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FIRST MEETING 

Monday, 16 January 1995, at 9:30 

Chairman: Dr J. KUMATE 

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

The CHAIRMAN declared open the ninety-fifth session of the Executive Board. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB95/1) 

The CHAIRMAN indicated that item 3 should be deleted from the provisional agenda in document 
EB95/1, that item 17 should be amended to read "Financial matters: amendments to the financial regulations; 
review of the Working Capital Fund"，and that the parenthesis containing the words "if any" should be deleted 
from item 21.3. The additional budgetary tables for discussion under item 11.1 appeared in document 
EB95/58, not in document PB/96-97 Add.l as indicated in the provisional agenda. Concerning item 12，the 
Director-General had submitted an additional report, contained in document EB95/61, on new, emerging and 
re-emerging infectious diseases. 

Professor GIRARD referred to the role of WHO in the ethical dimension of health policy and regretted 
that ethics was not included explicitly in the agenda, although - at the instigation of the Director-General -
ethical concerns had acquired greater prominence in the Organization's work and were being addressed within 
a number of programmes. 

Dr DEVO called for a discussion on the impact of the devaluation of the CFA franc on the countries 
of West Africa. 

Dr PIEL (Secretary) suggested that, at the current session, ethical issues could be taken up in 
conjunction with many of the items on the agenda and, from a global standpoint, in relation to the Director-
General's statement. A specific item on ethics might, if the Board so wished, be included in its agenda in 
1996. With respect to exchange rate fluctuations, the discussion of the programme budget should give ample 
opportunity to deal with the impact of devaluation of the CFA franc. Furthermore, a consultation on the 
matter would be held soon. 

The agenda，as amended, was adopted. 

3. PROGRAMME OF WORK 

The CHAIRMAN, announcing the dates and times of meetings, said that further to the experiment at 
the Board's meeting in January 1994 concerning the review and evaluation of specific programmes by 
subgroups of the Board, three consecutive full days were proposed for programme reviews under agenda 
item 10，namely Thursday, 19 January to Saturday, 21 January. 

The proposed programme of work was approved. 
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4. STATEMENT BY THE DIRECTOR-GENERAL 

The DIRECTOR-GENERAL said that the fact that, in developed countries two-thirds of all deaths 
occurred after the age of 65，whereas in developing countries two-thirds of all deaths occurred before the age 
of 65 and nearly one-third before the age of five, gave some idea of current inequities in access to health care 
worldwide. In 1995，the burden of death and disease remained particularly heavy for the poor. 

The third report on the monitoring of progress in the implementation of the health-for-all strategy 
showed general improvement in such global health indicators as life expectancy, infant mortality rates, and 
educational and nutritional status. Disaggregated statistics, however, showed that the health gap was widening 
between the haves and the have-nots, both for countries as a whole and for population groups within them, 
raising the fundamental ethical issue of equity in access not just to survival but to health and quality of life 
and calling in question the sustainability of health achievements, globally and in each country. Infectious 
diseases still took a heavy toll on developing countries and flared up quickly wherever economic, health and 
social infrastructures broke down because of economic adjustment and transition or complex emergencies. 
Infectious diseases represented a danger for all, wherever they occurred, as they could never be contained by 
geographic, administrative or social barriers. High morbidity and mortality levels which cancelled out so 
much of the human and economic potential of developing countries were detrimental to all, including the 
developed countries, as they drastically reduced opportunities for further global economic growth and 
development. 

Health was everywhere becoming a central political, social and economic issue. The health professions 
and to a large extent public opinion recognized that the goal of health for all，based on equity and social 
justice, had to be maintained and that equity had to 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, the goal of "poverty alleviation" was being favoured. He stressed that poverty was 
undoubtedly the main stumbling block to health development but that poverty was also often caused or 
perpetuated by ill health. He had therefore always insisted that health concerns should be taken up at the 
highest political level and receive due consideration in all public policies. The alleviation of poverty was 
quite a different objective with a very different scope from that of health for all. There was a risk that a 
policy which aimed at the alleviation of poverty would allocate minimum resources to health and stop at the 
provision of a social safety net covering only the most basic health needs. While reducing the harshest 
impact of poverty, such a policy tacitly accepted that a number of individuals and entire communities would 
remain marginalized and excluded from the mainstream of human and economic development. Such a policy 
might alleviate, but also institutionalized poverty. WHO, by which he meant the Member States and its 
Secretariat, should not give up the vision of health for all, which was based on equity, solidarity and respect, 
and which was in harmony with WHO's Constitution. 

It was true that in times of economic difficulty and worldwide political, social and structural transition, 
the temporary need for poverty alleviation measures might have to be accepted. But makeshift solutions did 
not provide long-term goals and strategies, nor did they make for a constructive vision of health or 
international cooperation. They failed to attack the underlying causes of poverty and disease, which would 
only become more intractable in the long run. Moreover, the development of a two-track society, at both the 
national and international levels, was a time bomb. It was the surest way to bitterness and violence, to 
breakdown in social consensus, and to cultural rifts and confrontation. Practical steps and policies had to be 
worked out to reconcile the feasible with the desirable. Pragmatism did not mean submitting to 
circumstances; it meant accepting them and transforming them so as to shape a future in which the vision 
of health and fulfilling people's needs and aspirations more equitably was brought closer to realization. 

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

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

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

The Director-General's personal view was that WHO's commitment in response to the requests of 
Member States for cooperation should be governed first by the identification of a definite health need falling 
within the Organization's constitutional mandate and technical competence; second, 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 Assembly and other governing bodies; and finally, by the fact that, because of its 
comparative advantage, WHO's intervention could and would make a difference. He did not, however, think 
that WHO could be limited to a single function or to a standard model for carrying out its cooperation and 
programmes. Those must vary with the health issues, environments and partners involved. 

