1992，had worked 
well. Its terms of reference were given in Annex 1. It had held three very open, challenging and creative 
meetings and had had excellent discussions with the Director-General, members of the Secretariat, and the 
Regional Directors. Members had not been afraid to question the prevailing wisdom. A questionnaire 
distributed at the Forty-fifth World Health Assembly had provided essential background material, which, 
together with background discussions, had formed the basis of the Working Group's deliberations and the 
preliminary report now before the Board, which dealt with some essential issues and indicated certain action 
that might be taken. More work was required, and it was suggested that a final report should be submitted 
either later in 1993 or in January 1994. That, of course, might have implications for the Working Group's 
composition, since some of its members were due to leave in May 1993. Considerable discussion had been 
devoted to the topics listed in section 4 of the report and，if the Board agreed, the Working Group would like 
to present them again in full at a later session. 

The Working Group had clearly set forth the accomplishments, strengths and weaknesses of WHO, 
reviewing their implications in the light of the major changes taking place in the world and in the United 
Nations system. Tlie important role played in WHO by countries had become increasingly clear during the 
Working Group's discussions. Background papers on the issues considered could be made available to 
members of the Board, if requested. 

The Working Group had reaffirmed the mission and goals of WHO as proclaimed in the Constitution 
and as set out in its major policy statement, health for all by the year 2000. However, it had questioned 
whether that target was achievable and had therefore requested the Director-General to make a full review of 
the present situation and，if the target was not achievable, to prepare plans on the action to be taken and to 
submit them to the Executive Board in January 1994. That would amount to a major reassessment of WHO's 
mission and the new health paradigm, and would be of direct relevance to individual countries. 

In section 2, the report set out the principles of WHO's programme and reviewed the Organization's 
planning cycle and the role of the Executive Board. The Working Group had considered that the programme 
should be based on an assessment of world health needs in order to establish priorities and to guide the 
formulation of quantifiable objectives and targets. Outcomes should be used to monitor progress towards 
objectives. The documentation given to the governing bodies should assist them in taking informed decisions 
on priorities and the allocation of resources. The Executive Board should concentrate on its executive 
functions and should review rather than advocate programmes. It was suggested that subgroups of the Board 
should be set up to review and evaluate programmes with programme managers, in order to ascertain their 
success and value for money. One subgroup might consider cross-programme issues，and plenary meetings of 
the Board should deal with the setting of priorities. A non-allocated reserve might be established to deal with 
new issues and conflicts between priorities. Existing budgetary resources should be reviewed and the principle 
of zero budget growth reconsidered. The Secretariat should be requested to carry out those recommendations 
for the next biennial budget cycle. 
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In section 3, relating to WHO's structure, the Working Group had suggested that all technical resolutions 
should be reviewed by the Executive Board and considered in relation to priorities and cost implications. 
Moreover, the Executive Board, in addition to reviewing regular budget programmes, should also take a more 
active role in monitoring programmes funded from extrabudgetary sources. Procedures for the nomination and 
selection of Executive Board members, the Director-General and the Regional Directors should be reviewed. 
A subcommittee of the Executive Board, which should not be the Working Group, should be established to 
report on that issue by January 1994. It should consider a range of options, including the creation of search 
committees. It was essential that countries be fully involved in the process and in the selection procedure. 

As far as the Secretariat was concerned, five important issues were raised, including a review of country 
offices. The Director-General was requested to report on those issues in January 1994. The Working Group 
had already had discussions on a series of other issues, including coordination with other United Nations 
agencies and the use of collaborating centres, on which it would report subsequently. 

Although the preliminary report was short, it contained some important recommendations requiring a 
full discussion by the Board. 

Dr SHAMLAYE, Vice-Chairman of the Executive Board Working Group on the WHO Response to 
Global Change, said that at the outset the Working Group had considered that the study would be better 
prepared by a group closely involved with and committed to WHO than by an outside firm of consultants. It 
had, however, made use of independent studies prepared for the United Nations and WHO as well as of a 
large number of reports and papers produced by the Secretariat for the Health Assembly and the Executive 
Board in the past. The Working Group had also received comments from members of the Executive Board 
after its ninetieth session. Moreover, some of the regional offices had submitted papers, and the Working 
Group had commissioned a large number of much-appreciated studies from the Secretariat and had held very 
helpful discussions with the Director-General and the Regional Directors. 

The preparatory group that had been set up before the Working Group itself had carried out an opinion 
survey among participants at the Forty-fifth World Health Assembly. In the view of the Working Group, the 
methodology employed had been scientifically sound, but the response rate had been only about 50% and the 
results were therefore not necessarily representative of the full membership of the Organization. Nevertheless, 
the survey had provided plenty of information. 

The preliminary report of the Working Group had been prepared by people who were totally committed 
to improving WHO's performance and who passionately believed in the Organization's mission to achieve 
health for all. A reorientation of WHO did not imply action only by the Director-General, the Regional 
Directors and the Secretariat; it also required a clear commitment by Executive Board members and all 
Member States. He therefore urged all members of the Board to play an active role in the process. 

Dr PAZ-ZAMORA said that the Executive Board, in considering such an important report, was clearly 
engaged in an historic exercise. The geopolitical changes that had taken place had revealed new problems and 
needs. Many countries were involved in economic restructuring and adjustment and in administrative 
modernization, creating debts which would soon have to be paid. He had attended a meeting at which OECD, 
the Inter-American Development Bank and the World Bank had expressed their deep concern regarding the 
resultant social tensions. In such a setting, health should no longer be viewed in isolation but, together with 
housing, employment and education, as part of a large package of social development activities designed to 
combat poverty. The Working Group had made an excellent start. The action taken at the regional level 
would be very important in helping the Organization to achieve its goals. The Director-General would no 
doubt carry out the recommendations contained in the Working Group's preliminary report but, as 
Dr Shamlaye had just stated, Member States themselves must actively participate in bringing about the desired 
changes. The Board should give the Working Group's preliminary report its full approval. 

Dr WINT (alternate to Mr Douglas) said that the Board could not realistically discuss the excellent 
report introduced by Dr Calman because the more substantial first draft which had just been received would 
require in-depth study and might not be available in all the working languages. He fully supported the contents 
of the preliminary report (document EB91/19) but sought clarification on two points. The suggestion in 
section 3 that technical resolutions should be screened by the Executive Board was to be welcomed, but he 
wondered whether that might not impair spontaneity at the Health Assembly and how it could be reconciled 
with the reduced duration considered earlier in the meeting. Some information on the terms of reference for 
the "search committees" whose creation was recommended for nomination and selection procedures would also 
be appreciated. 
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Dr LARIVIÈRE said that the Board should be united in proposing firm but practical recommendations. 
The Working Group was to be commended on its preliminary report, which certainly contained much food for 
thought. The suggestions made concerning the Board's role in facilitating the work of the Health Assembly 
augured well for the future. Nevertheless, he had certain misgivings regarding the recommendations on 
costing. When the Global Strategy for Health for All by the Year 2000 had been adopted in 1981 the targets 
for the global level were to be measured in a number of countries. Subsequently, regions and Member States 
had been invited to set their own targets. In due course it would be necessary to decide which targets were 
going to be used in any analyses or costing exercises recommended. If country targets were to be used, the 
process would be never-ending. A document on costing the implementation of the Global Strategy produced in 
the early 1980s had bluntly concluded that three times the volume of international transfers of resources for 
health would be needed between then and the year 2000. The economic crisis that had followed had not only 
prevented international transfers from tripling but might even have reduced them. He was therefore 
concerned about the very narrow approach to health for all, which had, from the start, been perceived to be 
achievable only through intersectoral cooperation. It was doubtful whether costing health for all purely in 
terms of what WHO and Member States required would indicate how achievable the health-for-all targets 
were, particularly at the global level. Apart from that consideration, the recommendations made in the 
preliminary report laid a firm foundation for a more cooperative approach to the overall work of WHO. 

Dr KOSSENKO commended the Chairman of the Working Group on the preliminary report in 
document EB91/19, which opened up new possibilities for the Organization's response to global change. While 
on the whole he endorsed the contents of the report, some of its conclusions caused him concern. 

He could not accept everything in the text of the second paragraph of section 1. He recalled that the 
statement known as "Alma-Ata reaffirmed at Riga", which was subsequently endorsed in WHA41.34 and 
WHA42.2, had stipulated that the health-for-all objective would remain in force after the year 2000. 
Accordingly, the goals and objectives of the global health-for-all strategy should remain valid, although how 
quickly different Member States attained those objectives depended on their and the Organization's financial 
possibilities. He therefore suggested that the reference to the year 2000 be deleted from all relevant WHO 
documents, while the overall policy objective should be retained. The Organization might wish to learn from 
the experience of his country, which had set very specific targets that it had subsequently been unable to fulfil. 
He therefore requested that greater flexibility be afforded to Member States on the matter of targets. 

In his view the proposals contained in section 3 would infringe the rights of the Health Assembly, 
depriving delegations of the powers conferred upon them by the Constitution. Furthermore, in accordance 
with resolution WHA44.30, all proposals for resolutions by the Health Assembly on technical matters should 
have been considered beforehand by the Executive Board unless they were based on a full debate under a 
Health Assembly agenda item. He considered that resolutions with serious political or budgetary implications 
for the Organization should also be screened by the Board and requested that the text of the first paragraph of 
section 3 be amended accordingly. 

Lastly, the establishment of a subcommittee of the Board in connection with the "nomination and 
selection" of Board members and elected WHO officials, as proposed in section 3, would also infringe the 
rights of Member States. There was, however, nothing to prevent the latter setting up unofficial groups for 
that purpose. 

Dr SARR, while commending the efforts of the Working Group in drafting the preliminary report in 
document EB91/19, said that there seemed to be some confusion, in sections 1 and 2 especially, between 
WHO's objectives, goals, and targets. With reference to the third paragraph in section 3, it would be better to 
accept as a fact that the year 2000 would not see the achievement of health for all and to concentrate on 
alternative or supplementary strategies for primary health care. That being said, it could not be denied that a 
good deal of progress had been made. 

Referring to section 2，he said that to base WHO's programme on the assessment of the world's health 
needs would require an improvement in the quality of reports prepared by WHO. For instance, in progress 
reports on the assessment of progress towards health for all, little reference had been made to the global 
indicators that had been devised for that specific purpose. 

With reference to the subgroups mentioned in section 2, he considered that their main function should 
be to assist WHO in setting priorities and allocating available funds accordingly. There should therefore be no 
need for them to concern themselves with non-allocated funds, as suggested in 2(d). 

Lastly, the final paragraph of section 2 did not need to mention both the Director-General and 
Secretariat; reference to the former was sufficient. 
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Dr NAKAMURA, after commending the Working Group on its clear and concise report, sought 
clarification on three points. 

First, while endorsing the Working Group's view that WHO action should respond to global health 
needs, he asked how the assessment of such needs made for preparing the General Programme of Work would 
be related to the assessment proposed in section 2 as the basis of planning for the biennial budget cycle. 

Secondly, regarding the proposed establishment of subgroups which would meet during the Board 
sessions, he wondered what the status of those groups would be vis-à-vis existing bodies such as the Programme 
Committee. 

Thirdly, the items listed under section 3 of the report had many structural and legal implications, and he 
looked forward to the report the Director-General would submit to the Board's session in January 1994 on the 
five items concerning the WHO Secretariat. Although he did not question the relevance of the topics 
proposed by the Working Group, he considered that it should be left to the discretion of the Director-General 
to deal with all the five or to add further items, as he saw fit. 

Dr VIOLAKI-PARASKEVA, after thanking the Working Group for its preliminary report, inquired 
whether the proposed creation of a Board subcommittee to review procedures for the nomination of elected 
officials - possibly including the creation of search committees - was in conformity with the relevant statutory 
instruments. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) thanked the Working Group for its excellent and very 
timely report, which had provided a thorough and constructive analysis of changes taking place throughout the 
world, and proposed appropriate solutions for a future course of action. 

However, he wondered whether the Working Group had considered other scenarios and the possibility of 
further economic, structural and political changes in the world. Likewise, further reflection was needed on 
coordination between the various bodies that provided the extrabudgetary funds required by the Organization 
to implement its programmes. The importance of coordination and the multidisciplinary nature of the 
Organization's health activities must not be lost sight of. 

Since all were agreed on the usefulness of the preliminary report, he wondered whether it might be 
possible for the Working Group to be established on a more permanent basis, thereby ensuring a continuous 
process of review and consequently enhancing the Organization's ability to respond to situations as they arose. 

Dr NYMADAWA joined previous speakers in applauding the Working Group for having provided a 
sound analysis of very complex issues in such a short time. He had three general comments to make. 

Firstly, there seemed to be some contradiction between the two trends of decentralization of activities 
and the greater delegation of authority on the one hand, and the role and terms of reference of one of the 
governing bodies, namely the Executive Board, on the other hand. 

Secondly, in his view, the document did not lay sufficient emphasis on the importance of national 
mechanisms and interdisciplinary coordination in Member States. The efforts of the Secretariat and Regional 
Committees alone could not guarantee the attainment of the Organization's goals. 

Thirdly, while he regarded the distribution of a questionnaire to delegates at the Forty-fifth World 
Health Assembly as a sound initiative, he was rather doubtful regarding the drawing of conclusions on the basis 
of the results of one questionnaire. 

Professor CALDEIRA DA SILVA, after commending the Working Group on its excellent report, 
inquired whether written contributions in languages other than English had been taken into account when 
compiling the report. For a variety of reasons, he was not certain that global change warranted such special 
attention as the Organization was giving it. Any general work programme started with a situation analysis, and 
a stock-taking of recent developments was standard practice for WHO programmes or activities. Moreover, 
the various global changes under consideration, relating inter alia to the environment, technology, the economy 
and political questions had started in the late 1980s and might or might not be of much significance in the 
years 1996 to 2001. He did not wish to belittle the importance of recent events, but change was a dynamic 
process affecting individuals, society and the planet as they evolved. Organizations such as WHO should adapt 
by adjusting their structure, revising their working methods and maintaining the required flexibility. That did 
not necessarily mean changing WHO's objectives, functions and role. 

The Organization should pursue its current objectives, and above all accord priority to truly international 
programmes, thereby fulfilling its directing and coordinating role in matters of world health. The main 
purpose of the Organization was to serve as an international forum for discussion on health matters and to 
take the lead in action for the promotion of international health. The Organization should be guided in that 
respect by criteria of quality, making savings where possible. However, the economies required as a 
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consequence of budgetary restrictions should in no way diminish WHO's authority or prestige nor jeopardize 
its ability to take action. On the contrary, the Organization should assert itself in the international arena with 
strong policies for the promotion of health. 

Notwithstanding his opening remarks, he was in favour of the general ideas and suggestions put forward 
in document EB91/19. WHO was on the right track, and he stressed that evolution must go hand in hand with 
reform, particularly in regard to working methods. 

The meeting rose at 12h35. 
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WHO RESPONSE TO GLOBAL CHANGE (REPORT OF THE EXECUTIVE BOARD WORKING GROUP)： 
Item 9 of the Agenda (Document EB90/1992/REC/1, decision EB90/3; Document EB91/19) (continued) 

Mr MORTENSEN (alternate to Mr Varder) wondered, in relation to the mission and goals of WHO 
(the subject of section 1 of document EB91/19), what the Working Group had in mind when it referred to the 
presentation of "alternate plans" to the extent that targets for health for all by the year 2000 did not appear 
achievable. 

Dr BENGZON said that he wished to focus on the processes and dynamics of WHO's response to global 
change. 

He saw the preliminary report as the first in a series of steps to be taken over an as yet undefined period 
of time. Continuous reflection would be called for, so that the Organization would not be overtaken by events, 
and more consideration would have to be given to involving Member States in the process, with the proviso 
that they should be involved at different levels in order to draw on different sources, different experiences and 
different insights, not only from within the health sector and government departments but also from the private 
sector. 

If their efforts were to be realistic, the world should be seen in an historical perspective. There were a 
number of pertinent factors that must be borne in mind. The Organization and its constituency had rising 
expectations that must be taken seriously and kept under control. It would be necessary to cope with a variety 
of competing and even conflicting tendencies: to achieve change required an understanding and perhaps 
utilization of the structure and machinery. A sense of urgency must replace the debilitating atmosphere of 
"business as usual". It was also important to know exactly what it was intended to achieve, in other words, to 
set forth specific targets. Clear and frank communication was called for, both within the Organization, and 
with the public at large, so that what was happening and why would be fully understood: that would often 
require both perspicacity and tact. 

Dr KOMBA-KONO suggested that the main issues now were those of practicality and the modalities of 
implementation of the Working Group's recommendations. In the matter of the selection of the Director-
General and Regional Directors, in his opinion, a single term would not allow sufficient time to settle in and 
produce significant results. It must also be remembered that the rules and practice of the United Nations 
common system applied: the institution by WHO of one-term or two-term appointments might conflict with 
what happened elsewhere, and could be counter-productive in the sense that it might jeopardize 
interorganizational cooperation. 

He welcomed the Working Group's recommendation that the attributes of WHO Representatives should 
be broadened to include other health-related disciplines, health economics and management skills. In the 
African Region, multidisciplinary health-for-all teams had been introduced, bringing together economists, social 
scientists, epidemiologists, maternal and child care specialists, and disease control experts. The members of 
the team were thus able to give the WHO Representative informed advice on a wide range of issues. At the 
same time, it was important that the WHO Representative should be a member of the medical profession, so 
that attention and efforts would be firmly focused on health-related matters. While advocating the creation of 
such teams, he would also urge that more place be found in medical training programmes for a measure of 
teaching in other disciplines that could be of use in the day-to-day exercise of the profession. 

Dr DLAMINI said that the Working Group's report would undoubtedly assist the Board in suggesting 
concrete reforms, and thus place the Organization in a better position to meet the challenges of a changing 
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world. Members of the Board should seize that opportunity; and she herself would have some detailed 
comments to make as the discussion progressed. 

Dr AL-KHIYAT (alternate to Dr Mubarak) agreed that the current discussion could mark a turning 
point in the work of the Organization. The many changes taking place in the world, and the pain and suffering 
they inflicted on so many, were severely testing WHO's capacities, especially in the area of emergency 
assistance - a matter which, he believed, should receive special attention. 

The CHAIRMAN called upon the Legal Counsel to reply to questions raised at the previous meeting by 
Dr Violaki-Paraskeva. 

Dr PIEL (Legal Counsel) confirmed that the Executive Board had the power to consider options and 
means for improving procedures for the nomination and selection of Board members, the Director-General 
and regional directors, subject to the following considerations: 

First, with regard to Executive Board members, Article 24 of the Constitution stated that the Board 
"shall consist of thirty-one persons designated by as many Members", and that "[E]ach of these Members 
should appoint to the Board a person technically qualified in the field of health". Neither the Board nor the 
WHO Secretariat was permitted to interfere in the internal national process of selection of persons to serve as 
Board members, which was a matter of exclusive national sovereignty. Nevertheless, the Board could consider 
and make recommendations concerning other aspects, such as the manner in which account was taken of 
equitable geographical distribution, or suggest criteria for technical qualification in the field of health, which 
might be applied on a purely voluntary basis by Member States. Thus, various aspects could be considered, 
provided that they did not contravene Article 24 of the Constitution. 

Secondly, with regard to the post of Director-General, Rule 52 of the Rules of Procedure of the 
Executive Board set out a highly confidential procedure for nomination to the post of Director-General, 
carried out by the Board as the executive arm of the Health Assembly. The Executive Board could consider 
options or improvements in the procedure of nomination, with the understanding that implementation of 
changes, such as the use of a search committee, which were incompatible with Rule 52, would require 
amendment of Rule 52’ and not mere suspension in accordance with Rule 53. Although the Board had the 
power to amend its own Rules in the case of elections to nominate for the post of Director-General, it could 
not do so without advising the Health Assembly, under whose overall authority the Executive Board acted, 
when making a nomination for appointment by the Assembly in accordance with Article 31 of the Constitution. 
The Board might thus consider new procedures but should be careful not to do so during an election period. 
Those matters had been discussed by the Working Group on the WHO Response to Global Change. 

Lastly, concerning the Regional Directors, Article 52 of the Constitution stated that the Regional 
Director should be appointed by the Board in agreement with the regional committee. The current procedure 
for that process was laid down in the rules of procedure of each regional committee, Rule 51 in most cases. In 
РАНО, the decision was taken in accordance with the Agreement between WHO and РАНО and the rules and 
practices of the Pan American Sanitary Conference, as the WHO Regional Committee for the Americas. In 
order to make substantial changes to practices under Rule 51 or its equivalent, it was not sufficient to suspend 
the rule, but each regional committee could consider proposals for improvement, and each had the power to 
amend its own rules of procedure, keeping the Executive Board duly informed thereof. Within reasonable 
limits, strict uniformity among the regions in that respect was not required. Thus, any regional committee 
could decide, for example, on a search committee procedure, such as that pioneered by the European Regional 
Committee. 

The CHAIRMAN, inviting the Board to proceed to a detailed examination of the report on a section-by-
section basis, emphasized the need for frankness and openness. Many members of the Board had approved 
the initiative, the extent of the work and overall targets. Many had spoken of the need for an historical 
perspective. There was a shared awareness of the issues, which should be clearly reflected in the records. He 
hoped that the discussion would prove candid, concise, comprehensive and constructive. 

Mission and goals of WHO (section 1) 

Dr SHAMLAYE said that it had been clear for some time that the goal of health for all by the year 2000 
was unlikely to be achieved. Specific situations had been evoked to demonstrate the failure: the gap between 
the least developed and other developing countries was increasing; in some countries，the prevalence of low 
birth weight was increasing, coverage by immunization was decreasing and infant mortality was increasing; 
tuberculosis, malaria and AIDS were rife. 
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The failure of the undertaking could not be masked by cosmetic change, by simply deleting the words "by 
the year 2000". WHO, which had set itself the target and had mobilized large numbers of people to achieve it, 
in the Secretariat and in Member States, had a responsibility to state clearly what had not been done and -
more important - what could and must be done. If success by the year 2000 was impossible, the notion of 
"health for all" itself might be redefined and a new target date set; alternatively, or concomitantly, a decision 
might be taken that more resources and more effort should be directed toward the originally defined 
objectives. A review of the situation should certainly be initiated by the Executive Board, in collaboration with 
the Director-General, in order to set new targets and new goals. I b e approach should be different from that 
adopted previously, taking into consideration any weaknesses that had come to light in the Eighth General 
Programme of Work, and should be the basis for the Ninth General Programme of Work. The Executive 
Board and the Director-General should be much more careful and selective in setting priorities, concentrating 
on those areas where WHO was particularly strong. 

A clear commitment was also called for; it was not enough to proclaim support for health for all in the 
Executive Board or the Health Assembly: action should be taken at home in Member States. Many draft 
resolutions were tabled at the Health Assembly, sometimes sponsored by Member States responding to 
suggestions from the Secretariat; and the temptation to join in, and the desire to make a significant 
contribution to the work of the Health Assembly, were strong. Often, however, the implications of a resolution 
as far as actual resources were concerned were not taken into consideration. At meetings of the regional 
committees, on the other hand, there was little discussion of the resolutions themselves. 

The essential point he wished to make was that if health for all, however it might be redefined, was 
deemed an important global objective, the resources needed to achieve it should be determined and mobilized, 
just as they had to be mobilized for any campaign. Member States had committed the Organization to a zero-
growth budget. It was perhaps time to reconsider that decision. 

The CHAIRMAN, speaking in his personal capacity, said that he had always had difficulty with the 
expression "health for all by the year 2000". Since he had not taken part in the discussions during which the 
concept had been formulated, he felt that he could take an objective view. The phrase was heterogeneous. 
The first three words encompassed a fundamental concept of equity that honoured the Organization and 
concerned all humankind. The remainder of the phrase carried a different weight, and lent itself to different 
interpretations: as a slogan; as an element of strategy; or even as a programme of work. In other words, the 
concept and the time-frame lay uneasily together, and all the more so because the deadline was at hand and 
the goal had not been attained. He personally believed that, in WHO,s thinking, "health for all" should remain 
sacrosanct, but that the "by the year 2000" should slowly be phased out. At the same time, he agreed with Dr 
Shamlaye that another frame of reference should take its place: might not the Ninth General Programme of 
Work serve that purpose, and facilitate the concentration of minds on what could be accomplished in a period 
of five years? Health for all, he repeated, must remain the supreme expression of the "mission and goals of 
WHO" that the Board was in the process of reviewing. 

Dr BENGZON recalled that when he himself had first heard the phrase "health for all by the year 2000"， 

six years previously, it had already been a battle-cry for some eight years. It had taken him less than six 
months to realize that the goal would not be achieved in the Philippines but that what was important was to 
keep on and win the war. Perhaps responsible, capable leaders from each Member State should confer with 
WHO at headquarters and in the regions in order to reach an understanding of what was meant by "health for 
all" beyond a certain equity. Different countries should try to specify the major obstacles to achieving that 
objective; they might lie outside the health sector, or even at notional, conceptual and policy levels. What was 
essential was to delimit the problems as specifically as possible, so that effective solutions might be found, and 
then to make investments, in terms of people, methods and resources, in areas where they would be efficient 
and effective. 

Dr DLAMINI noted that the Working Group "... observed that the Organization and Member States had 
not been able to implement adequately their goals, objectives and programmes to achieve health for all 
Like Dr Shamlaye and Dr Bengzon, she felt it was essential to determine specifically why that had been so, 
especially at the country level, which was where health for all must be attained. In many countries, including 
her own, health promotion had been the responsibility solely of the health sector, despite the fact that the 
strategy for primary health care involved all sectors of government, nongovernmental organizations, 
communities and individuals. Dr Shamlaye had indicated that resolutions adopted by the Health Assembly 
were often shelved in the regions because the necessary human and financial resources were not available. She 
would add that resolutions were often lost from sight at the country level, perhaps because they were deemed 
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applicable only to the health sector and were sometimes not presented by health ministers to their colleagues 
in other ministries in an attempt to obtain funding. 

Moreover, the strategies of health for all and primary health care had often received only lip service at 
the country level, as they called for a reorientation of health services that was impossible with budgets that 
remained tiny in comparison with those of the military and other non-social sectors. 

Economic recession in a number of Member States had meant that they could not pay their much-
needed contributions to WHO on time: if health was indeed the foundation of development, surely it should 
be given priority. Zero growth had been the watchword during the previous six bienniums: perhaps the time 
had come for Member States to increase their contributions so that much-praised programmes could actually 
be implemented. It was a sad fact that in many countries, because of a lack of clearly established priorities 
and resource-backed, target-oriented programmes, compounded by management weaknesses that went 
uncorrected, progress in the field of health remained slow: only from time to time did a sense of urgency 
shake up routine. 

Professor CALDEIRA D A SILVA fully endorsed the statement made by the Chairman concerning the 
notion of equity conveyed by the term "health for all". Health for all was a quasi-philosophical ideal, the 
dignity of which suffered from the imposition of a target date, and WHO had been widely criticized on that 
account. He suggested that any reference to the year 2000 should be removed from the statement on the 
Organization's mission and goals. 

Dr LI Shi-chuo submitted that the mission of WHO was, as stated in its Constitution, "the attainment by 
all peoples of the highest possible level of health". Goals, on the other hand, could be subdivided by stages, 
intermediate and final, for example, the ultimate goal being coterminous with the mission. Moreover, goals 
could change at various stages. Health for all by the year 2000 constituted to his mind a goal at a particular 
stage with a specific content, the latter comprising the targets set for attainment by that year, as expressed in 
the second evaluation of the implementation strategy. 

The terms "goalH and "slogan" also had different connotations. The former must be specific; but the 
latter had a motivating function, and need not be precise. "Health for all by the year 2000" was, in some 
senses, a slogan, which, had moreover, already entered people's hearts: he consequently believed that it should 
be retained, and that, just before the beginning of the twenty-first century, WHO should announce a new goal 
for a new stage, with a new slogan. 

Dr SARR said that as far as he was concerned, health for all by the year 2000 was an objective to be 
attained and primary health care constituted the basic strategy. As a contribution to improving the text of 
document EB91/19, and to express clearly what WHO had proclaimed to the peoples of the world in recent 
years, he would suggest that the first paragraph of section 1 be amended to read: "The goal of WHO shall be 
the attainment by all peoples of the highest possible level of health, as enshrined in the Constitution. Its 
objective remains the achievement of health for all by the year 2000". In the second paragraph, he proposed 
that the words "goals, objectives and" be deleted, as they confused the sentence. In the third paragraph, he 
suggested that the word "targets" in line 3 be replaced by "objectives". 

