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EB95/SR/15 

FIFTEENTH MEETING 

Friday, 27 January 1995，at 9:05 

Chairman: Dr J. KUMATE 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1996-1997: Item 11 
of the Agenda (continued) 

The CHAIRMAN recalled that the Board was required in connection with resolutions WHA47.6 and 
WHA47.7 to report to the World Health Assembly on the functioning of the Programme Development 
Committee and the Administration, Budget and Finance Committee. He invited comments. 

Dr LARIVIERE submitted that there was merit in having the proposed programme budget examined 
from two different perspectives, and he did not wish in any way to denigrate the exercise that had recently 
been conducted; but if he had to choose only one committee to perform the task he would select the 
Administration, Budget and Finance Committee, whose members were expected to supplement whatever 
competence they had in matters of finance by employing advisers. The work of the Programme Development 
Committee should focus more on monitoring the WHO reform process for the benefit of the Director-General 
and the Board, and in his view it should interact with the WHO Secretariat not only when it was in session 
but throughout the year. It should also focus its attention on the methodology for the quantitative evaluation 
of programmes. Perhaps, in order to save time and/or money, the next proposed programme budget might 
be examined only by the Administration, Budget and Finance Committee? 

The CHAIRMAN said that in the absence of objections he would take it that the Board wished to ask 
the Secretariat to prepare a report in that sense for the forthcoming session of the World Health Assembly. 

It was so agreed. 

2. WHO RESPONSE TO GLOBAL CHANGE: Item 9 of the Agenda (continued) 

Programme support costs: Item 9.6 of the Agenda (Document EB95/18) 

Mr AITKEN (Assistant Director-General), introducing the report by the Director-General on programme 
support costs contained in document EB95/18, explained that the Organization made a standard 13% charge 
for the technical and administrative support services it provided for extrabudgetary funding. Exceptions were 
made in a few cases, but the basic figure, which had been prescribed by a resolution of the World Health 
Assembly as part of the United Nations common system approach, had stood for several years. Even at the 
time the figure of 13% was decided on, it was clear that the actual costs of administering extrabudgetary 
funding were higher, perhaps as high as 25-27%. When the Executive Board Working Group on the WHO 
Response to Global Change had considered the issue, it had noted that the figure was closer to 35% and had 
recommended that the Board request the Director-General to seek approval from the World Health Assembly 
to have the authority to assess appropriate overhead rates up to 35% for extrabudgetary programmes. The 
report in document EB95/18 explained why in the Director-General's view it was not timely to do that. The 
Organization had conducted extensive consultations with Member States and other United Nations bodies, and 
concluded that the issue of programme support costs was not ripe for final resolution. A number of changes 
were under way in the United Nations system, and many Member States were divided even within their own 
government departments as to whether the amount to be charged should be higher or lower than 13%. It 
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was the Director-General's view that for the time being the standard programme support cost rate of 13% 
should be maintained but kept under review, and that a further report on the issue be submitted to the Board 
when warranted in the light of future developments. 

Professor LI Shichuo (Chairman, Administration, Budget and Finance Committee) said that the 
Committee's recommendations were contained in paragraphs 30 and 31 and recommendation 10 of document 
EB95/20. Some committee members had recognized the need for a marginal increase in the figure of 13% 
because rates levied by nongovernmental organizations were generally higher than that. However, other 
members were worried about the effects such an increase might have on the volume of extrabudgetary 
contributions. The Committee had concurred with the Director-General's suggestion that it was not opportune 
to revise the rate, and that the status quo should be maintained. It had recommended that the Board endorse 
the conclusions of the Director-General on programme support costs and request him to keep the matter under 
review. 

The CHAIRMAN said that if there were no objections he would take it that the Board wished to note 
the report contained in document EB95/18 and to request the Director-General to keep the matter under 
review. 

It was so agreed. 

3. REPORTS OF SCIENTIFIC ADVISORY BODIES AND RELATED ISSUES: Item 15 of the 
Agenda 

Report on meeting of the global Advisory Committee on Health Research (ACHR) - research policy 
and strategy: Item 15.1 of the Agenda (Document EB95/35) (continued) 

The CHAIRMAN drew attention to document EB95/35 containing the report by the Director-General 
on the meeting of the global Advisory Committee on Health Research (ACHR), and thanked the Chairman 
of ACHR, Professor Fliedner, for his statement at the fourteenth meeting of the current session of the Board, 
copies of which had been distributed to Board members. 

Dr LEPPO welcomed the decision of the Director-General to convene ACHR annually. It was an 
extremely valuable support to WHO and should be utilized to the full and treated with great respect. He 
welcomed Professor Fliedner's remarks on the willingness of ACHR to participate fully in drawing the 
scientific community into the process of establishing WHO's health strategy. He said that in the past he had 
been very critical of WHO's research coordination, but he now felt it was moving in the right direction. 
There was one point, though, on which he sought clarification, and that was the relationship between ACHR 
and the WHO Ad Hoc Committee on Health Research Relating to Future Intervention Options. 

Dr SAVEL'EV (alternate to Dr Netchaev) said that ACHR was unique; there was no equivalent 
mechanism to assist any of the other organizations of the United Nations system, and it should be cherished 
and used as much as possible. ACHR was complementary to the Task Force on Health in Development, and 
both bodies should be helped to develop their capacities to the full. 

Dr BOUFFORD said she had been pleased to learn from Professor Fliedner that the Secretariat was 
fully disposed to amend the health-for-all update document to reflect the importance of new knowledge and 
research in the pursuit of genuine health for all. Dramatic breakthroughs in genetic research and other areas 
made it all the more important to establish the association between basic research and its rapid application. 
ACHR was also serving a very important function in linking WHO's intramural research with the broader 
resources of the world scientific community. No single organization could afford to maintain the kind of 
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in-house research activity that was called for to deal with the broad range of issues in WHO's remit; the 
ability to develop partnerships with the major scientific institutions and associations throughout the world was 
a precious resource. It was also important for ACHR to help WHO to maintain the focus and quality of its 
own scientific inquiry. 

Dr LARIVIERE said that ACHR's interaction with a number of WHO's major research-oriented 
programmes had been very positive. Professor Fliedner had said some months ago that ACHR's examination 
of WHO's research efforts was not intended to judge the scientific merit of particular programmes but to 
utilize the information from the standpoint of scientific and technical policy in order to help promote the 
harmonization of WHO's research effort. In his view that was an extremely valuable role which deserved 
the full support of the Board. 

Professor DEVO, referring to section 2.4 of document EB95/35, inquired whether the time had not 
come for WHO to provide technical and financial backing to assist CIOMS in carrying out its programme 
on bioethics. Initial conclusions regarding the activities of CIOMS suggested that it provided valuable 
indications regarding health in the twenty-first century, and if the economic crisis permitted he would 
welcome technical discussions on bioethics and an information meeting during the next session of the World 
Health Assembly. 

Dr NAPALKOV (Assistant Director-General) said that the Director-General's decision to convene 
meetings of ACHR on an annual basis would stimulate its work. The WHO Secretariat highly appreciated 
its contribution to the further development of the Organization's programmes, particularly regarding the 
development of a new health-for-all strategy. There was a yawning and growing gap between practical 
measures to implement public health policy in the developing countries and the rapidly increasing quantity 
of new basic knowledge and research; ACHR represented an important link between the two. As for the 
relationship between ACHR and the WHO Ad Hoc Committee on Health Research Relating to Future 
Intervention Options, which had been formed under the influence of external bodies, a reasonable level of 
cooperation had evolved between them, with the Committee reporting its final work to ACHR, which would 
decide how to present it to the Director-General and the governing bodies. 

