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ABBREVIATIONS 

Abbreviations used in WHO documentation include the following: 

ACC - Administrative Committee on OAU - Organization of African Unity 
Coordination OECD - Organisation for Economic 

ACHR - Advisory Committee on Health Co-operation and Development 
Research PAHO - Pan American Health 

ASEAN - Association of South-East Asian Organization 
Nations UN AIDS - Joint United Nations Programme 

CIOMS · - Council for International onHIV/AIDS 
Organizations of Medical UNCTAD- United Nations Conference on 
Sciences Trade and Development 

ECA - Economic Commission for Africa UNDCP - United Nations International Drug 
ECE - Economic Commission for Control Programme 

Europe UNDP - United Nations Development 
ECLAC - Economic Commission for Latin Programme 

America and the Caribbean UNEP - United Nations Environment 
ESCAP - Economic and Social Commission Programme 

for Asia and the Pacific UNESCO- United Nations Educational, 
ESCWA - Economic and Social Commission Scientific and Cultural 

for Western Asia Organization 
FAO - Food and Agriculture UNFPA - United Nations Population Fund 

Organization ofthe United UNHCR - Office of the United Nations High 
Nations Commissioner for Refugees 

IAEA - International Atomic Energy UNICEF - United Nations Children's Fund 
Agency UNIDO - United Nations Industrial 

IARC - International Agency for Research Development Organization 
on Cancer UNRWA - United Nations Relief and Works 

ICAO - International Civil Aviation Agency for Palestine Refugees in 
Organization the Near East 

IFAD - International Fund for US AID - United States Agency for 
Agricultural Development International Development 

ILO - International Labour Organization WFP - World Food Programme 
(Office) WIPO - World Intellectual Property 

IMF - International Monetary Fund Organization 
IMO - International Maritime WMO - World Meteorological 

Organization Organization 
ITU - International Telecommunication WTO - World Trade Organization 

Union 

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

The 1 05th session of the Executive Board was held at WHO headquarters, Geneva, from 24 to 
28 January 2000. The proceedings are issued in two volumes. The present volume contains the 
summary records of the Board's discussions, list of participants and officers elected, and details 
regarding membership of committees and working groups. The resolutions and decisions and relevant 
annexes are issued in document EB 1 05/2000/REC/1. 
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Professor S.M. Ali (Bangladesh), Mr Liu Peilong (China), Dr M. Toyb (Comoros), Mr F. Savvides 
(Cyprus), Mr H. Voigtlander (Germany, member ex officio), Professor T. Zeltner (Switzerland), 
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1 Showing their current membership and listing the names ofthose who attended meetings held since the previous 
session ofthe Board. 
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SUMMARY RECORDS 

FIRST MEETING 

Monday, 24 January 2000, at 9:30 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. OPENING OF THE SESSION AND ADOPTION OF THE AGENDA: Item 1 of the 
Provisional Agenda (Documents EB105/1 and EB10511 Add.1) 

The CHAIRMAN declared open the 1 05th session of the Executive Board and welcomed all 
participants. He expressed the hope that the Organization would continue in the new millennium to 
play its pioneering role in health matters. The changes and developments that had taken place during 
the last quarter of the past century, both in terms of technology and in other technical areas, would 
have a direct impact on the working procedures of the Organization. Its future progress would require 
coordination with all regions and countries. 

He drew attention to document EB 105/1 Add.1 proposing the inclusion of a supplementary 
agenda item entitled "Global strategy for the prevention and control of noncommunicable diseases", 
which could be discussed under item 3, Technical and health matters, after all other subitems had been 
considered. 

He also suggested that the first subpoint under item 8.2, Global Alliance for Vaccines and 
Immunization, be moved to item 3, to become subitem 3.5. The Board might wish there to be 
substantive discussion of that new topic, in which there had been recent developments. 

He also suggested that the report of the first meeting of the Audit Committee of the Executive 
Board be considered under sub item 7 .4, Other management issues. 

The agenda, as amended, was adopted.1 

The CHAIRMAN drew attention to the preliminary daily timetable, urged participants to 
observe strictly the opening and closing times of meetings and recalled that the Executive Board had 
decided (decision EB104(13)) that the 105th session should close no later than Saturday, 29 January, 
although he believed that the Board might be able to complete its work by Friday, 28 January. 