Mention should be made of three examples of different, yet decisive roles which WHO played in 
international health action. First, faced with the formidable HIV/AIDS challenge, WHO's Global Programme 
on AIDS had done a huge amount of work since its inception. It had played a crucial role in the 
development of national plans and structures to combat AIDS. It had also been responsible for putting 
together a global strategy which had made possible a sound and consistent approach to prevention, education, 
research, care and support worldwide. In view of the expanding scope and complexity of the pandemic, 
WHO had called for a general mobilization of resources across disciplines, agencies, and cultural and political 
borders. It had 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 (NGOs). WHO's unique combination of technical expertise, 
field experience, and networking with health institutions, scientists, community-based organizations and 
people living with AIDS would be an invaluable asset to the new joint programme and the Organization's 
partners. That trend towards increased coordination and consolidation of activities within the United Nations 
system was 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 was recognized as the lead 
agency for coordination. 

The second example was the functional integration of activities in the area of reproductive health. 
WHO had defined and promoted reproductive health as a priority health and developmental issue. A task 
force would further identify priorities and action to be taken at both the global and country levels. 
Reproductive health and family health were mutually supportive. They brought together a number of units 
and programmes in WHO among which a large degree of functional integration had been achieved. Together 
they coordinated biomedical, operational, social and behavioural research in reproductive health and promoted 
and coordinated the delivery of integrated reproductive health care of good quality to all individuals 
throughout their lifespan and within the primary health care services. Action was emphasized through the 
family setting, a strategy which was well accepted and could be cost-effective in all cultures and societies. 
The family health approach promoted information, education and involvement - in other words, empowerment 
of all family members to be responsible for their own health. At the Cairo Conference on Population and 
Development, WHO had played a major role in helping to reach a consensus and transcend political and 
religious differences. It had been able to achieve that because of its inclusive approach to health, which was 
unique in the United Nations system and at the global level in general. Where other programmes and 
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agencies would appear to be concerned with single issues, products or interventions, WHO's proposals had 
received high marks for both medical and ethical credibility because of its non-partisan and priority concern 
for the overall health and well-being of all individuals in all societies. While streamlining and coordination 
were pursued throughout WHO, functional integration of that kind was particularly desirable in such areas 
as the Global Programme for Vaccines and Immunization, environmental health, and nutrition. 

The third example was WHO's programme for the prevention of blindness, which faced a different sort 
of challenge. Worldwide, some 150 million people were blind or had disabling visual loss. Of them, 90% 
lived in developing countries. The successful onchocerciasis programme in West Africa had 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 had been particularly successful in mobilizing and coordinating funds and support from NGOs to 
match the needs of developing countries. That effort must be pursued as long as primary health care 
infrastructure in developing countries remained weak. The general aging of the population would 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, that WHO programme played a key catalytic role in 
enhancing the partnership of NGOs with Member States. 

The Action Programme on Essential Drugs, the oral health programme and its programmes on 
cardiovascular diseases and diabetes were also good examples of WHO's active and efficient collaboration 
with NGOs. In view of the growing need and importance of technical cooperation at the community level, 
WHO was also working at present on the ways and means through which it could develop new partnerships 
for health development with local authorities in both urban and rural areas. 

Those options were not mutually exclusive. They were being used in varying combinations by WHO 
in promoting new partnerships for health. The examples given illustrated 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 confirmed that WHO's credibility, relevance and influence 
in advocacy and standard-setting were directly rooted in its technical expertise and first-hand experience of 
public health issues and environments. 

WHO had the technical competence and the vast asset of 50 years of experience; it had the unique 
advantage of its regional structure and global network; it enjoyed the trust of Governments and health 
professionals worldwide. It knew what was needed, what it wanted to do and how to do it. The Board must 
give it the means to achieve what was necessary. 

Within the reform process and under the guidance of its governing bodies, the Secretariat had been 
working on improving its managerial and budgetary tools. Interregional consultation and coordination had 
been strengthened. The Global Policy Council and Management Development Committee were now well 
established. WHO's six development teams were following up the implementation of reforms and making 
good progress. The report on WHO communications and public relations policy had been finalized and was 
before the Board. The planning of a worldwide management information system which could meet WHO's 
needs was well advanced. Most of the budgetary reforms called for were in place and were reflected in 
current documents and procedures. The Organization's personnel policy was being reviewed and a report 
would be submitted to the Board in January 1996. At the current session the Board would hear from the 
Regional Directors on how the regions had responded to global change and how their governing bodies 
perceived reform at the regional and country levels. 

The current year would be the second in which the Board would carry out an in-depth review and 
evaluation of specific programmes. During the previous week the newly established Programme Development 
Committee and Administration, Budget and Finance Committee had held their first sessions. The distribution 
of tasks between those two committees should facilitate the Board's participation in the planning, monitoring 
and evaluation of both the programme and budget components of WHO's activities. The Secretariat 
welcomed that closer partnership with the Board which might wish to review the coordinating mechanisms 
between WHO's various governing bodies, including the committees created as part of the reform process, 
the World Health Assembly, the Executive Board, the regional committees and the governing bodies of 
programmes primarily funded with extrabudgetary contributions. 
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A major item on the agenda was the consideration of the draft programme budget for 1996-1997. It 
was the first draft programme budget based on the Ninth General Programme of Work; it had four policy 
orientations and the previous 59 programmes had been regrouped under 19 headings. Once again, the 
Secretariat was faced with a dilemma which it did not have the power to resolve alone: growing expectations, 
an increasing number of requests from Member States, and a zero growth budget in real terms, together with 
serious cost absorption problems and extreme fluctuations in the exchange rate of the United States dollar. 
In the past the relative growth of extrabudgetary resources had helped offset the shortfall in regular funding 
to some degree, but extrabudgetary resources could not grow for ever. Reliance on them also raised 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 did not necessarily mean savings. For 
example, the setting up of WHO's new management information system would require additional resources. 
He was, however, convinced that the reform process was opening new horizons for enhanced dialogue and 
cooperation. With the new draft programme budget WHO was embarking on what he hoped would develop 
into a fully interactive process. As the format of the new document showed, the Board's comments and 
suggestions were actively sought so that the Secretariat and the Board could work together on improving the 
draft. Once recommended by the Board, changes would be duly submitted to the Health Assembly together 
with the draft programme budget. 