Dr MANSOURIAN (Office of Research Policy and Strategy Coordination) said that research permeated 
all programmes of WHO and that the seemingly high figure of US$ 230 million represented only 0.5% of 
the worldwide health research that constituted a large pool of resources to be used. ACHR was a venerable 
institution which had been set up in 1958 and had many eminent members and accomplishments to its credit. 
The Secretariat would do all it could to assist in optimizing ACHR's scientific input into WHO. It would 
make every effort to mobilize the scientific community extramurally, and in that regard he particularly 
appreciated the observations made by Dr Boufford. The WHO Ad Hoc Committee on Health Research 
Relating to Future Intervention Options had arisen out of the need to make use of the World Development 
Report 1993. The challenge as he saw it was to use ACHR to ensure that WHO's research activities were 
consistent, coherent and congruent with the guidelines provided by its governing bodies. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the Chairman, said that CIOMS was already collaborating closely with ACHR and was ready 
to strengthen the links between the biomedical scientific community and WHO using that channel of 
communication. For many years CIOMS had been involved in the field of bioethics, acting on behalf of 
ACHR as an ethical committee and presenting all its guidelines and recommendations to ACHR for 
endorsement. Joint WHO/CIOMS efforts over the past decade had culminated in the publication of 
International Ethical Guidelines for Biomedical Research Involving Human Subjects, including 
epidemiological studies. The guidelines, which had been endorsed by ACHR, had now been translated into 
several languages and widely distributed, and had proved to be useful background material for the adoption 
of national codes. That was a most encouraging sign, since ethical issues were extremely sensitive and only 
national authorities had the right to determine a code of conduct which would be mandatory in their territory. 
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In parallel with that activity, CIOMS was engaged in a long-term programme on health policy, ethics 
and human values which had culminated in a conference held at Ixtapa, Mexico, in April 1994 on "Poverty, 
Vulnerability, the Value of Human Life and the Emergence of Bioethics". In the course of the proceedings 
the participants had requested CIOMS to draft a declaration on a global agenda for bioethics for adoption by 
the conference. The Declaration addressed a number of important issues: firstly, the acceptance of the 
principles of bioethics in the health sector; secondly, the promotion and strengthening of national and 
international capacities for analysis of current and emerging ethical issues; thirdly, the recommendation that 
development of methodologies for measuring the burden of disease on human life must be guided by ethical 
principles; fourthly, the principle that the vulnerable in developed and developing countries alike should be 
protected; and, lastly, the principle that bioethical concepts should be applied to the content of human rights 
related to health care. 

Participants in the conference had believed the time to be ripe for the establishment of a global agenda 
for bioethics, and the Declaration of Ixtapa constituted a first step in that direction. The world needed the 
moral affirmation and ethical guidance that such an agenda could bring to the health sector in all countries 
and the participants at Ixtapa and CIOMS welcomed WHO's role as leader in the pursuit of such a goal: 
Board members could rest assured that CIOMS was ready to lend all possible support to the Organization in 
asserting that leadership. 

The Executive Board noted and approved the report of the global Advisory Committee on Health 
Research. 

Report on meetings of expert committees and study groups (including report on appointments to expert 
advisory panels and committees): Item 15.2 of the Agenda (Document EB95/36 and Add.l) 

The CHAIRMAN invited Board members to comment successively on the reports referred to in 
document EB95/36. 

Dr PIEL (Cabinet of the Director-General) reminded members that reports of meetings of expert 
committees and study groups were submitted to the Executive Board for comment and advice on possible 
health policy or programme implications, as prescribed by paragraphs 4.12，4.13 and 4.23 of the Regulations 
for Expert Advisory Panels and Committees. The conclusions and recommendations of an expert committee 
or study group did not bind the Organization but might have public health significance and implications for 
WHO's programmes which the Director-General and the Executive Board might wish to take into account. 
The text of such reports could not be modified without the consent of the committee or group concerned; 
the Director-General had submitted the report to the Executive Board for comment or advice but not for 
thorough discussion of the substance or for amendment of the report. 

WHO Expert Committee on Biological Standardization (WHO Technical Report Series, No. 848) 

There were no comments. 

WHO Expert Committee on Information Support for New Public Health Action at District Level (WHO 
Technical Report Series, No. 845) 

Dr DLAMINI, congratulating the expert committee on its work, commended the report, and especially 
the recommendation on the strengthening of health information systems at district and national levels. Policy 
formulation and the planning of future health services depended on the availability of data from well-
developed information systems. It was to be hoped that the conclusions and recommendations of the expert 
committee would be followed through at national level. 

Professor BERTAN, generally welcoming the report of the expert committee, voiced one reservation 
in connection with public health and disease control programmes. The report contained some discussion 
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about the so-called "horizontal" approach to information gathering and stated that data collected "vertically" 
was of better quality. That was at variance with discussions in which she had participated at the Board where 
emphasis had been placed on the "horizontal" approach to data collection. Perhaps the former view reflected 
the value of "vertical" programmes. 

Dr ALARY (Epidemiological Surveillance and Statistical Services unit) said that Professor Bertan had 
raised an important point. During the expert committee's deliberations, the quality of data collection for 
"horizontal" versus "vertical" programmes had been considered. Vertical programmes, such as the control 
of specific diseases, where the objectives were more readily identified, yielded higher quality data than could 
be obtained from programmes, such as public health and the strengthening of infrastructure, where data was 
more difficult to collect and use. It was important therefore to integrate the two different systems and 
approaches. 

Report of a WHO Expert Committee on Oral Health Status and Fluoride Use (WHO Technical Report 
Series, No. 846) 

Dr MEREDITH (alternate to Dr Calman) thanked the authors of the report and asked the Secretariat 
to resolve an apparent discrepancy between the recommended fluoride levels in the report and those contained 
in the WHO Guidelines on Drinking Water Quality. The report stated, in paragraph 7.4，that a level of 1.0 
milligrams per litre should be seen as an absolute upper limit, whereas he understood the WHO Guidelines 
on Drinking Water Quality to recommend an upper limit of 1.5 milligrams per litre. In the United Kingdom, 
where the population did not consume large amounts of fish protein concentrate, the optimal level was 1.0 
milligrams per litre. However, for a mean concentration of 1.0 milligrams per litre in a public water supply 
to be present, the acceptable upper limit, in practical terms, must be above that mean. 

Dr TANGCHAROENSATHIEN (alternate to Dr Sangsinkeo), referring to the expert committee's 
recommendation that efforts should be made to develop affordable fluoridated toothpastes for use in 
developing countries, submitted that in addition to duty and taxation exemption, efforts should be made by 
governments to introduce legislation to achieve the standard level of fluoride in toothpaste. In Thailand, 
toothpaste was included under the category of cosmetics; however, the Ministry regulations stipulated that 
it should contain a "standard" level of fluoride. 

Dr WINT joined in welcoming the important study on the subject of fluoridization, which had such a 
dramatic impact on oral health. The recommendations of the expert committee correctly pointed to the 
importance of monitoring fluoridization programmes. The less-developed countries, where industries were 
not yet at a sophisticated level, were encountering problems of capacity-building, and countries such as 
Jamaica were already experiencing some difficulties with salt-fluoridization programmes. The whole question 
of capacity-building needed to be addressed in the context of monitoring, particularly in regard to the 
effectiveness of fluoridization programmes. 

Dr AL-JABER thanked the expert committee for its excellent report, which mentioned that 
fluoridization of water in Qatar had been precluded because of the desalination process. However, he noted 
that no solution to the problem had been suggested. 

Dr В ARMES (Noncommunicable Diseases), responding to Dr Meredith's comment that the expert 
committee's recommendation on fluoridization levels appeared to be at odds with WHO's Guidelines on 
Water Quality, said that the expert committee had been referring to the treatment of water, whereas the figure 
of 1.5 milligrams per litre mentioned in the WHO Guidelines on Drinking Water Quality referred to it as 
being the maximum recommended beyond which de-fluoridization should be considered. The adjustment 
should be within the range of 0.5-1.0 parts per million, according to fluoride consumption from multiple 
sources, whereas previously it had been at the slightly higher level of 0.6-1.2 parts per million. 
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He had noted Dr Tangcharoensathien's comments about affordable toothpaste and tax exemption. 
These were topics which had been the cause of some concern to the section on Oral Health for a number of 
years. He concurred with the view that preventive materials should not be regarded as cosmetics but as 
health-promoting agents. The problems with salt-fluoridization measures had also caused concern as well as 
the need to build the capacity to pursue all preventive programmes. In conclusion, Dr Barmes said that there 
was a wide variation in the prevalence of oral disease, particularly dental caries; achievements in prevention 
had been significant in many countries but programmes needed to be maintained because of the recurring 
nature of the disease. 