2. GEARING UP FOR THE NEXT FOUR YEARS: Item 2 of the Agenda (Documents 
EB 105/2, EB 105/3 and EB 1 05/5) 

Towards a strategic agenda for the WHO Secretariat 
Poverty and health: breaking the vicious circle 

The DIRECTOR-GENERAL said that with UNICEF, Rotary International and its many 
partners, WHO was entering the final year of its poliomyelitis eradication campaign. The battle ahead 

1 See page ix. 
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would be hard, and would require the full commitment of the international community, and she 
counted on Member States to rise to that historic occasion. Another major challenge was the tobacco 
epidemic: developing countries urgently needed to put in place legislative instruments to protect their 
peoples, and especially their younger generation, from that threat. Knowledge and research were vital 
in helping to meet health challenges. WHO was committed to helping to build capacities in the 
developing world, notably through the Special Programme on Research and Training in Tropical 
Diseases which had been able to spur progress where market forces had not responded. In no other 
area was the need for a vigilant and effective public sector response stronger, and WHO had to be in 
the forefront in arguing the case for global public goods. 

Eradicating poliomyelitis, curbing the tobacco epidemic, and stimulating research in the 
developing world were all aspects of the Organization's new corporate strategy. WHO was dealing 
with prime public health concerns and focusing on conditions with a major impact on the poor and 
disadvantaged. WHO's work was based on solid evidence and conducted in conjunction with a broad 
range of partners, maximizing what could be achieved together. The new strategy involved procedures 
for corporate decision-making which took account of input from colleagues in a broad range of 
disciplines and which would lead to more informed, evidence-based decisions, as well as to a more 
solid framework for priority-setting which would spell out more clearly strategic directions and 
underlying principles. 

One product of the new strategy was a sharper, more focused general programme of work, 
which would provide a policy framework during the period 2002-2005 and which would be presented 
to the Board in May. Another would be the 2002-2003 programme budget, which the Board would see 
in a year's time. 

Highlighting the political significance of the corporate strategy, she said that its main message 
was to place health in a broader context, acknowledging that better health depended on contributions 
from outside as well as within the health sector. The strategy's value base was inspired by the ethical 
traditions expressed in the global commitment to health for all, and the core functions and mission 
were based on the WHO Constitution. The four strategic directions which had been developed were, 
first, to reduce the excess mortality of poor and marginalized populations; secondly, to deal effectively 
with the leading risk factors; thirdly, to strengthen sustainable health systems; and fourthly, to place 
health at the centre of the broader development agenda. The aim was to enable WHO to make the 
greatest possible contribution to world health by developing its technical, intellectual, ethical and 
political leadership. 

Greater focus was to be placed on poverty and health because a thousand million people had not 
reaped the benefits ofthe health revolution of the twentieth century. Health was a new and potentially 
powerful exit route from poverty. The major development conferences of the 1990s had defined a set 
of concrete targets for halving the number of people living in poverty by 2015, and many of those 
targets were health-related. Much more was now known than in the past about how ill-health bred 
poverty, hampered economic and social development and contributed to unsustainable resource 
depletion and environmenial degradation. WHO's message to decision-makers should be that 
investment in health could be central to poverty reduction. It was helping to provide the intellectual 
and technical basis for that message through the work of the newly launched two-year Commission on 
Macroeconomics and Health, as well as through the work of the WHO Health and Poverty Task Force. 
Based on the guidelines from the Health Assembly, the centrepiece of the corporate strategy would be 
the definition of WHO's particular role in world health. What functions could WHO fulfil more 
effectively than others? How could its work be adjusted so as to focus on the areas of its comparative 
advantage? How could the impact of WHO's contribution be increased through partnerships? 

The principles underlying the selection of specific priority areas were values, evidence, strategy, 
specificity and continuity. The priority areas for 2002-2003 would be health systems; malaria, 
HN/AIDS and tuberculosis; tobacco; maternal health; safe blood; mental health; cancer, 
cardiovascular disease, diabetes and chronic respiratory diseases; food safety; and finally, investing in 
change in WHO. However, critically important areas of work would continue even if not singled out 
as specific priorities. Certain core activities, such as updating the International Health Regulations, cut 
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across all areas of work. The proposed programme budget for the next biennium would cover all those 
aspects. 

HIV I AIDS had killed over two million people in Africa in a single year and globally had 
already left 11 million orphans. It was the leading cause of death in sub-Saharan Africa, and was also a 
devastating threat in other parts of the world: in Asia more than six million people were infected, and 
if the epidemic was not controlled on the Indian subcontinent, the consequences would be appalling. 
HIVIAIDS had never been higher on the international agenda, not only as a development issue but 
also as a security issue, and WHO should capitalize on the momentum provided by that situation. 
Lessons must be learned from those countries in which infection rates were falling. As a founding 
cosponsor of UN AIDS, WHO was firmly committed to a global response which would aim to ensure 
that the health sector, particularly in the worst affected countries, was properly equipped to play an 
effective role in responding to the epidemic. 