The financial means made available to the Organization could not be dissociated from the issue of 
human resources. Programme implementation rates and quality of performance would depend on the level 
of human and budgetary resources authorized and actually allocated by WHO's governing bodies and Member 
States. He was proud of the staffs response to the challenge of reform and of its ability to adapt to change 
with innovative approaches. With no increase in resources, the staff had had to bear an increased workload 
in order to sustain programme execution and ensure the delivery of services to countries. He wished to 
acknowledge the staffs contribution and commended its dedication to the Organization and to the health of 
all peoples of the world. 

Wherever he went in the world and wherever WHO was working, he was constantly reminded that the 
Organization was not concerned merely with budgets and structures, but first and foremost with people, their 
health and well-being. The reform process, through greater coordination, transparency and accountability, 
ultimately aimed at improving WHO's performance and ability to meet the needs of its Member States and 
their peoples. The challenges faced by WHO were the challenges faced by its Member States. Together they 
had to combat disease and promote sustainable health development. Together they must face epidemics and 
complex emergencies. Together they were committed to eliminating leprosy and iodine and vitamin A 
deficiencies, to eradicating dracunculiasis and poliomyelitis by the year 2000. Together they must conduct 
research and develop vaccines, drugs, immunization protocols, health infrastructure and health promotion and 
education campaigns, whether for malaria, HIV/AIDS, tuberculosis, emerging diseases, cardiovascular diseases 
or cancer. To achieve its goals and targets, the Organization needed good management tools and would 
therefore continue to work on improving its structures and procedures. To move closer to its goal of health 
for all, it needed new and enlarged partnerships for health, based on equity, solidarity and respect. It also 
needed to ensure a common understanding of, and agreement on, the scope and channels of public health 
action and international cooperation. He suggested to the Board that joint action should be taken in 
reasserting WHO's commitment to the goal of health for all, to revitalizing its strategy, and to producing a 
clear statement of the mission which the Organization would be called upon to fulfil in a new global 
environment. If the Executive Board and the Health Assembly could agree on that suggestion, consultations 
would start immediately and in 1997 all Member States would be able to meet to adopt what could become 
WHO's new Charter for international health cooperation in the twenty-first century, based on the principle 
of health for all, achieved by all. 
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5. REPORTS OF THE REGIONAL DIRECTORS ON STRATEGIES AND PROGRESS ON KEY 
OPERATIONAL AND MANAGEMENT REFORM ISSUES IN THE REGIONS: Item 8 of the 
Agenda (Documents EB95/6，EB95/7, EB95/8，EB95/9, EB95/10 and EB95/11) 

Dr ASVALL (Regional Director for Europe) said that, since the regional directors had been asked to 
concentrate on reform issues in their presentations, his description of the work of the Regional Office for 
Europe over the past year would be briefer than usual. A written report with fuller information was available. 

The situation he had described in 1994 - of growing socioeconomic difficulties in the European 
Region - had not significantly improved over the past year. True, progress had been registered in some 
Western countries, but in most of the eastern parts of the Region, the economic situation had become a real 
crisis, with extensive implications for the functioning of the health care system. In three Member States, for 
example, health personnel had not been paid for at least six months. Armed conflicts continued to rage in 
nine countries. Infectious diseases were increasing. Poliomyelitis, which had seemed close to eradication 
in 1989，had increased ever since. A diphtheria epidemic was continuing - some 45 000 cases had been 
registered in nine countries over the past year. Cholera had affected 27 countries and there had been 67 
deaths from that disease in the Region in 1995. 

The Regional Office's response had been in five major areas: humanitarian assistance to countries 
affected by armed conflicts, efforts to promote the health-for-all policy throughout the Region, and 
programmes related to improvements in health care, lifestyles and health, and environment and health. 

The main humanitarian assistance efforts had been in the countries of the former Yugoslavia. By the 
end of 1994，the cost of the programme launched two and a half years earlier had been US$ 60 million, all 
of which had come from voluntary contributions. Eight duty stations staffed by 85 WHO employees were 
now located in the territory of the former Yugoslavia. Seven programmes aimed at improving the situation 
in health care institutions had been carried out from July 1992 to the end of 1994，the largest (to the tune of 
US$ 30 million since July 1992) being concerned with help to health care institutions. 

The second was a programme on assistance to war victims, both with somatic problems and in the area 
of mental health. Nutrition and health surveillance efforts; health care reform; planning for the 
reconstruction of health services; efforts aimed at reconciliation and promoting cooperation among the 
medical associations of countries of the former Yugoslavia and establishing cooperation among the warring 
factions in Bosnia had been successful. Finally, WHO had the leadership role among United Nations agencies 
working in the area of public health and coordination of the work of nongovernmental organizations, 
intergovernmental organizations and countries active in the former Yugoslavia. In addition to a number of 
internal reviews carried out in 1994 on the Regional Office's efforts in the former Yugoslavia, it had been 
decided to carry out an external evaluation, the report of which was available on request. The Regional 
Office had also provided assistance, though on a much lesser scale，in connection with the conflicts in 
Armenia, Azerbaijan, Georgia and Tajikistan. 