Dr AL-KHIYAT (alternate to Dr Mubarak) said that two important questions were whether WHO could 
afford to put its credibility at risk by being imprecise about the final date for attaining health for all, and 
whether failure to meet the target date was attributable to insufficient effort or global change. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) said that WHO's definition of health as not merely the 
absence of disease or infirmity but a state of complete physical, mental and social wellbeing, was the expression 
of an ideal. It would be difficult to apply that concept to countries and regions and above all to a system for 
the provision of health services. Under present circumstances, it would be prudent to adopt a more pragmatic 
approach and to define precisely what was meant by health for all by any given target date. Leadership in the 
health field was also important. As long as countries lacked the management capacity to generate additional 
resources and combine them with the funds allocated to the social services, they would be unable to improve 
health coverage and the quality of the health services. He urged the Organization to exercise its leadership in 
promoting such action both in countries and in various forums. Mexico aimed to achieve greater than 90% 
health coverage of its population by focusing on the provision of primary health care as the main objective, 
while also improving access to, and the quality of, health services. It was time, therefore, to reconsider the 
situation and to accept that what WHO was seeking was to give access to health care, basically primary health 
care, with improvements in quality as countries increased their economic and technological capacity. 
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Dr TIN U endorsed Dr Li Shi-chuo,s views on health for all by the year 2000. 

Dr AL-JABER asked whether WHO in drawing up its objectives had defined what standard of health 
was to be reached by the year 2000. Each year, as new services and technology emerged, new objectives were 
set while previous goals remained unattained. The Organization's goals and objectives needed to be 
reconsidered while bearing in mind what were attainable objectives for countries. 

Dr MASON agreed with Dr Al-Khiyat that it was stretching WHO's credibility to continue to pursue the 
goal of health for all by the year 2000 when it was clear that that goal was unattainable with current resources 
at the present rate of progress. The Organization had two options for restoring its credibility: the best, the 
most desirable, but probably the least attainable, would be for all Member States to renew their commitment 
to making health for all a reality by the year 2000. In present circumstances, however, only certain countries 
could hope to achieve that goal but not all, in which case it would be better to choose the second option, 
namely to acknowledge to the world that an opportunity had been missed and to explain why. That would be 
preferable to continuing to drift along repeating the same slogan until, in 1999, the world population awoke to 
the realization that it had been misled. 

Although all countries would not be able to attain health for all by the year 2000, they would be able to 
achieve it by other dates. A feasible approach might be to ask countries to set their own target dates for 
health for all. On the other hand, all countries could achieve some goals by the year 2000. Definition of such 
a minimum attainable target might well be sufficient to stimulate countries to achieve it. 

Professor MBEDE agreed with Dr Mason that the levels of health attainable in different countries were 
not the same. It was thus necessary to define a specific minimum level of health that all could attain by the 
year 2000. Furthermore, health for all was a very vague concept; it should perhaps be redefined so as to 
enable new plans to be made for reaching specific goals. 

Dr VIOLAKI-PARASKEVA was surprised at the amplitude of the discussion in view of the fact that 
only seven years remained before the target date of the year 2000. The essential point in setting a goal was 
the endeavour to reach it, regardless of any ultimate attainability; it was not appropriate to change 
terminology midway. She endorsed the view that health for all without a target date should remain WHO's 
mission. Health for all implied equity in health, an ideal that remained unchanged, although its interpretation 
in a changing world might have to be reviewed. 

From the practical viewpoint, the Regional Directors might be asked for their view on overall progress. 
She could not agree that targets should be changed before the final evaluation of the Eighth General 
Programme of Work and the inception of the Ninth. The issue should thus be referred to the Board at its 
January 1994 session to allow an alternative plan to be drafted for submission to the Health Assembly. 

Dr LARIVIÈRE considered that most of the points raised by Board members were already covered in 
the Working Group's conclusions. It was WHO's responsibility to set an agenda for world action in the health 
field; the Organization was not, however, alone in striving to implement that agenda - work towards health for 
all was an intersectoral affair. Minimum targets for health for all already existed in the global indicators. 
Regions that were capable of reaching a higher level of health had already been asked to do so. Countries had 
already been asked to define health for all in the context of their own situations and requested to set their own 
target dates. The recommendation made by the Working Group was that the Secretariat should be asked to 
reformulate the information provided so that it might serve as a management tool for use in determining 
whether work towards health for all was on target or not. The task before the Board at the present meeting 
was to suggest a framework that would allow WHO to reorient itself in a changing world. He suggested that 
the Board should request the Director-General, taking into account the Board's discussion of the Working 
Group's report, to prepare a report that would help set WHO's course for the coming decade and the 
beginning of the next millennium. 

The CHAIRMAN welcomed the variety of views expressed in the debate. Health for all was a concept 
capable of interpretation on different levels. Some regarded it as a philosophical ideal, a beacon to guide the 
Organization in its work, some as pointing the way to health based on equity, a high moral value which was 
unaffected by the passage of time; others again considered it as an obligation and that everything should be 
done to achieve it, or if not, to find out why it was not possible to do so. There was, however, a consensus that 
the present position was untenable and that some rethinking of the goal of health for all by the year 2000 was 
necessary during 1993. 
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The DIRECTOR-GENERAL said that he had been a little puzzled by the raising of the issue of the key 
words "health for all and "the year 2000й. The Chairman had used the word "hétérogène" which had been 
misinterpreted into English as of "many meanings". Heterogeneity was indeed a feature of health for all at 
country, region and global level; however, there were values attached to "health for all" that had no 
heterogeneity, and they were equity, ethics, and basic human rights. With the addition of "by the year 2000", 
the goal became heterogeneous from one country to another. There was a question, however, whether equity 
was limited to access to health care or whether, as Dr Mason desired, it extended to health standards or the 
health situation. His own understanding was that, in the spirit of the Eighth General Programme of Work, 
equity related mainly to access to health care, which was one of the major indicators used. Virtually all 
members of the Board had agreed with the Chairman that health for all was not heterogeneous if it was 
considered from the point of view of equity as a basic human right. Of course, the value system of equity was 
changing, on the one hand because of the economic situation, on the other, because political systems were 
changing. There was some confusion about the meaning of "equity" and "equality" - even the health professions 
considered them to be the same - and that had to be clarified. But although the notion of equity was changing, 
everyone agreed that it was a basic concept in health for all. 

The diversity of health cultures was being increasingly recognized in each region, country, district and 
community. WHO had to achieve its goals through implementation respecting that diversity and understanding 
local particularities. He proposed that information on the targets associated with those goals should be 
transmitted through the WHO Representatives and the regional committees, and might be placed as an item 
on the agenda of the Board. 

The CHAIRMAN, congratulating the Director-General on his perspicacity in noting that the 
interpretation of the term he had used had been incorrect, explained that he had simply meant that the 
expression "health for all by the year 2000" consisted of two disparate parts. "Health for all" was a permanent 
value; "the year 2000" was a boundary mark and nothing more. Therein and therein alone lay the 
heterogeneity. He joined the Director-General in the view that health for all and equity did not suffer from 
heterogeneity in their ideal value. An ideal was not heterogeneous. On the other hand, not all countries were 
equipped in the same way and they were in that sense heterogeneous. Even leaving aside the differences 
between countries, within countries themselves socioeconomic conditions determined that the chances of 
contracting lung cancer were not the same for the whole population, even among those smoking the same 
number of cigarettes. 

The discussion had shown that the subject had not been completely covered; the Working Group would 
resume its task. The different interpretations of "health for all" were plain to see, yet the concept was basic to 
the Organization and its future. 

Dr JARDEL (Assistant-Director General) recalled that the phrase "health for all" had originally been 
used to simplify a sentence of resolution WHA30.43 of the World Health Assembly stating that the main social 
target of the Organization and its Member States should be the attainment by all people of the world by the 
year 2000 of a level of health that would enable them to lead socially and economically productive lives. That 
necessarily implied that the objective was not the same for everyone, for countries with different social and 
economic conditions. That being said, the accent must be placed, as the Director-General had said, on the 
idea of equity. Access to health at country level was in the first place the responsibility of governments, 
assuming that they had set up strategies for health for all - many had done so; at international level, it was the 
concern of governments and intergovernmental institutions in the international community; and WHO had the 
privilege of being the leader in that field. 

Dr Mason had rightly stressed that with the aim of equity in health for all, global objectives must reflect 
a minimum standard to be reached. Perhaps the draft Ninth General Programme of Work did not sufficiently 
express that idea, but the intention was effectively expressed in paragraph 44 of document EB91/20 on the 
General Programme of Work. The idea was that quantifiable goals and objectives were needed to reflect the 
minimum which everyone should have attained by the year 2000. If that meaning was accepted, the phrase 
"health for all by the year 2000" could be retained. 

Replying to Dr Nakamura，s question concerning the link between the evaluation of strategies, the Ninth 
General Programme of Work and the preparation of programme budgets, he said that they should all be based 
on the evaluation of the health situation, for which well-established machinery existed: first came evaluation; 
then, on the basis of evaluation, the drafting of the Ninth General Programme of Work to establish major 
orientations, and afterwards the specifying of country, regional and global targets and the means of achieving 
them within the framework of successive programme budgets. However, although the machinery existed, its 
application to attain priorities and realistic goals meeting the needs of countries required discipline and a 
strengthening of management capacities at all levels, so as to avoid decisions being dictated by the interests of 
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some technical programmes rather than by real country priorities. The Board and the regional committees had 
an extremely important role to play in monitoring that process. 

Dr MONEKOSSO (Regional Director for Africa) recalled that he had once been received in a country 
by a health leader who had said that during his visit discussions would be held on achieving health for all by 
the year 3000. The error had clearly been a Freudian slip, betraying an incredulity that might be widely 
shared. Although emphasis was increasingly on targets, he reminded the Board of Dr Mahler's saying that 
health for all was not a single finite target but rather a road along which countries would move at different 
rates, with the targets serving as milestones. For example, the infant mortality rate in Japan was very different 
from that in Cameroon, and in Jamaica it had been reduced to almost acceptable levels but was still far from 
the level in Japan. 

As Dr Mason had said, a minimum could be set which everyone should try to achieve by the year 2000; 
the slogan could be maintained on the understanding that it was shorthand for the definition to which 
Dr Jardel had referred. Many countries had made significant progress; but it was true the Organization had 
not done as well as it should have done. Many years had been spent talking about what to do instead of going 
ahead and doing it. The Eighth General Programme of Work had been tied to the administrative structure at 
the time, which many had not wanted to change, preferring to feed work into a structure poorly adapted to the 
direction WHO wished to take. He welcomed the fact that the Working Group would break the chains in 
which WHO had bound itself. 

One of the major constraints which made it difficult to use the phrase "by the year 2000" was the AIDS 
pandemic, which had not been foreseen at Alma-Ata. It was hard to regard that phenomenon in the context of 
a programme in the same way as for diarrhoeal diseases and malaria: it had a different dimension and needed 
an extra thrust. 

The machinery for assisting countries in monitoring and evaluation existed, as Dr Jardel had reminded 
the Board; but it needed refinement. Some countries had gone so far as to use districts as their units for 
determining progress, taking them one by one until all were covered by 1995 or 1997. That parameter might 
be used more, in addition to health status, coverage and other parameters currently used. 

Since Dr Mahler had first used the term "health for all by the year 2000" in Yaoundé, in 1975, everyone 
had been captivated by the slogan, and it was well established. If WHO dropped it, a serious credibility 
problem would result. The Organization was tied to the slogan and there was no going back. He endorsed 
Dr Mason's view that WHO must make the best of it and move forward bravely. Some countries might reach 
the goal sooner than others, but at the very least the starting line of the race had to be defined. 

The CHAIRMAN said that the report to be submitted to the January 1994 session of the Executive 
Board, would take into account all the points of view expressed. 

WHO'S programme (section 2) 

Dr VIOLAKI-PARASKEVA said that "quantifiable objectives and targets" had in the past turned out to 
be very superficial because specific targets could not be set that were applicable to all countries and regions. If 
such targets were set - for example, a health centre in every village or community - it would first be necessary 
to determine the cost, or the exercise would remain purely intellectual. Also, unpredictable events such as 
epidemics, wars and fluctuating dollar exchange rates made specific targets and quantifiable objectives very 
difficult to establish unless the process started at the country level and ended at the global level, which would 
take years to accomplish. The Working Group would have to find other means of determining and fixing 
priorities. 

She asked what were the criteria for the composition of subgroups mentioned in subparagraph (a) and 
who decided their membership. She doubted whether it would be sufficient for subgroups to meet during 
sessions of the Board. The Board should be involved as a whole in determining the structure of the 
Organization and priority programmes, after which the members would decide to which subgroup they wished 
to contribute. Each member's expertise would thereby be put to full use. But the subgroups should meet at 
other times, and should also visit countries. 

The Working Group should consider how the budget was established, with its categories of expenditure, 
so that methods of monitoring and reporting the use of resources • for example on research and workshops -
would indicate the type of resources, their use at country level, and their impact, as well as the allocation of 
resources by programme, at country and regional level and at headquarters. 

The Board might select one or two matters for thorough study by a group of its members and report on 
the findings to its following session, as had been done for the primary health care concept. 
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Dr SARR suggested that the heading "WHO，s programme" should be put in the plural, and that the first 
paragraph should specify whether WHO’s global indicators were still in effect or whether others would be used. 
The subgroup on "cross-programme issues" (section 2(b)) would have to consider the evaluation of programmes 
carried out by the others (section 2(a)) and the priorities would have to be adapted to the financial resources. 

The Programme Committee had discussed two problems: first, multisectoral and multidisciplinary health 
action, however necessary, had contributed to the dispersal of forces and therefore of resources, and the need 
for coordination of international health action had consequently posed the question of leadership. It was 
desirable that WHO should exercise its leadership in health. I b e other problem was the scarcity of financial 
and human resources, which made it necessary to establish priorities and search for new ways of financing the 
health system. There were three fundamental aspects: leadership, the setting of priorities and new methods of 
financing the health system. For that reason, he proposed that a further measure be recommended after 
subparagraph (e), for determining sources of funds and ways of mobilizing resources for the solution of health 
problems. That would be in keeping with the general procedure because the problem would have been 
determined by evaluation, priorities would have been set and the resources necessary for the solution of those 
problems would have been assessed. A further measure again might be the strengthening of WHO's role in 
coordination. 

Dr SHAMLAYE said that the need for quantifiable targets for the short and medium term, was evident. 
The Board was involved in the study of the proposed programme budget, which set out what was planned for 
the next biennium and how much it would cost, and made recommendations to the Health Assembly on 
whether or not to accept the proposals. The Board became engaged in technical discussion of the 
programmes, which everyone recognized as important, but it was supposed to review the use of Member 
States' contributions, considering whether a programme had been successful and whether it was worth 
continued support. Sometimes programmes seemed to be continued because they existed，and the Board did 
not guide the Director-General in deciding whether they should be abolished or whether funds should be 
transferred from one to another. 

H e urged that the Board should change its working methods instead of following past practice. It should 
examine reports, requesting clarification as necessary so that achievements, remaining tasks and procedures, 
could be determined clearly. It could then，after discussion and review, guide the Director-General in selecting 
priorities and inform the Health Assembly about the relevance or otherwise of budgetary provisions. 

Dr LARIVIÈRE said that it was absolutely essential that achievements or shortcomings be made known 
so that progress could be measured and plans made. Clearly, any changes would be too late to influence the 
1994-1995 programme budget as presented, although they could influence future action. In determining targets 
and indicators of expected outcome, he asked that attention be paid to the distinction between the role of 
WHO in international health activities，many of which were normative in nature, and its role in technical 
cooperation, where the activities were measured on the basis of impact on countries. While great success had 
been achieved in defining indicators in epidemiological terms, it was also essential to define capacity-building 
indicators, since the role of WHO would probably assume greater importance in that field in the future. 

On the question of subgroups to evaluate specific programmes during the Board session, he considered 
that the Programme Committee, which had originally been set up for that purpose, should continue to do so 
unless the idea was that Board members should examine all programmes during their service on a subgroup. 
Much of section 2(b) had been the subject of earlier proposals. A subgroup on finance might have constant 
exchanges of ideas with the Secretariat. 

Subjects like nursing which permeated the whole of the work of WHO and its Members should each be 
examined, by a subgroup of the Board that would tackle questions affecting several programmes. He assumed 
that the subgroup would meet concurrently and therefore have time to examine specific aspects according to 
their interests and fields of competence, and would report their findings back to the Board. 

By such delegation, the work of the Board would be facilitated and its quality improved. 

Dr DLAMINI agreed with Dr Shamlaye on the role and functions of the Board and supported the 
establishment of subgroups, which would be able to perform the work effectively and efficiently, thus ensuring 
that Board members were able to fulfil their mandate by examining critical questions closely. 

Ms KRISTENSEN (adviser to Mr Varder) strongly supported the use of "quantifiable objectives, targets 
and outcomes" which should be included in the bases for decisions on utilization of resources and would 
constitute a very useful tool for fixing priorities. She agreed with Dr Violaki-Paraskeva on the need to avoid 
superficiality in that respect. 
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She also favoured the establishment of subgroups, which should meet during Board sessions in Geneva to 
avoid unnecessary expense. She strongly supported the establishment of a subgroup on "cross-programme 
issues"; she presumed it would have a very broad approach and might make suggestions such as amalgamation 
of activities. 

She emphasized that the suggested "planning cycle" could be very helpful if it was translated into 
constructive procedures. 

Dr NYMADAWA said that the first paragraph of section 2 should include a reference to the selection of 
appropriate tools or methods to meet needs on the basis of existing or emerging health technology. 

He was hesitant to support the establishment of subgroups, which might not prove cost-effective. 

Dr KOMBA-KONO favoured subgroups but warned that not all issues were appropriate for study by 
them. The Board, a statutory body with a clear-cut mandate, should not abdicate its responsibilities. 

He endorsed the recommendation to avoid unnecessary expense if subgroups were constituted. 

Dr BENGZON pointed out that the Board's responsibilities for overseeing activities were very taxing, as 
had been noted by Dr Shamlaye; a good knowledge of conditions at country, regional and headquarters levels 
was required, together with a historical and global view; and each member must bring to the exercise 
experience and specialization in certain activities, as well as the capacity to discuss matters which did not relate 
specifically to his or her own field. Thus not only personal skills and experience were required but also 
preparation in order to avoid going over old ground. 

Dr SATTAR YOOSUF considered that, if subgroups were established as recommended, they should 
simply regroup members of the Board for particular tasks and not incur greater cost or use of time. He 
agreed that problems could be considered in greater depth in a subgroup. 

Such a change would, however, entail reorientation and harder work for the Board and the Secretariat. 
Clearly, the findings of the subgroups would have to be considered in plenary session of the Board. 

The CHAIRMAN noted that many speakers had focused on the question of subgroups, which would 
divide up the Board's membership at times, in order to tackle particular subjects. 

Personally, he envisaged that if that were done continued respect for the Constitution and the Rules of 
Procedure of the Board must be ensured; the groups would remain part and parcel of the Board, meeting for, 
say, half a day to break down the matter for discussion into manageable portions. 

Dr PIEL (Legal Counsel) said that the caution expressed by some members of the Board in regard to 
the legal position was justified: work done by Board members as individuals, in groups, or in the plenary 
constituted the work of the Board but decisions taken by subgroups did not constitute decisions taken by the 
Board within the meaning of the Constitution. Accordingly, subgroups could review individual programmes as 
well as cross-programme issues but must report their findings to the Board as a whole so that it could take 
decisions and report to the Assembly on the programme budget in accordance with Article 55. 

The meeting rose at 17h35. 
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Chairman: Professor J.-F. GIRARD 

1. WHO RESPONSE TO GLOBAL CHANGE (REPORT OF THE EXECUTIVE BOARD WORKING 
GROUP): Item 9 of the Agenda (Decision EB90(3); Document EB91/19) (continued) 

WHO'S structure (section 3) 

Dr LARIVIÈRE said that the Working Group had recommended that the Board should play a more 
active role in the monitoring and guidance of programmes funded from extrabudgetary sources. However, it 
was important to make a distinction between those programmes and programmes for which WHO served as 
cosponsor and executing agency, such as the Onchocerciasis Control Programme in West Africa, the Special 
Programme of Research, Development and Research Training in Human Reproduction and the Special 
Programme for Research and Training in Tropical Diseases. Although the Board should guide the 
involvement of W H O and oversee any regular budget allocations to those special programmes, decisions 
regarding their management were taken by their own duly constituted directing bodies. Representatives of the 
Board might perhaps be admitted as observers to their meetings; in that fashion, the Board could keep 
abreast of programme developments. In the interests of economy such representatives should be chosen 
among members having assignments in the same area. 

The Board must be rigorous in regard to the quality of its own work. It must be prepared to justify any 
suggestions it might make regarding WHO operations and, in particular, to answer the following questions: 
why was the change necessary; what would its relative advantage be; and how effective would it be? 
Measuring the quality of the Board's work by comparing it to that of other governing bodies within the United 
Nations system was not necessarily the ideal solution. Instead, WHO might consider calling upon corporate 
management specialists to evaluate the effectiveness of new measures. 

Dr VIOLAKI-PARASKEVA sought clarification of the recommendation in the first paragraph of 
section 3 of document EB91/19 that all proposed technical resolutions should be screened by the Board. 
Exactly which resolutions were being referred to? That same paragraph mentioned a date limit for validity, 
which might have legal implications. 

Dr SIDHOM said that in view of the role being recommended for the Board, steps should be taken to 
facilitate its consideration of a number of matters, including the programme budget. The Board needed, for 
example, a clear picture of the current state of each programme and any obstacles to its implementation. To 
that end, it might be useful for Board representatives to attend meetings of the major technical committees so 
that the Board could follow the evolution of programmes. 

Dr SHAMLAYE, Vice-Chairman of the Executive Board Working Group on the WHO Response to 
Global Change, said that the Board must resume its proper role, namely, to bring a global view to all WHO 
activities. The Board was responsible for the overall orientation of the Organization, including the setting of 
its priorities and apportioning of funds accordingly. While devoting considerable time to the regular budget, it 
had not paid much attention to how extrabudgetary resources were allocated. Yet those resources had been 
increasing steadily, currently accounting for more than 50% of the total expenditure. Perhaps the Board 
should become involved in considering such allocations, although in a manner that would not constrain the 
Director-General. Certain priority programmes ought perhaps to receive more extrabudgetary funding; 
infrastructure development，for example, received only a very small share, even though the programme was 
vital to the goal of sustainable health development. The Board could give guidance in that respect. 
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Ms KRISTENSEN (adviser to Dr Varder) said that Dr Larivière's suggestion regarding the use of 
corporate management specialists merited serious consideration. A new outlook was often helpful, especially 
on such important matters as those under consideration. 

Professor CALDEIRA DA SILVA said that attention must be paid to criticisms of the Organization's 
structure as being unwieldy and inefficient. The Board, for example, did not seem to be an ideal model; 
however, being a new member, he perhaps failed to appreciate the reasons for its methods of work. 

Seeking information on the exact role played by the country offices, which, in his experience, seemed to 
have a mainly diplomatic function, he wondered why there were no country offices in the European Region. 

Dr DLAMINI agreed with Dr Violaki-Paraskeva that the first paragraph of section 3, concerning Health 
Assembly resolutions, required clarification. A number of the resolutions adopted by the Assembly were never 
implemented, meaning that the difficulties which had led to their adoption in the first place remained 
unresolved. Was the Working Group suggesting that the Director-General and the Board should find means of 
ensuring that resolutions were implemented? 

She asked why the procedures for nominating Members to designate a person to serve on the Board 
appeared to vary from region to region. 

The organizational hierarchy of programmes was not always consistent at the country, regional and global 
levels. Guidance given to countries by headquarters and the regional offices reflected a lack of coordination 
and resulted in undue confusion at the country level, where ministries often received unrelated pieces of 
information. Thus it was important to find ways to coordinate programme support at the country level. 

In the countries there were often obstacles to implementing programmes financed through the regular 
budget. In Africa, the programme operations coordination system (AFROPOC) had been very valuable in 
helping countries to manage programme resources more effectively, thereby reducing the number of ad hoc 
requests for funding. However, there was still no effective system for dealing with delays in programme 
schedules. Once a delay occurred, resources were often blocked by trivial bureaucratic requirements, resulting 
in more difficulties at the country level. WHO should ensure that in such cases the allocated resources were 
delivered in good time. 

Dr KOMBA-KONO said that in reviewing the Organization's structure, particular attention should be 
paid to the location of offices in regions, which in some cases was not entirely suitable and subjected the staff 
to unnecessary constraints. He agreed with Dr Dlamini that the assistance provided by AFROPOC had been 
very valuable; at the same time, the procedures needed to be simplified and made less bureaucratic. 

The election of Regional Directors and the selection of Board members was a complicated issue and was 
often influenced by politicians at country level. In any review of procedures, political sensitivities should not be 
overlooked. It would be useful if before the Board's next session governments could be provided with 
guidelines for the designation of members to serve on the Board. 

Dr WINT (alternate to Mr Douglas) said that the suggestions for improving the Board's performance 
were basically sound, but that caution was required in determining priorities, in view of the limited time 
available to the Board for its meetings. Much of the work needed would fall to the Secretariat, but the Board 
itself must provide guidance. 

Situations were changing so fast that there was a constant need to adapt WHO activities at the 
operational level. Accelerated approval procedures for operational changes were needed，with increased 
autonomy at the country level. While paragraph (b) of section 3 in document EB91/19 on Secretariat 
structure referred to the decentralized structure of the Organization, paragraph (d) referred only to 
headquarters and regional levels; the country level should also be included. 

Dr MONEKOSSO (Regional Director for Africa) said that the discussions had been very instructive. 
Implementation at the country level was crucial for the success of WHO,s programmes, and for that reason 
some changes were needed in the Organization's procedures. His own approach had been to delegate as much 
authority as possible to WHO Representatives, while streamlining management arrangements. Even so, 
difficulties remained, and efforts were being made to simplify and accelerate procedures. 

In the past, the function of WHO country offices had largely been to transmit correspondence from 
headquarters, and the post of WHO Representative had been for the most part an honorific one. That 
situation had changed, and the WHO Representatives now had a much higher profile. 

One important innovation in the African Region had been the emphasis on a multisectoral policy. In 
particular, with the agreement of the ministries of health of the Member States, WHO，s country offices had 
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been relocated without detriment to their close relations with government health authorities, in order to 
encourage a more broadly-based approach. 

Of course personal factors were important. If WHO Representatives found themselves in disagreement 
with government authorities, and the Director-General found that the Representative concerned was in fact 
upholding the principles of the Organization, the only consequence should be a transfer to another country, 
where the Representative could make a fresh start. Such an assurance would enable WHO Representatives to 
maintain a position of principle if necessary. In any case, WHO Representatives could no longer be said to be 
the servants of ministers of health in the countries to which they were assigned: in many countries they were 
close advisers and collaborators and many had earned respect for themselves. 

Members of the Board were aware of the rule that their selection should be free from government 
interference, as governments should be informed of the appropriate criteria for membership of the Board. 
Members should be dedicated to the furtherance of world health, and not merely to the interests of their own 
country or region. 

Mrs MURPHY (Regional Office for Europe), in reply to Professor Caldeira da Silva, said that，following 
the period of rehabilitation after the Second World War, the WHO Regional Office for Europe had largely 
been concerned with the problems facing industrialized countries, and more recently with the health problems 
associated with affluence. The only countries to have WHO Representatives had been Algeria, Tunisia and 
Turkey; Algeria and Tunisia had since transferred to other WHO regions, while Turkey had wished to 
maintain its country office. However, the needs of newly independent States and the States emerging in 
eastern and central Europe were transforming WHO's European agenda. For example, an area office had 
been established to service the war-ravaged territory of former Yugoslavia, coordinating an extensive 
programme of humanitarian assistance. In some of the 16 new Member States and elsewhere liaison officers 
had been appointed as a temporary measure to meet urgent needs in respect of technical support for health 
care. It was, however, felt that the role of liaison officers compared with WHO Representatives should be 
reviewed as, although the financial implications were significant, neither the 1992-1993 programme budget nor 
the 1994-1995 proposed programme budget made provision for them. 

