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Mr Chairman, distinguished members of the Executive Board, ladies and gentlemen, 

Today, in developed countries, two-thirds of all deaths occur after the age of 65. In developing 
countries, two-thirds of all deaths occur before the age of 65 and nearly one-third before the age of five. 
This gives some idea of current inequities in access to health care worldwide. In 1995, the burden of death 
and disease remains particularly heavy for the poor. 

The third report on the monitoring of progress in the implementation of the health-for-all strategy shows 
general improvement in such global health indicators as life expectancy, infant mortality rates and educational 
and nutritional status. Once disaggregated, however, the statistics show that in terms of health the gap is 
becoming wider between the haves and the have-nots, both for countries as a whole and for population groups 
within them. 

As emphasized by a vast majority of delegations at the Health Assembly in 1994, this widening gap 
raises the fundamental ethical issue of equity in access not just to survival but to health and quality of life. 
It calls into question the sustainability of our health achievements, both globally and in each country. 
Infectious diseases still take a heavy toll on developing countries and are quick to flare up again wherever 
economic, health and social infrastructures break down because of economic adjustment and transition or 
complex emergencies. Infectious diseases, wherever they occur, represent a danger for everyone, as they can 
never be contained by geographic, administrative or social barriers alone. 

The high morbidity and mortality levels which cancel out so much of the human and economic potential 
of developing countries are a loss to all, including the developed countries, as they drastically reduce 
opportunities for further global economic growth and development. 

As I have observed to the Board and Regional Committees on other occasions, health is becoming a 
central political, social and economic issue in all countries. In the health professions and to a large extent 
in public opinion generally, it is recognized that the goal of health for all, based on equity and social justice, 
must be maintained. And that equity must be achieved not only in access to but also in utilization of health 
services. Outside the health sector, however, among development economists, funding institutions and 
politicians, a different trend has emerged which favours the goal of "poverty alleviation". This is reflected 
in many current development aid policies, and WHO itself has been under strong political pressure to go 
along with it and adjust its health action and priorities accordingly. 

There is no doubt that poverty is the main stumbling block to health development. Conversely, poverty 
is often caused or perpetuated by ill-health. This view, for years now, has inspired my constant plea, not only 
to ministers of health but also to heads of state and government, that health concerns should be taken up at 
the highest political level and given due consideration in all public policies. 
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It must be made clear, however, that the alleviation of poverty is quite a different objective, with a very 
different scope from that of Health for All. The risk, which has begun to materialize, is that a policy which 
aims at the alleviation of poverty will allocate minimum resources to health and stop at the provision of a 
social safety net covering only the most basic health needs. While it aims at reducing the harshest impact 
of poverty, it tacitly accepts that a number of individuals and, in fact, entire communities will remain 
marginalized and excluded from the mainstream of human and economic development. This may alleviate 
poverty but it also institutionalizes it. 

I personally believe that WHO, both its Member States and Secretariat, should not give up on the 
original intention and genuine meaning of "Health for All" - a vision which is based on equity, solidarity and 
respect, and which is in harmony with both the letter and the spirit of WHO's Constitution. 

In times of economic difficulty and worldwide political, social and structural transition, we may have 
to accept the temporary need for poverty alleviation measures. But makeshift solutions do not provide long-
term goals and strategies, and they certainly do not make for a constructive vision of health or international 
cooperation. They fail to attack the underlying causes of poverty and disease which, left to fester, will only 
become more intractable in the long run. Moreover, the development of a two-track society, at both the 
national and the international levels, is a real time-bomb. It is the surest way to bitterness and violence, 
breakdown in social consensus, and cultural rifts and confrontation. 

Together we must work out the practical steps and policies which will help us reconcile what is feasible 
with what is desirable. Pragmatism does not mean submitting to circumstances; it means accepting them 
for what they are, working on them and transforming them gradually so as to shape a future which brings 
us closer to achieving our vision of health and fulfilling people's needs and aspirations more equitably. 