In work not directly related to conflicts, the European Region had continued to place strong emphasis 
on promoting the health-for-all policy. In 1994，the number of countries that had completed the formulation 
of national health-for-all policies in line with the European one had increased by 4 - Ireland, Latvia, 
Luxembourg and Turkey. Five others - Bulgaria, Hungary, Israel, Lithuania and Malta - had continued with 
their formulation of such policies, and Croatia, Poland and Portugal had begun to work in the same direction. 
Health-for-all policies and programmes had likewise been promoted in 1994 through the Region's major 
interactive networks: Healthy Cities (which now numbered 600)，the Health Promoting Schools project (now 
reaching 2000 schools) and the Healthy Regions effort (which covered 15 regions at present). 

In view of the resurgence of infectious diseases, resources had been reallocated and three specific 
actions had been carried out. First, in cooperation with the Eastern Mediterranean Region, a coordinated 
vaccination programme (MECACAR) involving special vaccination days was soon to be carried out in 18 
countries, affecting over 63 million children. Second, a special "consortium" of three major donors, WHO 
and UNICEF had been created to provide vaccines for the countries of the former Soviet Union. Additional 
resources for secretarial services had been furnished for the Regional Office in connection with that effort. 
Third, four new country posts for efforts relating to AIDS had been established in Central and Eastern 
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European countries. The Regional Office had been involved in health care reforms in those countries. 
Developing quality indicators and databases had received much attention in 1994. 

Furthermore, an important meeting on patients' rights had been held in the Netherlands. 
The Second European Conference of Ministers of Health and Ministers of the Environment had been 

held in Helsinki in June 1994 and had laid down a new environment and health action plan for the Region. 
In the area of lifestyle and health, concern about tobacco use remained at the top of the list, not least 

because the international tobacco companies were moving aggressively into Central and Eastern Europe and 
the former Soviet Union. A major Conference on Alcohol, Health and Society was to be held in Paris, to 
be organized jointly with the French Government, in late 1995. Extensive programmes had been carried out 
on nutrition, particularly in the countries of Central and Eastern Europe. A conference on women's health, 
based on the results of 14 country studies, had been held in Vienna in February 1994. 

Turning to WHO reform, he said that the initiative for reform in the Regional Office for Europe had 
been born in the early 1990s, with the incorporation of 20 new countries with great needs, following the 
collapse of the Soviet Union and the former Socialist Federal Republic of Yugoslavia. The challenge had 
been to see how WHO's resources could be used to best advantage. 

There was broad agreement in the Region - among Member States, the Secretariat and the Regional 
Committee - that the Regional Office's main mandate was to change the way that Europe envisaged health 
development. To do so, it must be a catalyst, it must be innovative and it must be capable of motivating 
countries, organizations and people so that change really took place. 

Reforms of the governing bodies had begun with a committee chaired by Dr Calman since 1992. One 
of the main objectives was to achieve a closer link between Member countries and the Regional Office. For 
that purpose, a Standing Committee of the Regional Committee had been established, and it had proved to 
be a valuable instrument - a kind of Executive Board for the Region. In addition, the length of Regional 
Committee sessions had been reduced and the arrangements for its presidency had been modified to ensure 
greater continuity in the adoption and implementation of decisions. 

Two resolutions adopted by the Regional Committee in September 1994 were before the Executive 
Board for consideration. The first requested an increase by one in the number of representatives of the 
European Region on the Executive Board, and the second was a renewed appeal for a greater contribution 
to the Region from WHO's regular budget, in view of the massive health problems of the countries of the 
former Soviet Union and the former Socialist Federal Republic of Yugoslavia. 

The regional policy reforms had included, in 1991，a revision of the European health-for-all targets. 
That had provided a solid policy basis for subsequent reforms. The Regional Committee had made an 
important decision to concentrate on the countries in greatest need, resulting in a major change whereby the 
countries of Central and Eastern Europe and of the former Soviet Union were receiving high priority in the 
work of the Regional Office. It had also been resolved, however, that WHO must remain active in addressing 
the problems of all the countries in the Region. Special strategies had been developed to ensure that that was 
the case. In view of the involvement of new organizations, such as UNICEF and the World Bank, in health-
related efforts in the Region, and of the evolution of the European Union, it had been resolved to actively 
pursue cooperation with such institutions. 

As a function of those decisions, a number of reorganizations of the Regional Office had been 
undertaken. A new Country Health Department had been created (by reallocating existing resources) to focus 
on health development in the countries of Central and Eastern Europe and the former Soviet Union and to 
ensure coordinated input from all in-house units, as well as to provide a mechanism for serious discussion 
of priorities with the countries concerned. Some 25 "liaison officers" had been appointed to serve as 
intermediaries and promote WHO programmes in specific countries. As a result, the number of staff from 
the Regional Office serving away from headquarters had radically increased: in 1991，they had numbered 
300 in three different countries, while there were now 460 staff members serving in 27 countries. 

In connection with management reforms, there had been extensive discussion in the Regional 
Committee of the very detailed programme budgets introduced in the 1980s. Under those budgets, a large 
proportion of planned activities had gone unimplemented, because planning had taken place too far in advance 
of the actual activity. It had therefore been decided that the Regional Committee would adopt a "strategic 
budget" project and that operational plans would be drawn up by the Regional Office immediately before 
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the budget's implementation. New teams drawn from the technical staff of various units had been formed 
for budget implementation. The programme management information system developed in 1990 was now 
being revised, following the introduction of the new computer system. Stress had been laid on improving 
evaluation efforts, with the evaluation of all programmes being carried out biannually by all professional staff. 
The Standing Committee of the Regional Committee reviewed two programmes in depth each year and 
supported the Regional Office thereon. Special external evaluations had been carried out in 1994，not only 
on humanitarian assistance in the former Yugoslavia, but also on the whole EUROHEALTH programme for 
the countries of Central and Eastern Europe. Departments and units were being systematically advised on 
improved management techniques. 