Dr KO KO (Regional Director for South-East Asia) welcomed the review of the Organization's structure 
and functions. In his Region a similar working group had reported to the Regional Committee on the issues in 
the Region, and its report had been made available to the Executive Board Working Group. Pragmatic 
guidance from the Board would be of great benefit and was eagerly awaited. 

As defined by Chapter IV of the Constitution, the organs of WHO comprised the Health Assembly, the 
Executive Board and the Secretariat. However, the Constitution as a whole clearly emphasized the important 
role of Member States. Regional offices depended to a great extent on WHO Representatives when 
collaborating with countries. While it was perfectly natural for WHO to work direct with ministries of health, 
it was also important to cooperate with other ministries whenever appropriate. Countries were of course also 
involved in the regional committees, which, in his view, were of great importance to the Organization. Their 
role was outlined in Chapter XI of the Constitution. 

In examining the structure of WHO, it was essential to consider all aspects, not just the governing bodies, 
including the regional committees, but also staff and staff interaction at all levels, and how Member States 
operated. 

There were many ways to approach improvements, ranging from changes at the personal level, through 
management procedures, to changes in the Rules of Procedure of the governing bodies or the Constitution 
itself. Of course, changing the Constitution would be a very slow process. Furthermore, references to 
Articles 52 and 54 only would not be enough. The whole of Chapter XI must be examined in the light of its 
historical background, in particular the influence of the structure of РАНО on regional arrangements as 
reflected in the Constitution. He was sure that other improvements could be suggested that could be 
implemented more rapidly. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) drew attention to the fact that the 
provisions of WHO's Constitution were not always scrupulously followed: for example, members of the 
Executive Board were not always impervious to outside influence, even though they served in an individual 
capacity. 

In the Eastern Mediterranean Region the principle of rotation in the representation of countries had 
been accepted as a matter of tradition. However, he could see that there might be grounds for establishing 
guidelines for the designation of members of the Board. At the same time, it might prove difficult to 
determine the criteria for membership of the "search committees" set up for the purpose of selecting 
candidates for the posts of Director-General and Regional Director. Moreover, would Member States have 
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the right to nominate candidates who had not been considered by the search committee? The issue was one 
that required further discussion, and no decision should be taken with undue haste. 

Dr PIEL (Legal Counsel) noted that the only question of a legal nature that had been asked concerned 
the nomination for membership of the Executive Board. In fact, each region had its own method of 
nominating the Member States entitled to designate a member of the Board. The method employed might 
legitimately differ from one region to another. The procedures were usually intended to ensure a reasonable 
rotation and equitable geographical distribution. A consensus might also be reached in each region on the 
qualifications required of Board members in the field of health. The different arrangements within a region 
excluded, of course, intervention in the internal national processes for the selection of persons to serve on the 
Board. However, as the Regional Director for the Eastern Mediterranean had just stated, it would be useful 
to have some overall guidance as to what kind of person ought to serve on it. 

He would not comment, at the present time, on certain other law-related issues such as the role of the 
Board in the acceptance of gifts, the Board's guidance on programmes financed from extrabudgetary sources, 
its screening of Health Assembly draft resolutions, or regional organizational structures. However, the Board 
could rest assured that the Working Group was making use of the Office of the Legal Counsel to obtain advice 
which would be incorporated in its final report and recommendations. 

Dr SHAMLAYE, Vice-Chairman of the Executive Board Working Group on the WHO Response to 
Global Change, stressed the preliminary nature of the report and the importance of the views of Board 
members for the Group's further deliberations. 

As far as the Secretariat was concerned, it should be borne in mind that WHO, although it was 
regionalized and decentralized for operational purposes, was a unified organization that needed to be viewed 
as a whole. That was the reason behind the recommendation that internal mechanisms involving the top 
management should be strengthened in order to improve communications and coordination. In any case, 
Executive Board members and Member States had a big responsibility to give the Secretariat the support and 
resources it needed to do its work properly. It was an inescapable fact that staff members at headquarters 
were predominantly from certain regions of the world, and a visit to the Regional Office for Africa would 
undoubtedly reveal that very few staff members there were from countries outside the African Region. The 
concept of a unified WHO suggested that there should be a different distribution of staff from different parts 
of the world, since expertise in any given field was not the exclusive product of any one part. Many staff 
members throughout WHO had valuable expertise that could be utilized in different parts of the Organization. 
The existing rules and procedures for the recruitment of staff and transfers to and from different parts of the 
Organization should be reviewed in that light. It should be accepted that the possibility of transfer to and from 
headquarters and the regional offices, from one regional office to another, and from headquarters or regional 
offices to country offices and vice versa formed part of the commitment entered into when a staff member was 
recruited. The Working Group should therefore consider a systematic programme for staff transfers, which 
would be of benefit both to the individuals concerned and to the Organization. 

Improvement of the organization-wide management and technical information system was of crucial 
importance. Currently, for instance, information provided by the Seychelles was reported differently at 
different levels of WHO; in statistics on immunization coverage, headquarters would give one figure and the 
Regional Office another. In some tables, the Seychelles had even been placed in a region to which it did not 
belong. Those examples might be trivial, but in any case a better information system was required. Equipment 
and procedures should be standardized and coordination within individual parts of the Organization must be 
improved. 

The Board should also reflect a little more on the delegation of authority as between headquarters and 
the regional offices. In terms of country health development, the WHO Representative in the country office 
was the most important person in the Organization, being responsible for communication between WHO and 
the Member States. The country office helped national health authorities to make better use of WHO's 
resources, and when the Board had considered the question of the coordination of different United Nations 
agencies at country level it had become very clear that the WHO Representative had a crucial role to play. 
The lack of training received by WHO Representatives was all the more surprising. They were expected to be 
health experts, mobilizers of resources and diplomats all at the same time, and should be treated accordingly. 

Dr VIOLAKI-PARASKEVA said that the remarks of the Regional Directors had confirmed her view 
that it was important for Board members to visit regional offices and countries rather than rely on information 
obtained from questionnaires. She had not yet had a reply to her question concerning the legal implications of 
the proposal that technical resolutions should be screened by the Executive Board on the basis of information 
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provided by the Secretariat on cost, impact on the current mission, appropriate monitoring and evaluation 
process, date limit for validity and indications for reporting on implementation. 

Dr KOMBA-KONO agreed that if staff members were to be transferred to and from headquarters and 
the regions and from one region to another recruitment procedures would have to be reviewed and 
standardized. Headquarters and the regional offices currently used their own criteria for recruitment at 
certain levels, which might give rise to difficulties when transfers were contemplated. 

As far as WHO's reputation was concerned, he had been informed that if only the Organization could 
add to its meticulous approach the drive of UNICEF, it would be a great organization. 

Dr MONEKOSSO (Regional Director for Africa), commenting on transfers of staff, said that the 
location of the Regional Office had given rise to some problems. Staff members from other regions, of whom 
there were many, often expressed the desire, although they enjoyed their work, to move to other regions for 
family reasons such as children's education, social conditions and life-style considerations. 

There was one level at which transfer should be almost mandatory - that of the WHO Representatives. 
A core of "interregional" representatives should be developed who could move across regional boundaries 
because of their competence, language abilities and capacity to adapt to different cultural situations. Such an 
arrangement would help the Organization by promoting regional cross-fertilization. If an agreement to that 
effect could be worked out by the Regional Directors, a number of countries could be selected to try it out on 
an experimental basis. 

Despite the difficulties of implementing country programmes with existing procedures, work continued all 
the same because ways had been found of aligning two different systems - namely WHO's financial 
management system, and the programme budget system that some regional offices had adopted. Management 
information systems were not the same, however, even for different major programmes within the 
Organization. Consequently, improvements were needed so that information could flow freely from one part 
of the Organization to another. Much work had already been done on the standardization of equipment and 
procedures, as the Working Group would probably discover when it went into that matter in greater detail. 
The real problem was the flow of information. 

The fact that there was a larger number of programmes at headquarters than in countries also caused 
problems, but they were being solved, since the proposed draft programme classification for the Ninth General 
Programme of Work regrouped programmes in a way that made it easier for countries to work with them. 

Difficulties were also being experienced in financing infrastructure programmes. The fact was that other 
types of programme attracted extrabudgetary funds and bilateral support more easily. Consideration might 
therefore be given to the possibility of spending as much of the regular budget as possible on infrastructure 
programmes and of sharing with other donors and agencies much of the work in the more specific disease 
control areas. In the African Region, negotiations with donors had made it possible to use part of the funds 
assigned to specific programmes, such as the control of communicable diseases, in order to strengthen then-
infrastructure and thus ïacilitate programme delivery. That arrangement showed that, with careful negotiation, 
obstacles could often be overcome. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that diversity should not be 
seen as being in contradiction with the basic unity of the Organization as a whole. Unity was expressed and 
supported by common general policy, doctrine, objectives and basic procedures, but if an attempt were made to 
impose it in a world characterized by a wide variety of conditions, WHO would be incapable of solving the 
different needs of regions, countries and population groups. 

The Regional Office for the Americas, because it was the oldest regional office in WHO, might have 
made more progress than others in solving many of the problems mentioned, such as those associated with 
decentralization, the operation of country offices, the selection of WHO Representatives and the determination 
of their functions. Nevertheless, his Region still had much to learn from others and from the Organization as 
a whole. For that purpose it was necessary to improve information and exchange views within the common 
structure. 

The relative lack of awareness of WHO's structures affected almost everyone and was due to isolation, to 
lack of adequate preparation and even to barriers erected in specific areas of responsibility. Without a 
knowledge of the Organization as a whole and of its diversity, it was practically impossible to make valid 
recommendations to improve it. The Working Group's use of a questionnaire to ascertain Member States， 

wishes was not enough, and might not be a good way of doing so. As several speakers had indicated, questions 
should be studied at the regional and national levels. 

He had been disappointed by the Working Group's preliminary report, which did not really contain 
conclusions that could effectively promote the changes which everyone recognized to be necessary. The 
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Working Group had, however, put forward, in a few pages, topics that had led to a rich yet most inconclusive 
discussion. One of the basic conclusions had been that high priority should be given to reviewing the modus 
operandi of the Board itself. For example, the six days spent on considering the proposed programme budget 
might be considered excessive. 

Finally, it should be borne in mind that the basic components of WHO were its Member States. It was 
at country level and through countries themselves that the goal of health for all would or would not be 
achieved. Cooperation with Member States through ministries of health acting principally as leaders of the 
health sector in the development process was therefore absolutely crucial. 

Dr SIDHOM said that, being a member of the Working Group, he had preferred to hear the views of 
the Board and members of the Secretariat before contributing to the discussion. Document EB91/19 was a 
fairly accurate reflection of the Group's proceedings. However, in the light of Board members' comments, he 
realized that it might also have been useful to seek the views of WHO's staff, although not by means of a 
summary questionnaire. Furthermore, greater consideration might have been given to the role of WHO 
Representatives, particularly in terms of their cost-efficiency. 

As to the role of the Board itself, he could not conceal the fact that it fell short of his expectations. He 
had expected to be involved in shaping the policies of the Organization and amending objectives or strategies 
where necessary. Instead, his function as a Board member seemed to amount to little more than endorsing 
existing situations. Unfortunately, the Board's structure was such that it encouraged the perpetuation of 
certain procedures and avoided change. 

In his view, if the Board was to function properly, its Members must be given documents as a basis for 
making informed decisions. The bulk, form and late availability of documents did not allow him, for one, to 
study them properly. 

Board members were nominated by Member States on the basis of their skills and experience. The 
Working Group had explained its position, and the Secretariat, Regional Directors and Board members had 
also been given the opportunity to state their views on the issues. The Working Group's report contained 
fairly accurate information and proposed realistic solutions for the future; however, any other information or 
suggestions would also be taken into account. 

He wondered whether in the past any of the Board's recommendations relating to reallocation of funds 
or setting of priorities had been given due consideration. In theory, the Programme Committee was supposed 
to prepare the Board's work. However, having recently participated in a meeting of the Programme 
Committee he did not have the impression that it had assisted in setting any priorities. 

If the Board was to become the body that would monitor the implementation of Health Assembly 
resolutions and enable the Health Assembly to establish priorities, greater support and better documentation 
would be indispensable. 

He called for further reflection on the matter in order to ensure that the Board lived up to the 
expectations of those who followed its work, and that it served the aims of the Organization and, above all, the 
interests of its Member States. 

WHO'S functioning and related issues (section 4) 

The CHAIRMAN noted that section 4 listed ten items on which the Working Group would report to the 
Board as a whole in January 1994. He suggested that detailed discussion of them would be appropriate when 
the report was submitted. For the present he invited the Board to consider the list as a whole and whether 
further items should be added. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) asked whether arrangements had been made to extend 
the mandate of members of the Working Group, or to replace them as necessary, given that the Group's work 
was to continue until 1994 but that some of its members would be leaving the Board in 1993. 

Dr VIOLAKI-PARASKEVA said that, when dealing with the functioning of the regional committees in 
the report it would submit to the Board in January 1994, the Working Group should clarify the role of the 
regional committees as intermediaries between countries and headquarters. 

Dr KO KO (Regional Director for South-East Asia) remarked that most of the items for study by the 
Working Group would entail the implementation of many activities at country level as well as their discussion 
by the regional committees. It might therefore be useful to seek the views of Member States if not direct then 
at least through the regional committees. 
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Dr LARIVIÈRE asked whether the Working Group had considered the budgetary implications, for the 
current and following financial periods, of the recommendations contained in its report. 

Dr SATTAR YOOSUF said that the study of the items would clearly entail considerable work before any 
concrete results were produced. Not all the tasks involved would be carried out by the Working Group; the 
services of external consultancy firms might therefore need to be enlisted. 

He pointed out that the aim of the Working Group was merely to draw attention to crucial issues 
requiring further study. It had not considered the financial implications of the activities that might be 
necessary in the light of its recommendations, but that matter would certainly have to be dealt with. Lastly, he 
endorsed Dr Ko Ko,s remarks on the need to seek the views of the regional committees. 

Dr WINT (alternate to Mr Douglas) said that one vital issue that the Working Group should examine 
but that it had not included in the list was the mobilization of resources at country and regional levels. He 
requested that that be added, unless it was covered by the phrase "mobilizing international action for health" in 
the first item on the list. 

Dr MILAN (alternate to Dr Bengzon) remarked that the first item listed related to coordination within 
the United Nations system - a topic that would be the subject of a separate report by the Director-General. 
She asked how that report would be related to the Working Group's study. 

Dr CALMAN, Chairman of the Executive Board Working Group on the WHO Response to Global 
Change, after thanking fellow members of the Board for their constructive comments, said that the preliminary 
report had undoubtedly served some purpose by stimulating such a fruitful discussion on the issues of WHO's 
response to global change. 

With reference to section 1 of the report, the Working Group had taken note of the concern expressed 
by several Members regarding the need to distinguish more clearly between the mission, goals, aims, targets 
and objectives of the Organization and would revise its terminology accordingly. The principal intent of 
section 1 was that the Director-General should review the health-for-all concept, its implications and 
implementation, and report his findings to the Working Group. In his own view, "health for all" was a concept 
or the expression of a value, while "the year 2000" represented a target. Perhaps by speaking of "Health for all: 
Target 2Ó00" (or 'Target 2010") one could retain the conceptual essence and at the same time convey the 
importance of having a target that indicated the direction and the resources required. 

He must stress that the Working Group's activities were in no way intended to encroach upon the work 
or authority of organs such as the Health Assembly, the Executive Board or the Programme Committee. The 
question at issue was whether those organs, and mechanisms such as the General Programme of Work, were 
providing the necessary support for the attainment of WHO's objectives. He added that the Working Group 
agreed that WHO staff had a significant role to play in evolutionary change, as did the Member States. 

With reference to section 2，he was surprised at some of the reactions to the opinion survey among 
participants at the Forty-fifth World Health Assembly. The questionnaire used then had proved a useful tool 
for the Working Group's discussion, but it had certainly not been its only source of information. The Group 
had also sought the views of the Regional Directors, and had benefited from two days of interesting discussion 
as a result. Regarding the suggestion for missions to collect information, its financial implications would have 
to be taken into account. More important, the Organization should be able to rely on the regional committees, 
Member States and above all the regional directors to perform such tasks. 

Section 2 dealt with the assessment of needs and the planning cycle. It was concerned with the definition 
of indicators, the responsibilities of programme directors, the setting of objectives and targets and their use in 
decision-making and how those things were related to the General Programme of Work and the activities of 
the Programme Committee. 

The Working Group's recommendations for the establishment of subgroups had obviously given rise to 
some confusion. The intention was that such subgroups should work within the framework of the Board and 
meet during its sessions; for instance，following a plenary meeting, the Board might break into smaller groups 
for detailed discussion of particular sections of the budget. 

A good deal of time at the Board's current session had been devoted to reviewing the programme 
budget, apparently without changing it. Such time might have been more usefully employed, hence the 
Working Group's suggestion for a detailed examination of individual programmes, possibly over a three-year 
period, during Board sessions, with the aim of producing more tangible results. The Working Group was 
therefore recommending that the Executive Board should review its manner of functioning and that the 
Director-General should investigate the options for the organization of the following planning cycle and how it 
should relate to the General Programme of Work, the Programme Committee，and the Executive Board. 
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With reference to section 3，he had found the discussion relating to technical resolutions particularly 
useful. Consideration must be given at the drafting stage to the implications of resolutions and the feasibility 
of their implementation. It should be borne in mind that the Executive Board had some degree of 
responsibility for ensuring the implementation of resolutions adopted by the World Health Assembly. While it 
was essential to ensure that such resolutions could arise spontaneously, clear guidelines from the Director-
General on the drafting of resolutions would be welcome. 

Dr Larivière's pertinent comments regarding the distinction to be made between different types of 
extrabudgetary resources would be kept in mind. However, the Working Group's major concern had been with 
the need to review how such resources were used. The Director-General had been requested to do so and to 
report his conclusions. 

As to the procedures for the nomination or selection of Executive Board members and elected officials, 
the creation of search committees was merely one option to be considered. What had emerged clearly during 
the Board's discussion of the matter was a need to redefine the criteria for nomination and selection. He 
therefore suggested that a subgroup of the Board be established to look into the matter and present its 
findings to the Board at its January 1994 session. 

With regard to the WHO Secretariat, the Working Group had been concerned with operational issues. 
Two members of the Board had suggested that the services of external consultants in corporate management 
might be enlisted to help. He suggested that the Director-General should consider the matter and report back 
to the Board. 

It was clear - and understandable - that country offices functioned differently in different countries, just 
as there were differences in the functioning of the different regional offices to which the WHO 
Representatives were responsible. The Working Group was not being critical in including country offices and 
the WHO Representatives among the Secretariat issues to be considered; it only wished to clarify the ways in 
which the aims of WHO were served. 

In regard to section 4’ he was grateful for the suggestions made as to additional items for further study. 
One that the Working Group had discussed but not included in the preliminary report was the movement and 
recruitment of staff. Discussions in the regional committees and reactions in individual Member States were 
another important issue. 

The Working Group would further examine the list and consider which items it should deal with itself 
and which might need referral or deferral. It might, for example, recommend that such an important issue as 
the effective use of WHO collaborating centres would be better considered by a specially constituted group. 
Likewise, since the Director-General was already actively engaged in reviewing coordination with other bodies 
of the United Nations system, it might be advisable to await his report on the matter before proceeding to its 
study by the Working Group. 

In conclusion, he reiterated his thanks to all those who had contributed to the very fruitful discussion. 
The Working Group's report was merely the first in a series of steps on the long route towards change. Like a 
huge oil tanker, it was difficult for an organization the size of WHO to change course rapidly. With the efforts 
of the Executive Board, members of the Secretariat, and in particular the Director-General - which might be 
compared to the conjugated efforts of a number of tugboats - he was confident nevertheless that the necessary 
reforms and changes of course could be made. Like the professional sportsman who played to win, WHO 
must be determined to achieve its goal of health for all. He was sure that with the professional skills of its 
highly qualified staff, the necessary resolve and the willingness shown by Board members during the current 
session, WHO would succeed in achieving its objective. 

The CHAIRMAN thanked the Chairman and members of the Working Group for their efforts to 
indicate the directions in which the Organization should move. It was evident that WHO was facing difficult 
times, if not a crisis. The Regional Directors and all the Member States of the Organization were aware of the 
need for WHO to develop; inertia would be fatal. It was, however, only human to fear the new and unknown, 
and changes obviously had to be implemented prudently, patiently and gradually. The work was not yet 
complete and he hoped that the Board would prove capable of achieving reform. He was not calling for 
revolution but for evolution. 

The discussion had been rich and fruitful; perhaps it could have been more so on certain points; it was 
now up to the present and future Boards to make sure that the Organization kept moving in the right 
direction. The Board provided guidance and monitored results; the Director-General had the responsibility 
for achieving those results • results that Member States were surely hoping to see. The work carried out by the 
Working Group was only the start of a change that would take many years to complete, but there were grounds 
for optimism. 
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Professor GRILLO agreed with the Chairman's comments and said that the experience of the Director-
General, combined with that of the Board, gave grounds for optimism that the Organization would move along 
the correct lines. The Director-General and the Board formed a team whose job it was to work for the good 
of the Organization. 

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

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) (continued) 

FINANCIAL REVIEW: Item 4.3 of the Agenda (continued from the fifteenth meeting, section 2) 

Draft resolution proposed by Dr Mason 

Mr BOYER (adviser to Dr Mason) introduced the following draft resolution on the proposed 
programme budget for 1994-1995, recalling that it was proposed by Dr Mason and that he had referred to it in 
some detail at the fifteenth meeting: 

The Executive Board, 
Having considered the proposed programme budget for the financial period 1994-1995, as 

presented by the Director-General (document PB/94-95); 
Being concerned about the high level of the proposed budget in relation to the level of the 

preceding programme budget, and also concerned about the proposed increase in assessments that 
Member States of WHO would be required to pay; 

Desiring, at the same time, to ensure the effective implementation of high-priority health 
programmes in Member States; 

Taking into account resolution EB79.R9, in which the Executive Board requested the Director-
General to absorb cost increases to the maximum extent feasible, and decided to submit to the Health 
Assembly recommendations on biennial programme budgets that are the result of a cooperative process 
aimed at reaching consensus, 

REQUESTS the Director-General: 

(1) to undertake further efforts to reduce the level of the proposed programme budget, giving 
particular attention to: 

(a) comments of the members of the Executive Board regarding potential shifts in 
budgetary priorities; 
(b) revisions in the calculation of cost increases, including the elimination of "catch-up" 
provisions such as are described on page C-74 of document PB/94-95; 
(c) other improvements in efficiency and productivity in the implementation of 
programmes that could lead to a reduction in the level of the proposed programme budget; 

(2) to present the results of these efforts to the Forty-sixth World Health Assembly, together 
with the proposed programme budget and the Executive Board's report on the programme budget 
review. 

The draft resolution expressed the Board's concern at the high level of the proposed budget, the high 
rate of budgetary growth, especially the cost increases, and the high level of assessments. In effect it called on 
the Director-General to take account of the six or more days of discussion of the proposed programme budget 
by the Board, during which a number of changes in priorities had been proposed and discussed and questions 
had been raised as to whether efficiency could not be improved so that programme delivery could be 
maintained without such a high level of cost increases in certain areas. The draft resolution then asked the 
Director-General, having considered those points, to report to the Health Assembly his conclusions on whether 
the programme budget could be reduced. The Health Assembly would thus have before it the 
Director-General，s report on the subject, the proposed programme budget in document PB/94-95, and the 
report, still in preparation, by the drafting group of the Executive Board which would cover the Board's 
recommendations on the budget. The Board was not dictating where cuts should be made and the draft 
resolution left the Director-General a fair degree of flexibility. It was difficult for the Board to change the 
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Organization's orientation, but the draft resolution attempted to do that at macro level by telling WHO that 
the Board wanted a lower budget and by giving the Director-General the freedom to make a proposal that was 
more reasonable and more acceptable to Member States. 

Dr LARIVIÈRE felt that the Board had expressed serious concern not so much at the overall size of the 
budget, taken in isolation, as at the amount of the increases in the assessed contributions of Member States 
that it entailed. Various suggestions had been made, in the hope not only that the total budget could be 
reduced, but also that its financial impact on Member States could be lessened. Consideration of the 
programme budget should include consideration of its financing. One could not request resources and expect a 
satisfactory capacity for programme execution unless assessed contributions were paid. The credibility of the 
Organization depended as much on meeting its commitments in programme delivery as on its technical 
excellence. With a view to linking demand and supply, in other words the demand for resources and the 
payment of contributions, he proposed that the following text should appear as a new third preambular 
paragraph of the draft resolution: 

Desiring to help Member States meet their constitutional obligations to pay their contributions on time 
and in full by reducing assessment increases to more acceptable levels. 

Dr VIOLAKI-PARASKEVA agreed that assessments should be lower but asked how they could be 
reduced. Were sources such as casual income envisaged? 

Dr LARIVIÈRE said that the additional preambular paragraph that he had proposed should be read in 
the context of the second preambular paragraph. The proposed programme budget for 1994-1995 was 
considered excessive in respect of its impact on assessments. If, by reducing cost factors and reconsidering 
rates of exchange, it was possible to reduce the amount needed to finance the programme budget, thus 
reducing assessments, it might be easier for Member States to pay their assessed contributions in full and on 
time, provided they wanted to do so. 

Dr VIOLAKI-PARASKEVA, felt that the wording of Dr Larivière's proposed amendment was 
unsatisfactory as it did not convey the notion he had just expressed. Perhaps Mr Aitken could suggest a better 
formulation. 

Mr AITKEN (Assistant Director-General) said that he was in a difficult position because he did not like 
the draft resolution. However, in the context of the resolution, the amendment proposed by Dr Larivière did 
not give rise to any difficulty. The essence of the amendment was that the lower the assessment, the easier in 
theory it was for Member States to pay. Whether that theory would be borne out in practice remained to be 
seen. In his view, the problem seemed to be countries that did not pay at all. 

The CHAIRMAN suggested that the amendment proposed by Dr Larivière should be adopted and that 
the Board should consider the whole draft resolution，as amended. 

It was so agreed. 

Dr DLAMINI said that the draft resolution, as amended, reflected the concern expressed by members of 
the Board during discussion of the programme budget. She welcomed the stress on prioritization, which was 
essential in the face of static resources. An increase in assessed contributions would pose problems for certain 
countries. While understanding why the draft resolution might not be welcome to everyone, she welcomed its 
attempt to limit cost increases to a minimum. Although it was perhaps unrealistic to expect that countries 
which had not been paying their contributions would start to pay, the draft resolution would at least help 
countries that had been paying, despite difficulties, to continue to pay on time. If assessed contributions were 
increased, such countries might find it difficult either to pay or to pay on time. The latter consideration was 
important because the functioning of the Organization depended on the timely payment of contributions. 

Dr KOMBA-KONO asked for clarification of the procedure with respect to the proposed programme 
budget. If, as at present, the Board stated its dissatisfaction with the budget and called for certain conditions 
to be met, how and when could the Board re-examine the budget to ensure that the conditions had been 
satisfied and that the budget could be recommended to the Health Assembly for approval? 
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Dr SHAMLAYE recalled that the question of the Board's commitment and giving effect to it had been 
much discussed. If the draft resolution were adopted, it would amount to saying that the Board did not 
support the proposed programme budget and that the Director-General should produce a revised version with 
a reduced total, which the Board might then recommend to the Health Assembly for approval. Obviously, the 
more Member States were asked to pay the more difficulties that created for them. Although the percentage 
increase in assessed contributions was the same for all Members, the absolute amounts in US dollars varied, 
and for some countries the increase would appear enormous. On the other hand, the Board had spent many 
days reviewing the programme budget and had supported the technical programmes, even indicating that the 
allocations for some of them should be increased. When it considered programme support costs, the Board 
had asked the Director-General to work out how to reduce the running expenses of the Organization, but it 
had given him no guidance on how to do so and its session was about to end. The Board's responsibility, 
however, did not stop with the adoption of a resolution. As the elected chief executive officer of the 
Organization, the Director-General had the duty to implement the Board's directives, but there should be some 
discussion and a sense of involvement on the part of members of the Board as to what the draft resolution 
involved in human terms and in terms of programme delivery. Paragraph 1(b) of the draft resolution called for 
a recalculation of cost increases. Perhaps that had already been done. But the result might lead to a 
reduction in the level of the proposed programme budget that would adversely affect efficiency in programme 
implementation. The Board had a responsibility to guide the Director-General on what and where to cut and 
to support him when he actually made the cuts. Otherwise, the Board's sense of responsibility, continuity and 
commitment in those programmes would be called into question. 