What kind of WHO, then, is needed for the future? What should be its role and functions? 
Expectations vary among our Member States. Some feel WHO should concentrate on advocacy for health 
and on the collection, validation and dissemination of health information. This group also wants to emphasize 
WHO's normative function, its role in technical and ethical standard-setting and the promotion of research 
for specific problem-solving. Others feel that WHO should be involved at national level and in technical 
cooperation only, which they would limit again to support for policy formulation and programme 
implementation. There is also a third group, which favours the status quo and supports WHO's present 
mandate and scope of activities while stressing partnership at country level. 

Within the reform process we have initiated in WHO, the review of the health-for-all goal and strategies 
and of WHO's overall mission beyond the year 2000 is a key element. This was recognized by the Working 
Group of the Executive Board on Global Change which recommended an in-depth consideration of the matter 
and extensive consultation among WHO membership as well as its many partners in health development. 

WHO must receive a clear policy statement for the future from its Member States, on what they expect 
from the Organization, and how they see its role and mission. Only then, will the Organization be fully able 
to plan and prioritize its activities, assess its performance and adjust its structures and mechanisms 
accordingly. WHO Member States themselves must be clear as to what they expect from their mutual 
cooperation, how they intend to obtain it, according to which rules and principles and through which 
channels. Without prejudging the matter, document EB95/15 is intended to facilitate consideration of this 
crucial issue by the Board. 

My personal view is that WHO's commitment, in response to the requests of Member States for 
cooperation, should be governed: firstly, by the identification of a definite health need, falling within WHO's 
constitutional mandate and technical competence; secondly, by the relevance of the proposed intervention 
to the global health-for-all strategy, the General Programme of Work and priorities defined by the Health 
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Assembly and other governing bodies; and，finally, by the fact that, because of its comparative advantage, 
WHO's intervention can and will make a difference. 

I do not think, however, that WHO can be limited to one function only or to a standard model for 
carrying out its cooperation and programmes. These must vary with the health issues, the environments and 
partners involved. I shall take three examples of different yet decisive roles which WHO plays in 
international health action. 

(1) Faced with the formidable HIV/AIDS challenge, the WHO Global Programme on AIDS since its 
inception has done a huge amount of work. GPA has played a crucial role in the development of national 
plans and structures to combat AIDS. It was also responsible for putting together a global strategy which 
has allowed for a sound and consistent approach to prevention, education, research, and care and support 
worldwide. 

In view of the expanding scope and complexity of the pandemic, WHO has called for a general 
mobilization of resources across disciplines, agencies and cultural and political borders. WHO has favoured 
the move towards a joint and cosponsored United Nations programme on HIV/AIDS as an opportunity to 
achieve synergy and complementarity of action with other United Nations agencies, governments and 
nongovernmental organizations. WHO's unique combination of technical expertise, field experience, and 
networking with health institutions, scientists, community-based organizations and people living with AIDS, 
will be an invaluable asset to the new joint programme and our partners. 

This trend towards increased coordination and consolidation of activities within the United Nations 
system is also apparent in the recently created WHO-based Intergovernmental Forum on Chemical Safety, 
and in such areas as malaria control, vaccine and immunization, where WHO is recognized as the lead agency 
for coordination. 

(2) My second example is the functional integration of activities in the area of reproductive health. WHO 
has defined and promoted reproductive health as a priority health and developmental issue. A Task Force 
will further identify priorities and action, at both tfie global and country levels. Reproductive health and 
family health are mutually supportive. They bring together a number of units and programmes in WHO 
among which a large degree of functional integration has been achieved. Together they coordinate 
biomedical, operational, social and behavioural research in reproductive health. Together they promote and 
coordinate the delivery of integrated reproductive health care of good quality, to all individuals throughout 
their lifespan and within the primary health care services. Action is emphasized through the family setting, 
a strategy which is well accepted and can be cost-effective in all cultures and societies. The family health 
approach promotes information, education and involvement • that is, empowerment of all family members 
to be responsible for their own health. 