Prevention of diabetes mellitus: report of a WHO study group (WHO Technical Report Series, No. 844) 

Dr WINT observed that diabetes mellitus was assuming epidemic proportions in some developing 
countries. The report of the study group mentioned a prevalence rate of 10%; investigations in Jamaica 
pointed to a figure close to 15%. The report referred to an economic impact of approximately 5% of the total 
health budget of the industrialized countries; it was his own guess that the proportion was about three times 
that figure in some of the developing countries. He therefore welcomed the clear set of recommendations 
and guidelines from the study group for tackling the problem. Three recommendations implied a fairly high 
level of technology and cost, yet were specifically addressed to developing countries. One was for the 
creation of special centres in developing countries to better educate both those with diabetes and those taking 
care of them. That development deserved support, but obviously involved cost. Secondly, it was 
recommended that technology such as laser therapy should be introduced in all countries: clearly another 
high-cost item. Finally, there was the notion of home blood-glucose monitoring. 

Those recommendations were vital but meant high investment on the part of the countries concerned. 
Attention should therefore be paid to building implementation capacities. 

Professor MBEDE, congratulated all the expert committees and study groups on having presented 
reports that were accessible to non-specialists, and had helped some countries to set up national disease 
control programmes. 

In Cameroon, clinicians had left the confines of their hospitals to take a leading role in creating and 
organizing the campaign against diabetes. A serious problem was the procurement of insulin and other drugs 
which were not usually considered as essential drugs, but which in the developing countries were highly 
important, given the incidence of diseases such as diabetes. For chronically ill patients in developing 
countries, treatment was horribly expensive, because it was necessary on a daily basis for many years. The 
prescribed drugs should therefore be considered as essential, and priced accordingly. He hoped that WHO's 
studies would help tackle the prevention and treatment of such diseases in the developing countries in an 
economically affordable way. 

Dr DLAMINI agreed with Dr Wint on the increase of diabetes in the developing world: it was 
certainly a major health problem in Swaziland. Many patients being treated for diabetes in medical wards 
were also being treated for cardiovascular disease, tuberculosis or HIV/AIDS: she wondered how, with 
limited health budgets, ministers of health would be able to address the problem. She especially welcomed 
the recommendation that governments should establish national diabetes programmes encompassing primary, 
secondary and tertiary prevention components, integrated, where possible, with other noncommunicable 
disease programmes. Member States should set up noncommunicable disease programmes in the developing 
world, where those diseases were on the increase. She endorsed Professor Mbede's comment on the 
importance of insulin, and stressed the recommendation which called for research, particularly local research, 
in diabetes. The preventive aspect was extremely important, given the high cost of monitoring patients who 
already had the illness. Given the cost of treatment, research should be conducted on the prevention of 
insulin-dependent diabetes. 

Dr TANGCHAROENSATHIEN (alternate to Dr Sangsingkeo) said that in Thailand the national 
examination survey showed that tertiary prevention, i.e. continuous treatment service coverage, was extremely 
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inefficient. That was the major problem; together with primary and secondary prevention, tertiary 
prevention was crucial. 

Dr KING (Diabetes and other Noncommunicable Diseases) thanked the members of the Board for their 
comments and noted that, as Dr Wint had said, diabetes was considerably more prevalent in some developing 
countries than it was in the industrial countries, and that the economic burden of the disease was now greater 
in many countries of the developing world. Dr Wint had mentioned the recommendations on special centres 
and technologies such as laser therapy: although those were expensive concepts, the burden of the disease, 
once it reached 15% of the health budget, had to be addressed. Primary prevention was important, but health 
economists believed that in diabetes the greatest cost savings might lie in the prevention of complications. 
In establishing national diabetes programmes Member States had been encouraged to establish at least one 
national centre to which people could be referred. Discussions were also being held with the programme for 
the prevention of blindness about the possibility of joining forces when establishing new diabetes programmes 
and centres for the provision of laser therapy material. 

Home blood-glucose monitoring was expensive and available to only a very small proportion of those 
who wished it. That was why some members of the study group believed it was still useful to recommend 
urine monitoring for glucose in the absence of blood-glucose monitoring, which was more affordable and 
could be carried out less intensively. 

Professor Mbede had said that in the country he knew best clinicians had taken the lead in monitoring 
diabetes. That was a worldwide pattern. One of the reasons that public health activities for diabetes were 
well developed was that 15 or 20 years ago clinicians had started to initiate epidemiological studies and public 
health interventions along the lines mentioned by Mrs Herzog at a previous meeting. 

Dr Dlamini had pointed out that in Africa, diabetes was substantially on the increase and had mentioned 
the initiative to develop national diabetes programmes. Momentum had been growing considerably in that 
area: WHO had issued guidelines for the development of national diabetes programmes and held a meeting 
in 1994 on implementing them. A separate report on that subject would be prepared. Two of WHO's 
regions had also set guidelines, standards and targets for diabetes programmes. 

Mention had been made of insulin, which unfortunately was still not readily available at an affordable 
cost in many countries. WHO and the International Diabetes Federation were urgently studying the 
availability of insulin worldwide. He pointed out that insulin was on WHO's list of essential drugs, classified 
as a life-saving drug. Great attention should be paid to its availability. 

As regards the inefficiency of both primary and tertiary care, increasing the economic burden of 
diabetes, he said that national diabetes programmes were encompassing curative as well as preventive aspects 
of the disease, and that the guidelines prepared would help to accommodate both aspects. 

Chemotherapy of leprosy: report of a WHO study group (WHO Technical Report Series, No. 847) 

Dr MEREDITH (alternate to Dr Calman) sounded a note of caution concerning the recommendation 
in the report to restrict treatment of multibacillary leprosy to a fixed duration of two years. Continued studies 
of relapse rates, especially among advanced, highly bacilliferous previously untreated or relapsed cases of 
lepromatous or borderline leprosy were still called for and there was a strong need for some continuing 
leprosy service to pick up the small number of relapses that were likely to occur, because they otherwise 
could become significant sources of new cases. He stressed that leprosy expertise should not be lost, as had 
so nearly been the case in some countries with regard to tuberculosis. 

Professor MBEDE said that given the existence of new drugs he had expected to see a trend towards 
shorter treatment with greater impact; unfortunately he had not found that mentioned in the report. In some 
countries, the longer the treatment, the harder it was to keep the patient under supervision. He therefore 
asked what the status was of projects, programmes and trials involving shorter treatment. Of course, 
surveillance and the longest possible treatments were essential; but leprosy was a public health issue in the 
developing countries and he was putting his question for that reason. 
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Mrs HERZOG recalled that during the subgroup's review of WHO's tropical diseases programmes, 
including the programme for the elimination of leprosy, members of the Secretariat had expressed concern 
that when a disease was in the process of eradication, there was less interest in supporting research and 
control. She was happy to join with the previous speakers in dispelling that concern. 