The meeting rose at 12h50. 



EIGHTEENTH MEETING 

Thursday, 28 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) (continued) 

FINANCIAL REVIEW: Item 4.3 of the Agenda (Document EB91/41) (continued) 

Draft resolution proposed by Dr Mason (continued) 

Dr MILAN (alternate to Dr Bengzon) endorsed the comments of Dr Komba-Kono and Dr Shamlaye; 
she was concerned about the feasibility of implementation of the draft resolution proposed by Dr Mason in the 
time available. In operational paragraph (1), subparagraphs (a) and (b) would present no particular problem, 
as they would be a matter of mathematical calculation; however, subparagraph (c) would require more careful 
study. Concern had already been expressed about the adoption of resolutions that were difficult to implement. 
The Director-General was to be allowed a certain degree of flexibility to make cuts where he felt they were 
appropriate, but would the Board be informed of his conclusions before they were presented to the Health 
Assembly? What exactly were the "improvements in efficiency and productivity" sought in subparagraph (с)? 

Dr HAJ HUSSEIN (alternate to Dr Chatty) said that the draft resolution reflected the concern of 
certain Board members at the increased level of the budget for 1994-1995 as compared with that of the 
previous biennium. It called on the Director-General to try to reduce the level of the budget, but did not 
indicate how that reduction could be achieved. Despite their expertise in financial matters, demonstrated 
during the discussions of the previous five days, the proponents of the draft resolution had not indicated the 
areas in which reductions could be made without affecting efficiency and productivity in the implementation of 
programmes. He hoped that the Board would not take a decision that would lead to delay in the 
implementation of the programmes that had already been approved. 

Dr SARR found the draft resolution ambivalent. Although it reflected the real concern in many 
countries at the substantial increase in contributions that was being requested, programmes had to have 
increased financial resources. The draft resolution did not indicate clearly enough at what level savings should 
be made and would therefore be extremely difficult to implement. 

Dr MEREDITH (alternate to Dr Calman) said that all members of the Board understood the matters of 
concern that had prompted Dr Mason's draft resolution. He agreed with Dr Shamlaye that if the Board were 
to adopt the resolution it should at the same time provide guidance to the Director-General on those areas in 
which cuts or savings could be made. The Board would, however, find it difficult to reach agreement on which 
aspects of the programme budget should be changed. In WHO, as elsewhere in the United Nations system, 
progress depended on initiative and leadership. The Director-General, with the advice of his staff, was in the 
best position to know where savings could be made that would damage programmes least. There was scope for 
increased efficiency at headquarters without harm to programme delivery; the Board should trust the 
Director-General to look into all such possibilities and to make impartial proposals for any required shifts in 
budgetary priorities for consideration at the Health Assembly. He supported the draft resolution but proposed 
that the words "the elimination of1 in operative paragraph ( l ) (b) be deleted. 
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Ms KERN (Australia),1 speaking at the invitation of the CHAIRMAN, thanked him for giving her the 
opportunity to present her country's views on the proposed programme budget for 1994-1995. Current policy 
required that Australian funding of international organizations or agencies be restricted to those that adhered 
strictly to zero real growth. If the proposed WHO programme budget were accepted, Australia's contribution, 
like that of many other countries, would increase by 21%. The projected annual rate of inflation in Australia 
for the period to which the estimates applied was 3%-3.5%. It would therefore be difficult to justify to her 
Government's treasury and to her colleagues a contribution to WHO based on an inflation rate that exceeded 
that of Australia by such a large margin. Any such justification should demonstrate, first, that the proposal was 
indeed one of zero growth. She doubted that "catch-up" and real decreases based on long-standing vacant 
positions were consistent with zero growth, particularly if the provisions in the proposed programme budget 
arose from an inability in the past to keep within a budget. 

Secondly, in justifying the estimates to those of her colleagues who were responsible for financial matters, 
it would be necessary to show that WHO was an efficient organization and was making the best use of its 
financial resources. She asked whether WHO had looked at ways in which funds could be stretched. For 
example, the cost of general service staff in Geneva was very high; information should be provided about the 
number of staff that could be financed with the same budgetary allocation in, for instance, the Philippines. 

Thirdly, there was an important, moral question, namely whether resources were being directed to high-
priority activities. Mr Aitken, Assistant Director-General, had pointed out that more than half the regular 
budget resources were absorbed by staff costs. There was a wide variation between programmes, with staff 
costs accounting for less than 20% in some special programmes but to more than 70% in one of the 
programmes for which Dr Jardel, Assistant Director-General, was responsible. Staff costs were increasing 
more rapidly than any other area of the budget. Page A-20 of document PB/94-95 showed that salaries and 
staff costs in the proposed programme budget were 27% greater than in the current one. Member States were 
being asked to approve a budget that was increased by nearly US$ 138 million, of which nearly US$ 95 million 
was for increased staff costs; thus, 70% of the proposed increase was for staff and only 30% for activities. 
Board members would recall that a situation had been described in which staff received salaries but did not 
have the resources to do the work that was required. 

The serious financial problem had arisen, as Mr Aitken had pointed out, from long-standing 
underfunding of statutory staff remuneration obligations, something that could not be ignored by WHO. Mr 
Aitken had confirmed that the shortfall amounted to US$ 35 million. Underfunding of statutory obligations, 
which had also been referred to as "catch-up" and "technical deficit in respect of staff salaries", would grow, 
would draw more and more resources away from activities and would mean that WHO would be unable to 
implement its programmes. Such underfunding was a problem in the current programme budget and would 
become an even greater problem in the proposed one. As good custodians of the important asset of world 
health, Member States should analyse the nature of the problem, suggest solutions to its more immediate 
aspects and initiate longer-term activities that would control the situation in the future so that it did not recur 
as a rolling debt from one period to the next. The longer-term solutions to WHO's significant financial 
difficulties might include some hard options, such as relocating staff or services to less expensive sites and 
reducing management and support service overheads. Some investment in modern technical communications 
systems might be needed to reduce the share of the budget allocated to those overheads and to make possible 
any relocation to lower-cost areas. There should also be greater emphasis on reducing duplication. Her 
Government endorsed the reforms in organization and work processes referred to by the Director-General in 
accepting his nomination. Member States might wish to consider keeping staff-related costs to below 50% of 
the regular budget. The staff would have to be involved in any such decision, and programme managers should 
be given positive incentives to invest in mechanisms to achieve a better ratio between programme activities and 
staff costs. 

Australia would continue to support WHO's mission and work, both internationally and domestically; 
however, even after Mr Aitken's lucid explanations of the complex programme budget, her Government had 
difficulty in accepting that a 21% increase in the budget represented zero growth. Australia and many other 
Member States hoped that the 5.8% allocated for currency conversion would in fact be deducted from the 
proposed budget, leaving an inflation rate of 15.4%. Furthermore, perhaps the 5% allocated for statutory 
obligations for staff remuneration could be dealt with in some other way in the current budget, to ensure that 
WHO survived and that its staff could be paid. If those two steps were taken, the proposed inflation rate 
would fall to 10.4% for the biennium, or approximately 5% per annum - a level that was much more 
reasonable and could realistically be portrayed as zero growth. 

1 Government representative attending by virtue of Rules 3 and 13 of the Rules of Procedure. 
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Ms KRISTENSEN (adviser to Mr Varder) fully endorsed the comments of Dr Meredith. 

Mr BOYER (adviser to Dr Mason) corrected a statement made previously referring to "donors" and 
"recipients"; all Member States were partners in the development of WHO's programmes. Dr Komba-Kono 
and Dr Shamlaye had asked when the Board would see any change that the Director-General made in the 
proposed budget. The Working Group on the WHO Response to Global Change had proposed the formation 
of a Board subcommittee on programme and budget; the Director-General could submit any changes that he 
made to that subcommittee before the proposed programme budget went before the Health Assembly. 
Alternatively, the Board could trust the Director-General to follow its guidance. Many comments had been 
made about the current programme budget, for instance at the Health Assembly in 1991, when it had been 
adopted, and the Secretariat had indicated that it would take those comments into consideration in preparing 
the programme budget for the next biennium. The Programme Committee had met in July 1991 to establish 
ceilings for the proposed budget for 1994-1995 and again in August 1992 to discuss the global and interregional 
portion of that budget. Many good ideas put forward at that time by that Committee had not been included in 
the final proposal, however. More ideas had been put forward by the regional committees when they met in 
September and October 1992. Further ideas had now been put forward by Board members. It was not 
unreasonable to ask the Director-General to try to make changes to reduce the budget and assessments. 

Dr Milan and Dr Haj Hussein had asked what adjustments might be made, especially in relation to 
operative paragraph (l)(c) of the draft resolution. Several proposals had been made by Board members, for 
example, to shorten the Health Assembly in non-budget years, to reduce the number of publications and to 
reduce potential overstaffing, especially with reference to programme 15，Support services. The Director-
General and his large staff could synthesize the comments that had been made. The report of the Board to 
the Health Assembly would also contain suggestions for reducing the budget. The Director-General could take 
into account shifts in budgetary priorities, revise the calculation of cost increases, and consolidate in order to 
improve efficiency and productivity. It was the duty of the Board to press for an effective means of 
implementing the programmes of greatest priority in a more efficient, cost-effective way. He accepted the 
amendment proposed by Dr Meredith, which would provide the Director-General with even greater flexibility 
in coming to terms with the proposal. 

Dr KOMBA-KONO said that while "resolution" had the connotation of an obligation, the Board was in 
fact requesting the Director-General to see where savings could be made in the programme budget. During 
the discussions at previous sessions, members had mentioned areas in which increases or decreases should be 
made. The draft resolution under discussion left no room for manoeuvre and provided no target. A small 
subcommittee was to be empowered to examine any changes that the Director-General made to the proposed 
programme budget. If it was to report back to the Board，as had been stated by the Legal Counsel, the Board 
would have to reassemble, at additional cost to WHO. He therefore considered that the draft resolution was 
unworkable. 

Mr AITKEN (Assistant Director-General) said that the amendment proposed by Dr Meredith would 
remove certain difficulties for the Secretariat. In response to the comments of Dr Komba-Kono, he said that 
the Board's discussion on the proposed programme budget went forward to the Health Assembly. The draft 
report included all comments on programmes up to programme 15, and a series of comments would be added 
that would take account of the present debate on broader principles. The report would contain a 
comprehensive statement that recalculation was necessary to take account of exchange rates, that casual 
income would be examined further and that serious concern had been expressed about the concept of 
"catch-up" and about the level of inflation. The report would present a broad picture of the Board's debate on 
the programme budget. His concern with the draft resolution was that it presented one aspect of the debate 
out of context. 

Another subject of concern for WHO was that, should the Board approve the resolution proposed by 
Dr Mason but fail to approve the appropriation resolution contained in document EB91/41, the Health 
Assembly would have no formal statement from the Board of what it was recommending to the Health 
Assembly. A more balanced course would be to include the matters of concern expressed in the resolution 
proposed by Dr Mason in the Board's report to the Health Assembly along with its other comments on the 
subject. Should the Board decide to adopt that resolution, however, he hoped such action would not preclude 
adoption of the appropriation resolution. 

Mr BOYER (adviser to Dr Mason) said that it would be insufficient to incorporate the Board's 
comments on the subject in its report to the Health Assembly. The suggestions of the Programme Committee, 
for example, which operated on a relatively informal basis without adopting resolutions, were not always 
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followed by the Secretariat. A resolution was necessary to express the Board's concern that cuts should be 
made in the proposed programme budget and that the Director-General should have the work completed by 
the time of the Health Assembly. Dr Komba-Kono had noted that no target figure had been given for the 
reduction; that, in fact, allowed the Director-General greater flexibility. 

It was not necessary for the Board to adopt an appropriation resolution. The Financial Regulations 
merely required the Board to transmit the Director-GeneraPs programme budget proposals to the Health 
Assembly together with its report on the subject. That action was covered in the final paragraph of the 
resolution proposed by Dr Mason. WHO already followed the practice, for example in the case of the 
Working Capital Fund, by which a draft resolution for consideration by the Health Assembly was prepared by 
the Director-General. Draft appropriation resolutions for the current proposed and the revised programme 
budgets might be prepared in that way to allow for whichever choice the Health Assembly made. 

Dr SATTAR YOOSUF asked whether a revised programme budget prepared by the Secretariat in 
accordance with the Board's comments would not have to be submitted to the Board for approval before it was 
transmitted to the Health Assembly. 

Dr KOSSENKO asked what changes in the current proposed programme budget would result from 
implementing the resolution proposed by Dr Mason, and particularly whether those changes were so 
substantial as to alter the document fundamentally. 

Dr PIEL (Legal Counsel) said that it was true that the Board was under no obligation to adopt an 
appropriation resolution. What the Board was obliged to do was to transmit a proposed programme budget, of 
which a draft appropriation resolution was the most significant instrument, to the Health Assembly together 
with its comments. If, in response to the Board's requests and comments, the Director-General made 
amendments to a proposed programme budget, he was not required to resubmit the document to the Board 
before it was placed before the Health Assembly, since responsibility for adoption of the programme budget 
lay with the latter. The Health Assembly, if it so wished，could approve the programme budget as a whole or 
in part, for example by accepting the budget estimates for the regions, but not the global or interregional 
estimates. Every effort was usually made to avoid such a situation, but should it arise the Director-General 
would have to revise the budget estimates as rapidly as possible to bring an entire proposed programme budget 
before the Health Assembly once more. 

In considering the two resolutions before it, the Board should bear in mind that adoption of an 
appropriation resolution would signify its overall approval of the proposed programme budget appearing in 
document PB/94-95 and of the figures given in the appropriation resolution (on the understanding that some 
subsequent change might be necessary, for example to take account of changes in exchange rates). The Board 
was in fact requesting the Director-General to review some aspects of cost and other factors in order to 
ascertain whether any further reductions and economies could be made to lower the overall level of the 
proposed programme budget. In order to reconcile those two positions, since it might otherwise appear that 
the resolution proposed by Dr Mason precluded acceptance of the proposed programme budget by the Board, 
he suggested that operative paragraph (1) might be amended to read: 

to undertake further efforts to make reductions and economies that could reduce the level of the 
proposed programme budget, giving particular attention to: 

The desire to bring cost increases down and take into account the "catch-up" portion of those increases 
was understandable; the problem was that the result might be to base the budget on deliberately unrealistic 
cost estimates taken from previous years. While that was not impermissible, it was uncomfortable. To 
overcome that difficulty he suggested that operative paragraph (l)(b) might be amended to read: 

reductions and economies to help offset and reduce cost increases, including catch-up provisions; 

It would be sufficient to include the reference to page C-74 of document PB/94-95 in the summary record of 
the meeting. That wording would also meet Dr Meredith's concern. 

With those two suggested amendments, approval of the resolution proposed by Dr Mason would not be 
in contradiction with basic approval by the Board of the overall programme budget, whether or not it adopted 
a resolution recommending the appropriation resolution to the Health Assembly. In any case the 
Director-General would make every effort to make the changes the Board had suggested in the programme 
budget to be proposed to the Health Assembly. 
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The CHAIRMAN suggested that, in the light of the discussion and the number of amendments 
proposed, a drafting group consisting of Mr Boyer (adviser to Dr Mason), Dr Komba-Kono, Dr Dlamini, 
Dr Shamlaye, Ms Ю-istensen (adviser to Mr Varder), any other Board member who so wished, together with 
Mr Aitken and the Legal Counsel should be given the task of reviewing the two resolutions before the Board 
and submitting appropriately amended texts to its next meeting. 

It was so agreed. (For continuation, see summary record of the twentieth meeting, section 2.) 

PROGRAMME REVIEW: Item 4.2 of the Agenda (continued) 

Consideration of draft resolutions (continued) 

Tuberculosis programme 

The CHAIRMAN drew attention to a draft resolution proposed by Dr Li Shi-chuo, Dr Mason, 
Dr Nakamura, Dr Nymadawa, Mr Rukebesha and Dr Sarr, which read as follows: 

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

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Recalling resolution WHA44.8 which endorsed a dual approach with a global target of 

successful treatment of 85% of detected sputum-positive patients and detection of 70% of such 
cases by the year 2000; 

Aware that tuberculosis remains the most important cause of death from a single infectious 
agent despite the existence of highly cost-effective strategies and the availability of tools to control 
the disease; 

Recognizing that the already serious situation is rapidly worsening as the result of the spread 
of HIV infection, a resurgence of the disease in many industrialized countries, increased 
international migration and the dramatic conditions in many parts of the world where emergencies 
arise from war, civil disorder, famine and other tragedies; 

Stressing that there is a severe lack of resources for operating effective programmes not only 
in many developing countries but also in some industrialized countries, 

1. THANKS the Director-General for his report; 

2. WELCOMES the progress achieved during the past two years in meeting the needs of 
Member States, in particular: 

(1) the setting-up of a Coordination Advisory and Review Group involving 
representatives of Member States and donor and scientific communities in guidance of 
the Programme; 
(2) the development of cost-effective tuberculosis programme management strategies 
and effective tools and training materials; 

3. URGES Member States to take rapid action to strengthen national tuberculosis 
programmes, as part of their national health services, within the framework of WHO's global 
tuberculosis strategy, the main components of which are: 

(1) detection of smear-positive cases through reliable microscopic examinations; 
(2) introduction of standardized short-course chemotherapy with particular emphasis 
on directly observed therapy during the initial two months; 
(3) introduction of standardized case registries and vigorous evaluation of treatment 
results by cohort analysis; 
(4) provision of regular supplies of assured quality antituberculosis drugs to all 
treatment centres; 
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4. NOTES with concern that inadequately managed tuberculosis programmes appear to be 
exacerbating dangerous drug-resistant forms of tuberculosis, and that there is still inadequate 
appreciation of the seriousness of the situation, particularly in developing countries; 

5. ENCOURAGES the international community, including bilateral, multilateral and 
nongovernmental organizations, to continue their collaboration and support for improved 
tuberculosis programmes at national, regional and global levels; 

6. REQUESTS the Director-General: 

(1) to ensure that the WHO tuberculosis strategy is effectively supported and 
implemented at all levels of the Organization by further strengthening the capacity of 
the Programme and to reinforce WHO's support to Member States in the effective 
implementation of their national tuberculosis programmes; 
(2) to advocate vigorously that leaders in Member States and the international 
community focus existing resources on the urgent need to control tuberculosis; 
(3) to mobilize additional resources in order to accelerate and expand cooperation 
with Member States for tuberculosis control and to consider establishing a Special 
Account for Tuberculosis in the Voluntary Fund for Health Promotion; 
(4) to keep the Executive Board and the World Health Assembly informed of 
progress in implementing this resolution. 

Dr VIOLAKI-PARASKEVA proposed that in operative paragraph 3(4)，the reference should be to 
"regular and uninterrupted supplies". 

The resolution, as amended, was adopted.1 

Emergency and humanitarian relief operations 

The CHAIRMAN drew attention to a draft resolution proposed by Professor Girard, Dr Paz-Zamora, 
Dr Sarr and Dr Sidhom, which read as follows: 

The Executive Board, 
Noting the report of the Director-General, 

RECOMMENDS to the Forty-sixth World Health Assembly the adoption of the following 
resolution: 

The Forty-sixth World Health Assembly, 
Recalling resolutions WHA28.45, WHA34.26 and WHA44.41 on emergency relief operations, 

resolution WHA42.16 on the International Decade for Natural Disaster Reduction and resolutions 
of the World Health Assembly on drought, floods and famine in certain countries; 

Recalling also General Assembly resolution 46/182 on the coordination of United Nations 
humanitarian emergency assistance; 

Welcoming the creation by the United Nations Secretary-General of the Department of 
Humanitarian Affairs, and the establishment of the interagency standing committee on 
emergencies; 

Deeply concerned at the alarming increase in disasters (whether natural or resulting from 
human activity) and the effect such disasters have on the health and well-being of the population 
and health services of Member States; 

Aware that in many parts of the world adverse socioeconomic conditions compound the 
effects on Member States of disasters and emergencies, which may also affect neighbouring States, 
as in the case of refugee movement; 

Recognizing the need to strengthen the capabilities of Member States in preparing for and 
responding to emergencies, and to respond in a coordinated manner within the United Nations 
system; 

1 Resolution EB91.R9. 
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Recognizing that it is a constitutional function of WHO to provide health services and 
facilities to special groups affected by disasters at the request of Member States or of the United 
Nations; 

Noting with satisfaction the lead WHO is giving in coordinating the health aspects of 
emergency relief operations in countries in accordance with United Nations General Assembly 
resolution 46/182， 

1. THANKS the Director-General for his report; 

2. REAFFIRMS that WHO has a coordinating role and responsibility in the health and related 
aspects for measures of emergency preparedness, relief and rehabilitation as part of humanitarian 
assistance; 

3. URGES Member States: 

(1) to strengthen their capabilities for preventing and mitigating disasters and establishing 
comprehensive national emergency preparedness programmes; 
(2) to appraise and strengthen the capabilities of their health systems for emergency 
preparedness in collaboration with civil defence, nongovernmental and private voluntary 
organizations; 
(3) to increase the allocation of resources in their health budgets for emergency 
preparedness and response in order to ensure the sustainability of activities for disaster 
mitigation and relief, including rehabilitation of the health sector; 
(4) to ensure that permanent arrangements are made to facilitate the work of WHO, other 
organizations and bodies of the United Nations system and international and 
nongovernmental organizations, in strengthening national capabilities for response and in 
providing emergency assistance to meet the health and nutritional needs of victims of 
emergencies; 

4. CALLS ON the international community, in responding to emergency needs, to provide for 
the technical and financial aspects of health services and for their early rehabilitation, whenever 
appropriate; 

5. REQUESTS the Director-General: 

(1) to support Member States in the strengthening of capabilities for emergency 
preparedness and humanitarian assistance in the health sector; 
(2) to consider further improvements in related staffing and technical capacities at WHO 
headquarters and to strengthen at regional level appropriate mechanisms for efficient health 
emergency management; 
(3) to ensure that WHO representatives and field staff, as a vital element in emergency 
and humanitarian relief operations, receive adequate training and instruction to fulfil their 
tasks, in relation to initiatives already undertaken by, or in collaboration with other 
organizations of the United Nations system; 
(4) to ensure that WHO fulfils its responsibility for coordinating the health aspects of 
disaster preparedness and response within the United Nations system as part of the improved 
coordination and streamlining of United Nations humanitarian assistance; 
(5) to improve and strengthen WHO procedures for raising funds for emergency 
requirements so as to mobilize adequate extrabudgetary support for disaster preparedness 
and relief; 
(6) to consider increasing the Special Account for Disasters and Natural Catastrophes 
under the Voluntary Fund for Health Promotion; 
(7) to present a report to the ninety-third session of the Executive Board on: 

(a) the activities undertaken by WHO at global and regional levels in support of its 
Member States, in coordinated efforts in the health sector within the United Nations 
system as regards preparedness, early warning, emergency response, rehabilitation of 
services and reconstruction; 
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(b) the role of WHO in this field and the resources the Director-General proposes to 
allocate for these activities as a matter of priority under the 1994-1995 programme 
budget; 
(c) the extrabudgetary support requested and obtained during the reporting period 
and the activities undertaken with such support; 
(d) cooperation within the United Nations system, and with other international and 
nongovernmental organizations, in support of health activities in emergencies and in 
situations requiring humanitarian assistance. 

Ms KRISTENSEN (adviser to Mr Varder) proposed that in operative paragraph 5(1) the word "support" 
be replaced by "advise and give guidance to". 

Dr VIOLAKI-PARASKEVA said that the concept of support was stronger and should therefore be 
retained. 

The CHAIRMAN invited Ms Kristensen and Dr Violaki-Paraskeva to consult on the amendment and 
submit an agreed wording to the Board. 

Dr SIDHOM proposed that a subparagraph be added to operative paragraph 5 to read: "to strengthen 
WHO's capacity for early warning of disasters, and in particular channels of communication with the WHO 
Representatives' offices in countries, so as to ensure that headquarters and the regional offices are 
immediately and simultaneously informed of the declaration and evolution of any major emergency". 

It was so agreed. 

Dr LARIVIÈRE proposed that in order to reflect General Assembly resolution 46/182 more closely, the 
words "including consolidated appeals" should be added at the end of operative paragraph 5(4). He further 
proposed that the words "in the health sector" be added at the end of paragraph 5(5). 

It was so agreed. 

Dr SAVEL'EV (adviser to Dr Kossenko) proposed that the contents of paragraph 5(6) be transferred to 
the third operative part and re-numbered paragraph 3(5). 

The CHAIRMAN pointed out that the effect of Dr Savel，ev’s proposal would be that Member States, 
rather than the Director-General, would be invited to consider increasing the Special Account for Disasters 
and Natural Catastrophes under the Voluntary Fund for Health Promotion. 

Mr BOYER (adviser to Dr Mason) said that he would not object to that proposal, provided that the text 
was amended to read "to consider increasing contributions to the Special Account ..." in order to make it clear 
that Member States were being asked to contribute more money. 

In reply to a question by Dr DLAMINI, Mr AITKEN (Assistant Director-General) said that 
contributions would be to an account held at headquarters for use in emergencies wherever they might arise, 
since funds were not otherwise instantly available to meet them. 

In reply to a further question by Dr KOMBA-KONO, he said that the fund was voluntary and should not 
affect the judgement of Member States with respect to the regular budget contributions. Originally the 
Director-General would have asked Member States for contributions，but Dr Savel，ev，s proposal to put the 
request directly to them was an improvement. 

The proposal by Dr Savel'ev, as amended by Mr Boyer, was adopted. 

The CHAIRMAN inquired whether there were any objections to a joint proposal by Ms Kristensen and 
Dr Violaki-Paraskeva to amend the beginning of operative paragraph 5(1) to read "to support and guide 
Member States 
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The proposal was adopted. 

The resolution, as amended，was adopted.1 

2. WHO RESPONSE TO GLOBAL CHANGE (REPORT OF THE EXECUTIVE BOARD WORKING 
GROUP): Item 9 of the Agenda (Document EB91/19) (continued from the eighteenth meeting, 
section 1) 

The CHAIRMAN invited Dr Calman to report on the Working Group's latest deliberations. 

Dr CALMAN, Chairman of the Executive Board Working Group on the WHO Response to Global 
Change, thanking the members of the Board for their useful comments, apologized on behalf of the Working 
Group for the brevity of its preliminary report and acknowledged that more background and information were 
needed. 

The Working Group proposed to report to the Board in May 1993 on what it considered to be the 
priorities arising from the discussions at the current session. Since that would inevitably leave some questions 
outstanding, it was proposed to develop the concept of a more permanent group of seven to nine members 
with two general functions: first, to implement and follow up proposals with the Board; and secondly, to 
discuss new subjects. The new group was expected to be serviced by the Secretariat, as was the present one; 
but it might also call on the services of a Regional Director. 

An additional proposal was for the creation, within existing resources, of an "implementation of change" 
group, which would work closely with the Working Group; the Secretariat was invited to consider how best to 
use existing structures, for example the Programme Committee and the Executive Board, and the General 
Programme of Work, to implement the Working Group's suggestions. 

Finally, the Working Group recommended the setting-up of a group to consider procedures for the 
designation of persons to serve on the Executive Board, the appointment of Regional Directors and 
nomination of the Director-General. 

3. EXPERT ADVISORY PANELS AND COMMITTEES: Item 12 of the Agenda 

REPORT ON APPOINTMENTS TO EXPERT ADVISORY PANELS AND COMMITTEES: Item 12.1 of 
the Agenda (Document EB91 /22) 

Dr LARIVIÈRE thanked the Director-General for the information concerning the participation of 
women in expert advisory panels and committees in 1992. He himself had calculated that the rate of actual 
participation of women in meetings was of the order of 15%, slightly higher than their 13.2% membership of 
advisory panels. Although the numbers were increasing, much remained to be done if WHO was serious about 
involving women scientists in its scientific and technical activities. The proposed programme budget indicated 
that thirteen expert committees and four study groups were planned for 1994-1995; there would be ample time 
to find women experts to participate. Involving women in WHO's technical work and in the work of the Board 
and the Health Assembly had in the past been discussed; he welcomed the efforts that had been made, but 
noted that much room remained for improvement. 