At the Cairo Conference on Population and Development, WHO played a major role in helping to reach 
a consensus and transcend political and religious differences. This, we were able to achieve because of our 
inclusive approach to health, which is unique in the United Nations system and at the global level in general. 
Where other programmes and agencies would appear to be concerned with single issues, products or 
interventions, WHO's proposals received high marks for both medical and ethical credibility because of our 
nonpartisan and priority concern for the overall health and well-being of all individuals in all societies. 

While streamlining and coordination are pursued throughout WHO, functional integration of this kind 
is particularly desirable in such areas as the Global Programme for Vaccines and Immunization, environmental 
health, and nutrition. 

(3) My third example is the WHO programme for the prevention of blindness, which faces a different sort 
of challenge. Worldwide, some 150 million people are blind or have disabling visual loss. Ninety per cent 
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of them live in developing countries. The successful Onchocerciasis Programme in West Africa has 
documented the heavy economic cost of blindness to the community in terms of vulnerability, need for social 
support and, ultimately, increased mortality. 

Through intense networking, WHO's programme for the prevention of blindness has been particularly 
successful in mobilizing and coordinating funds and support from nongovernmental organizations to match 
the needs of developing countries. This must be a continuing effort as long as primary health care 
infrastructure in developing countries remains weak. The general aging of the population will also rapidly 
increase the number of people with serious visual disability, with a considerable human and economic impact 
on all societies in both developed and developing countries. Through its technical and managerial leadership, 
with seed money and a small core of staff only, this WHO programme plays a key catalytic role in enhancing 
the partnership of NGOs with Member States. 

The Action Programme on Essential Drugs, the Oral Health Programme, and the Diabetes and 
Cardiovascular programmes with their health promotion activities relating to nutrition and lifestyles, are other 
good examples of WHO's active and efficient collaboration with NGOs. Considering the growing need and 
importance of technical cooperation at the community level, we are also working on the ways and means 
through which we can develop new partnerships for health development witii local authorities in both urban 
and rural areas. 

These options are not mutually exclusive. They are being used in varying combinations by WHO in 
promoting new partnerships for health. The examples I have described illustrate both WHO's ability to 
streamline and adapt to change, and the need to preserve its versatility in responding to different health 
challenges with different approaches and structures. They also confirm that WHO's credibility, its relevance 
and influence in advocacy and standard-setting, are directly rooted in its technical expertise and first-hand 
experience of public health issues and environments. 

WHO has the technical competence and the vast asset of fifty years of experience; it has the unique 
advantage of its regional structure and global network; it enjoys the trust of governments and health 
professionals worldwide. We know what is needed; we know what we want to do and how to do it. You 
must give us the means to achieve what is necessary. 

Within the reform process and under the guidance of its governing bodies, the Secretariat has been 
working on improving its managerial and budgetary tools. Interregional consultation and coordination have 
been strengthened. The Global Policy Council and Management Development Committee are now well-
established. Our six development teams are following up the implementation of reforms and making good 
progress. The report on WHO communications and public relations policy has been finalized and is before 
you. The planning of a worldwide management information system which can meet our needs is well 
advanced. Most of the budgetary reforms called for are in place and reflected in current documents and 
procedures. Our personnel policy is being reviewed and a report will be submitted to you in January next 
year. 

More particularly, at this session you will hear from the Regional Directors how the six WHO regions 
have responded to global change and how their own governing bodies, the Regional Committees, perceive 
reform at the regional and country levels. 

This is the second year the Board will carry out its in-depth review and evaluation of specific 
programmes. Last week, the newly established Programme Development Committee and the Administration, 
Budget and Finance Committee held their first sessions. Distribution of tasks among these two committees 
should facilitate the Board's participation in the planning, monitoring and evaluation of both programme and 
budget components of WHO's activities. The Secretariat welcomes this closer partnership with the Board. 
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I would like to suggest to the Board that it review coordinating mechanisms between our various 
governing bodies, including the committees which have been created as part of the reform process, the World 
Health Assembly, the Executive Board, the Regional Committees and the governing bodies of programmes 
that are primarily funded with extrabudgetary contributions. 