Dr NOORDEEN (Action Programme for the Elimination of Leprosy), replying to Dr Meredith's 
question about fixed duration of treatment for multibacillary leprosy, said that the study group had reviewed 
the available information, and that although it was not exhaustive, the general opinion within the group was 
that treatment could be limited to 24 months with no expectation of serious problems with relapses. Twenty-
four months' fixed duration of treatment was already extensively applied in leprosy programmes. When the 
study group had met in 1981 it had said that treatment should be given for a minimum of 24 months or until 
skin smears became negative. However, many countries had opted to fix the treatment at 24 months, and the 
information on relapses indicated that the situation was quite satisfactory. The relapse rate continued to be 
less than 1% for a period up to nine years in the follow-up carried out in a number of countries. There was 
some fear that highly advanced patients who had had the disease for ten or more years with a bacteriological 
index at the highest level might be at high risk of relapse with just 24 months of treatment, but such patients 
were becoming extremely uncommon after ten years of multidrug therapy in many countries. In fact, the 
numbers of even skin-smear positive patients had become quite low in recent years. Many major programmes 
reported that of all the patients they diagnosed, fewer than 5% were skin-smear-positive and most had low 
levels in the bacteriological index. The situation regarding relapse over a long period of time was being 
closely monitored to see if relapses were increasing or not. The fear was that leprosy expertise might become 
lost when the number of cases became small; in some places leprosy hospitals found it difficult to find 
sufficient patients to admit. That meant that the staff concerned were moving to other areas when the 
remaining leprosy problem needed considerable attention and expertise. An attempt was being made to avoid 
that situation, by looking at leprosy routinely within the general health service and trying to maintain a level 
of referral service with a core of expertise to deal with problems arising from complicated cases. 

In reply to Professor Mbede's questions about shorter treatment he said the programme was now trying 
two different approaches. One was to reduce the total duration of treatment to one month employing a better 
combination of bactericidal drugs involving ofloxacin, minocycline and rifampicin. Trials were being carried 
out, and over 3000 patients were being followed up. A second way was to give fully supervised intermittent 
treatment only once a month for 24 months. That approach was being initiated in the current year. 

The problem with organizing well-controlled large-scale clinical leprosy trials was the lack of suitable 
patients. In addition, such trials required follow-up over long periods so that when drugs had been established 
as very effective there might not be much use for them, since far fewer patients would need to benefit from 
such treatment than expected. 

He agreed that the longer the treatment the more difficult it was to maintain patients under treatment. 
Mrs Herzog had expressed concern that interest in leprosy might be lost once the problem was seen to be 
declining. He shared that concern: the most difficult phase of the programme to eliminate leprosy was now 
being faced, the approach being to try to reach more difficult patients and areas of difficult access, which 
called for intensified activity in order to attain in time the goal defined in resolution WHA44.9. 

Decision: The Executive Board considered and took note of the Director-General's report1 on the 
meetings of the following expert committees and study groups: WHO Expert Committee on Biological 
Standardization, forty-fourth report,2 WHO Expert Committee on Information Support for New Public 
Health Action at District Level,3 WHO Expert Committee on Oral Health Status and Fluoride Use 

1 Document EB95/36. 
2 WHO Technical Report Series, No. 848，1994. 
3 WHO Technical Report Series, No. 845, 1994. 
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(Fluorides and Oral Health),1 WHO Study Group on Prevention of Diabetes Mellitus,2 and WHO 
Study Group on Chemotherapy of Leprosy.3 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. 

The CHAIRMAN, noting that item 15 covered "related issues", called upon Dr Shrestha, a member of 
the Global Advisory Group on Nursing and Midwifery, to report on the Group's third meeting. 

Dr SHRESTHA said that the third meeting of the Global Advisory Group had taken place in Geneva 
from 28 to 30 November 1994. Opening the meeting, the Director-General had stated that earlier reports had 
been sent to ministries of health in all Member States and to over 900 official WHO contact addresses. He 
had promised to continue to give the work of the Group the widest publicity and pointed out that nursing and 
midwifery opportunities and involvement in WHO's work were increasing: more and more vacancies were 
open to applicants other than physicians; nursing and midwifery was actively involved in the work of WHO's 
Global Commission on Women; nursing and midwifery would be involved in the Fourth International 
Conference on Women. 

The regional nursing advisers had been unanimous in describing the reports and recommendations of 
the Advisory Group as a helpful guide to reinforcing policies of the regional offices. They had reported a 
significant growth of activities in individual countries and a sharp rise in the number of requests to the 
Nursing unit for support. That had resulted in the regional advisers in nursing being overstretched. Happily, 
fund-raising efforts to improve the contribution of nursing and midwifery to WHO had met with initial 
success, and at headquarters there was a seconded midwife from Sweden and a nurse from Denmark. 

Representatives of WHO programmes, invited to discuss the current and potential utilization of nurses 
and midwives in strengthening their respective programmes at headquarters, at the regional offices and in 
countries, had agreed that nursing and midwifery had critical roles to play. Nursing and midwifery 
collaboration and participation across WHO programmes were increasing but there was a continued need for 
direct involvement of nursing in WHO initiatives at all levels. That implied the need for nursing expertise 
in all related programmes. The Advisory Group had decided that nursing and midwifery had an active role 
to play in the translation of the Ninth General Programme of Work into WHO programmes, and to that end, 
members had also agreed to take the document to their respective countries and seek inputs from nursing and 
midwifery groups. 

The third meeting of the Global Advisory Group had specifically addressed the following: ways of 
increasing the contribution of nursing and midwifery to policy implementation and programme development; 
the development of nursing and midwifery output indicators; and the mobilization of increased technical and 
financial support. It had recommended: that WHO programmes should recruit, where appropriate, nursing 
and midwifery personnel in order to utilize their expertise in contributing to achieving goals and targets set 
out in the Ninth General Programme of Work; that a review of staffing and resources should be undertaken 
to ensure WHO's ability to respond to increasing demand for nursing and midwifery services at different 
levels of the Organization; that Member States should be urged to develop nursing and midwifery country 
profiles to assist them, WHO and other agencies in identifying gaps in service provision; that support should 
be given to the development of specific indicators to reflect the progress of nursing and midwifery at all 
levels of service; that the regional offices should provide a separate budget line for nursing and midwifery 
to allow a clearer identification of activities and closer monitoring; that action should be taken to ensure that 
the Nursing unit could exercise a coordinating function within the WHO structure; and, finally, that the 
WHO Secretariat should collect and analyse data from the study on progress in the strengthening of nursing 
and midwifery in support of strategies for health for all, under resolution WHA45.95, and present that data 
to the next meeting of the Global Advisory Group. 

WHO Technical Report Series, No. 846， 1994 

WHO Technical Report Series, No. 844’ 1994 

WHO Technical Report Series, No. 847’ 1994 

10 



EB95/SR/15 

Dr LARIVIERE emphasized that WHO should continue its efforts to decrease its medical bias. When 
a medically qualified person was required to fill a post, the duties should be re-examined to see whether they 
could be carried out by health professionals other than physicians. That would help to introduce more 
disciplines and a stronger team approach to WHO's work. 

He further observed that document EB95/36 Add.l showed that, for the expert committees that had met 
in 1995, only 10% of the participants had been women. In the past, the Board had made great use of the 
work of experts as an entry point for women and also as a means of familiarizing them with WHO's work, 
in the hope that, if they had a better knowledge of the Organization, and the Organization had a better 
knowledge of them, that would result in an increase in their overall employment and participation. A figure 
of 10% did not reflect the expertise available from women, and from the perspective of Member States, 
ministries of health, and WHO itself, there was room for improvement. 

Dr BOUFFORD endorsed the views expressed by Dr Larivière, and asked for a report to be drawn up 
on the feasibility of carrying out the recommendations of the Global Advisory Group on Nursing for study 
at the ninety-seventh session of the Executive Board. The low levels of representation of women on the 
expert panels were extremely disappointing; an enormous resource was being wasted. She trusted that, in 
future years, as the report already showed the distribution of panel members by country, it could also include 
the distribution by sex for each region. It would help to keep track of the progress being made at the regional 
level if male and female representation on expert panels was routinely monitored. 

Dr DLAMINI welcomed the recommendations made at the third meeting of the Global Advisory Group 
on Nursing and Midwifery, and looked forward to seeing a report on their implementation. 