Dr SIDHOM noted from Table 1 in document EB91/22 that a considerable number of appointments had 
been ended or suspended in 1992. What were the reasons for that? 

Dr VIOLAKI-PARASKEVA thanked Dr Larivière for his advocacy on behalf of women: there was still 
a great deal of room for their participation at all levels in WHO's work. Two additional women members of 
the Board were expected in the near future; an increase in the proportion of women holding high posts in the 
Organization, including that of Director-General, would be welcome. 

1 Resolution EB91.R22. 
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Dr NOVELLO (alternate to Dr Mason) welcomed the comments by Dr Larivière and 
Dr Violaki-Paraskeva : it was clear that WHO was going beyond mere talk in taking appropriate action on 
women's participation; and she would have more to say on the matter during the discussions on recruitment of 
staff. 

Dr MANSOURIAN (Research Promotion and Development), replying to Dr Sidhom's question, 
explained that, in accordance with the Board's instructions, members of expert advisory panels not currently 
active were omitted from the table; that accounted for the large number in the "End of appointments" column. 
With regard to "suspensions", he drew attention to the relevant footnote to the Table. 

He had also taken note of the very constructive comments of other Board members. 

The CHAIRMAN concluded that the Board had taken note of the Director-General's report on 
appointments to expert advisory panels and committees. 

REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS: Item 12.2 of the 
Agenda (Document EB91 /23) 

The CHAIRMAN drew attention to document EB91/23, in which the Director-General reported on five 
expert committee meetings, of which the reports had become available in English and French since the 
previous session of the Board. For each report the document gave general information and described the 
content and recommendations as well as showing the improvements to public health in Member States 
resulting from implementation of the recommendations, and the implications for WHO programmes. 

He invited members of the Board to comment on the reports. 

WHO Expert Committee on Specifications for Pharmaceutical Preparations (WHO Technical Report 
Series，No. 823) 

Dr NOVELLO (alternate to Dr Mason) said that as a means of ensuring that good-quality 
pharmaceuticals were available in developing countries, the WHO Certification Scheme on the Quality of 
Pharmaceutical Products Moving in International Commerce could enable importing countries to benefit from 
the regulatory infrastructure of exporting countries. 

The United States of America, however, would be unable to support the Expert Committee 
recommendation that Member countries should use, without further adjustment, the three forms of attestation 
currently provided under the scheme. The most notable flaw was the free interchange of the concepts of 
licensing and legality. The five-year pilot programme to test the scheme should give the Expert Committee 
adequate opportunity to draft any changes needed to enable the WHO certification scheme to become both 
practical and widely used. 

Dr MIYAKE (adviser to Dr Nakamura) said that in order to establish a stable supply of essential drugs 
of good quality, the drug regulatory authority in each country should regulate and coordinate all stages of 
supply • licensing, manufacturing, distribution and use; quality assurance at every stage was equally important. 

He wished to endorse WHO's efforts in that context; the international pharmacopoeia and other WHO 
standards were helpful at the licensing stage; the guidelines on good manufacturing practices for 
pharmaceutical products at the manufacturing stage; the WHO Certification Scheme on the Quality of 
Pharmaceutical Products Moving in International Commerce at the distribution stage as a preventive measure 
against counterfeit drugs; and the WHO model prescribing information in the rational use of drugs at the use 
stage. 

He hoped that WHO would continue to give high priority to those supports to drug regulatory 
authorities in the world, especially in developing countries. 

Dr SAVEL'EV (adviser to Dr Kossenko) felt that it was unfortunate that the Board was able to examine 
the excellent report only at the current session when the meeting to which it related had taken place in 
December 1990; he therefore suggested that the Working Group of the Board on the WHO Response to 
Global Change should join with the Secretariat in attempting to shorten the time lapse in the future. 

Miss WEHRLI (Regulatory Support), replying to Dr Novello's comments on the suitability of the forms 
of attestation proposed in the report, confirmed that they were now being field-tested and it was hoped that 
within five years a final format would be devised. She hoped that as many countries as possible would 
participate formally in the field-testing. 
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Dr DUNNE (Division of Drug Management and Policies) acknowledged that there had been an 
exceptional delay in the production of the report, explained by the fact that the Certification Scheme on the 
Quality of Pharmaceutical Products Moving in International Commerce was an international convention. After 
WHO had consulted all countries about the amendment of the scheme, the proposals had been placed before 
the Expert Committee, which had expressed the wish that the countries should be consulted again regarding its 
recommendations in order to ensure that they were generally acceptable before submitting the report to the 
Board. He felt that a general consensus had now been achieved. 

That was very important, since a directive had now been adopted by the European Community requiring 
the scheme to be implemented in accordance with administrative arrangements determined by WHO. He 
would not have wished to place before the Board a report which Member States were unable to accept; hence 
the delay. 

WHO Expert Committee on Rabies (WHO Technical Report Series，No. 824) 

Dr VIOLAKI-PARASKEVA remarked that the comprehensive report contained much useful scientific 
and technical information. In the past ten years many advances had been made in basic and applied research 
and monoclonal antibodies had been used extensively in identifying rabies virus strains and diagnosing human 
and animal rabies. Referring to section 4 on rabies vaccine, she asked how much progress had been made in 
the production of vaccine and its administration to animals and humans. Rabies control programmes would be 
successful if they were in the interests of local communities and if there was close collaboration with medical 
and veterinary services. With the new initiative on rabies vaccination, greater protection would be given 
against the disease, which had long been a problem for many countries. 

Dr NOVELLO (alternate to Dr Mason) considered that the report provided a good summary of many 
recent advances in basic and applied research, vaccination，animal control, and methods of prevention and 
treatment in humans. It remained a surprise to many people that there were still an estimated 35 000 human 
deaths in the world each year from rabies - obviously there was a human cost as well as an economic one. In 
the United States of America, although few human deaths were reported，US$ 300 million was spent annually 
on animal and human rabies prevention. 

While the report highlighted two major rabies prevention strategies, including post-exposure 
immunization of humans and mass vaccination programmes for dogs, little guidance was provided for 
developing countries as to which of the two should be emphasized. Moreover, in many of the countries with 
the most severe rabies problems, implementation of either might be impractical from a logistic as well as an 
economic point of view. More research was needed to demonstrate clearly the public health and economic 
benefits of control programmes. 

The Committee had reiterated its support for discontinuing the production of brain-tissue rabies vaccines 
which could have serious and even fatal side effects. Unfortunately, such vaccines were still used in many parts 
of the developing world, and it would therefore be helpful to tackle more specifically the impediments to the 
wider use of the safer and more effective cell-culture rabies vaccines. 

Dr LARIVIÈRE said that the findings of the Expert Committee were extremely useful for public health 
and for WHO. The Director-General's report (document EB91/23) stated that if the disease could be 
eradicated, an estimated saving of US$ 200 million annually would be made in the health and agricultural 
sectors. The speaker had been unable to find that information in the report of the Expert Committee but it 
was an encouragement to carry out further research. What must be determined was the cost of eradication; if 
the expense could be recovered within a reasonable period，the matter would certainly deserve further 
attention. 

Dr MESLIN (Veterinary Public Health), replying to Dr Novello and Dr Larivière on the question of 
cost-effectiveness, said that he could give detailed calculations if required for the estimate of US$ 200 million 
annual saving and for the cost recovery of expenditure made in establishing such programmes in countries 
where canine rabies was present. A study had also been conducted showing that canine rabies elimination 
programmes based essentially on parenteral vaccination of dogs did not exceed the expense incurred in post-
exposure treatment of humans or of preventive immunization of livestock and were therefore viable 
propositions. 

It had been in the early 1980s that the Expert Committee had first recommended, in its seventh report, 
abandoning the use of nerve-tissue vaccines in humans, and indeed many countries had ceased production of 
such vaccines using adult animal tissue and turned to imported cell-culture vaccines. The trend was therefore 
clear and where national demand did not exceed some 500 000 doses per annum countries should consider 



SUMMARY RECORDS: T W E N T Y - F I R S T MEETING 217 

adopting that solution. Larger countries, where demand was higher, would have to resort to importing or 
developing technology for cell-culture of vaccines. 

One type of vaccine developed from nerve tissue which warranted special mention was that based on 
suckling mouse-brain which was used by most countries in Latin America. It was safer than vaccines from 
adult animals and seemed acceptable at present, although the Committee had urged those countries also to 
adopt more modern vaccines in the future. 

Lymphatic filariasis: the disease and its control (WHO Technical Report Series, No. 821) 

Dr NOVELLO (alternate to Dr Mason) said that the document was a well-written and helpful review of 
the current issues in that field. Her only concern was that the reader was unable to distinguish between 
personal opinions of the experts and references to published studies and, in a constructive spirit, she requested 
that in future the distinction should be made clear. 

Dr LARIVIÈRE observed that seven of the eight recommendations by the experts called for more 
research, underscoring the insufficiency of research and funding in the past although large numbers of people, 
primarily in the developing countries, suffered from the disease, which was handicapping rather than fatal. 
One specific concern relating to control strategies was the recommendation on the use of diethylcarbamazine 
citrate (DEC). At the meeting of the Joint Coordinating Board in June 1992, the Director of the Special 
Programme for Research and Training in Tropical Diseases (TOR) had stated that trials of ivermectin had 
shown that a single dose killed microfflariae with fewer side effects than DEC. Research was continuing in 
that area but he thought that caution should be exercised in promoting the use of DEC when other medication 
showed greater promise for control strategies. 

Dr RAMACHANDRAN (Filariasis Control) said he considered Dr Novello，s suggestion regarding 
references to be a good one: the Expert Committee would undoubtedly look at the question as a matter of 
policy. 

Dr Larivière had rightly remarked that there was a great need for research on lymphatic filariasis, mainly 
because the current situation in the world was still very gloomy, with over 78 million people infected and over 
700 million people living in endemic areas. Very little control had been carried out in most of the heavily 
endemic areas of the world, with the exception of China which had demonstrated the effectiveness of DEC 
used in cooking salt. 

There was a need for better diagnosis, chemotherapy and control strategies. In collaboration with the 
Special Programme for Research and Training in Tropical Diseases, the programme for the control of tropical 
diseases was working on those aspects, particularly in trying to develop simple, affordable and sustainable 
control strategies in the field. 

Undoubtedly, DEC had been a major weapon for control to date. It was true that the trial with 
ivermectin had proved that it was an excellent microfilaricide for lymphatic filariasis; at a dosage of 
400 mcg/kg body weight, the microfilariae disappeared within three or four days and its efficacy equalled that 
of DEC. However, it was not yet known whether ivermectin had any macrofilaricidal effect, whereas DEC did 
kill the adult worms embedded in the lymphatic tissues and could effect a permanent cure if administered in 
sufficient doses. The clinical trials carried out under the Special Programme had shown that one oral dose of 
DEC at 6 mg/kg body weight was as effective as multiple doses. He stressed that DEC was cheap and easily 
available and had proved effective. 

Ivermectin trials were continuing and it was hoped that within a year or so there would be clearer 
evidence as to the role ivermectin could play. 

WHO Expert Committee on Biological Standardization (WHO Technical Report Series，No. 822) 

Dr VIOLAKI-PARASKEVA noted that the report had taken a very long time to produce and wondered 
how long it would be before new information would be available about the clinical trial on acellular pertussis 
vaccines mentioned on page 8 and the blood coagulation factor VIII and von Willebrand factor referred to on 
page 11. 

Dr NOVELLO (alternate to Dr Mason) noted with satisfaction that the report took into account 
procedures essential for ensuring the safety and efficacy of biological products while avoiding specifying 
unnecessarily stringent or restrictive conditions. 

She noted the lack of a glossary or definition of key terms in relation to Annex 1, Good Manufacturing 
Practices for Biological Products. 
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With regard to Annex II，Guidelines for National Authorities on Quality Assurance for Biological 
Products, the Committee should be commended on the development of practical guidelines in an area where 
technological developments and scientific advances were bringing about continuous changes. The description 
of the concept and functions of a national control authority and a national control laboratory would be 
especially useful for countries that were currently developing a biological control infrastructure. 

Dr MAGRATH (Division of Drug Management and Policies), replying to Dr Violaki-Paraskeva, 
regretted the delay in publishing the Committee's report. For technical reasons, it was difficult for the 
Secretariat to prepare the final text for publication in less than a year. The report had, however, been 
available for the most recent meeting of the Committee itself. 

Regarding the need for information on progress concerning an acellular pertussis vaccine, the 
Committee, when drafting requirements for standardization, was careful always to take account of the state of 
development of the product concerned, before establishing production requirements and quality control. It was 
not certain that there was as yet sufficient information on the antigens essential for an effective acellular 
pertussis vaccine. It had thus been decided not to proceed at the last meeting with the drafting of 
requirements for that vaccine. He acknowledged that a number of different acellular pertussis vaccines had 
been licensed; they differed widely, and in one country they were only available for backup immunization (the 
fourth or fifth dose). It was therefore not appropriate at present to draft standard requirements. 

He agreed that the situation regarding blood coagulation factor VIII and the von Willebrand factor was 
serious. However, the comments of the Committee had already been turned to good account. Material was 
available and was being studied with a view to adoption as a replacement standard. 

He was grateful for the appreciation of efforts to produce draft guidelines for production and quality 
control, an area which had given rise to much discussion during the current session of the Board on the quality 
of vaccines in particular and biological products in general. He hoped that the guidelines for national 
authorities would be heeded by Member States when licensing biological products; the Organization stood 
ready to assist in that connection. 

The use of essential drugs (WHO Technical Report Series，No. 825) 

Dr NO VELLO (alternate to Dr Mason) commended the Organization on its energetic efforts to use the 
Action Programme on Essential Drugs as the focus for a systematic search for appropriate and feasible 
solutions to the problem that the most essential drugs were not available to great numbers of people in the 
world. 

It was stated in the report that essential drug donors should observe the principle that all drugs donated 
should have a remaining shelf-life of at least one year. The Government of the United States of America had 
made it known that it felt that rigorous observation of that principle could preclude the donation of many safe 
and effective drugs that were currently available. It was the experience of her country that many products 
continued to be satisfactory well beyond the expiration date indicated on the label. She suggested that the 
WHO study on stability of essential drug products should provide a list of products whose shelf-life 
requirement needed to be strictly applicable, and the Organization should then consider applying the time limit 
to those products only. That would assist the Organization in achieving the goal of having essential drugs 
available at all times, in adequate amounts, especially for displaced populations and people in need. 

Dr SAVEL'EV (adviser to Dr Kossenko) commended WHO's updating of the List of Essential Drugs 
every two years. In Russia, it had only been during the last few years that the development of such lists had 
been taken seriously. National lists were now available, but needed a better basis. Lists of nationally produced 
pharmaceutical products or, for that matter, imported products called for improvement. 

He drew particular attention to a new element in the report, namely the subsection on drugs used in 
palliative therapy. That information was extremely timely and he hoped that that item would be retained in 
the report in the future. 

Professor MBEDE emphasized the importance in some countries, including his own, of the 
Organization's role in disseminating information on certification of the quality of pharmaceutical products 
available in the international market. It was most important to know which were the principal laboratories and 
suppliers and to be assured that they were reliable. That was especially important because developing 
countries did not always have the capacity to carry out adequate quality control. They needed assistance, not 
only in respect of imported drugs, but also with regard to their supervision after arrival in the country. 
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Dr SARR commended the highly informative nature of the report, which dealt with a programme of 
great importance to countries such as his own. WHO should help them to finalize their drugs policies in the 
coming biennium. 

Given the importance of training of health staff, the information sheets in the report would be 
invaluable. 

There remained the problem of procurement. He hoped that WHO would continue to negotiate with 
reliable suppliers. The Organization should certainly distribute a list of them, in order to help overcome the 
growing problem of counterfeit drugs. 

Dr COUPER (Division of Drug Management and Policies), replying to Dr Novello, explained that the 
restriction with regard to shelf life reflected the need to prevent abuse in the export of such drugs. Shelf life 
was a legal concept, based on studies of stability. Nevertheless, the Secretariat would review the lists in order 
to determine whether relaxation of the restriction might be possible in some cases. 

She assured Dr Savel'ev that drugs used in palliative therapy would continue to be included in future 
reports. 

In the matter of quality assurance, the Committee on the Use of Essential Drugs worked closely with the 
Committee on Specifications for Pharmaceutical Preparations, to ensure the quality of products. 

Decision: The Executive Board considered and took note of the Director-GeneraPs report on the 
meetings of the following expert committees: WHO Expert Committee on Specifications for 
Pharmaceutical Preparations, thirty-second report; WHO Expert Committee on Rabies, eighth report; 
WHO Expert Committee on Filariasis (Lymphatic Filariasis: The Disease and its Control); WHO 
Expert Committee on Biological Standardization, forty-second report; WHO Expert Committee on the 
Use of Essential Drugs, fifth report (Model List of Essential Drugs). It thanked the experts who had 
taken part in the meetings, and requested the Director-General to follow up their recommendations, as 
appropriate, in the implementation of the Organization's programmes, bearing in mind the discussion in 
the Board.1 

4. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 13 of the Agenda 

STATUS OF COLLECTION OF ASSESSED CONTRIBUTIONS AND STATUS OF ADVANCES TO 
THE WORKING CAPITAL FUND: Item 13.1 of the Agenda (Document EB91/24)2 

Mr AITKEN (Assistant Director-General) said that in 1992, only 78% of assessed contributions had been 
received, the outstanding balance being some US$ 80 million. To deal with the problem, the Organization had 
implemented a 10% reduction of expenditure across the board, which would be continued in 1993. He added 
that it was understood that the 10% reduction could be waived at the discretion of the Director-General in 
order to meet essential requirements. 

The Working Capital Fund was now one of the lowest in the United Nations system. The Director-
General proposed to make a study and report to the Executive Board in 1994. 

He thanked Member States that had already paid their contributions for 1993, and reminded others that 
their contributions were now due. In view of the serious impact of non-payment of contributions on the ability 
of the Organization to continue functioning efficiently, he commended the resolution contained in document 
EB91/24 paragraph 13 for adoption by the Board. 

Dr LARIVIÈRE said the Board should join in the expression of concern at the low rate of collection of 
assessed contributions, not only at the end of but throughout the year. According to a graph showing the 
collection rate on a month-by-month basis, January was one of the lowest months, although assessed 
contributions for the preceding year were due on the first day of that month. It was to be hoped that late 
payments did not indicate a lack of commitment to the Organization by the Member States concerned. 
Members continued to request the Organization to provide services, and they had a duty to support it by 
paying their assessed contributions in full and on time. 

1 Decision EB91(8). 
2 Document EB91/1993/REC/1, Annex 1. 
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The CHAIRMAN invited the Board to adopt the resolution on assessed contributions proposed by the 
Secretariat in paragraph 13 of document EB91/24. 

The resolution was adopted.1 

Dr LARIVIÈRE had a question concerning the outcome of the study by the Director-General on the 
feasibility of increasing the Working Capital Fund which would be submitted as a report to the Board at its 
ninety-third session. If the Board decided that it was appropriate to increase the Working Capital Fund, and 
the Health Assembly adopted a resolution to that effect in May 1994, when in the budget cycle would the 
increase come into effect? 

Mr AITKEN (Assistant Director-General) said that if the Health Assembly decided in 1994 to increase 
the Working Capital Fund, it could also decide that the increased level of advances would apply with effect 
from 1 January 1995. 

MEMBERS IN ARREARS IN THE PAYMENT OF THEIR CONTRIBUTIONS TO AN EXTENT WHICH 
WOULD JUSTIFY INVOKING ARTICLE 7 OF THE CONSTITUTION: Item 13.2 of the Agenda 
(Document EB91 /37) 

Mr AITKEN (Assistant Director-General) reported that the number of Member States liable to 
suspension of voting rights under Article 7 of the Constitution had doubled in 10 years from 14 to 27 at the 
time of publication of document EB91/37. That number had since been reduced by four as a result of four 
Member States reducing their arrears of contributions by a sufficient amount. The report classified the 
27 Member States into three categories. Five Member States had already lost their voting rights as from the 
Forty-fifth World Health Assembly in 1992, and their voting rights were suspended until their arrears had been 
reduced by a sufficient amount. No action was required by the Board in respect of those Member States. 

A further 10 Member States might lose their voting rights at the Forty-sixth World Health Assembly, 
unless a sufficient proportion of their arrears of contributions had been paid by the start of the Health 
Assembly. No action was required at the present time by the Board. 

The Board must now consider what action was appropriate in relation to 12 Member States whose 
position with regard to voting rights was subject to Health Assembly resolution WHA41.7. Unless there were 
exceptional circumstances, the Forty-sixth World Health Assembly would adopt a decision to suspend the 
voting rights of those Member States at the 1994 World Health Assembly, if they were still in arrears at that 
time. He drew the attention of the Board to the fact that of the 12 Member States so listed in the document, 
four (Brazil, Kenya, Peru and Qatar) had since paid sufficient contributions to justify their removal from the 
list. 

He suggested that the Board might wish to follow past practice and request the Committee of the 
Executive Board to Consider Certain Financial Matters prior to the Forty-sixth World Health Assembly to 
advise the Health Assembly on possible suspension of the voting rights of the remaining eight Member States 
on the basis of the recent status of contributions due from them as reported by the Director-General. 

In the meantime, all efforts would continue to collect the outstanding contributions. 

Dr AL-KHIYAT (alternate to Dr Mubarak) said that Iraq had recently instructed its bankers to pay a 
large part of its outstanding contributions. Iraq wished to maintain its good relations with the Organization. 

Mr AITKEN (Assistant Director-General) replied to Dr Al-Khiyat that he had been informed of the 
transaction, but the funds had not yet been received in the accounts of WHO. 

Dr AL-KHIYAT (alternate to Dr Mubarak) asked what further steps were needed to expedite the 
transfer of the funds, which were available to Iraq's bankers. 

Mr AITKEN (Assistant Director-General) said that the transaction would be effected by the Bank for 
International Settlements. 

The CHAIRMAN said he took it that the Board approved the efforts to obtain payment of assessed 
contributions and wished to adopt an appropriate decision. 

1 Resolution EB91.R22. 
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Decision: The Executive Board，having considered the report of the Director-General on Members in 
arrears in the payment of their contributions to an extent which would justify invoking Article 7 of the 
Constitution, while agreeing that the provision of services should continue uninterrupted，requested the 
Director-General to continue his efforts to collect the unpaid arrears of contributions from the Members 
concerned and to report further on this matter to the Committee of the Executive Board to Consider 
Certain Financial Matters prior the Forty-sixth World Health Assembly, in order to enable the 
Committee to formulate recommendations to the Health Assembly, on the Board's behalf, based on the 
provision of resolution WHA41.7 and the status of the arrears at that time.1 

The meeting rose at 17h50. 

1 Decision EB91(9). 



TWENTIETH MEETING 

Friday, 29 January 1993, at 9h30 

Chairman: Professor J.-F. GIRARD 

1. REPORT ON THE IMPLEMENTATION OF THE RECOMMENDATIONS OF THE EXTERNAL 
AUDITOR: Item 14 of the Agenda (Resolution WHA45.6; Document EB91/25) 

Mr AITKEN (Assistant Director-General), introducing the Director-GeneraPs report 
(document EB91/25), said that it included recommendations and observations on certain financial matters and 
on management matters relating to the Global Programme on AIDS (GPA). For several years it had been the 
practice to report to the Executive Board and to the World Health Assembly on action taken in response to 
reports of the External Auditor, and the relevant information was contained in the document under 
consideration. 

The specific financial issues raised were covered in paragraphs 2 to 6，and the paragraphs thereafter 
provided information on action initiated on management and related concerns in GPA to which the External 
Auditor had referred. Those matters were under continuing review, and close contact was being maintained 
with the External Auditor in that regard. 

Mr BOYER (adviser to Dr Mason) said that it was difficult for Board members to monitor WHO 
accounts and programme implementation adequately, since the Board convened only twice yearly. For that 
reason, they welcomed the services of the External Auditor, to whom he wished to express the Board's 
continuing gratitude. It was to be hoped that the established sequence of reporting would be continued. 

Professor MBEDE drew attention to the Special Health Fund for Africa, which was an extremely 
important initiative, and expressed the hope that management at the regional level and at headquarters would 
find a way to resolve the problems associated with the Fund's legal and operational status as soon as possible. 

Dr KOMBA-KONO asked for details regarding the current financial status of the Fund. 

Mr AITKEN (Assistant Director-General) said that there had been discussions with the Regional Office 
for Africa and the Organization of African Unity (OAU) regarding the Fund. A modest capital sum of around 
US$ 600 000 had been raised, and the question of how to use the interest accruing from that capital was still 
under review, as were certain of the administrative issues relating to the Fund. It was to be hoped that the 
interest could be used to finance projects in the African Region. 

The CHAIRMAN suggested that the Board took note of the Director-GeneraPs report. 

It was so agreed. 
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2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) (continued) 

FINANCIAL REVIEW: Item 4.3 of the Agenda (continued) 

Consideration of draft resolutions (continued from the nineteenth meeting, section 1) 

The CHAIRMAN recalled that at the previous meeting it had been decided to establish a drafting group 
to consider two draft resolutions, one on the proposed programme budget for 1994-1995，proposed by 
Dr Mason, and the other the draft appropriation resolution for the financial period 1994-1995, proposed by the 
Director-General and contained in document EB91/41. 

The revised draft resolution on the proposed programme budget for 1994-1995 read as follows: 

The Executive Board, 
Having considered the proposed programme budget for the financial period 1994-1995, as 

presented by the Director-General (document PB/94-95); 
Being concerned about the high level of the proposed budget in relation to the level of the 

preceding programme budget, and also concerned about the proposed increase in assessments that 
Member States of WHO would be required to pay; 

Desiring to help Member States meet their constitutional obligation to pay their contributions on 
time and in full by reducing increases in assessed contributions to more acceptable levels; 

Desiring, at the same time, to ensure the effective implementation of high-priority health 
programmes in Member States; 

Taking into account resolution EB79.R9, in which the Executive Board requested the Director-
General to absorb cost increases to the maximum extent feasible, and decided to submit to the Health 
Assembly recommendations on biennial programme budgets that are the result of a cooperative process 
aimed at reaching consensus; 

REQUESTS the Director-General: 

(1) to undertake further efforts to make reductions and economies that could reduce the level of 
the proposed programme budget, giving particular attention to: 

(a) comments of the members of the Executive Board regarding potential shifts in 
budgetary priorities; 
(b) reductions and economies to help offset and reduce cost increases, including "catch-up" 
provisions; 
(c) other improvements in efficiency and productivity in the implementation of 
programmes that could lead to a reduction in the level of the proposed programme budget; 

(2) to present the results of these efforts to the Forty-sixth World Health Assembly, together 
with the proposed programme budget and the Executive Board's report on the programme budget 
review. 

The drafting group had proposed that the draft resolution in document EB91/41 be amended by the 
insertion of a preambular paragraph to read as follows: 

Recognizing that reductions may be made by the Director-General or the Health Assembly in the 
amounts quoted in the following resolution, taking into account the views expressed at the Executive 
Board and in resolution EB91.R.., 

Mr BOYER (adviser to Dr Mason) said that the drafting group had reached agreement on the two 
related draft resolutions before the Board. The draft resolution on the proposed programme budget for 1994-
1995 proposed by Dr Mason had been revised in the light of the earlier discussion in the Board. As the 
Chairman had indicated, the drafting group was recommending the addition of a preambular paragraph to the 
draft appropriation resolution contained in document EB91/41, which would link the two resolutions. 
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The CHAIRMAN invited the Board to consider the draft resolution on the proposed programme budget 
for 1994-1995 proposed by the drafting group. 

The resolution was adopted.1 

The appropriation resolution in document EB91/41, as amended by the drafting group, was adopted.2 

3. REAL ESTATE FUND: Item 15 of the Agenda (Document EB91/26)3 

Mr AITKEN (Assistant Director-General), introducing the Director-General’s report (document 
EB91/26), said that the projects currently financed from the Real Estate Fund had been or were being 
satisfactorily completed within the local currency equivalents of the amounts that had been initially estimated. 
Of the larger projects, the replacement of the telephone exchange for the Regional Office for Africa should be 
completed by the middle of 1993, and the extension to the Regional Office for the Western Pacific had already 
been completed. The extension of the Regional Office for the Eastern Mediterranean had been delayed owing 
to unexpected legal complications. 