In an effort to set sharper priorities in the Regional Office 's budget, 11 administrative staff positions 
had been eliminated and other administrative expenditures reduced, country allocations had been increased 
by 2.5% of the total budget and priorities had been established among the various programmes. Ways of 
mobilizing increased resources included "networking" with key partners, through such arrangements as 
Healthy Cities and Health Promoting Schools, voluntary donations, which had tripled in the past biennium, 
and requesting countries to support WHO project centres. There were now three centres funded by the 
countries in which they were located but with staffing, programming and administration organized by WHO. 
As already mentioned, efforts had been made to build "consortia" whereby donors and the Regional Office 
concentrated on a single health project. 

With regard to resource mobilization, voluntary donations had trebled over the last three biennia. 
Permanent coordination had been established between major organizations in the area of environment 

and health: a new European Environment and Health Committee was to begin meeting in March 1995 to plan 
efforts covering all of Europe. The Regional Office was now helping two countries to develop master plans 
for health development, based on their national health-for-all policies, in order to improve the organization 
of assistance to the countries of Central and Eastern Europe. 

Staffing reforms had been approached through systematic consultation with the staff. The Staff 
Association had become more involved in a number of internal committees and attempts had been made to 
reach out to families of staff members. A newsletter now informed staff and their families about WHO's 
activities, a health promotion programme had been developed for staff and a number of social events had been 
organized. 

In discussing WHO reforms, it was important to agree on the spirit in which they were to be carried 
out. In his view, the spirit must be one of innovation, scientific objectivity and clear leadership. The world 
needed a World Health Organization that had brains to think, hands to move, a heart to feel about ethical and 
other issues and the courage to speak up, even when that was unpopular. 

The competent staff of the Organization needed from the Executive Board trust to be placed in them 
and flexibility to be offered so that they could use their imagination to get more out of the resources available 
to them. They should be judged on the results of their efforts, and if they were, they would furnish the 
leadership needed by WHO as the twentieth century drew to a close. 

Professor MTULIA asked whether the increase in population of the European Region was sufficient 
to justify an increase in the number of that Region's representatives on the Executive Board. 

The CHAIRMAN said that questions and comments on the statements by the Regional Directors would 
be entertained once all of the reports had been completed. 

If he heard no objection, he would take it that the Board wished to include in the agenda of the ninety-
sixth session of the Executive Board an item on the Regional Committee's request for an increase in the 
number of Board members from the European Region. 

It was so decided. 
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Eastern Mediterranean 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) cited the national campaign of 
immunization implemented in Afghanistan in November 1994 as an example of the universal support 
commanded by the cause of health. Thanks to the untiring efforts of the WHO representative in Afghanistan, 
the warring factions there had allowed the immunization teams and centres to work in peace and security. 
During his visit to the country, following the vaccination campaign, several leaders had shared his hope that 
the period of tranquillity would be followed by a more durable and all-encompassing peace, thus allowing 
continuation of work for health in the country. 

On another positive note, the Palestinian Health Authority had started its work in the self-ruled 
territories. The Regional Committee in its resolution EM/RC41/R.7 had called on Member States to provide 
material and manpower support, in addition to the 1% of the budget approved at the thirty-ninth session of 
the Regional Committee for Palestine, in order to strengthen national health infrastructures and services there 
as soon as possible. 

The Regional Office continued to direct increased efforts towards regional self-sufficiency in the 
essential elements of health care and strengthening quality assurance practices. It had produced several 
technical guidelines and manuals covering important areas of laboratory and blood transfusion medicine, and 
had agreed to translate a number of such publications into several languages. The Regional Committee had 
emphasized the importance of the Action-oriented School Health Curriculum in preparing future generations 
to contribute to their own health and to the health of their communities. 

Most national immunization programmes in the Region had maintained high levels of immunization 
coverage of children against the diseases covered by the Expanded Programme on Immunization and of 
pregnant women against tetanus in 1993. However, coverage rates were very low in countries where there 
was civil strife, or a shortage of vaccines. Thanks to regional and outside support, coverage figures for 1994 
were expected to be much higher. There was also clear evidence of a significant decrease in the number of 
cases of diseases preventable by immunization, particularly poliomyelitis. The Regional Committee had urged 
Member States to maintain their political and financial commitment to the Expanded Programme on 
Immunization, to ensure an uninterrupted supply of vaccine and to work towards self-sufficiency, by 
promoting local production of high-quality vaccines, increasing public awareness of the need for 
immunization and implementing innovative strategies to ensure and accelerate coverage, particularly in remote 
areas. 

There were already in the Region three polio-free zones which had had no or few cases for some years. 
The rest of the Region, apart from war-stricken areas, was following suit. The Regional Committee had 
agreed that all countries of the Region should organize National Immunization Days early in 1995，as a 
supplemental immunization strategy for poliomyelitis eradication. 

The Regional Committee had discussed the shift in the Region from infectious and deficiency diseases 
to chronic noncommunicable diseases. It had urged countries to establish surveillance systems for 
noncommunicable diseases, requesting the Regional Director to designate collaborating centres for that 
purpose, and to support research on the causes of such diseases. 

Health care for the elderly was beginning deservedly to become a priority in the Region. The Regional 
Office had taken action to prepare a regional strategy for health care of the elderly, including publication of 
a manual for community health care workers. 