Three areas of WHO's work on HIVIAIDS merited particular attention; all were key to an 
effective health sector strategy. The first was care for the more-than 30 million people currently living 
with HIV I AIDS. A critical synergy existed between care and prevention in the overall response to the 
epidemic. Efforts would be intensified to help national authorities to provide clinical management, 
nursing care, counselling, and social and psychological support for those affected. Effective 
interventions existed to deal with mother-to-child transmission, which accounted for 90% of HIV 
infection in children. Pilot projects linking those interventions with primary prevention and access to 
information were under way in several countries. It was intended to focus initially on certain countries 
where local conditions and support from donors allowed for more widespread application of the 
lessons learned from pilot studies. 

Access to drugs was a critical component of health sector strategy, and inequities must not be 
allowed to continue. WHO was working in partnership with UNAIDS and others to make HIV drugs 
more affordable. In particular, it was working with others to negotiate with the pharmaceutical 
industry on the cost of individual drugs and on different approaches to drug pricing. She invited that 
industry to work with WHO on ways to increase access to relevant drugs. WHO was including priority 
HIV drugs in the regular revisions of the WHO model essential drug list, and was monitoring the 
positive effects of growing competition on the market for antiretroviral therapies. WHO was ready to 
provide advice to ministries of health on assessing the public health consequences of international 
trade agreements and to inform them about their rights in relation to the public health safeguards 
included as part of the Agreement on Trade-related Aspects of Intellectual Property Rights. The fact 
that essential and life-saving drugs existed while millions of people could not afford them constituted 
both a moral and a political problem. It also presented a problem of credibility for the global market 
system. WHO would support any measure that would realistically and sustainably improve access to 
essential drugs. Intellectual property rights should be protected, since they were necessary to stimulate 
innovation, but it was also necessary to study how global rules and regulations worked in practice. 
Current international agreements could not provide the final answer. She had suggested to WTO the 
setting-up of a joint working group on access to drugs, and hoped that that initiative, which would 
include major stakeholders, would help to move the debate forward. 

Turning to some further proposed priority areas, she said that the international community had 
committed itself to a 75% reduction in maternal mortality by the year 2015, but many women and 
newborn babies throughout the world did not benefit from the cost-effective health care that would 
reduce the dangers they faced. It was thus appropriate that making pregnancy safer should be a priority 
for WHO, working with partners inside and outside the United Nations. The strategy focused on 
achieving improvements in maternal and newborn health, and on increasing the proportion of women 
whose deliveries were attended by skilled attendants, drawing on current research and best practices 
from countries over the past 10 years. The strategy was now ready to be presented to Member States 
and partners, and she hoped to see intensified action in a number of countries before the end of the 
year. 

Strengthening health systems was another major priority. The theme of The world health report 
2000 would be health systems performance, and the report would include an innovative approach for 
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assessing the effectiveness of health systems. The way services were provided, organized, managed 
and financed could account for many of the differences in health systems performance. The report 
should provide a strong base for advice to Member States. Recognizing the importance of primary 
health care to the health system, during 2000 the Organization would be carrying out a review that 
would focus on economic, institutional and social challenges to primary health care in the changing 
context ofinternational health. 

Two new priority areas, safe blood and mental health, were being suggested. Because 80% of 
the world's population still did not have reliable access to safe and affordable blood, efforts in that 
area had to be intensified. She had decided that World Health Day 2000 would be dedicated to safe 
blood, in partnership with the International Federation of Red Cross and Red Crescent Societies, with 
a view to building capacity in all Member States. 

In 2001, the theme of both World Health Day and The world health report would be mental 
health. Five out of the 10 leading causes of disability worldwide were mental problems, while major 
depression ranked fifth in the 1 0 leading causes of the global disease burden and was predicted to rise 
to secondplace by the year 2020. WHO's global strategy in that area had been launched in Beijing in 
November 1999, and it was now being taken forward with major emphases on mental care, 
community support, a strengthened evidence base, strengthened health worker capacity and better 
access to effective essential drugs. 

National Roll Back Malaria partnerships were helping to reduce malaria-related suffering in 
more than 20 countries, with a direct effect on people's health and well-being. She was pleased with 
the way that different parts of WHO- its country and regional offices, as well as its headquarters' 
departments- were supporting the work of those partnerships. During 1999, there had been greater 
coordination of malaria research and control, development of a WHO-wide work plan for malaria, and 
a cross-cluster approach to reducing reliance on DDT. New public-private alliances, such as the 
Medicines for Malaria Venture had been launched. She was reassured that increased financial support 
was being made available for efforts in individual countries, although much more support was needed. 