In view of the continuing financial difficulties, only the most pressing requirements had been presented 
for financing from the Real Estate Fund: the replacement of the drinking-water piping in the residential 
compound of the Regional Office for Africa, the installation of a security system for the Regional Office for 
Europe, and the replacement of the air-conditioning system in the Regional Office for South-East Asia. 

The draft resolution in paragraph 11 of document EB91/26 indicated the total amount of the proposed 
expenditures, US$ 535 000, and requested an appropriation to the Real Estate Fund from casual income of 
US$ 145 000，which represented the Fund's current shortfall. 

Finally, the Swiss loan for the extension of headquarters premises would be fully repaid by December 
1994, after which the Director-General intended to disestablish the special account created for that purpose. 

Dr LARIVIÈRE, referring to activities in the Eastern Mediterranean Region, said that almost 
US$ 2 500 000 had been approved for the construction of an annex to premises in Alexandria. He understood 
from document EB91/26 that progress on the project had been slow, and that only US$ 1 700 000 remained in 
the account. He would appreciate further information on the current status of the project. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that, regrettably, there had been 
many problems with the proposed extension. The Regional Office had initially been offered a suitable site in 
Cairo, but that offer had subsequently been withdrawn. A later offer of a site in Alexandria involved building 
on top of a theatre owned by the Egyptian Ministry of Culture. Although the Prime Minister had been very 
supportive, the proposal would present building difficulties which would mean extra expense. However, efforts 
were being made to resolve the situation. He would unfortunately need to submit a further request for funds 
to the Executive Board when agreement was reached, as the original estimates of costs had been invalidated by 
delays and inflation. 

Mr BOYER (adviser to Dr Mason) said that paragraph 10 of document EB91/26 stated that the total 
estimated requirements of the Real Estate Fund for the period 1 June 1993 to 31 May 1994，US$ 535 000， 
could be met from within the unencumbered balance of the Real Estate Fund at 31 December 1992，but the 
proposed resolution suggested that insufficient resources were available from the Fund and requested a further 
appropriation from casual income. He would welcome clarification regarding the apparent discrepancy. 

1 Resolution EB91.R12. 
2 Resolution EB91.R13. 
3 Document EB91/1993/REC/1, Annex 2. 
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Mr AITKEN (Assistant Director-General) said that the amount required could not be met from the 
estimated unencumbered balance. The text had been prepared before it was discovered that a further amount 
of US$ 145 000 was needed. Paragraph 10 was therefore incorrect. 

The resolution in document EB91/26 was adopted.1 

4. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS: Item 16 of the 
Agenda (Document EB91/27) 

Dr STJERNSWARD (representative of the WHO Staff Associations), speaking on behalf of staff at 
headquarters, in the six regional offices and at the International Agency for Research on Cancer, extended his 
best wishes to the Director-General on his nomination for a second term. The WHO Staff Associations wished 
to express their full commitment to activities to attain the goals of the Organization and to promote its good 
name. In the current crisis of the whole United Nations system, and in view of public criticism, the staff 
considered that a constructive approach was important for renewed competitiveness, excellence and the 
maintenance of a leadership role in a rapidly changing world. The proposal for restructuring in the United 
Nations system was an important part of the process of renewal, and the staff looked forward to participating 
in the discussions on the response to global change so that the Organization would be efficiently run and fully 
accountable, contributing effectively to health for all. The Staff Associations wished to contribute by giving 
their opinions, which they trusted would be heard. The Executive Board could rest assured of their loyalty to 
WHO and their determination to help it to fulfil its difficult tasks. In what seemed like an endless financial 
crisis, the United Nations Secretary-General could still say: "... of all the tangible and intangible resources 
available, nothing matches the worth of staff -1 owe it to the Member States to ensure that the Organization 
makes the best selection and most effective utilization of its staff. I owe it to staff to ensure that its service is 
duly recognized, properly supported and developed, and justly rewarded". That statement in itself was 
recognition of the worth of the staff. 

How could staff be "properly supported and developed"? First, by being given a significant participatory 
role. In itself, an organization was neither good nor bad: dedicated, competent individuals, however, made for 
excellent organizations. Since the staff were responsible for the quality of WHO's work, their views in the area 
of their competence should be represented more often and taken into account by management. 

An essential complement to participation was staff training, backed by an effective performance appraisal 
system. There was too little investment in staff development, the budget allocation for which had decreased by 
one fifth from an already inadequate amount. One result was that in Geneva staff members had been asked to 
pay for language training, and programmes had been asked to pay for computer courses. Equipment and 
programmes for a self-instruction centre in WHO had been allocated two years previously, but the staff was 
still waiting for adequate space. That would be a low-cost option, with high potential benefits. The 
Consultative Committee on Administrative Questions had proposed that 1% of staff costs should be used for 
staff training, but in WHO it was less than 0.1%. Human resources development and training should be one of 
the Organization's top priorities and not subject to such budgetary restrictions. 

Another priority was the selection and training of staff members appointed as WHO Representatives, 
whose role was crucial to the Organization's country programmes. Only the most technically and 
administratively qualified people should be selected for those key posts. 

How could staff be "justly rewarded"? First, by the advancement of deserving staff in their careers, with 
promotion on the basis of proven performance rather than on extraneous considerations, political or otherwise. 
There was a strong link between effective leadership and management and high staff morale, productivity and 
career satisfaction. At present, staff morale was not conspicuously high; in fact it was a serious problem at 
headquarters and, if the situation could be judged by the number of appeals lodged, in some regional offices as 
well. He suggested four reasons for that situation. 

First, the appraisal system did not work. In the contemporary world it was questionable whether any 
institution could survive without being able to recognize excellence or its opposite and to act accordingly. 

Second, professional salaries were no longer competitive. WHO and the United Nations system were not 
a competitive employer. Given the current pay rates, which lagged 30% to 40% behind those of its 
competitors in the international labour market, it was fair to question whether WHO would be able to recruit 
the very best people in the future. A European Community staff member posted in Geneva at P.4 level had a 

Resolution EB91.R14. 
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salary that was 53% higher than that paid in the United Nations system. Salaries at OECD in Paris were 35% 
to 47% higher than those paid in the corresponding grades in the United Nations common system. It was 
scandalous that after 20 years of service, a professional staff member received less than 40% of his salary in 
pension. The purchasing power of professional staff had decreased by 23% between January 1985 and 
February 1992. 

Third, general service salaries and pensions were under siege. The International Civil Service 
Commission (ICSC) was attacking them in apparent disregard of the technical arguments. Its latest proposals 
would lead to a freeze in salary and, over a four-year period, to large reductions in general service staff 
pensions. It was no wonder that staff members, who constituted the backbone of WHO, contemplated the 
future with anxiety. ICSC had become a travesty of a technical committee, and the WHO Staff Associations 
had decided, together with many others, to continue to boycott its meetings. 

Fourth, of late the United Nations family, and especially WHO, had been receiving a great deal of 
unflattering publicity in the world's press. That, too, was demoralizing. Pay and pensions figured prominently 
on the staffs list of concerns, but as international civil servants their interests went beyond just bread and 
butter. They were also concerned about WHO's good name, its mission and the way it was perceived in the 
outside world. 

What could be done to improve the situation? The WHO Headquarters Staff Association had 
established resource groups to look into those questions and to propose solutions for discussion in the 
competent forums. The Board was requested to support those efforts. The preliminary report of the 
Executive Board Working Group on the WHO Response to Global Change (document EB91/19) had given 
great hopes to the staff, which admired the Working Group's willingness to question prevailing wisdom, self-
criticism being the best basis for positive reconstruction. Three points in the Working Group's preliminary 
report were directly concerned with the staff, and the Staff Associations hoped that the Executive Board would 
solicit their opinion whenever appropriate. 

He was pleased to inform the Board that Dr Jack Woodall of the WHO Headquarters Staff Association 
had recently been elected General Secretary of the Federation of International Civil Servants' Associations 
(FICSA), which would be taking up some of the issues at the level of the common system. Dr WoodalTs 
election was an honour for WHO, and thanks were due to the Director-General for generously releasing him 
on full salary. 

In November 1992, the Forty-first Headquarters Staff Committee had offered colleagues a vision of 
service in which the interests of WHO only were paramount - thus reaffirming the oath which staff members 
had taken on recruitment - in which standards of pay were neither ignored nor circumvented but respected, in 
which technical excellence was a priority and in which all staff members were held accountable for their actions 
and acknowledged their responsibilities. The Board was requested to help the staff give credence to that 
vision. 

Mr BOYER (adviser to Dr Mason) said that the Board recognized that the staff did an outstanding job, 
but certain other considerations had to be taken into account. A persistent theme running through the Board's 
lengthy discussion of the proposed programme budget for the financial period 1994-1995 had been the level of 
staff costs. Naturally, all employees appreciated higher salaries, but the percentage of the budget allocated to 
staff costs was increasing, eating up programme activities. There was a danger that WHO would have higher-
paid staff with less work to do because the programme could not be fully implemented. The Board had 
discussed basically two options: to keep salaries down so as to be able to continue the activities, or to allow 
salaries to increase in the interests of comparative fairness but to reduce the number of staff members. It had 
even been suggested that staff costs might be limited to a certain percentage of the budget. The Board was 
therefore in a very difficult dilemma, and he wondered whether the representative of the Staff Associations 
could give it any advice. 

Dr LARIVIÈRE, after thanking the representative of the Staff Associations for his statement, said that it 
was generally recognized that WHO had entered a period of transition towards greater efficiency and 
improved delivery. Those goals could be achieved only if all parts of WHO were willing to enter into honest 
discussions, which would have to take place within the system as a whole. He was therefore a little reluctant to 
accept boycotts and the polarization of debates, since in the present situation probably everyone would have to 
make sacrifices. He therefore urged the Staff Associations to promote concord rather than polarization as the 
only way to find honourable solutions. 

Dr VIOLAKI-PARASKEVA said that all Board members appreciated the work done by the staff. It was 
important to maintain WHO's reputation, and in order to do so the staff would have to continue to function 
efficiently in response to global change. 
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Dr DLAMINI requested some clarification of the reasons for the low morale mentioned by the 
representative of the WHO Staff Associations. Apparently, the appraisal system did not work. In her view, 
every promotion should be on merit, and without proper appraisal it was difficult to know who deserved to be 
promoted. Some further information on the boycotting of ICSC would also be appreciated. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the fairly high percentage of 
the budget accounted for by staff costs did not worry him. After all, WHO was a technical agency, and unless 
a technical agency had staff of the best quality it could do very little. Moreover, without motivated, dedicated 
and hard-working staff who also understood the financial problems facing WHO, the Organization could not 
function at all. 

He had already mentioned what had happened in the Eastern Mediterranean Region, where a choice 
had had to be made between reducing the number of staff members or delaying the effective entry into force 
of a salary increase for general service staff. He supported the view that the Organization needed to be 
competitive, to give greater attention to staff development, and to have an understanding and supportive 
management. 

He was disturbed to hear of an increase in staff appeals in some of the regional offices. In the past ten 
years there had been only one appeal in his Region, which had finally been dealt with at headquarters. 

Dr ASVALL (Regional Director for Europe) said that the Board would have to make up its mind 
whether it wanted quantity or quality. If it was not willing to pay for both, a clear choice had to be made. 
Over the past two years the Regional Office for Europe had tried to recruit new professional staff members; 
candidates, when they had seen the salary conditions offered, had regretfully withdrawn because the 
remuneration in WHO could not compete with that in national administrations. The salaries of staff in 
WHO's technical units were simply not competitive. Fortunately, there were still people who were willing to 
accept posts for other reasons, but it must be borne in mind that the taking of that kind of decision involved 
not only the individual concerned but also his or her family. WHO was likely to experience increasing 
problems in recruiting the professional staff it needed to work properly. 

The needs of the WHO Secretariat were very special. In particular, international staff had to be capable 
of convincing people in countries of the need to do things that were not popular. That was possible only if the 
staff member concerned possessed initiative and the latest professional knowledge. WHO’s staff were in that 
position. He could mention a case in which a team of nine WHO professionals had done the work normally 
expected of some 45 specialists in the private sector. In the present situation, WHO's key asset was not money 
for equipment and supplies but the initiative，knowledge and drive of its technical staff. Consequently, the 
Board would have to face up to the reality that if it wanted an organization that would be in the forefront of 
development, it must authorize the appropriate expenditure for competent staff. 

In the European Region the regular budget, which now accounted for only a small part of the total 
budget, was used to provide the necessary infrastructure for supporting a large number of staff working on 
projects financed partly out of voluntary contributions and partly out of national resources - the voluntary 
contributions mobilized by the Regional Office for Europe during the past three bienniums had increased 
threefold, despite the difficult financial situation of the Region's Member States. Thus the real working 
conditions of the Organization's staff could not be gauged from the figures given in the regular budget alone. 

Dr KOMBA-KONO, referring to the low morale, said that it was rather humiliating for the staff to have 
their affairs discussed by the Board in open session, especially when suggestions for reductions of up to 50% 
were made. Elections were held in private. Staff matters were just as important as elections. As a 
demonstration of respect for those who toiled day in and day out for WHO, such pertinent matters as the 
number of staff employed and staff emoluments should be discussed in closed meetings. 

Dr STJERNSWARD (representative of the WHO Staff Associations) said that the discussion had been 
very frank and constructive and thanked all Board members for their positive statements. Points concerning 
salaries had been met by the Regional Directors for the Eastern Mediterranean and for Europe. He wished 
only to repeat that bread and butter was not the primary reason why staff members worked for WHO. In 
terms of motivation, salary came after integrity, team work，meaningful employment, a sense of achievement 
and a certain amount of professional independence. 

Unfortunately, WHO's appraisal system did not work. With the administration, the Staff Associations 
were reviewing the situation in other organizations and in industry. He hoped that by the ninety-third session 
of the Board a constructive solution could be put forward and that the present discussion would serve to 
initiate a dialogue. 
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Dr WOODALL (Federation of International Civil Servants' Associations), speaking at the invitation of 
the CHAIRMAN and responding to points raised by Mr Boyer, Dr Larivière and Dr Dlamini, said that the 
staff was realistic and recognized that something had to give in the current situation. It understood the 
circumstances and wanted to help. All that was asked was that staff should be consulted from the beginning 
and should not have solutions imposed upon it. Staff had some good ideas on how to increase efficiency; 
consultation with management would ensure that staff were aware of what was happening, that unfounded 
rumours were quashed, and that equitable solutions could be found. The staff was not planning to fight for the 
retention of all posts at any cost. 

Eight years earlier, when he had left the United States Public Health Service to join WHO, he had 
willingly taken a cut in salary because he had believed in the Organization. Since then, however, the 
purchasing power of his salary had sunk below acceptable limits. 

FICSA was also unhappy at what had happened in ICSC. When ICSC had been established, it had been 
a technical group. It could no longer be described as such: its technical experts had been replaced by political 
appointees who, if they listened, ignored the technical arguments of expert staff. If FICSA continued to attend 
ICSC meetings, it would give the impression of rubber-stamping what the political appointees decided. FICSA 
did not expect ICSC to accept all its arguments, but it did expect decent answers as to why they were not 
accepted. FICSA was prepared at any time to return to ICSC meetings if ICSC gave evidence of its good faith 
and started to pay attention to technical arguments. 

Mr AITKEN (Assistant Director-General), referring to the concern expressed by Dr Stjernsward 
regarding the appraisal system, pointed out that the problem was not confined to WHO; the system had for 
many years been called into question in other United Nations agencies. He shared the staffs concern and the 
Organization would continue its review of the appraisal system in liaison with the staff. The Organization was 
also cooperating with the ICSC Secretariat with a view to establishing a more open system of appraisal. 

As for the boycott of ICSC meetings, he recalled that such meetings were also attended by 
representatives from administrations of the United Nations system, which were currently striving to reconcile 
the positions of the staff associations and ICSC. 

The executive heads of international organizations had voiced their profound concern with regard to the 
salaries of professional staff during meetings of ACC, and had brought the matter to the attention of the 
United Nations General Assembly - the body which decided on professional salaries. Moreover, the Director-
General had expressed his concern with regard to the Organization's ability to recruit and retain staff at 
current professional salary levels. 

The CHAIRMAN drew the attention of the Board to the draft resolution on staff participation in the 
WHO response to global change proposed by Dr Violaki-Paraskeva, which read as follows: 

The Executive Board, 
Noting the statement of the representative of the WHO staff associations; 
Aware of the support expressed by the Director-General to the staff of the Organization; 
Recognizing that the credibility and effectiveness of the work of the Organization depends on the 

competence and dedication of its staff; 

1. ENDORSES the emphasis placed by its Working Group on the WHO Response to Global Change 

on the primary importance of maintaining as a priority the technical excellence of WHO staff; 
2. COMMENDS the staff of the Organization on their dedication to the goal of health for all; 

3. REQUESTS the Director-General: 

(1) to continue to uphold the objectives of efficiency, integrity and international representation 
for the recruitment，retention and promotion of staff; 
(2) to involve staff representatives more fully in decisions on questions of personnel 
management; 

4. REQUESTS the staff representatives: 

(1) to contribute actively to the furtherance of the Organization's goals; 
(2) to continue to bring to the attention of the Board problems of staff. 
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Dr VIOLAKI-PARASKEVA» introducing the draft resolution, said that the effectiveness of the 
Organization depended on the dedication and quality of its staff. The aim of the draft resolution was to 
highlight the importance of staff participation in WHO's response to global change. Referring to operative 
paragraph 3(2), she pointed out that the greater involvement of staff representatives in matters of personnel 
management must，of course, be in keeping with existing staff rules. 

Dr MEREDITH (alternate to Dr Calman), while endorsing the general thrust of the draft resolution, 
considered that some amendments would be necessary in order to give it greater force. He noted that the 
objectives listed in operative paragraph 3(1) were the principles enshrined in the Charter of the United 
Nations and WHO Constitution. He therefore proposed that the paragraph be amended to read: 

to continue to uphold the principle enshrined in the United Nations Charter and the WHO 
Constitution that the paramount consideration in the employment of all staff shall be to assure that the 
competence, efficiency, integrity and internationally representative character of the Secretariat shall be 
maintained at the highest level. 

He also requested the inclusion of an additional subparagraph under operative paragraph 2 to read: 

to continue to uphold the objective that similar considerations should also apply to the retention 
and promotion of staff. 

Dr LARIVIÈRE expressed his support for the draft resolution as amended by the previous speaker. 

Dr KOMBA-KONO said that, although welcoming the draft resolution, he had some difficulty in 
reconciling the texts of operative paragraphs 3(2) and 4(2). The greater involvement of staff representatives in 
questions of personnel management, referred to in the former, implied that such issues might well be resolved 
before being brought to the Board's attention; hence, operative paragraph 4(2) might seem redundant. By 
way of solution he proposed: the inclusion of the words "to continue" at the start of operative paragraph 3(2) 
and the deletion of the words "more fully"; and the amendment of operative paragraph 4(2) to read "to fully 
participate in decisions on questions of personnel management when called upon". 

Dr DLAMINI, while expressing her support for the draft resolution in principle, given the staffs valuable 
contribution to the Organization, said that she would need to review the proposed amendments before 
adopting a position. 

Dr SHAMLAYE, while commending the intent of the draft resolution, considered the references to 
WHO's response to global change, in the title and body of the text, inappropriate since the draft resolution 
dealt with only one of the issues addressed by the Executive Board Working Group, namely technical 
excellence. Moreover, since the Working Group had so far produced only a preliminary report, a draft 
resolution on the basis of that document seemed premature. He was also concerned at operative 
paragraph 3(2), which implied that to date staff representatives had not been sufficiently involved in personnel 
matters. With regard to operative paragraph 4(2), he considered that staff representatives should not merely 
bring problems to the Board's attention, but also suggest appropriate solutions. He therefore proposed that 
the paragraph be amended to reflect the need for a more constructive dialogue between the Board and the 
WHO Staff Associations. He concluded by saying that it might be useful for a small drafting group to review 
the draft resolution in consultation with the Staff Associations. 

Dr WINT (alternate to Mr Douglas), welcoming the draft resolution, agreed that the Board should 
continue to review matters relating to the staff, given its vital role in the Organization. He endorsed the views 
of the previous speaker. 

Dr AL-JABER, commending the draft resolution, said that in the light of comments regarding the staff 
appraisal system in particular from the representative of the WHO Staff Associations, he wished to propose 
the insertion of an additional subparagraph under operative paragraph 3 to the effect that the Board stressed 
the need to establish a sound appraisal system. 

Mr MORTENSEN (alternate to Mr Varder), said that while supporting the draft resolution, he would be 
in favour of setting up a small drafting group to review the text. 
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Dr SIDHOM expressed his support for the draft resolution, which drew attention to the importance of 
human resources. While the Board had focused on the Organization's greater efficiency, it had perhaps 
overlooked the working conditions of its staff. 

Referring to operative paragraph 1, he said that the concerns expressed by Dr Shamlaye regarding 
WHO's response to global change might be met by substituting the words "in particular" for "as a priority". 
Furthermore, in order to remove any inconsistency between operative paragraphs 3(2) and 4(2), he suggested 
that the latter should be amended to read: "to continue to bring to the attention of the Board the working 
conditions of staff1, which would cover any problems encountered by staff in the discharge of their duties as 
well as problems relating to the improvement of working conditions including training and staff movement. 

The CHAIRMAN suggested that a small drafting group should meet to consider the various amendments 
proposed and prepare a revised version of the draft resolution for submission at a later stage in the 
proceedings. 

It was so agreed. (For continuation, see summary record of the twenty-first meeting, section 7.) 

5. PERSONNEL MATTERS: Item 17 of the Agenda 

Recruitment of international staff in WHO: biennial report: Item 17.1 of the Agenda (Documents 
EB91/281 and EB91/29) 

Mr AITKEN (Assistant Director-General), introducing document EB91/28, on geographical 
representation, drew attention to section 2 of the report, which provided details on the position in regard to 
the recruitment of international staff in the Organization as at September 1992. There had been a marginal 
increase in the number of adequately represented countries since October 1990, whereas the number of under-
represented countries remained unchanged. The significant increase in the number of unrepresented countries 
was due in the main to the recent emergence of numerous new countries. 

Section 3 explained some of the constraints the Organization faced with regard to the recruitment of 
nationals from unrepresented as well as under-represented countries. WHO had difficulty in meeting the 
target of 40% for that category. 

Section 4 outlined the principles applied in establishing desirable ranges for which WHO, by and large, 
followed United Nations practice. However, the Director-General had reviewed the number of posts 
considered to be geographically distributable and proposed that the figure should be increased from 1450 to 
1600 to take account of the increase in the number of posts in the Organization since the last establishment of 
the figure in 1987. 

Furthermore, the Director-General, following on from United Nations procedures, considered it 
advisable to draw a distinction in priority ranking between countries below the midpoint of the desirable range 
and those represented at that level and above. As indicated in section 5，WHO would continue to recruit staff 
on as wide a geographical basis as possible. Priority would be given to encouraging recruitment from the 
under-represented and unrepresented countries as well as from countries below the middle of the desirable 
range. 

In conclusion, he called Members' attention to the draft resolution contained in document EB91/28. 

Dr PAVLOV (adviser to Dr Kossenko) stressed the importance of geographical representation in the 
recruitment of international staff for the overall efficiency of the Organization. As emerged clearly from the 
information contained in the report, the Organization was still unable to reach its target of filling 40% of posts 
subject to geographical distribution with staff from unrepresented and under-represented Member States. Of 
the 290 staff members engaged in the past two years, only 22% had been recruited from such countries, while 
the proportion of staff recruited from the over-represented countries had increased slightly. However, of the 
183 Member States in the Organization approximately 83% now belonged to the category of adequately 
represented countries, an indication of WHO's relative success with regard to staff policy. 

The document suggested a number of ways of improving the situation, including the proposal to raise the 
number of posts subject to geographical distribution from 1450 to 1600, which he endorsed. 

1 Document EB91/1993/REC/1, Annex 3. 
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However, he had some difficulty in accepting the Director-General's contention that a country could not 
be regarded as being adequately represented until the number of its nationals reached the midpoint of its 
desirable range; there were inconsistencies in the arguments put forward in that connection. The proposal for 
a new, intermediate category, derived from the proposition that a country could not be regarded as being 
adequately represented until the number of its nationals reached the midpoint of its desirable range, did not 
seem altogether well thought out: a country with a midpoint of one, and with just one national on the staff, 
would be adequately represented, but would slide immediately into the unrepresented category if that staff 
member left. Admittedly, that had happened to only two countries in the last two years. 

He had no objection to the draft resolution contained in the report. 

Dr HAN Tieru (alternate to Dr Li Shi-chuo) congratulated the Director-General on his two excellent 
reports on the recruitment of international staff • document EB91/28 on geographical representation, and 
document EB91/29 on employment and participation of women, and expressed his appreciation for the efforts 
made. In particular, he was in favour of maintaining the target of 40% of all vacancies arising in professional 
and higher-graded posts for the appointment of nationals of unrepresented and under-represented countries 
and those below the midpoint of the desirable range. Only by making special efforts to recruit nationals from 
unrepresented or under-represented countries could the active participation of those countries in the work of 
WHO be increased. Furthermore, such recruitment was likely to enhance cooperation between WHO and the 
States involved. The difficulty of recruiting competent personnel from unrepresented and under-represented 
countries should be recognized, but did not arise solely in the countries concerned. The Secretariat should 
therefore take the necessary steps to increase recruitment from those countries, and he was sure that Member 
States would be pleased to cooperate in that respect. Finally, he supported the draft resolutions contained in 
the two documents. 

Dr MEREDITH (alternate to Dr Calman), referring to the draft resolution contained in document 
EB91/28, supported the target of 40% on the understanding that efforts to improve geographical 
representation would not undermine the principle enshrined in the Constitution that the paramount 
consideration in the employment of staff was to assure that the efficiency, integrity and internationally 
representative character of the Secretariat was maintained at the highest level. The next report of the 
Director-General should contain data indicating not only the numerical distribution by country but also the 
distribution of grades by nationality. 

Dr NO VELLO (alternate to Dr Mason) said that WHO had made progress over the past two years in 
increasing the representativeness of its staff, but the addition of 17 new Member States had affected the 
percentages. More should be done, and the Director-General should ensure that attention was paid to the 
issue, but progress to date was satisfactory. 

Dr MONEKOSSO (Regional Director for Africa) said that progress in implementing programmes was 
being hampered because of the time taken to fill posts financed from extrabudgetary resources in accordance 
with the requirements of geographical representation. The problem was particularly acute in the field. 
Sometimes a donor country or an agency offered to finance a post for two years, but it could take a year to 
find a suitable candidate. Moreover, many of the posts financed from extrabudgetary sources required highly 
specific technical skills that were hard to find in the under-represented countries. Such a situation not only 
hampered progress but also jeopardized standards of excellence. He therefore urged the Board to consider the 
possibility of exempting posts financed from extrabudgetary sources from the requirements of geographical 
distribution, perhaps for a limited period. Then, for example, if a donor provided money for a two-year post, a 
suitable expert could immediately be recruited to do the job. The delays under the current system were 
affecting the willingness of donors to support programmes. The foregoing remarks did not, of course, apply to 
regular budget posts. 

Mr AITKEN (Assistant Director-General) mentioned that the Working Group on the WHO Response to 
Global Change was aware of the issue raised by Dr Monekosso and would undoubtedly comment on it. 

The CHAIRMAN invited the Board to adopt the draft resolution contained in document EB91/28. 

The resolution was adopted.1 

1 Resolution EB91.R9. 
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The CHAIRMAN then invited the Board to consider document EB91/29, on the employment and 
participation of women.1 

Mr AITKEN (Assistant Director-General) said that the employment and participation of women was an 
issue of great importance. Document EB91/29 reported on progress towards achieving the target of 30% and 
basically concluded that the Organization should do better. At present, 25% of professional and higher-graded 
posts were filled by women. The report also provided data on women who had served as short-term staff, 
consultants and temporary advisers, as well as on women who had attended WHO meetings. The Director-
General had decided to increase the minimum threshold to 40% for the recruitment of women, and the 
Regional Directors and the Director of IARC had been asked to increase thresholds in their areas. On a trial 
basis, more flexibility was being introduced into the application of geographical distribution criteria in regard to 
vacant posts for which the best candidate was a woman. Directors and programme managers were to be held 
responsible for increasing the number of women in their office, division or programme. Achievement of the 
aims required a determined effort on the part of the Secretariat and the Member States. The Steering 
Committee for the Employment and Participation of Women in the Activities of the World Health 
Organization continued to monitor the situation and was doing an excellent job. A draft resolution for the 
consideration of the Board was contained in the document. 