Community health care largely depended on nurses. Member States frequently had difficulty in meeting 
demands for nursing and midwifery services, both in terms of quality and quantity. The Regional Committee 
urged Member States to strengthen their nursing capacities through policy development, careful planning, 
training and promotion of nursing as a profession. The great importance attached to other categories of 
human resources for health was reflected in the Regional Conference on Medical Education to be held at the 
University of El-Ain in the United Arab Emirates in January 1995，sponsored by WHO in conjunction with 
the International Federation for Medical Education, UNICEF, UNESCO, UNDP and the World Bank. The 
main topic of the Conference was towards full partnership between medical education and health care. 

The computerized system for management of the implementation of WHO programmes had been 
adopted in 1994 to include some of the newly computerized applications developed in the Regional Office. 
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Those became fully operational in January 1995. The Joint Government/WHO Programme Review Missions 
continued to be the framework for programme development and management. They involved extensive 
preparation by both the Regional Office and the national counterpart team designated in advance to plan 
jointly for the following biennium. The Joint Programme Review Missions were the main managerial tool 
for review, evaluation and monitoring of the impact of WHO activities in collaboration with Member States. 
It had been decided that the next round of programme review missions would use the Regional Information 
System computer package for the first time. The package would link the targets planned by technical units 
to be achieved by 1997 and the results expected, with the activities planned at country level. It would give 
an indication of whether the countries concerned would be capable of achieving those targets. 

The organizational structure of the Regional Office had recently been modified to conform with the 
Classified List of Programmes developed by WHO to reflect the content of the Ninth General Programme 
of Work. A new Division for Health Policy and Management had been established, including new posts for 
health policy and planning, health economics and women in health development. 

The Eastern Mediterranean Region had 16 country offices managed by representatives, and four country 
desk officers for countries with no WHO representative's office. WHO representatives had developed country 
approaches appropriate to the situation in their own country. In Afghanistan, the WHO representative had 
established suboffices in safe areas and had been able to function throughout Afghanistan with the exception 
of Kabul. Similar action had been taken by the WHO representative in Somalia. WHO representatives had 
been instrumental in organizing health care in emergencies, as well as providing technical support to the 
Ministry of Health in formulating and implementing national health policies. 

The proposed programme budget for the Eastern Mediterranean Region for the financial period 1996-
1997 was in conformity with the Ninth General Programme of Work and reflected national and regional 
priorities in agreement with the regional programme budget policy. It had been noted at the forty-first session 
of the Regional Committee that the share of all regions in the budget was less than 65% of all regular budget 
funds, and that the regional share of extrabudgetary resources was declining. That needed to be remedied. 

As part of the WHO response to global change, the Regional Office had established six regional 
development teams to coordinate regional input to the work of the global development teams. Their work 
had been reviewed by the Regional Committee at its fortieth and forty-first sessions which had stressed the 
importance of regional committees having a formal say in all subjects considered by those teams. The 
Regional Committee had commended all efforts to make WHO more responsive to changing needs at the 
global, regional and country levels, and to improve dialogue between the various regional offices and 
headquarters. The regional committees should adopt their own rules of procedure, and one of their prime 
functions should be to formulate policies governing matters of an exclusively regional character, in accordance 
with the WHO Constitution, Articles 49 and 50(a). The Regional Committee believed that any new 
organizational and managerial processes must respect the principles of decentralization. Regional offices 
should be strengthened in their ability to meet the specific needs of their respective Member States and the 
Region. 

The Regional Committee had commended the Executive Board Working Group on its report, and agreed 
that health for all was still a valid goal. 

In response to recommendations 13 and 16 of that report, the Regional Committee reaffirmed that the 
process established in the Eastern Mediterranean Region for nominating a candidate for the Regional Director 
was appropriate and should continue to be followed. The present method of work of the Regional Committee 
was the best way of harmonizing its work with the Regional Office, other regions, the Executive Board and 
the Health Assembly. It further recommended that WHO should utilize collaborating centres of excellence 
to provide up-to-date technical and professional support, with WHO financing some floating posts at such 
centres. The Organization should consider moving some of its programmes, particularly the special 
programmes to the regions. It would be more cost effective to operate certain technical programmes or 
support functions from the regions rather than at headquarters. Such programmes need not necessarily be 
based in regional offices. 
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Western Pacific 

Dr HAN (Regional Director for the Western Pacific) said that monitoring of key policy, management 
and operational reform in the Western Pacific Region had confirmed the continuing validity of the six 
regional priority areas: development of human resources for health, environmental health, the eradication and 
control of selected diseases, the exchange of information and experience, health promotion, and strengthening 
of management. 

The Region had developed economically and socially to the point where the basic infrastructure and 
educational levels were virtually all in place. In a key part of policy reform in the Region, the Regional 
Director had focused on the role of the individual in taking responsibility for his or her own health, in a 
supportive environment. People could help themselves to stay healthy, by stopping smoking, drinking only 
in moderation or checking their blood pressure regularly. Helping people to make such decisions, thus 
helping them and their families to lead longer and healthier lives, required sound public policies and 
appropriate, accessible and affordable services at country level. It also required multisectoral and 
multidisciplinary approaches to mobilize the many different segments of society in a coordinated manner. 

The national immunization days held in Cambodia, China, the Lao People's Democratic Republic, the 
Philippines and Viet Nam were a recent example. More than 100 million children under the age of five had 
been brought to designated centres for immunization against poliomyelitis. That achievement reflected a 
certain level of development in health systems, human resources, vaccine supply and cold chain. It had also 
been a truly remarkable feat of coordination: the public policies were in place, health workers were well 
briefed and trained, the resources were available and ready, and the knowledge of how important 
immunization was to the health of the child had been effectively communicated to the parents, who had 
decided that they wanted their children to be protected. 