The issue of nursing and midwifery was closely linked to the representation of women in WHO and 
in highly placed positions at country level. A careful examination of the requirements for some posts would 
show that they did not have to be filled by physicians. There was a trend away from a purely biomedical 
approach to health towards a much broader one, and that should be reflected in the professional appointments 
made. That could also be applied within the Organization itself. 

To increase the participation of women in the expert advisory panels, an attempt should be made to seek 
out women who could contribute to them. 

Dr PIEL (Cabinet of the Director-General) confirmed that resolution WHA45.5 which requested the 
Director-General to establish the Global Advisory Group on Nursing and Midwifery already called for a 
progress report to the Forty-ninth World Health Assembly in 1996. He confirmed that future reports on the 
composition of expert advisory panels could show the distribution of members by sex and country. The 
report would first be examined by the Executive Board. The form for reporting on membership in the expert 
committees would be adjusted to include information on numbers of women. 

4. PAYMENT OF ASSESSED CONTRIBUTIONS: Item 16 of the Agenda (Document EB95/20) 

STATUS OF COLLECTION OF ASSESSED CONTRIBUTIONS AND STATUS OF ADVANCES TO 
THE WORKING CAPITAL FUND: Item 16.1 of the Agenda (Document EB95/37) 

Mr AITKEN (Assistant Director-General) explained that Figure 1 on page 2 of document EB95/37 
showed that the current level of contributions was 80% - that figure representing neither the best nor the 
worst of the previous ten years. However, the shortfall in payments for 1994 amounted to the considerable 
sum of nearly US$ 80 million. The total owing was US$ 132 million. Timely payment of contributions was 
essential if the Organization was to continue to deliver a complete programme. Annex 2 to the document 
showed those countries, such as Canada and Sweden, both large contributors, which had paid early. Of the 
contributions for 1995, 11.8% had already been received, although legally, all of them should have been paid. 
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A resolution concerning the need for prompt payment was included in the document for the Executive 
Board's consideration. 

Dr PAVLOV (adviser to Dr Netchaev) suggested that the second preambular paragraph of the resolution 
contained in document EB95/37 should include a reference to countries with economies in transition, since 
such countries were experiencing serious economic difficulties requiring the mobilization of the financial 
resources needed to resolve the resulting urgent domestic problems. In the light of WHO's financial 
difficulties caused by the failure of Member States to pay their contributions regularly, the Russian Federation 
was making every effort in that direction. He informed the Board that, in 1994，it had paid nearly US$ 34.5 
million to WHO, and a decision had recently been taken to continue paying by instalments. On 24 January, 
in fact, the Russian Federation had paid a further US$ 4 million. That process would be continued 
throughout the year. 

Mr AITKEN (Assistant Director-General) thanked Dr Pavlov for the information he had given on the 
Russian Federation's efforts to make good its shortfall in contributions. With regard to the draft resolution, 
he suggested that the second preambular paragraph should be amended to read: "Taking into account the 
genuine difficulties faced by some developing countries arising out of adverse international economic factors 
beyond their control, and faced by countries with transition economies". 

The resolution, as amended, was adopted. 

MEMBERS IN ARREARS IN THE PAYMENT OF THEIR CONTRIBUTIONS TO AN EXTENT 
WHICH WOULD JUSTIFY INVOKING ARTICLE 7 OF THE CONSTITUTION: Item 16.2 of the 
Agenda (Document EB95/38 and Resolution WHA47.18) 

Mr AITKEN (Assistant Director-General) reminded Board members that the current item concerned 
Member States with arrears which had accumulated to such an extent that they were covered by Article 7 of 
the Constitution under which voting privileges could be suspended. The number of Member States in that 
position had increased from 27 to 47. They could be divided into three groups: 14 that had already lost their 
voting privileges; no action was required from the Board in relation to them. Five that would lose their 
voting rights automatically as from the Forty-eighth World Health Assembly if a sufficient amount of their 
arrears had not been paid; again no action was required of the Board. The third group comprised 28 
Member States in relation to which the Health Assembly would normally take a decision at its next session, 
suspending their voting rights from 1996，in order to allow them time in which to begin making payments. 
The normal practice would be for the Board to invite a special financial committee to review the matter 
before the Health Assembly, but it had been decided in 1994 to allocate that task to the new Administration, 
Budget and Finance Committee (ABFC). The Executive Board was thus asked to agree that the ABFC, which 
was to meet on the first morning of the forthcoming Health Assembly, should consider the position of each 
of the 28 Member States and make recommendations on the Board's behalf to the Health Assembly on the 
possible suspension of voting rights. Contact with the Member States concerned would be maintained, with 
the aim of obtaining sufficient payments to avoid their losing voting rights. 

Mrs HERZOG requested the Legal Counsel to explain whether suspension of voting rights also affected 
the voting rights of the Member States in their own regions or the right of individuals from those countries 
to be elected to various committees. 

Mr VIGNES (Legal Counsel) said that the suspension of voting rights applied only to the Health 
Assembly, and not to a Member State's right to vote in regional committees. Individuals from the Member 
States concerned would also be eligible for election to the constitutional bodies of IMO. 

The CHAIRMAN said that he took it that the Board wished to adopt an appropriate decision. 
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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 Administration, Budget and Finance Committee 
at its meeting immediately prior to the Forty-eighth World Health Assembly, in order to enable the 
Committee to formulate recommendations to the Health Assembly, on the Board's behalf, based on the 
provisions of resolution WHA41.7 and the status of the arrears at that time. 

5. FINANCIAL MATTERS: AMENDMENTS TO THE FINANCIAL REGULATIONS; REVIEW 
OF THE WORKING CAPITAL FUND: Item 17 of the Agenda (Documents EB95/20, EB95/39 and 
Resolution WHA47.20) 

Mr AITKEN (Assistant Director-General) explained that, based on a proposal by Germany at the 
previous Health Assembly, the Working Capital Fund might be consolidated into a single fund established 
solely on the basis of transfers from casual income. Part I of the fund would become redundant and the 
amount outstanding in it would be refunded to each Member or Associate Member by offsetting it against 
any regular budget contributions due, on 1 January 1996. Those measures would streamline the fund, making 
it more efficient to run. Many other United Nations organizations had already taken similar steps, and it 
would therefore harmonize practices further if WHO were to follow suit. The resolution outlining that action 
was contained in document EB95/39. 

Dr LARIVIERE said that the proposal was a sensible one and one which would be likely to save the 
Organization money in the future. 

The resolution in document EB95/39 was adopted. 

6. IMPLEMENTATION OF RESOLUTIONS AND DECISIONS (PROGRESS REPORTS BY THE 
DIRECTOR-GENERAL): Item 12 of the Agenda (continued) 

EMERGENCY AND HUMANITARIAN ACTION: Item 12.1 of the Agenda (Resolution WHA46.6) 
(continued) 

The CHAIRMAN drew the attention of Board members to the draft resolution entitled "Emergency and 
humanitarian action" proposed by a drafting group, which read as follows: 

The Executive Board, 
Noting the present global trend towards increased incidence, severity and duration of natural and 

man-made disasters; 
Noting also the report of the Director-General; 
Expressing sympathy and solidarity with people and countries which have been and are suffering 

as a result of these disasters, 

RECOMMENDS to the Forty-eighth World Health Assembly the adoption of the following 
resolution: 
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The Forty-eighth World Health Assembly, 
Recalling resolution WHA42.16 on the International Decade for Natural Disaster Reduction; 

resolutions WHA44.41 and WHA46.6 on emergency and humanitarian relief operations; 
resolution WHA46.39 on health and medical services in times of armed conflicts; resolution 
WHA47.28 on collaboration within the United Nations system and with other intergovernmental 
organizations; and resolution WHA46.29 on Rwanda; 

Recalling United Nations General Assembly resolutions 46/182 and 48/57 on strengthening 
of the coordination of humanitarian emergency assistance of the United Nations; 