Dr DLAMINI congratulated the Director-General on his report and thanked the Steering Committee for 
its efforts to reach the target of 30% As indicated in the report, some progress had been made but more was 
needed. With reference to paragraph 2.10 of the document, what were the obstacles to increasing the 
proportion of women in grades P.6 to D.2? She was aware that Member States must assist the Secretariat by 
suggesting suitably qualified women for such posts, but wondered what other constraints existed. She 
welcomed the Director-General's decision to involve directors, programme managers and others in increasing 
the recruitment of women. With reference to paragraph 2.16 of the report, why had the percentage of women 
members of WHO's expert advisory panels remained so low? In regard to the table in paragraph 3.4’ she 
wondered why the percentage of women in the South-East Asia Region was so low. She thanked all those who 
recognized the contribution of women in health development, and supported the draft resolution contained in 
the document. 

Dr MEREDITH (alternate to Dr Calman) congratulated the Director-General on increasing the 
percentage of women employed in professional and higher-graded posts and said that the draft resolution was 
worthy of support. However, in setting a date for achieving the target, the Director-General should ensure that 
no lowering of standards was involved. 

Dr NOVELLO (alternate to Dr Mason), speaking both as co-chairman (with Dr Sarr) of the Steering 
Committee for the Employment and Participation of Women in the Activities of the World Health 
Organization and as an alternate to a member of the Board, said that considering that 51% of the world's 
population were women and that the target of 30% employment of women had been discussed since 1979 she 
was pleased that the deadline of 1995 had finally been set, a date that was very close to the target date of 1998 
for 50% in the United Nations - its fiftieth anniversary. 

As co-chairman of the Steering Committee, she thanked the Director-General for the real 
accomplishment reflected in the report and for following the recommendation of the Steering Committee that 
a D.2 post at headquarters should be filled by a woman, thus for the first time ensuring the participation of a 
woman in the selection of senior staff, thereby contributing to the equitable consideration of women 
candidates, as well as in deciding on promotions and reclassifications, and reporting on those matters to the 
Director-General. She was pleased to note that two regional offices had exceeded the target of 30%. 
Referring to the remark made by Dr Meredith, she was confident that no compromise would be made with 
respect to quality, because the women that were employed would never compromise on the quality that they 
offered. She recognized the difficulties that would be faced in some regions in meeting the target date of 1995 
but, since WHO was concerned with the health of the population of the world as a whole and since about 51% 
of that population were women, WHO as the authority on international health work needed the expertise of 
both men and women. Every effort should be made to meet the WHO target at headquarters, regional and 
country level for a proper balance within the ranks of professional staff, particularly those with decision-making 
responsibility. She praised the performance of Dr El Bindari-Hammad in the Office of the Director-General 
and of Mrs Brüggemann as Director of the WHO Office at the United Nations, and welcomed the 

1 Document EB91/1993/REC/1, Annex 4. 
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appointment of Dr Türmen as Director of the Division of Family Health. Finally, she suggested that when she 
and Dr Sarr came to the end of their term of chairing the Steering Committee, in May 1993, they might be 
replaced by such excellent members of the Board as Dr Dlamini and Dr Larivière. 

Dr SARR associated himself with Dr Novello，s comments on the report and congratulated the Director-
General on his efforts. There had been an overall increase in the proportion of women in WHO, even if it 
had not been so great an increase as had been hoped for. Women were increasingly being appointed to high-
level posts throughout the world, so the excuse that it was difficult to find qualified women candidates for posts 
in certain regions was no longer valid. The target had been set at 30%, but social justice set the ultimate 
objective at 50%, bearing in mind that women made up slightly more than half of the world population. The 
Steering Committee had recognized the traditional role of women as health managers, and thought that they 
might perform better than men in some posts. He supported the draft resolution contained in document 
EB91/29. 

Dr VIOLAKI-PARASKEVA, as the only member who would remain on the Steering Committee, 
thanked Dr Novello and Dr Sarr for their contribution to its work. Women could make an important 
contribution at all levels, since as the previous speakers had said, they represented 51% of the world 
population. She thanked the Director-General for taking the steps needed finally to attain the target of 30% 
that had been set in 1985 in resolution WHA38.12. She also welcomed the appointment of Dr Turmen and 
thanked Dr El Bindari-Hammad for her work. Women were very important in the world health environment; 
they were the main providers in health and in the economy in general, and she hoped that the ultimate goal of 
50% would one day be achieved. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that "women in health and 
development" was one of the nine strategic orientations defined by РАНО and one of the 11 programme 
priorities adopted by the Region of the Americas. Under the former, all units and programmes at all levels of 
РАНО and the Region of the Americas were concerned with women in health and development; for example, 
the subject was a research priority. As one of the 11 programme priorities, a separate special programme on 
women in health and development and an operational subunit had been set up. In addition, specific projects 
were being carried out, the most important being the project in Central America and Panama supported by the 
Nordic countries which covered health, legislation and social participation. A specific project for indigenous 
women was also being launched. A standing committee of representatives of five countries under the РАНО 
Executive Committee helped to monitor progress in those areas, including the position of women in the 
Secretariat. Further, a special 11-member advisory committee advised the Regional Director on matters of 
women, health and development. In addition to the special programme, all the programmes, units and country 
offices had focal points. Most important were the efforts being made to incorporate an approach which took 
matters of concern to women into account in all the activities of РАНО, especially situational analysis, 
programme planning, the organization of health services and the provision of health care. The participation of 
women in all the committees of the Regional Office was mandatory, including a committee which provided 
advice to the Regional Director and the senior staff selection committee. Further progress of women in the 
Secretariat was inevitably linked to women’s participation in health and other social activities in Member 
States. Such participation was necessary to create the pool of experienced and qualified women that was 
needed to reach the ultimate target of 50%. Unfortunately, the current participation of women in the majority 
of countries was much lower, perhaps 10% or 20%. 

Dr KO KO (Regional Director for South-East Asia) admitted that the participation of women in the 
South-East Asia Region was low in comparison with the other regions. The Director-General was fully aware 
of that and was constantly urging him to improve the situation, which he was trying hard to do. Some 
background information might clarify matters for the Board. Until he had taken over as Regional Director in 
1981, the Regional Office for South-East Asia had been a man's office. At that time there had only been two 
women on the general service staff: a telephone operator and a nurse. At present, 14 other women were 
employed at various levels of the general service. The number of women on the professional staff had 
fluctuated between 5 and 9; in 1991-1992 three women professionals had retired, causing a reduction in 
numbers. Because the total number of staff was small, the percentage of women tended to fluctuate widely. 
He could report, however, without wishing to take the credit, that the South-East Asia Region was the only 
region with a woman at D.2 level. He would continue his efforts to recruit more women in the future. 

Dr LARIVIÈRE welcomed the progress that had been made and congratulated the Director-General 
and regional directors on their efforts. The need for further progress within WHO had been fully covered by 
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previous speakers. The role of Member States, mentioned by Dr Guerra de Macedo, should be emphasized; 
it related to the selection of women as members of the Executive Board and as delegates to the Health 
Assembly as well as to all their other activities in connection with the Organization. 

The CHAIRMAN invited the Board to consider the draft resolution contained in the document. 

Dr NOVELLO (alternate to Dr Mason) proposed that, in the first operative paragraph of the resolution 
proposed for adoption by the Forty-sixth World Health Assembly the date "30 September 1995" should be 
replaced by "30 September 1994" in order to enable the Director-General to report on the achievement of the 
target to the Executive Board and the World Health Assembly in 1995, as required by the fourth operative 
paragraph of that resolution. 

She added that, in view of Dr Turmen's heavy responsibilities, she should have a special assistant at the 
P.5 level, either seconded by a Member State or financed from extrabudgetary funds. 

Mr AITKEN (Assistant Director-General) said that changing the time-limit from September 1995 to 
September 1994 would give the Organization 20 months, rather than 32 months, to achieve its target of filling 
30% of all professional and higher-graded posts with women. The Director-General had felt that September 
1995 represented a realistic time-limit for achieving that target; it might be difficult to bring it forward by an 
entire year. 

Dr NOVELLO (alternate to Dr Mason) said that the Steering Committee for the Employment and 
Participation of Women in the Activities of the World Health Organization had suggested that change for a 
simple reason: during its consideration of the matter in May 1995, the Health Assembly would not have 
available to it full information on the implementation of the resolution if the time-limit for compliance was set 
at September 1995. 

Mr AITKEN (Assistant Director-General) suggested that Dr Novello's point could be met by retaining 
the first operative paragraph unchanged and substituting 1996 for 1995 in the fourth paragraph. 

It was so agreed. 

The resolution，as amended，was adopted1. 

The CHAIRMAN said that Dr Dlamini and Dr Larivière had been nominated as new members of the 
Steering Committee for the Employment and Participation of Women in the Activities of the Organization. If 
he heard no objections, he would take it that the Board wished to approve those nominations. 

It was so agreed. 

Report of the International Civil Service Commission: Item 17.2 of the Agenda (Document EB91/30) 

The CHAIRMAN said that the eighteenth annual report of the International Civil Service Commission 
(ICSC) was being submitted to the Executive Board in accordance with Article 17 of the Commission's Statute. 
The main elements of the Commission's report were summarized in document EB91/30. 

If he heard no objections, he would take it that the Board wished to take note of the Commission's 
report. 

It was so agreed. 

Confirmation of amendments to the Staff Rules: Item 17.3 of the Agenda (Documents EB91 /31 and 
EB91/INF.DOC./6)2 

Mr AITKEN (Assistant Director-General) said that document EB91/INF.DOC./6 contained the texts of 
new or amended Staff Rules, which were being submitted to the Executive Board for confirmation; the 
Director-General's report in document EB91/31 provided supporting material. The new or amended rules 

1 Resolution EB91.R16. 
2 Document EB91/1993/REC/1, Annex 5. 
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were largely based on changes within the United Nations system. The texts would be incorporated by the 
Director-General in the Staff Rules, according to the standard procedure. 

Mr BOYER (adviser to Dr Mason) asked whether the changes concerning education grants, mentioned 
in paragraph 1.4 of document EB91/31, were consistent with United Nations practice. 

In paragraph 2 of the same document, it was pointed out that the additional costs arising from the set of 
proposed changes would have to be met during 1992-1993 from the allocations established for each of the 
regions and for global and interregional activities. He found the changes proposed in document EB91/31 
acceptable only if the resultant costs were absorbed by the 1992-1993 budget; any change that involved 
"catching-up" in the next biennium would not be acceptable. 

Mr AITKEN (Assistant Director-General) said that the changes in the education grant percentages were 
in accordance with ICSC and United Nations system recommendations. 

With regard to the additional costs under the regular budget, such costs would have to be absorbed by 
the 1992-1993 budget. The 1994-1995 budget made no provision for those expenditures. The Board would 
have to decide in the future whether to include provisions for such additional costs in the 1996-1997 budget. 
The Organization had always adopted the practice of eventually including the additional expenditures incurred 
under statutory United Nations provisions in the book-keeping. 

Mr BOYER (adviser to Dr Mason) asked why the salary increases set forth in paragraph 1.1, which were 
to take effect in March 1993, had not been taken into account in the 1994-1995 proposed programme budget. 

Mr AITKEN (Assistant Director-General) said that one of the reasons had been a wish to keep increases 
to a minimum. There was also a practical reason: the programme budget document was prepared in October, 
while the decisions regarding salaries were taken by the United Nations General Assembly in mid-December; 
thus the implications of such decisions were simply not known at the time the programme budget was being 
prepared. 

Dr LARIVIÈRE said that in order to make enlightened decisions, participants at the Health Assembly 
would need more detailed information on any requests submitted to them. It was clear that certain factors in 
the proposed programme budget, such as the rate of exchange, were liable to alter. Budget items might also 
be affected by other external changes, such as decisions adopted by the United Nations General Assembly. It 
was vital that any information that might have implications for the budget should be communicated in a 
straightforward and reliable fashion to the Board and the Member States so that they could take informed 
decisions. 

The CHAIRMAN drew the attention of the Board to the first resolution recommended in document 
EB91/31. 

The resolution was adopted.1 

The CHAIRMAN drew the attention of the Board to the second resolution recommended in document 
EB91/31. 

The resolution was adopted.2 

Meritorious increase: Item 17.4 of the Agenda (Document EB91/32) 

The CHAIRMAN recalled that at its eighty-ninth session the Board had requested the Director-General 
to submit a report on the subject of meritorious within-grade increases in the context of recommendations by 
ICSC and the United Nations General Assembly on the Organization's practice of extending the normal pay 
scales to accommodate the granting of such increases. 

Mr AITKEN (Assistant Director-General) said that WHO was facing a serious dilemma with regard to 
the issue under consideration. On the one hand, the Organization was one of the strongest supporters of the 

1 Resolution EB91.R17. 
2 Resolution EB91.R18. 
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United Nations common system of salaries and allowances. On the other hand，it was being asked by the 
United Nations to give up a practice of 40 years' standing, namely, the extension of the scale beyond the 
normal ceiling for staff members who had served WHO satisfactorily for 20，25, 30 and 35 years. 

The objections of the United Nations General Assembly to that particular WHO practice were explained 
in the document: a major subject of concern was that it would not be desirable for other organizations in the 
United Nations systems to adopt it; and, more generally, that the United Nations system should be consistent 
throughout. 

From the Organization's point of view, meritorious increases were considered an important benefit and 
an expected compensation for a long career. Giving up such a long-standing practice would be extremely 
difficult. However, in view of the concern expressed in the United Nations General Assembly, if the Board felt 
that a change should be made, a proposal to modify the system had been prepared and was contained in 
document EB91/32; it was suggested that the Executive Board might wish to take the view that current 
arrangements should be preserved for all serving staff, but that the WHO extended scale should be abolished 
for all new staff together with the additional increments for 20, 25, 30 and 35 years of service. 

Dr MEREDITH (alternate to Dr Calman) said that the first consideration in dealing with the issue had 
to be the Organization's obligations under the common system, arising from the formal agreement between the 
United Nations and WHO and its acceptance of the Statute of ICSC. In that respect, it was a matter of some 
concern that WHO had done nothing to respond to the views of the United Nations General Assembly, first 
expressed in 1985 and repeated in its resolution 45/241 of 21 December 1990，to the effect that WHO should 
stop the practice of awarding long-service steps beyond the scales approved by the General Assembly. There 
could therefore be no doubt that the WHO extended scale should be abolished immediately - in practice, on 
1 March - for all new staff together with the additional increments for 20’ 25, 30 and 35 years of service, as 
recommended in document EB91/32. 

An equally important consideration was the Organization's obligation to serving staff, who must be 
treated differently in order to take account of any legitimate concerns over acquired rights. However, that did 
not necessarily mean that the existing system should be preserved until all serving staff had retired. There was 
a clear difference between acquired rights to an already earned benefit and the idea of an acquired right to a 
potential future benefit. 

The issue was very complex. In his view, the document before the Board did not provide enough 
information to enable it to take a final decision. He proposed that the item should be taken up again at the 
Health Assembly, when additional information should be provided and, in accordance with the request 
contained in United Nations General Assembly resolution 46/191，in the presence of an ICSC representative. 
He asked that the document for the Health Assembly should include full details of the salary scales for 
professional and general service staff, including all extended steps, so that the effect of the provision on the 
extent of overlap between salary scales could be seen more readily. 

Mr BOYER (adviser to Dr Mason) endorsed the views of the previous speaker. The Board had already 
considered the matter a number of times but had not taken any action. In his view, the Board should endorse 
the suggestion to abolish the WHO extended scale for all new staff, which would satisfy to some extent the 
request of the United Nations General Assembly. The issue of maintaining the system as it stood for current 
staff required further consideration and should be discussed at the Health Assembly, in the presence of an 
ICSC representative. 

Dr AUSMAN (alternate to Dr Larivière) said that he was concerned at the prospect of a lengthy 
discussion on the item without the presence of an ICSC representative, in view of the recent United Nations 
General Assembly resolution 46/191 requesting governing bodies to ensure ICSC representation during 
discussions on certain common system matters. He shared Dr Meredith's view that WHO should consider the 
matter in more detail at a later stage, in the presence of an ICSC representative. 

The CHAIRMAN said that if there were no objections, he would take it that the Board wished to take 
note of the report contained in document EB91/32 and to recommend that a discussion should take place at a 
later date, with ICSC representation. 

Mr BOYER (adviser to Dr Mason) and Dr MEREDITH (alternate to Dr Calman) pointed out that 
rather than simply taking note, the Board members appeared to wish to accept the proposal set forth in 
paragraph 12 and to suggest that consideration should be given by the Health Assembly to the provisions 
concerning current staff. 
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Dr M E R E D I T H (alternate to Dr Calman) added a request for clarification with regard to the date on 
which the new arrangements would come into effect. 

Mr AITKEN (Assistant Director-General) summarized the proposal under consideration: for new staff, 
the Board wished the Director-General to propose an amendment to the Staff Rules which would, from a 
particular date, abolish the extended scales; for serving staff, the Organization would continue its present 
system until a conclusion had been reached by the Health Assembly. In view of those considerations，the 
Secretariat felt that 1 March, as had been suggested, would be an appropriate date for the termination of 
extended scales for new staff. 

Dr C H Á V E Z P E Ó N (alternate to Dr Kumate) asked whether the question did not call for the adoption 
of a resolution by the Board. 

Mr AITKEN (Assistant Director-General) said that amendments to Staff Rules did not require a 
decision by the Board; amendments were made at the discretion of the Director-General and could be 
subsequently confirmed by the Board. 

The C H A I R M A N said that if there were no objections, he would take it that the Board wished, as set 
forth in paragraph 12 of document EB91/32, to suggest the change for new staff and to maintain the current 
arrangements for serving staff while proposing additional discussions on that question at the Health Assembly. 

It was so agreed. 

6. STATEMENT BY THE CHAIRMAN 

The C H A I R M A N said that the Legal Counsel had recently informed him of possible financial 
irregularities in the granting of contracts by the Organization in the past few months. Like all the members of 
the Board, he found it distressing to see the Organization's image tarnished by injurious rumours. If such 
rumours were unfounded, they should be shown to be so. If there had, on the contrary, been any breach of the 
financial regulations, that fact should be made known and the appropriate penalties applied. Everything 
possible must be done to clear up the matter so as to restore the serenity needed for the proper functioning of 
the Organization, and，in particular, to provide a harmonious working environment for the staff. 

On behalf of the Executive Board and as its Chairman, he had requested the Director-General to keep 
him informed of all developments. H e intended, moreover, to request that a report on the matter should be 
made to the Health Assembly. The Director-General had confirmed that the matter was in the hands of the 
internal and external auditors and his administration; he, the Chairman, wished their findings to be set before 
the President of the Health Assembly and added to the report on the matter. As he had been since his 
election, he would remain ever vigilant, on behalf of the Board, for any signs of destabilization which might 
threaten the Organization, its work, or the expectations that the men and women of the world placed in it. 

The meeting rose at 13h05. 
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Friday, 29 January 1993，at 14h30 

Chairman: Professor J.-F. GIRARD 

1. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 18 of the Agenda 

General matters: Item 18.1 of the Agenda (Resolution EB59.R8, para. 4(2); Document EB91/33) 

Dr KAWAGUCHI (Planning, Coordination and Cooperation) said that the Director-General's report 
(document EB91/33) was somewhat more extensive than usual, since 1992 had been one of the most 
momentous of the 47 years of the United Nations existence. Very important events had taken place during the 
last session of the United Nations General Assembly, which were likely to have repercussions on the whole 
United Nations system, including WHO. 

In "An agenda for peace" the Secretary-General of the United Nations had emphasized that although 
primary responsibility for the maintenance of international peace and security lay with the Security Council, 
that responsibility must be shared by the entire United Nations system, including WHO, which had its own 
special role to play in an integrated approach to the security of the world. The view of the health sector must 
therefore be heeded and its legitimate claim to scarce resources supported. 

In "An agenda for development", the Secretary-General had stressed that economic and social 
cooperation and development should be tackled with the same vigour and sense of urgency as was devoted to 
political and security matters. WHO must ensure that health was given a high priority as an integral 
component of such an agenda. An allied event was the United Nations General Assembly decision to convene 
a World Summit for Social Development, to be attended by heads of State or government, in early 1995, in 
Denmark. General Assembly resolution 47/92 specifically requested WHO to contribute fully to the 
preparations for the Summit. 

In parallel with those agendas, and with significant implications for WHO, the restructuring and 
revitalization of the United Nations was taking place at two levels: in the United Nations Secretariat and its 
related programmes and funds, including UNDP, UNICEF, UNFPA, the World Food Programme and the 
United Nations International Drug Control Programme; and in the Economic and Social Council. The result 
had been a complete reorganization and concentration of the economic, social and environmental activities of 
the United Nations. 

The Secretary-General had also established "unified United Nations field offices", to start with in six of 
the newly independent States of the former Soviet Union. Those offices covered all the programmes under his 
direct authority, including UNDP, and UNFPA and UNICEF, and were headed by a United Nations 
representative, appointed by the Secretary-General, who also served as the Resident Coordinator for the 
United Nations system. Officials assigned by the specialized agencies to those countries had been invited, if 
they so wished, to join those unified offices. The pattern was likely to be repeated in other parts of the world. 
The Secretary-General had also embarked on a process of strengthening the United Nations regional economic 
commissions in order to capitalize on their multidisciplinary capabilities. That would also require greater 
interaction between them and WHO,s regional offices. 

The Economic and Social Council had held its first substantive session in its new form in 1992. A 
"high-level segment", in which the Director-General took an active part, considered the theme "Enhancing 
international cooperation for development: the role of the United Nations system". The General Assembly 
had begun consideration of the spate of ideas put forward in that debate, which would be the focus of attention 
during its resumed session in early 1993. A major issue was the coordination of the governing bodies of the 
United Nations programmes, such as those governing UNDP and UNICEF. 

It was important for the Board to consider the far-reaching reforms in the United Nations and its 
Economic and Social Council. The United Nations Secretariat was likely to become more integrated, stronger 
and more able to exert influence on the rest of the system. WHO as a lead agency would therefore have to be 
considerably strengthened. 
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Among other matters dealt with in the report, he noted that the institutional arrangements implicated in 
the follow-up to the United Nations Conference on Environment and Development described in Section V 
complemented the information submitted in document EB91/INF.DOC./5. The United Nations General 
Assembly, in resolution 47/190, had endorsed the Rio Declaration on Environment and Development and 
Agenda 21. Two related resolutions had also been adopted by the General Assembly: resolution 47/189 to 
convene a Global Conference on the Sustainable Development of Small Island Developing States in Barbados 
in April 1994; and resolution 47/193 proclaiming 22 March of each year as World Day for Water. 

Section VI of the report drew the Board's attention to coordination within the United Nations system. 
The Administrative Committee on Coordination (ACC), under the chairmanship of the Secretary-General, was 
reviewing its own role and mode of operation as well as that of its subsidiary machinery in an effort to reduce 
costs and promote more effective coordination of development activities by the United Nations system within a 
new international environment. Several important decisions were expected to be taken at ACC's meeting in 
April 1993. 

Collaboration with the World Bank had intensified, in particular through the Bank's commitment to 
AIDS prevention and control. In addition, the 1993 World Bank's "Development report" would focus on 
health; in its preparation excellent collaborative arrangements had been established with WHO. The 
Organization had also taken steps to strengthen collaboration with the African Development Bank, whose 
support for the promotion of health and the present and future development of health infrastructure in Africa 
was crucial. The Director-General was preparing to submit a revised Cooperation Agreement with the African 
Development Bank to the Forty-sixth World Health Assembly. 

The General Assembly had expressed its appreciation to the Organization for the recent comprehensive 
findings related to the health effects of the Chernobyl radioactive fall-out, and had taken note of those findings 
in resolution 47/165. During 1992, WHO had taken part in the discussions relating to assistance to the people 
of the newly independent States of the former Soviet Union. It had been providing urgently needed supplies, 
equipment and technical support and had been given a mandate to act as a clearing-house for information on 
assistance to those States. TTie Organization was collaborating with a number of other organizations of the 
United Nations system, and in programmes at operational level in those countries. 

Section VIII of the report covered operational activities. In order to improve the effectiveness of the 
United Nations development system various reforms were currently under consideration and significant 
developments could be expected in 1993. 

In view of the fact that efforts towards more effective collaboration within the United Nations system 
had intensified, and in the light of the need to formally acknowledge those important events, the Board might 
wish to consider adopting a resolution covering the various matters raised in the Director-GeneraPs report, in 
particular those relating to WHO as the lead agency in international health work. 

Dr AUSMAN (alternate to Dr Larivière) said that WHO was a very important member of the United 
Nations system; the scope of its future activities, indeed its very survival, was directly linked to its 
participation in that collaborative process. General Assembly resolution 47/199 provided useful clarification of 
several of the important elements of its predecessor, resolution 44/211. The Director-General should be 
commended on his efforts to comply with the decisions and recommendations in question and urged to 
continue. In the light of the particular importance of resolution 47/199, he hoped that Board members and 
delegations to the Forty-sixth World Health Assembly would take the time to read it carefully and consider its 
implications. 

Dr HUWAIDI (Libyan Arab Jamahiriya),1 speaking at the invitation of the CHAIRMAN, said the 
Libyan Arab Jamahiriya was facing many difficulties and its people - mothers and children in particular - were 
experiencing much suffering as a result of the adoption of Security Council resolution 92/748. The Libyan 
Arab Jamahiriya had on many occasions expressed its willingness to respect United Nations and Security 
Council resolutions, but in the present circumstances it was being subjected to terrorist measures. It had a 
good humanitarian record; it had successfully implemented measures for disease control and initiated other 
health efforts; it had also provided poor and vulnerable countries with assistance and funds for the protection 
of their children. All those activities had been carried out with WHO cooperation and in line with the noble 
objectives of the Organization. 

The air embargo imposed on the Libyan Arab Jamahiriya by Security Council resolution 92/748 had 
adverse effects on the health of the population. Medical supplies ordered from manufacturers in the West had 
not been delivered because of the embargo, thus preventing diagnosis and treatment. The cold chain could no 

1 Government representative attending by virtue of Rules 3 and 13 of the Rules of Procedure. 
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longer be maintained. Drugs were in short supply. The sick could not be transported. Emergency supplies 
and spare parts for sophisticated medical and surgical equipment were unavailable. Furthermore, the Libyan 
Arab Jamahiriya had many good doctors and eminent medical experts; they were no longer able to participate 
in international conferences and meetings, while foreign specialists were no longer able to attend workshops 
and conferences in Libya, where there were serious difficulties in keeping hospitals, research centres and 
clinics open. 

WHO's Constitution made health for all a priority. The Libyan Arab Jamahiriya asked no more than to 
be allowed to develop its health care system and improve the health status of its people. He urged the 
Executive Board to assist in the lifting of the embargo at least for health care purposes by placing the subject 
on the agenda of the Forty-sixth World Health Assembly. 

Dr PIEL (Legal Counsel) said that the Director-General was very anxious to ensure that no people in 
the world should have its health adversely affected by sanctions. The Health Assembly had rejected any 
embargo on medical supplies for political reasons in resolutions WHA41.31 and WHA42.24. Furthermore, the 
Executive Board had adopted a decision approving action to be taken by the Director-General with the United 
Nations or others should any violation of those principles be notified. If, despite his efforts, the 
Director-General was unable to find a satisfactory solution, he would bring the matter to the attention of the 
Executive Board and the Health Assembly. The sanctions imposed by the United Nations in the case of a 
number of countries made exemption for medical supplies needed for humanitarian health purposes. WHO 
was committed to working with the United Nations to ensure that the exemption procedures were effective in 
protecting human health. Earlier in the present session, the Director-General had expressed the position 
succinctly by saying Trust WHO!". As an example of the protection afforded, WHO, on being informed in 
July 1992 that a supply of radiation monitors had been blocked, had referred the matter to the United Nations 
and its Sanctions Committee with the informal comment that although gamma radiation monitors did not 
constitute emergency relief supplies they did represent legitimate medical equipment requirements. Exemption 
had immediately been granted and the goods delivered. The appeal by the Libyan Arab Jamahiriya was to 
obtain a more comprehensive exemption from sanctions in the case of medical supplies instead of having to 
make case-by-case requests. The request for inclusion of the subject "Effects of the air embargo on the Libyan 
Arab Jamahiriya with regard to medical supplies and health services and programmes" on the agenda of the 
Forty-sixth World Health Assembly would be considered under agenda item 22. 