A major item on your agenda is the consideration of the draft programme budget for 1996-1997. This 
is the first draft programme budget based on the Ninth General Programme of Work, its four policy 
orientations and the regrouping of the previous 59 programmes under 19 headings. You will take up 
budgetary matters under a separate item of your agenda. Once again, as you will see, the Secretariat is faced 
with a dilemma which it does not have the power to resolve alone: growing expectations, a growing number 
of requests from Member States and a zero growth budget in real terms, to which must be added severe cost 
absorption problems and extreme fluctuations in the exchange rate of the US dollar. 

In the past, the relative growth of extrabudgetary resources has helped offset the shortfall in regular 
funding to some degree, but extrabudgetary resources cannot grow for ever. Reliance on extrabudgetary 
funding also raises the issues of continuity and independence in policy and priority-setting, and of added 
support costs for an already stretched regular budget. Moreover, the implementation of reforms does not 
necessarily mean savings. For example, the setting up of our new management information system will 
require additional resources. 

I am convinced, however, that the reform process is opening new horizons for enhanced dialogue and 
cooperation. With this new draft programme budget, WHO is embarking on what I hope will develop into 
a fully interactive process. As the format of the new document shows, your comments and suggestions are 
actively sought, so that we can work together on improving this draft. Once recommended by the Board, 
changes will be duly submitted to the Health Assembly together with this draft programme budget. I pledge 
to the Board my personal commitment to this process which will help us all meet the needs and expectations 
of our Member States better. 

The financial means made available to the Organization cannot be dissociated from the issue of human 
resources. Programme implementation rates and quality of performance will depend on the level of both 
human and budgetary resources authorized and actually allocated by our governing bodies and Member 
States. I am proud of my staffs response to the challenge of reform and their ability to adapt to change with 
innovative approaches. With no increase in resources, they have had to bear an increased workload in order 
to sustain programme execution and ensure delivery of services to countries. I want to acknowledge their 
contribution and thank them for their dedication to the Organization and to the health of all the peoples of 
the world. 

Wherever I go in the world, wherever WHO is working, whether in Cambodia, Bosnia, Rwanda or 
Geneva, I am constantly reminded that WHO is not just about budgets and structures. First and foremost, 
WHO is about people, their health and well-being. The reform process, through greater coordination, 
transparency and accountability, ultimately aims at improving WHO's performance and ability to meet the 
needs of its Member States and their peoples. 

The challenges faced by WHO are the challenges faced by its Member States. Together we have to 
fight disease and promote sustainable health development. Together we must face epidemics and complex 
emergencies. Together we are committed to eradicating poliomyelitis and dracunculiasis as well as to 
eliminating leprosy and iodine and vitamin A deficiencies by the year 2000. Together we must research and 
develop vaccines, drugs, immunization protocols, health infrastructure and health promotion and education 
campaigns, whether for malaria, HIV/AIDS, tuberculosis, emerging diseases, cancer or cardiovascular 
diseases. 
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To achieve our goals and targets, we need good management tools and will therefore continue to work 
on improving our structures and procedures. To move closer to our goal of health for all, we need new and 
enlarged partnerships for health, based on equity, solidarity and respect. We also need to ensure a common 
understanding of, and agreement on, the scope and channels of public health action and international 
cooperation. I am here proposing to the Board that we work together towards (1) renewing our commitment 
to the goal of health for all, (2) revitalizing our strategy and (3) producing a clear statement of the mission 
WHO will be called upon to fulfil in a new global environment. 

If the Board and Health Assembly can agree on this proposal, consultation will start now and，in 1997， 
all Member States of the World Health Organization will be able to meet to adopt what could become our 
new Charter for international health cooperation in the twenty-first century, based on the principle of health 
for all, achieved by all. Thank you. 