In many areas, the technology was available to prevent or cure disease or disability. However, that 
knowledge must be acted upon. There were hundreds of thousands of insecticide-impregnated mosquito nets 
in many malarious countries in the Region, but they could only save lives or prevent disease if the family 
itself decided to use them. It was necessary to ensure that people were interested and motivated in doing 
something about their health and to make sure that the services and resources were available to meet their 
needs. Such concerns were central to planning activities over the coming years at country level. 

Success had been achieved in the eradication of poliomyelitis, with confirmed cases falling to an 
estimated 550 for 1994，compared with 5963 in 1990. Prospects of zero cases of poliomyelitis in the Region 
by the end of 1995 were good. A further benefit had been the positive impact on other disease-prevention 
activities, such as micronutrient supplementation. There had been encouraging progress towards the 
elimination of leprosy as a public health problem. Multidrug therapy coverage was now over 90% and the 
prevalence for the Region was 0.3 per 10 000 of population. Malaria continued to be a major problem for 
nine countries in the Region, eight of which had produced comprehensive plans of action. He expressed 
appreciation to those international agencies which, in a real spirit of partnership with the countries concerned, 
had addressed the challenge of malaria control. 

AIDS, which required a sound public health approach, was a major issue being addressed in the Region. 
The Regional Committee, at its forty-fifth session, had urged both its Member States and WHO to support 
the management of sexually transmitted diseases as a major strategy for HIV/AIDS prevention. To that end, 
it had strongly requested the involvement of the Regional Office in the Joint and Co-sponsored United 
Nations Programme on HIV/AIDS. 

Increasingly, the aim was to make activities deal holistically with factors influencing health, preventing 
detrimental elements and supporting positive ones. The many factors affecting the early years of a child's 
life were being analysed, not only immunization, but also nutrition, sanitary conditions and behaviour patterns 
that could be taught at school and practised at home. He referred to that stage as "preparation for life". 
Together with individual, family and community concerns, resources were being devoted to large-scale 
infrastructure programmes such as human resources development, health care financing and management and 
exchange of information and experience in the Region. 

Asia was developing rapidly, but economic progress did not always lead to improved health, sometimes 
the reverse. It was important to ensure "protection of life". Tuberculosis remained a major public health 
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problem in most developing countries in the Region, with incidence rates higher than 150 per 100 000 of the 
population in Cambodia, the Philippines and Tuvalu. Progress often led to migration from rural to urban 
areas, crowded and degrading living conditions and increased vulnerability to damaging surroundings. Since 
1981，the Regional Office had been working with countries on urban health projects, working across the 
vertical programme structures of the health sector, and coordinating with other decision-makers in the area 
of health and socioeconomic development. Such projects were going on in China, Malaysia, the Philippines 
and Viet Nam. 

Another issue was that it was becoming apparent in the Region that the increasing number of elderly 
in the population was leading to a rise in the incidence of chronic illness and disabilities, and a negative 
impact on quality of life. Cardiovascular diseases were one of the major causes of adult mortality. Morbidity 
and mortality from ischaemic heart disease were increasing in all developing countries. Although 
cardiovascular disease was declining, expensive curative and surgical approaches to it consumed a large 
amount of national health expenditures. 

Patterns set in childhood were one of the most important determinants of healthy aging. School health 
programmes had been established to teach that regular exercise, not smoking, and eating an appropriate diet 
were important in that respect. Such programmes had an influence on the rest of the family. The community 
could play a reinforcing role, by providing green spaces and exercise-promoting facilities. Schools could 
provide healthy lunches and unsweetened drinks. Workplaces could provide smoke-free areas and help 
employees reduce stress by encouraging recreational activities. Supportive public policies would include 
legislation to discourage smoking and encourage exercise. Adequate food labelling would allow people to 
choose diets low in fat and high in fibre. 

In October 1993，WHO had held a training course for workplace health education facilitators, with 
representatives from 12 companies. The group had set up the Society of Workplace Facilitators, the first of 
its kind in Asia, which had already begun encouraging the original 12 companies and 40 other members to 
provide, for example, healthy canteen food and information on diet and exercise. School health promotion 
was under way, with WHO collaboration, in several countries of the Region, and a Region-wide project was 
planned for 1995. ^ 

The Western Pacific Region was working with its neighbour, the South-East Asia Region, on an 
increasing variety of programme areas, including malaria control, urban health development, information 
exchange on communicable diseases and pharmaceutical programmes. 

Although he had given examples where multisectoral approaches encouraging individual action for 
health had begun to be implemented, he emphasized that much remained to be done. Aspects of those 
approaches had been set down in a short document issued in both English and French, entitled "New horizons 
in health". The document, presenting a blueprint for health in the context of human development outlined 
how country and regional priority issues should be tackled. It advocated a shift in emphasis from illness to 
the risk factors contributing to the problem and to the elements that constituted good health. The role of the 
individual in taking the initiative to improve his or her own health was an important part of health strategy 
for the Region. 

"New horizons in health" proposed that partnerships should be formed to tackle concerns affecting 
different age groups. Thus, resources had been grouped in order to best foster sound "preparation for life". 
The health of the mother and child were considered holistically, the actions of the public policy-makers being 
a key factor in that area. Other areas focused on were "protection of life" and "quality of life". Concepts 
in the document were not intended to be exhaustive but should act as a catalyst, mobilizing a variety of 
different programmes and resources to meet the challenges outlined. Through the establishment of links 
between professions such as teaching or urban planning, an interface was created with the health sector. That 
aspect of shared ownership would allow the health sector to take the lead in proposing some programmes and 
to be included in activities of other sectors. 