Recalling also United Nations General Assembly resolution 49/22 of 13 December 1994 
on the International Decade for Natural Disaster Reduction, which calls upon all United Nations 
bodies and specialized agencies to participate actively in the implementation of the plan of action 
contained in the Yokohama Strategy for a Safer World and to consider this issue at the 
forthcoming sessions of their respective governing bodies; 

Recognizing that disaster reduction is an integral part of sustainable development and 
consequently each country bears the primary responsibility for strengthening its capacity to 
protect its people from various hazards; 

Convinced that the primary role of the United Nations and its specialized agencies is to 
support national efforts in accordance with their respective sectoral responsibilities as well as to 
assist Member States in strengthening their capacity to deal with the humanitarian and 
socioeconomic effects of complex emergency situations, 

1. THANKS the Director-General for his report on emergency and humanitarian action; 

2. ADOPTS the strategy described in the report of the Director-General1 on emergency and 
humanitarian action; 

3. COMMENDS WHO for its role in promoting disaster reduction and in implementing 
related emergency prevention and preparedness strategies, and for improving its capacity to 
respond quickly and efficiently to urgent health needs arising from complex emergency situations; 

4. ENDORSES the provisions of United Nations General Assembly resolution 49/22 of 
13 December 1994 on the International Decade for Natural Disaster Reduction as they relate to 
the health sector; 

5. URGES Member States: 
(1) to include disaster reduction and emergency preparedness regularly in their national 
and subnational development plans and to allocate national budgetary resources for this 
purpose; 
(2) to ensure permanent national and subnational mechanisms for intersectoral emergency 
management which include the health sector; 

6. CALLS ON the donor community to give greater priority to health aspects in their 
humanitarian assistance programmes either on a bilateral or a multilateral basis, taking into 
consideration the coordinating role of WHO in all international health-related matters; 

7. REQUESTS the Director-General within available resources: 

1 Document EB95/23. 
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A. in emergency preparedness and disaster reduction: 
i - ‘ ！ 

1. to continue to support the efforts of Member States to strengthen their capacity 
in the field of emergency preparedness so as to protect the development 
achievements of countries and reduce the vulnerability of communities at risk; 

2. to seek extrabudgetary resources which will complement regular budgetary 
funds for this purpose; 

3. to promote and support the development of regional and country emergency 
preparedness programmes; 

4. to continue to promote and actively take part in establishing, with appropriate 
partners in the United Nations system, a comprehensive, integrated and 
institutionalized approach to disaster reduction with the objective of ensuring 
comprehensive support to country programmes and related technical activities; 

5. to ensure the coordinated participation of appropriate WHO technical 
programmes in disaster reduction and preparedness; 

6. to further strengthen the technical and structural capacity of regional and 
interregional emergency preparedness centres; 

B. in emergency response and humanitarian action: 

1. to emphasize the Organization's responsibility for technical and normative 
guidance while retaining the necessary flexibility to carry out certain 
operational activities, when necessary; 

2. to strengthen its partnership with governments, local authorities, organizations 
of the United Nations system, and particularly with the Department of 
Humanitarian Affairs (DHA), and with other humanitarian organizations, in the 
planning, implementation and monitoring of emergency, rehabilitation and 
recovery programmes; 

3. to improve WHO's internal coordination and its capacity to provide effective 
coordination of health sector activities undertaken in response to emergencies 
in the field; 

4. to strengthen the ability of WHO field offices, particularly in disaster-prone 
countries, to respond to early warning signals; 

C. in humanitarian advocacy: 

1. to strengthen WHO's advocacy for the respect and protection of health 
personnel and infrastructure in conflict situations, in accordance with the 
concept of health as an investment for peace; 

2. to advocate the protection of non-combatants and the setting-up of effective 
treatment and rehabilitation programmes for the victims of anti-personnel 
mines, as well as the systematic management of delayed health effects of 
mental and physical injuries in situations of collective violence; 

3. to present a progress report to the ninety-ninth session of the Executive Board. 

The resolution was adopted. 
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7. REPORT ON THE IMPLEMENTATION OF THE RECOMMENDATIONS OF THE 
EXTERNAL AUDITOR (RESOLUTION WHA47.15): Item 18 of the Agenda (Documents EB95/20 
and EB95/40) 

Mr BOYER (adviser to Dr Boufford) hoped that the representative of the External Auditor would 
comment on the report by the Director-General on the implementation of recommendations of the External 
Auditor (document EB95/40). Concerning the Working Capital Fund, it appeared that the practice adopted 
by WHO might mean that advances were never repaid and that the entire balance of the Fund might be used 
up, if specific countries remained in arrears. The Working Capital Fund should not be totally depleted and 
the outstanding advances should be repaid. Regarding the expensive staff buy-outs, whereby WHO had tried 
to reduce the number of its staff by offering incentive payments to encourage them to leave the Organization, 
the External Auditor had pointed out that WHO had spent US$ 4.9 million to buy out 47 employees but had 
only saved US$ 4.4 million in the process. According to the Director-General, the long-term benefits of the 
buy-out outweighed the short-term result. His own feeling was that the buy-out would be difficult to justify 
if the posts were going to be refilled - and it appeared that some of them were. Another point related to the 
re-employment of former WHO staff members. The External Auditor had questioned the wisdom of bringing 
back retired staff and paying them high salaries, but the Director-General had defended the practice as being 
more efficient and economical than hiring new staff, and said that the situation was being monitored. He 
asked whether there had been any change in WHO's practice since May 1994，when the External Auditor's 
report had been presented to the Health Assembly. Concerning the internal audit, the External Auditor had 
expressed concern at a vacancy in a post that was important in the supervision of the Organization's accounts. 
It would be interesting, therefore, to know whether any progress had been made in filling the post of head 
of internal audit, and what had or might be done to ensure that the internal audit staff were aggressive 
enough - and probably also young enough - to pursue accounting matters actively and diligently. Regarding 
fellowships, he recalled that the External Auditor's report had been concerned largely with two regions, Africa 
and South-East Asia. One criticism had been that those two regions alone had spent 60% of WHO's 
fellowship resources. He asked whether any changes had been made in the administration of fellowships in 
response to the External Auditor's criticisms. Finally, noting that the forthcoming Health Assembly would 
select an External Auditor to take over on the expiration of the term of the present one and, since he 
understood that the Secretariat had invited bids from interested countries, he asked for information on the 
status of the selection progress and on how it would be handled at the Health Assembly. 

Mr MILLER (representative of the External Auditor) said that, although Mr Boyer's questions called 
for responses from the Secretariat, he would be happy to comment on the Director-General's report. The 
External Auditor's report had made specific recommendations, as well as noting certain practices within WHO 
with which the External Auditor did not agree, and welcoming certain developments and progress within the 
Organization. The External Auditor had not been consulted about the Director-General' s report; his 
comments on it might therefore not take account of the considerations that had informed the conclusions of 
that report. 

Concerning the Working Capital Fund, there was some suggestion in the Director-General ' s report that 
implementation of the External Auditor's recommendation would be contrary to the Financial Regulations. 
The External Auditor's view was that implementation of the recommendation would ensure that WHO 
complied more closely with the Financial Regulations than was currently the case. To follow the 
recommendation would neither require a change in the Financial Regulations nor imply an infringement of 
those Regulations. Concerning buy-outs, in addition to the comments made by the External Auditor, the 
recommendation was that, for any future separation scheme, WHO should undertake a cost-benefit analysis 
to ensure that the scheme would be of net benefit to the Organization. It was not clear that that 
recommendation was addressed in the Director-General's report. Regarding the re-employment of former 
staff members on short-term contracts, the External Auditor's recommendation was that WHO should apply 
its guidelines on short-term employment to former staff members. The Director-General's report did not 
respond to that recommendation, perhaps because the view was taken that current arrangements were 
adequate. The Secretariat was in a position to provide the Board with information regarding the vacant post 
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of head of internal audit, and on staff attitudes and competencies. With respect to staff matters, the External 
Auditor had recommended that WHO should review the adequacy of, and put into practice, improvements 
already identified internally. He left it to the Secretariat to comment on any changes in the fellowship 
scheme. 