Consideration of a draft resolution proposed by the Chairman 

The CHAIRMAN invited the Board to consider a draft resolution entitled "Reinforcing collaboration for 
health and development within the United Nations system", which read: 

The Executive Board, 
Noting United Nations General Assembly resolutions 45/264 and 46/235 on the basic principles 

and guidelines for the restructuring and revitalization of the United Nations in the economic, social and 
related fields; 

Noting also the report of the Director-General in document EB91/33, entitled "Collaboration 
within the United Nations system: general matters", which draws attention to important developments 
taking place in the United Nations system and the implications which these could have for international 
health work; 

Emphasizing that Member States, through their participation in the United Nations General 
Assembly and other governing bodies, must ensure that health is given due consideration in an integrated 
approach to development in a revitalized United Nations system; 

Appreciating the necessity for health and humanitarian assistance to be integral parts of the 
"agenda for peace" and "agenda for development" being prepared in the United Nations;1 

Appreciating, in particular, the need to ensure that the strategy for health for all, with its call for 
equity and social justice, is kept clearly in view in preparations for the World Summit for Social 
Development2 and in the Commission for Sustainable Development;3 

1 See United Nations General Assembly documents A/47/277 and A/47/1, respectively, and resolutions 47/120 and 
47/181. 

2 See United Nations General Assembly resolution 47/92. 
3 See United Nations General Assembly resolution 47/191. 
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Recalling that WHO's Constitution calls on the Organization to act as the directing and 
coordinating authority on international health work and to cooperate with governments, upon their 
request, in strengthening their health services, providing appropriate technical assistance, 

1. URGES Member States to ensure that the primary importance of health and the need for 
collaboration and coordination in matters relating to health and development are brought to the 
forefront in the international arena, thereby strengthening WHO's role as the directing and coordinating 
authority in international health work; 

2. REQUESTS the Director-General: 

(1) to develop activities calculated to reaffirm WHO's role as the lead agency in providing 
technical expertise on matters affecting human health within the United Nations system, in order to 
enhance international social and economic cooperation and promote progress in the developing 
countries; 
(2) to ensure that, not only at headquarters level but also at the regional office and country 
representative levels, efforts to coordinate activities with the other partners operating in the health 
field within the United Nations system are energetically reinforced; 
(3) to intensify WHO's contribution, through appropriate bodies for inter-agency and 
intergovernmental coordination and consultation, to the current process for restructuring and 
revitalization of the United Nations in the economic, social and related fields; 
(4) to enhance collaboration within the framework provided by the Administrative Committee on 
Coordination for greater complementarity within the United Nations system, and to promote an 
integrated approach to technical cooperation with countries; and 
(5) to keep the Executive Board informed of progress achieved by submitting to it an exhaustive 
annual report on activities conducted in cooperation with other partners belonging to the United 
Nations system. 

He explained that the proposal stemmed from his conviction that one of the major challenges facing 
WHO was to establish its place within the United Nations system and make sure that competition was replaced 
by cooperation based on respect for the missions of the different components of the system. Given that health 
was a matter that went far beyond the purview of health professionals, and that the United Nations system was 
called upon to play a political role of the first order in relations between peoples and between countries, it was 
necessary to solemnly and forcefully reaffirm what was expected of WHO; that was what he had attempted to 
do in the text before the Board. 

Dr AUSMAN (alternate to Dr Larivière) said he entirely concurred with the Chairman's intentions in 
presenting the resolution, as well as to its content. However, he thought that operative paragraph 2(1) had a 
somewhat self-promoting tone, and that a measure of rewording was called for. 

Mr BOYER (adviser to Dr Mason) agreed with Dr Ausman, and proposed that the words "develop 
activities calculated to reaffirm WHO's role as the lead agency in providing" be replaced by the word "provide" 
and that at the end of the paragraph there should be added the words "and to ensure recognition of WHO's 
role as the lead agency in international health affairs". In addition, he proposed that in operative 
paragraph 2(5) the word "exhaustive" should be deleted. 

Dr SIDHOM proposed that the words "and promotion of health or health-related programmes" be added 
after the words "affecting human health" in paragraph 2(1). 

Dr WINT (alternate to Mr Douglas) endorsed the draft resolution with the amendment proposed by 
Mr Boyer, proposing for his part that the words "due consideration" in the third preambular paragraph be 
replaced by the words "priority consideration". 

Dr SARR proposed a further amendment to paragraph 2(1)，involving the replacement of "developing 
countries" by "Member States". 

Dr KOSSENKO remarked that the phrase "to ensure recognition of WHO's role as the lead agency in 
international health affairs", in the amendment proposed by Mr Boyer, could give the unfortunate impression 
that the role had been called in question. 
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The CHAIRMAN suggested that the proposed amendments and comments by members of the Board 
might all be accommodated if operative paragraph 2(1) were to read: 

to provide technical expertise on matters affecting human health, and promotion of health or 
health-related programmes, within the United Nations system, in order to enhance international social 
and economic cooperation and promote progress in Member States, and to recall WHO's role as the lead 
agency in international health work. 

It was so agreed. 

The draft resolution, as amended, was adopted.1 

International Year of the Family (1994): Item 18.2 of the Agenda (Document EB91/34) 

Dr VIOLAKI-PARASKEVA said that the International Year of the Family would provide an 
opportunity for Member States to strengthen intersectoral collaboration and to publicize WHO's work: the 
Board should propose a resolution on the subject. 

Dr NOVELLO (alternate to Dr Mason) said that the importance of the International Year of the Family 
was fully acknowledged in her country and it was hoped that intersectoral collaboration would continue and 
that many countries would participate in that endeavour. 

Dr HU Ching-Li (Assistant Director-General) suggested that the Secretariat might be invited to prepare 
a resolution on the International Year of the Family for adoption by the Forty-sixth World Health Assembly. 

It was so agreed. 

2. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS: Item 19 of the Agenda 
(Document EB91/38) 

Applications of nongovernmental organizations for admission into official relations with WHO: Item 
19.1 of the Agenda 

Review of nongovernmental organizations in official relations with WHO: Item 19.2 of the Agenda 

Dr NYMADAWA, introducing the report of the Standing Committee on Nongovernmental 
Organizations, said that the Committee had considered a record number of 10 applications of 
nongovernmental organizations for admission into official relations with WHO. Paragraphs 2 to 24 of the 
report (document EB91/38) described those organizations and their collaboration with WHO. The Standing 
Committee had been satisfied that they met WHO's criteria and had recommended their admission into 
official relations. 

The Committee had then reviewed collaboration with 43 nongovernmental organizations in official 
relations with WHO to determine whether or not those relations should be maintained. Details of the 
Committee's discussion were given in Section III of the report, starting with paragraph 25. The annex to the 
report contained a list of nongovernmental organizations in official relations with WHO;2 those reviewed by 
the Committee bore an asterisk. 

The Committee's review covered the nongovernmental organizations in mental health, environmental 
health and diagnostic, therapeutic and rehabilitative technology. Broadly speaking, WHO's objectives had been 
well served through collaboration with 38 of the organizations under review: reciprocal participation in 
scientific and technical meetings had permitted exchanges relating to the development and testing of various 
international biological and pharmaceutical standards; the development of guidelines related to model 
prescribing information; and the revision of such WHO publications as the International Classification of 
Diseases. Education and training activities had served to increase national capabilities while knowledge had 

1 Resolution EB91.R19. 
2 See document EB91/1993/REC/1, Annex 6. 
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been extended through research. WHO had also benefited from participation in international meetings of 
nongovernmental organizations which assisted in dissemination of information about its work. The Committee 
had therefore decided to recommend that official relations be maintained for a further period of three years 
with those 38 nongovernmental organizations. 

As for the remaining five, while disappointed that there had been little or no collaboration over the past 
three years with the International Society for the Study of Behavioural Development and the International 
Society of Biometeorology, the Committee was satisfied that collaborative activities could be re-established 
with them, and therefore recommended that official relations be maintained for a period of one year; after 
considering the reports on collaboration with the International Brain Research Organization and the 
International Commission for the Prevention of Alcoholism and Drug Dependency, along with additional 
information provided by the Secretariat, the Committee had decided that it did not appear possible to revive 
collaboration and recommended that official relations with those two organizations be discontinued. 

In addition, the Secretariat had drawn attention to information from the Industry Council for 
Development that it was considering plans for restructuring and the Committee had decided to recommend 
that official relations be maintained for a period of one year, after which a further review would take place to 
decide whether the Council, in its restructured form, continued to meet the criteria laid down. 

On behalf of the Standing Committee he expressed appreciation for the valuable contribution made by 
nongovernmental organizations and the hope that fruitful collaboration would continue - all the more 
commendable in view of its voluntary nature. 

Finally, he drew attention to the draft resolution in document EB91/38. 

Dr SARR suggested the addition of a second preambular paragraph to read: 

Considering the increasingly important role played by nongovernmental organizations in the 
promotion of health development, 

It was so agreed. 

The resolution，as amended, was adopted.1 

Decision: The Executive Board, having considered the report of its Standing Committee on 
Nongovernmental Organizations, decided to maintain official relations for a further period of three years 
with 38 of the nongovernmental organizations reviewed at the current session, and expressed its 
appreciation for their valuable contribution to the work of WHO. The Board noted with concern the 
limited collaboration of the International Society for the Study of Behavioural Development and the 
International Society of Biometeorology. It is therefore decided to maintain official relations for a 
period of one year to allow the development of a plan for collaborative activities between the 
organizations and WHO. In the light of the additional information provided by the Industry Council for 
Development relating to its restructuring exercise, the Board decided to extend official relations for a 
period of one year，after which a further review would be undertaken to determine whether the Council, 
in a restructured form，would continue to meet the criteria for maintaining official relations.2 

3. APPOINTMENT OF THE COMMITTEE OF THE EXECUTIVE BOARD TO CONSIDER CERTAIN 
FINANCIAL MATTERS PRIOR TO THE HEALTH ASSEMBLY: Item 21 of the Agenda (Document 
EB91/35) 

Mr AITKEN (Assistant Director-General) said that the Constitution and the Financial Regulations 
required the Board to receive, review and transmit to the Health Assembly, with any comments deemed 
necessary, the financial reports of the Organization. As the interim financial report for the year 1992 would be 
finalized only in March 1993 and the Board did not meet again prior to the Health Assembly, it might be 
considered advisable to follow past practice and to comply with the statutory requirements by designating a 
committee of four members to consider and review the reports immediately prior to the Health Assembly and 
to report thereon to the Health Assembly. In the past the committee had been composed of the four 

1 Resolution EB91.R20. 
2 Decision EB91(10). 
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representatives of the Executive Board to the Health Assembly, one of whom was the Chairman of the Board. 
Should the Board wish to continue the practice, a draft resolution was contained in document EB91/35 which 
could be completed by including the names of the four members and any additional subjects the Board might 
wish to have considered on its behalf. The draft resolution also contained provision for replacement of any of 
the designated members who were unable to serve. 

The CHAIRMAN said that the text should have added to it the names of the four members in question -
the Chairman of the Board, Dr Paz-Zamora, Dr Sarr and Dr Violaki-Paraskeva - and invited the Board to 
consider the draft resolution, which read as follows: 

The Executive Board, 
Considering the provisions of Financial Regulations 11.3 and 12.9 concerning the Director-

General's interim financial report; 
Considering that there will not be a session of the Executive Board between the date of finalization 

of the 1992 interim financial report and the date of the convening of the Forty-sixth World Health 
Assembly, 

1. ESTABLISHES a committee of the Executive Board, consisting of Professor J.-F. Girard, 
Dr Paz-Zamora, Dr Sarr and Dr Meropi Violaki-Paraskeva to meet on Monday, 3 May 1993, to act on 
behalf of the Board in carrying out the provisions of Financial Regulation 12.9 in respect of the Director-
GeneraPs 1992 interim financial report and to consider the following matters on behalf of the Board 
prior to the Forty-sixth World Health Assembly: Members in arrears in the payment of their 
contributions to an extent which would justify invoking Article 7 of the Constitution; and any unforeseen 
administrative, budgetary or financial matter which the Director-General deems appropriate for 
consideration by the Committee; 

2. DECIDES that, in the event that any member of the committee should be unable to serve, his/her 
successor or the alternate member of the Board designated by the government concerned, in accordance 
with Rule 2 of the Rules of Procedure of the Executive Board, shall participate in the work of the 
committee. 

The resolution was adopted.1 

4. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) (continued) 

Consideration of the draft report of the Executive Board (Document (Draft) EB91 /42 and Add.) 

The CHAIRMAN invited the Board to consider the draft report section by section. 

Introduction (paragraphs 1 and 2) 

There were no comments. 

I. General Policy Matters (paragraphs 3-13) 

There were no comments. 

II. Programme Policy Matters (paragraphs 14-75) 

(a) Direction, coordination and management (paragraph 14) 

There were no comments. 

1 Resolution EB91.R22. 
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(b) Health system infrastructure (paragraphs 15-27) 

There were no comments. 

(c) Health science and technology - health promotion and care (paragraphs 28-53) 

Paragraphs 28-50 

There were no comments. 

Paragraph 51 

Dr HU Ching-Li (Assistant Director-General) said that not all countries lacked drug policies and plans 
of action as implied in the first sentence: perhaps the word "some" should be inserted to make that clear. 

Dr SIDHOM said that the French text was already clear on that point. 

The CHAIRMAN suggested that the English text should be brought into line with the French text. 

It was so agreed. 

Paragraphs 52-53 

There were no comments. 

(d) Health science and technology - disease control and prevention (paragraphs 54-75) 

Paragraphs 54-55 

There were no comments. 

Paragraph 56 

Dr LARIVIÈRE suggested that, in the second sentence of paragraph 56, it was inappropriate to use the 
word "prohibitive" with regard to the cost of yellow-fever and hepatitis В vaccines. He therefore suggested 
replacing "prohibitive" by "high". 

Dr HENDERSON (Assistant Director-General) said that it was known that some of the new vaccines, 
although not yellow-fever vaccine, would be very expensive. He suggested that Dr Larivière's point might be 
covered by amending the second sentence of paragraph 56 to read "in view of the prohibitive cost of some of 
these vaccines ..Л 

Dr LARIVIÈRE accepted Dr Henderson's suggestion. 

The CHAIRMAN took it that the Board wished to accept that amendment. 

It was so agreed. 

Paragraphs 57-62 

There were no comments. 
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Paragraph 63 

Dr VIOLAKI-PARASKEVA said that, according to her recollection, it had been agreed in the drafting 
group that reference should be included to the provision of uninterrupted supplies of antituberculosis drugs. 
That should be reflected in paragraph 63. 

It was so agreed. 

Paragraphs 64-66 

There were no comments. 

Paragraph 67 

Dr VIOLAKI-PARASKEVA said that it had been agreed that the beginning of the third sentence of 
paragraph 67, instead of "Particular attention must be paid to women", should read "Particular attention must 
be paid to the most vulnerable group (women and children)", so as to be consistent with the later reference to 
"child survival". 

The CHAIRMAN took it that the Board wished to amend the report accordingly. 

It was so agreed. 

Paragraphs 68-72(i) 

There were no comments. 

Paragraph 72(ii) 

Mr AITKEN (Assistant Director-General) said that the first line of paragraph 72(ii) referred incorrectly 
to "microbiology". TTie correct term was "molecular biology". 

(e) Programme support (paragraphs 73-75) 

There were no comments. 

III. Budgetary and Financial Policy Matters (paragraphs 76-86) 

(a) Budgetary policy (paragraphs 76-79) 

There were no comments. 

(b) Casual income (paragraphs 80-82) 

There were no comments. 

(c) Scale of assessments (paragraphs 83-84) 

There were no comments. 

(d) Budget level and appropriation resolution (paragraphs 85-86) 

There were no comments. 

The report of the Executive Board on its review of the proposed programme budget for the financial 
period 1994-1995 was adopted as amended in accordance with comments during the discussion.1 

1 Document EB91/1993/REC/1, Part II. 
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5. PROVISIONAL AGENDA FOR AND DURATION OF THE FORTY-SIXTH WORLD HEALTH 
ASSEMBLY: Item 22 of the Agenda (Documents EB91/36 and EB91/INF.DOC./7) 

Mr AITKEN (Assistant Director-General), introducing the proposals for the provisional agenda of the 
Forty-sixth World Health Assembly, informed the Board that resolutions and decisions taken at its present 
session would be reflected in that provisional agenda, with each agenda item appropriately referenced. The 
Board might wish to consider the addition of two further items. He proposed the inclusion under 
Committee B, after item 24’ of a new item 25’ "Method of work of the Health Assembly", with the subsequent 
items renumbered accordingly. Secondly, he suggested that item 28 could be expanded to list sub-items. He 
proposed that it should be entitled "Personnel matters", with three sub-items: "1. Recruitment of international 
staff in WHO; 2. Salaries of the Director-General and ungraded staff; and 3. Meritorious within-grade 
increases". 

He also drew the attention of the Board to the request made by the representative of the Libyan Arab 
Jamahiriya when he had spoken earlier. 

Dr DLAMINI supported the inclusion of item 32 of the provisional agenda on the health and 
environmental effects of nuclear weapons. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) endorsed Dr Dlamini,s remarks. He had informed the 
Chairman accordingly in writing. 

Mr BOYER (adviser to Dr Mason), referring to item 32 of the provisional agenda, noted that the 
questions concerned had been discussed during the current session of the Board，and Dr Nalpalkov had made 
a satisfactory response. WHO，s responsibility in the area of nuclear weapons was extremely limited. Although 
the Board would have to accept the inclusion of the item in the agenda, it could advise the Health Assembly 
that it should not go beyond the mandate of the Organization. 

With regard to the request made by the representative of the Libyan Arab Jamahiriya, as the Legal 
Counsel had pointed out, the Board already had a policy in relation to embargoes. The present session of the 
Board should not disregard that policy, which had been endorsed by the Health Assembly. The agenda item 
requested by the delegation of the Libyan Arab Jamahiriya was unnecessary. 

Dr PIEL (Legal Counsel) said that the request to include draft agenda item 32 on the health and 
environmental effects of nuclear weapons was entirely admissible within the mandate of WHO, and the Health 
Assembly was entitled to pronounce on the short-term and long-term effects on human health and the 
environmental impact. If the Board wished, the Director-General could provide a short report on the health 
aspects and health-related environmental effects of nuclear weapons, which might help to channel discussion in 
the Health Assembly, keeping it within the Organization's mandate. 

Recalling his comments at the Forty-fifth Health Assembly, he said that he had received a letter on 
22 December 1992 from the Office of the Under-Secretary General in charge of Legal Affairs of the United 
Nations, agreeing that the United Nations itself was more suited to dealing with the question of the illegality of 
nuclear weapons. Furthermore, the United Nations General Assembly had adopted a declaration that the use 
of nuclear weapons would constitute a violation of the Charter of the United Nations and a crime against 
humanity, although some States had disagreed with the wording. In addition, the General Assembly had 
requested the Conference on Disarmament to commence negotiating an international convention prohibiting 
the use or the threat of use of such weapons. If that aspect arose in the Health Assembly, he would repeat his 
advice that the illegality aspect should be referred to the United Nations. 

Regarding the proposal by the representative of the Libyan Arab Jamahiriya, it could be phrased in such 
a way as to address the general problem of the adverse effects of sanctions on medical supplies, health services 
and humanitarian assistance. The Organization did in fact have a procedure for dealing with individual cases. 
The matter could be included on the agenda in such a way as not to be restricted to one country, but the 
present request seemed to relate specifically to the air embargo on the Libyan Arab Jamahiriya. In accordance 
with Rule 5(d) of the Rules of Procedure of the Health Assembly, the item must be included in the provisional 
agenda, but the Board could accompany it with a recommendation to the Health Assembly on how that 
particular item should be handled. 

Dr MEREDITH (alternate to Dr Calman), referring to the request by the representative of the Libyan 
Arab Jamahiriya, said that he recognized the constitutional right of colleagues to propose agenda items but 
agreed with Mr Boyer that discussion of the item in the Health Assembly would be unlikely to be useful, given 
the wider mandate of the United Nations as a whole. 
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Dr LARIVIÈRE said that he did not recall a formal request by the representative of the Libyan Arab 
Jamahiriya for the inclusion of an item in the agenda. As he recalled, it was the Chairman who had suggested 
that the request could be dealt with by putting an item on the agenda. He sought the guidance of the 
Chairman on that point. 

Dr PIEL (Legal Counsel) said that Dr Larivière was broadly correct. It was a question of interpretation. 
The Chairman had received a letter requesting the representative of the Libyan Arab Jamahiriya to be 
accorded the right to speak under Rules 3 and 13 of the Rules of Procedure of the Executive Board with a 
view to placing that item on the agenda of the Forty-sixth World Health Assembly. 

Dr CHÁVEZ PEÓN (alternate to Dr Kumate) was grateful for the Legal Counsel's advice on draft 
agenda item 32. In his view, it was a perfectly appropriate subject for discussion by the Health Assembly, since 
the health and environmental effects of nuclear weapons were of direct interest to WHO; thus there was no 
question of trespassing on matters falling within the competence of other international organizations. 

Mr BOYER (adviser to Dr Mason) asked for clarification on whether the Board was being asked to 
decide on item 32 of the provisional agenda or the request by the representative of the Libyan Arab 
Jamahiriya. With regard to item 32’ discussion should certainly be restricted to those aspects that came within 
WHO'S mandate. 

Mr AITKEN (Assistant Director-General) said that he understood the Chairman was referring to both 
the proposed agenda item 32 and the request by the representative of the Libyan Arab Jamahiriya. He 
reminded the Board that the agenda under discussion was only provisional. It still had to be considered by the 
General Committee, and finally it was the Health Assembly itself which would decide. In other words, there 
were two further stages in the process, and the Board was only putting forward proposals which need not be 
accepted by the Health Assembly. 

Mr BOYER (adviser to Dr Mason) said that the Board should advise the Health Assembly not to accept 
the item that had been suggested by the Libyan Arab Jamahiriya, as the subject of embargoes was covered by 
decision EB81(3) of the Executive Board. 

Dr HAJ HUSSEIN (alternate to Dr Chatty) said that it was the right of every Member State to request 
that items be placed on the agenda of the Health Assembly. 

Dr SARR said that the Health Assembly could not discuss the problem of embargoes, but it should 
consider the provision of health care to the people of the Libyan Arab Jamahiriya. WHO,s role within the 
United Nations system was to contribute to world peace. The Libyan Arab Jamahiriya had respected the 
Rules of Procedure in proposing that the health aspects of the embargo should be discussed at the Health 
Assembly, and that proposal should be accepted. 

Dr PIEL (Legal Counsel) said that according to Rule 5(d) of the Rules of Procedure of the World 
Health Assembly, иТЪе Board shall include in the provisional agenda ••• any item proposed by a Member 
The provisional agenda would be considered first by the General Committee, which would make 
recommendations to the World Health Assembly, and then by the Assembly itself in plenary session, before it 
became final. The Board could, additionally, advise the Health Assembly about how to handle the item. 

Dr NYMADAWA suggested that the item be subsumed under provisional agenda item 30.2. 

Dr PEEL (Legal Counsel) said that the subject would have to be clearly stated, whether as an item or a 
sub-item on the agenda. 

Dr LARIVIÈRE said that the subject had already been discussed; any background document that was 
prepared on the item should therefore focus on new elements, although in his view there were none. 

Dr KOMBA-KONO said that the request should be looked at only from the medical and not the political 
point of view. The representative of the Libyan Arab Jamahiriya had described the health situation in his 
country, and it was on that basis that the Board should consider the request. It was the Board's responsibility 
to take a position on the placing of embargoes on medical supplies. 
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Dr MEREDITH (alternate to Dr Calman) said that the Executive Board, in making its 
recommendations, had a responsibility to ensure that the Health Assembly made the best use of its time, and 
doubted whether it was possible to have a useful discussion on the item. As there was no embargo on medical 
supplies, the most appropriate forum for the discussion being proposed was the United Nations Sanctions 
Committee, which could take into account any recommendation made by the Director-General. 

Dr HAJ HUSSEIN (alternate to Dr Chatty) considered that the request that had been made by the 
representative of the Libyan Arab Jamahiriya was clearly related to the deteriorating health situation in that 
country and to an embargo on health products. In such situations，there were always new elements, and 
Member States were justified in proposing their discussion. 

Dr KOSSENKO said that the Legal Counsel had made it clear that the item would have to be included 
in the provisional agenda of the Health Assembly. The discussion had gone on long enough; he therefore 
moved the closure of the debate. 

The CHAIRMAN said that it would be difficult for the Board to make a recommendation to the Health 
Assembly about the consideration of the item under discussion because of the lack of adequate documentation. 
Many members of the Board could express their opinions on the subject at the Health Assembly as 
representatives of their countries. He therefore closed the debate. In response to questions from 
Dr CHÁVEZ PEÓN (alternate to Dr Kumate) and Dr HAJ HUSSEIN (alternate to Dr Chatty), he explained 
that both item 32 of document EB91/36 and the item requested by the Libyan Arab Jamahiriya would be 
included as such in the provisional agenda for the Health Assembly. 

Decision: The Executive Board approved the Director-GeneraPs proposals for the provisional agenda of 
the Forty-sixth World Health Assembly as amended by the Board. Recalling its earlier decision that the 
Forty-sixth World Health Assembly should open on Monday, 3 May 1993, at noon, and in accordance 
with resolution WHA36.16 on methods of work, the Board decided that the Forty-sixth World Health 
Assembly should close no later than Friday, 14 May 1993.1 

6. DATE AND PLACE OF THE NINETY-SECOND SESSION OF THE EXECUTIVE BOARD: Item 23 of 
the Agenda 

Mr AITKEN (Assistant Director-General) suggested that the ninety-second session of the Board should 
be convened on Monday, 17 May 1993 at 9h30. 

Decision: The Executive Board decided that its ninety-second session should be convened on Monday, 
17 May 1993 at WHO headquarters, Geneva, Switzerland.2 

7. STATEMENT BY THE REPRESENTATIVE OF THE WHO STAFF ASSOCIATIONS: Item 16 of the 
Agenda (Document EB91 /27) (continued from the twentieth meeting, section 4) 

The CHAIRMAN drew attention to the following draft resolution, initially proposed by Dr Violaki-
Paraskeva and revised by a drafting group: 

The Executive Board, 
Noting the statement of the representative of the WHO staff associations; 
Aware of the support expressed by the Director-General to the staff of the Organization; 
Recognizing that the credibility and effectiveness of the work of the Organization depends on the 

competence and dedication of its staff; 
Noting the emphasis placed by its Working Group on the WHO Response to Global Change on the 

primary importance of WHO staff, in particular the maintenance, as a priority, of technical excellence; 

1 Decision EB91(11). 
2 Decision EB91(12). 
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1. COMMENDS the staff of the Organization on their dedication to the goal of health for all; 

2. REQUESTS the Director-General: 

(1) to continue to uphold the principle enshrined in the Constitution of WHO that the 
paramount consideration in the employment of all staff shall be to ensure that the competence, 
efficiency, integrity and internationally representative character of the Secretariat shall be 
maintained at the highest level; 
(2) to continue to uphold the objective that similar considerations should also apply to the 
retention and promotion of staff; 
(3) to involve staff representatives more fully in decisions on questions of personnel 
management; 
(4) to establish a more effective appraisal system; 

3. REQUESTS the staff representatives: 

(1) to contribute actively to the furtherance of the Organization's goals; 
(2) to participate actively in the process of the WHO response to global change; 
(3) to continue to bring to the attention of the Board issues concerning staff. 

Dr VIOLAKI-PARASKEVA proposed that the words "according to the existing staff rules", which had 
been inadvertently omitted, should be added at the end of operative paragraph 2(3). 

The resolution, as amended, was adopted.1 

8. CLOSURE OF THE SESSION: Item 24 of the Agenda 

The CHAIRMAN said that the Board had had a particularly full two week's work in which the Director-
General's nomination, the difficult examination of the programme budget and the report of the Working 
Group on the WHO Response to Global Change had been highlights. He would not draw any conclusions 
before the next session, but wished to thank the Director-General and the staff of WHO, the interpreters and 
other collaborators and the Board members for helping him to complete his task, which had not always been 
easy. He declared the session closed. 

The meeting rose at 17h00. 

1 Resolution EB91.R22. 