"New horizons in health" had been endorsed by the Regional Committee for the Western Pacific, and 
work had now started with countries on how to implement the approaches proposed, exploring how they 
could be applied in different country settings. That was not being done on a programme-by-programme basis, 
but by taking the areas of concern and looking at all the factors that combined to make an appropriate and 
effective response to it. Although the document had originally been written to reflect changes of approach 
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in the Regional Office, it was currently being rewritten to reflect a more regional view and had been 
presented to the Director-General as part of the contribution of the Region to the development team on 
WHO's policy and mission. The ideas in "New horizons in health" might make a useful contribution to the 
framework and structure of the revised health-for-all policy. He hoped that that meeting might provide 
further information and advice on strategies for implementation of the policy. 

"New horizons in health" had been written within the framework of the Ninth General Programme of 
Work, and included many of its themes, such as the emphasis on health and human development, the 
importance of health promotion and protection, and the responsibility of the individual to care for his or her 
own health. He stressed that it was vital not only that WHO's policy directions were clearly and correctly 
defined but also that the programmes were actually implemented in the coming century. 

Dr MONEKOSSO (Regional Director for Africa) said that the health situation in Africa had suffered 
due to the recurrent crises which had taken place since the mid-1980s. Economic difficulties had led to social 
disruption and political upheaval. Health ministers of the Region, their experts and staff and Regional Office 
staff had struggled to overcome such problems. However, peace and security were needed in the Region if 
progress was to be made. At one time in the previous year, 19 of the 46 capital cities belonging to the 
African Region had experienced instability and staff had been unable to fulfil their missions in those 
countries. The Regional Office itself had experienced disruption. However, the Regional Committee had 
been able to meet in Brazzaville and had adopted the 1996-1997 programme budget, accepted the Ninth 
General Programme of Work, had admitted Eritrea as a Member of the Region and had seen the return of 
South Africa. 

A presence had been established in Eritrea with a WHO representative and a team. A great deal of 
work was now being accomplished in South Africa, where the Committee had been deeply involved even 
before the elections had taken place. Complex changes were needed in a health system where technology 
and standards of the highest quality had not taken into account the large majority of the population. 
However, programmes were now being developed to accommodate those previously underserved by the 
system. For the first time ever, an ambitious programme of local or district health systems was being 
developed. 

The Committee had adopted a resolution nominating Dr Ebrahim Samba as Regional Director for Africa 
from 1 February 1995. The Regional Committee had conferred the honorary title of Regional Director 
Emeritus upon the speaker, in recognition of the work achieved in the Region. 

Two major initiatives had been launched at the meeting, namely the district health-for-all package and 
the Africa 2000 initiative, designed to sensitize the international community to the need for adequate water 
supplies and sanitation; their absence was responsible for many of the epidemics and health problems 
prevalent in Africa. In Goma, the cholera epidemic had been swiftly brought under control thanks to the 
technology for providing clean water made available by the United States Government. 

Technical discussions had been held on health technologies. Progress had been made in the Expanded 
Programme on Immunization through the special Africa initiative (1986-1989) which had led to a reduction 
in childhood infectious diseases. There was an expanding polio-free zone in eastern and southern Africa, 
which it was hoped would continue to grow in coming years. Epidemics of yellow fever, meningitis, cholera 
and bacillary dysentery had not abated and an integrated approach had now been formulated to disease control 
to include epidemic control as part of emergency preparedness. Considerable progress had been made in the 
elimination of leprosy and dracunculiasis. 

Malaria epidemics in Botswana, Kenya, Uganda and among refugee populations in Burundi, Ethiopia, 
Rwanda and the United Republic of Tanzania, had occurred during the year. Technical and financial support 
had been offered to the areas concerned. Although the epidemics had been halted, malaria control remained 
a problem. Consultants were being trained to take on the responsibility of helping countries to tackle the 
problem of malaria with simple technologies such as impregnated bed nets, to protect children in particular, 
and by making chloroquine available to mothers in their own homes. HIV and AIDS continued to be a major 
preoccupation, with a steadily growing number of cases each year. 

The African Region had been in the forefront of reform, with a basic philosophy, established in 1985， 
of people-oriented and community-based action, and of developing health policies with multisectoral and 
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multiagency support. A scheme focusing on adolescent health was in preparation. The implementation of 
primary health care had been studied in great detail, because it was found that policies, strategies and financial 
initiatives, while being accepted in principle, were often difficult to implement. Much of the key to 
implementation lay in district health management and priorities had been identified, such as child survival, 
safe motherhood and the promotion of a healthy workforce, as well as HIV/AIDS, emergency preparedness 
and development of local funding initiatives. The Regional Office development teams had contributed to the 
efforts of the WHO global development teams and had experienced little difficulty in adapting to the 
principles of the Ninth General Programme of Work. The Regional Committee also had a Standing 
Committee which was able to become more deeply involved in the work of the Regional Office. Monthly 
reporting had been imposed at the Regional Office, and all WHO staff recorded the action that they had taken 
each month. The programme budget formula (programme-operations coordination) was proving successful, 
providing a better structured system whereby technical cooperation took place on the basis of a preplanned 
dialogue between the Regional Director and the ministers from each country, rather than on an ad hoc basis. 

With the emphasis on community, a new system of information support had been set up with health 
journalists. With regard to district health management, a booklet had been published for distribution to 
Member countries and in particular to district health workers, giving advice on operational initiatives. 

It had been felt that the successful implementation of policies relied to a great extent on improved 
interagency coordination. To that end, donor coordination meetings had been set up in several countries, 
chaired by a donor and involving all those providing support. There were also regular meetings between 
WHO and UNICEF and also with the World Bank, with which the Committee had worked extensively to 
produce the document "Better health for Africa". In the previous July it had been decided to launch an 
interagency consultation on health development in Africa which would meet each year at the Regional Office 
for Africa. 

As the present session would probably be the last at which he would report to the Board as Regional 
Director, he said that it had been a privilege to be associated with WHO for some 30 years. 

The meeting rose at 12:30. 
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