Mr AITKEN (Assistant Director-General) explained that the Director-General's report highlighted some 
areas of disagreement with the External Auditor, but did not reflect the areas of agreement where the External 
Auditor's recommendations had been followed. The disagreement over the Working Capital Fund was an 
accounting dispute that would be handled by accountants. He nevertheless assured Mr Boyer that, as long 
as a budget surplus was maintained (through holding back on programme expenditure pending receipt of 
contributions), the Working Capital Fund would not be permanently depleted. The Secretariat's view was 
that its use of the Working Capital Fund was permitted by the Financial Regulations. Efforts would be made 
to resolve the matter, taking a long-term perspective. The Secretariat also differed from the External Auditor 
on the voluntary separation from service scheme. Without the scheme, the Organization would have faced 
great difficulties in 1992-1993 because of the failure of a major contributor to contribute 10% of the budget. 
Without the scheme, the Organization would have been unable to meet its expenditures. With hindsight, it 
was easy to say that it might have been wise to undertake a careful cost-benefit evaluation; in reality, the 
Organization had been short of money, and the money for the staff terminations had come from a different 
account. In calculating the benefits, the Secretariat had taken a long-term view of the Organization's total 
expenditures. The voluntary separation from service scheme had been one of the only courses open to the 
Secretariat in such a case of force majeure. While an analytical audit approach was fair, the Secretariat had 
been obliged by circumstances to take an active managerial approach in order to enable the Organization to 
continue paying salaries. Regarding the re-employment of former staff members, WHO had changed its 
policy in part, recognizing some of the shortcomings mentioned by the External Auditor. For example, some 
staff had re-entered the Pension Fund when re-employed, rather than drawing both pension and salary. 
Retired staff were an invaluable resource and discussions had been held with the staff on how to achieve a 
balance between the promotion of new staff to long-term stable positions and the recruitment of retired staff 
for consultancies or medium-term positions. Regarding internal audit, four candidates would be interviewed 
in February 1995 for the position of chief. Some changes had been made in internal audit procedures, 
including the use of consultants, but there was surely no direct relationship between age and aggressiveness. 
The candidate selected as chief of internal audit would have the highest qualifications and worldwide 
experience. The Administration, Budget and Finance Committee had considered fellowships and 
Dr Hu Ching-Li had reported on an evaluation. On the question of bids for the position of External Auditor, 
as the closing date was 31 January 1995，it would be premature to comment. The bids would be placed 
before the Health Assembly and, in accordance with the rules of the Organization, it would be left to the 
Health Assembly to decide on the appointment of the External Auditor to take office at the end of 1995. 

Dr HU Ching-Li (Assistant Director-General) said that fellowships had already been discussed at length 
by the Programme Development Committee and the Administration, Budget and Finance Committee. 
Furthermore, various recommendations had been made as part of the programme review. The External 
Auditor's report referred only to two regions and could not be generalized to the whole Organization. WHO 
had developed a monitoring and evaluation system, and would work together with the regions to see how 
better to implement the fellowship programme. The review would be carried out in 1995 and 1996, and a 
report would be made to the Executive Board in January 1997. The original intention had been to carry out 
the review earlier, but it had been delayed in order to be able to take account of the recommendations of the 
External Auditor. 

Dr UTON RAFEI (Regional Director for South-East Asia) said that the countries of the South-East Asia 
Region considered human resources development to be a priority. The high number of fellowships in the 
Region responded, therefore, to the needs expressed by Member States at a series of country and intercountry 
meetings. Most of the fellowships were for training in public health, only a few being in clinical areas. The 
fellowships responded to the need to develop infrastructure at the district level and below, as well as at 
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country level, in epidemiology, health management and primary health care. Candidates for fellowships were 
screened by the WHO Representative in the country concerned and sometimes by a representative of the 
Regional Office as well, with respect to area of study, language skills and other qualifications. The progress 
of the fellowship was followed up every six months by the WHO Representative. Following the 
recommendations of the External Auditor, fellowships had increasingly been offered at countries within the 
Region, and although the number of fellows in 1994 had been some 5% higher, costs had been lower. He 
sought guidance on the course of action to take, bearing in mind the expressed needs and priorities of 
countries. Should limits be placed on access to fellowships? 

Dr MONEKOSSO (Regional Director for Africa) regretted that the comments that he had already made 
on the External Auditor's report concerning fellowships in the African Region had not been taken into 
account. A review of all fellowships showed that the vast majority were in the field of public health, whereas 
the External Auditor, on the basis of a clearly unrepresentative sample, had claimed that most were in clinical 
specialties. Leaving aside that inaccuracy in the External Auditor's conclusions, he acknowledged that there 
were shortcomings in the fellowship programme, which the Regional Office was taking steps to remedy. 
During the Regional Committee, governments had been reminded that WHO Representatives should be 
present during the selection process. Unfortunately, some governments still refused to allow any outsiders 
in their selection committees, as was their sovereign right. Regarding the high cost of fellowships, it 
appeared that the excessively generous allowances dated back to the time of fellowships for high-level 
officials who travelled with their families in great luxury. The rates for fellowships were established by the 
United Nations in New York, and were so attractive that some senior officials preferred to be WHO fellows, 
rather than returning to their positions as directors or assistant directors of health services. In response to that 
difficulty, the Regional Office had offered study grants at lower costs, targeted to meet the real needs of 
students. Another way of reducing costs was to provide more training within the Region. Many institutes 
within the Region offered four-year postgraduate courses which allowed students to spend their third year in 
a more advanced country in order to benefit from the latest technology. The Regional Office was pursuing 
a policy of matching fellowship awards to the priority programmes of countries, but there was a certain 
amount of resistance from Member States. WHO fellowships were known and appreciated throughout the 
developing world. 

Mr SALIH (Office of Internal Audit) said that the internal audit staff consisted of five qualified 
auditors, including a specialist in computer auditing who had joined the staff in 1994. He was not sure that 
auditors should be "aggressive"; he believed it was the auditor's job, not simply to find fault, but to improve 
systems and procedures so that WHO's work could be carried out more effectively and the Organization's 
records would be as reliable as possible. A new system had been introduced for the continuous checking or 
auditing vouchers, thus giving the auditors access to all parts of the Organization, at headquarters and in the 
regions, so as to have all the necessary information available to carry out whatever investigation they thought 
proper. As an indication of efficiency, the 1994 workload had been double that of 1993, and had been 
accomplished with fewer staff. 

Mr BOYER (adviser to Dr Boufford) explained that by "aggressive" he meant that the auditors should 
be diligent in their work. His comments implied no disrespect for the hard work and capability of the internal 
audit staff. Regarding fellowships, it was the Board's role to give policy guidance. Fellowships should be 
awarded in accordance with national health development priorities, and should be subject to WHO's own 
rules. WHO Representatives should make it clear to national governments that WHO resources were not 
owned by countries and that countries could only use those resources to further the policies set by the 
Member States of WHO. 

The CHAIRMAN suggested that the Board should take note of the Director-General's report. 

It was so agreed. 
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8. REAL ESTATE FUND: Item 19 of the Agenda (Documents EB95/20 and EB95/41 Rev.l) 

Mr AITKEN (Assistant Director-General) explained that the Director-General's report on the Real 
Estate Fund (document EB95/41 Rev.l) provided information on projects under way and estimated the 
Organization's requirements for the year from June 1995 to May 1996. A number of new projects were being 
suggested, almost all of which were needed as a result of the passage of time. The main one concerned a 
new local area computer network for headquarters, required for the proper implementation of the new 
management information system. The total proposed amount to be used from the Real Estate Fund for 1995-
1996 was US$ 6 370 000，some of which would be disbursed in the following calendar year because the cost 
of the project would be spread over time. In a draft resolution contained in paragraph 14 of the document, 
it was proposed that the sum of US$ 4 275 000 should be appropriated from casual income for the first 
period, followed by a sum of US$ 2 920 000 in 1996. 

The CHAIRMAN drew the Board's attention to the comments of the Administration, Budget and 
Finance Committee on the situation with regard to the Real Estate Fund, contained in paragraph 38 of that 
Committee's report (document EB95/20). 

Dr LARIVIERE requested some up-to-date information on the situation at the Regional Office for the 
Eastern Mediterranean. 

Dr EL-GEZAIRY (Regional Director for the Eastern Mediterranean) said that the Regional Office had 
been negotiating with the host government for more than eight years and was discussing the possibility of 
extending its building or finding another one. At one time he had reported to the Executive Board that the 
Regional Office had been offered the possibility of building on the street at the back of its present premises. 
The Regional Office had begun to finalize the necessary drawings and documentation, but that process had 
had to be stopped as a result of a court action. Negotiations had been resumed with a view to building the 
extension on a piece of land just behind the present building used at the moment as a theatre. An agreement 
in principle had finally been reached with the Ministry of Culture, which owned a great deal of land, to build 
both a theatre and an extension for the Regional Office. A draft completed in December 1994 was still being 
discussed with the Ministry of Culture. It was hoped that a final agreement would be reached. If so, funds 
would be needed for the completion of the plans and documentation. However, the administrative, financial 
and legal agreements envisaged as appropriate for such an undertaking were extremely complex, and 
substantial inputs from the legal advisers at WHO headquarters and in Egypt would be required. While he 
was hopeful about the conclusion, he believed that it would be wise to explore a more practical solution in 
the form of purchasing a plot of land large enough to accommodate an entirely new Office. Such an 
undertaking would imply, at some stage, leaving the current premises, which, however beautiful and culturally 
important, had nevertheless been constructed in 1929. Such an option would be advantageous to the 
Organization in the long term and would ultimately constitute a cost-effective investment for the future. The 
Regional Office for the Eastern Mediterranean was one of the few WHO regional offices which had not 
extended its premises or moved into a new building. The maintenance and repair of the present building 
were, of course, becoming more and more expensive. Moreover, the Regional Office had five other sites 
which it either rented or had made some agreement to use with other organizations - a situation which made 
effective administration difficult. 

Professor SHEIKH said that the second option mentioned by the Regional Director for the Eastern 
Mediterranean was the more practical. In the long term it was more cost-effective to buy land than to rent 
it. In that connection, he recalled the example of an embassy which had leased a building in London about 
40 years previously; at that time the purchase price had been about £15 000’ but it was now approximately 
£1.5 million, a sum which the embassy would not be able to afford. It would therefore be more reasonable 
to allow the Regional Office to buy land rather than rent it. 
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Dr AL-JABER said that he had visited the Regional Office many times and had found the building very 
old, overcrowded, without parking facilities and far away from the capital city, Cairo. Buying land in Cairo 
and building a new Regional Office there would therefore be a sound move, since land prices were constantly 
rising. In addition, further expansion in the future would be easier. 

Dr AL-SAIF (alternate to Dr Al-Muhailan) fully agreed with the previous speakers, since the premises 
of the Regional Office were very small and the number of staff and activities had increased. It would be 
wiser to buy land and construct a building on it as an investment for the future. 

Professor MTULIA said that, whenever possible, WHO should own rather than rent its buildings. In 
the United Republic of Tanzania, the Organization had been given a government building, and all it had had 
to do was to renovate it. 

Dr TANGCHAROENSATHIEN (alternate to Dr Sangsingkeo) observed that, while purchasing might 
be preferable to renting as far as buildings were concerned, the opposite was more often true in the case of 
major equipment. For example, the technology used in computers was changing at a very rapid pace, with 
the result that equipment soon became obsolete. Also, technology was becoming increasingly cheaper. 

The draft resolution in document EB95/41 Rev.l was adopted. 

9. PERSONNEL MATTERS: Item 21 of the Agenda (Document EB95/INF.DOC./19) 

Mr VIGNES (Legal Counsel) said that the problem set forth in document EB95/INF.DOC./19 on French 
taxation was of the greatest importance. It not only raised questions of principle but also concerned the staff, 
one of the three constitutional pillars of the Organization. The Director-General was paying very special 
attention to the matter. 

Everyone was aware that some staff members of international organizations working in Geneva resided 
in France. Some of them worked for the United Nations, while others were staff members of specialized 
agencies such as ILO or WHO. Their legal status was based on the constitution of each of those 
organizations, to which France was a party and which contained general provisions concerning privileges and 
immunities - in the case of WHO, Article 67(b) of the Constitution. However, in addition to the Constitution 
itself, the legal status of such staff members was based on specific conventions, the two most important of 
which were the Convention on the Privileges and Immunities of the United Nations of 1946 and the 
Convention on the Privileges and Immunities of the Specialized Agencies of 1947. Consequently, there was 
a legal difference between the United Nations and the specialized agencies, and that was what complicated 
the matter. France had become a party to the 1946 Convention on the Privileges and Immunities of the 
United Nations, but not to the 1947 Convention on the Privileges and Immunities of the Specialized Agencies. 
That legal difference had not been reflected in actual fact. Ever since international organizations had been 
established in Geneva, all staff members living in France, whether they were staff members of the United 
Nations or of specialized agencies, had in fact enjoyed the same regime and, in particular, the same tax 
exemptions. In 1993 the French authorities had unilaterally expressed their intention of levying tax on staff 
members of specialized agencies residing in France, thus putting an end to the system established nearly 50 
years earlier. The respective Directors-General had immediately taken the matter up at the highest level of 
the French Government. Consultations had finally taken place to find a solution to the problem. At a recent 
meeting in Geneva attended by the legal counsels of the specialized agencies and a high-level delegation of 
the French Government, the arrangements which the French authorities wished to apply had been explained. 
France would ratify the 1947 Convention, but with reservations. International civil servants would be subject 
to taxation but they would enjoy a "tax credit" equal to the difference between their gross and net salaries. 
That "tax credit" would be deducted from the amount of tax they would have to pay. 
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The system was fiscally simple, but it entailed two difficulties. The first was that it did not appear to 
respect the equality of treatment formally provided for in Article 19(b) of the 1947 Convention to be ratified 
by France, which stated that staff would enjoy the same exemptions from taxation as those enjoyed by staff 
members of the United Nations and on the same conditions. If the 1947 Convention were applied with that 
reservation, the staff of specialized agencies would not enjoy the same exemptions from taxation on the same 
conditions, since there would be one regime for the United Nations, based on the 1946 Convention, and 
another regime for the specialized agencies, based on the 1947 Convention together with the reservation. 
There would probably also be a difference in treatment between WHO staff and staff of the World Trade 
Organization, who would apparently enjoy a special regime and would not be considered to be staff of a 
specialized agency. Thus there could be three regimes. 

The second difficulty was that with the reservation there would be no exemption from taxation but a 
system which avoided double taxation, which was different in fiscal law. Such a reservation would be to 
some extent incompatible with the terminology used in the Convention which France was preparing to ratify, 
since the Convention referred to exemptions from taxation and not to a system of double taxation. That being 
so, it could be asked whether such a reservation would be acceptable, since the Vienna Convention on the 
Law of Treaties provided that, while reservations could be entered in respect of treaties, they were acceptable 
only in so far as they were compatible with the purpose of the treaty to which they applied. Whether a 
reservation of the kind envisaged would be compatible with the purpose of the 1947 Convention still had to 
be determined. 

The French Government had been informed of WHO's objections, and consultations were continuing. 
The French Government had notified WHO that the position which it had adopted was not definitive. The 
Directors-General of specialized agencies, and the Director-General of WHO in particular, were paying very 
careful attention to the problem, and he and the legal counsels of other agencies were in constant contact with 
the French Government. They sincerely hoped that a solution would be found for the protection of their 
organizations' staff. 

The CHAIRMAN suggested that the Board should keep the situation under review. 

It was so agreed. 

The meeting rose at 12:40. 
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