She believed that, by the end of2003, the Tobacco Free Initiative would have led to measurable 
changes in tobacco control at global and national levels. International attention was already increasing, 
and new policies were being adopted with the aim of curbing increases in consumption, enhancing 
health and reducing costs for Member States. WHO was now entering the negotiating phase of the 
framework convention on tobacco control, and towards the end of the next biennium the initial 
protocols should have been adopted. 

A significant tactical shift was taking place in the tobacco industry owing to fear of litigation, 
and there was already less competition between companies and brands. The claims likely to be made 
in the future by the multinational tobacco companies about the health benefits and safety of their new 
products would be evaluated by a vigilant public health community, and would form the basis for 
regulatory approaches to tobacco products that had been inconceivable not long previously. 

In all the priority areas, the strategies being developed were for one WHO, linking global, 
regional and national efforts. Thus, the next budget would be one budget rather than seven. Success 
would largely depend on performance in countries. The Project on Strategies for Cooperation and 
Partnership had been mandated to test new planning and working methods in countries, to be known 
as "country cooperation strategies for one WHO". The country office was WHO's window on the 
world of national policy-makers, and the country cooperation strategy would be the instrument for 
enabling it to become a key resource in that world. 

The Organization's new structure - the clusters, special projects, Global Cabinet, new 
information technology facilities, rotation and mobility policies, and notably the updated financial 
regulations - was now producing real results. Even more resources had been directed to priority 
technical areas: in all, some US$ 70 million had been redirected in 18 months. New ways were being 
sought of linking operational plans to the resources, both regular and extrabudgetary, that were being 
spent on them, and a new scheme for evaluation and monitoring was being developed. She was proud 
of the way that her staff had risen to the challenge of keeping to a zero nominal growth budget, but it 
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should be realized that the net result had been to reduce WHO services by the value of US$ 25 million. 
Efficiencies would continue to be sought, as long as the gains could be directed to health. 

A close working relationship with the Staff Association during the recent challenging months 
had helped to improve decisions, and she wished consultations with staff to continue, not only at 
headquarters but also in the regional offices. A task force on human resources management reform 
was working to simplify procedures and to strengthen the productivity, efficiency and job satisfaction 
of staff. Its recommendations would be received by the Board at its 1 07th session in January 2001. At 
headquarters and at several regional offices, leadership training was now being offered, thus 
contributing to regional capacity-building, and the new satellite-based Global Private Network 
provided additional opportunities for distance learning. Such management reforms were an integral 
part of the new corporate strategy. The way that policies for personnel, information and resource 
mobilization were tailored and carried out would determine WHO's ability to succeed in delivering its 
mandate. Information technology held real potential for further efficiencies, but creativity and access 
to the necessary financial resources: would be needed if full advantage was to be taken of it. 

In order for WHO's mandate to have a direct impact on the daily life of men and women across 
the globe, effective communication was particularly important. The regional structure provided a 
unique capability to deliver advice and expertise in a variety of languages, which was valuable, but if 
that delivery was to be successful information technologies would have to be used innovatively. There 
would need to be flexibility, broad availability and local support for downloading, distribution and 
translation of information. The task ahead was to facilitate communication in such a way as to secure 
high-quality technical dialogue, and she would be appointing a senior staff member to help with 
coordination and to advise on how issues of language diversity could be taken forward. Staff who 
wished to pursue training in an official language would once again be fully reimbursed, and ways were 
being sought of expanding interpretation services so that competent experts from Member States could 
be attracted to Geneva for technical consultations. WHO's web site was to be developed and enriched 
to make it accessible in more languages, and it was an aim to provide the Bulletin of the World Health 
Organization in English, French and Spanish and to work towards translations into other languages at 
local level. Lastly, The world health report 2000 was also to appear in Spanish, and WHO was ready 
to facilitate its translation into other major languages. 

Many actual and potential opportunities lay ahead for WHO and its partners to grasp as they 
entered a new century. The Organization was already helping to safeguard health as a key component 
of emergency and humanitarian assistance in such areas as Kosovo and East Timor. It had seized the 
opportunity offered by the new initiative on debt relief in terms of the increased emphasis on health 
and education that might follow, and would also take the opportunity to call for renewed action against 
tuberculosis at a forthcoming ministerial meeting in Amsterdam. Activities were to be stepped up in 
the important field of food safety and good nutrition, and the launch of the Global Alliance for 
Vaccines and Immunization (GA VI) would be a major opportunity in the field of immunization. WHO 
would seize opportunities to strengthen the place of health in the broader development agenda. 

Major opportunities were already inherent in existing knowledge, and the disease burden of the 
poor could be massively reduced by applying available tools and interventions. WHO had renewed its 
dialogue with organizations such as ILO, WIPO, UNCTAD and WTO, in the beliefthat it could serve 
its Member States better by working more closely with those organizations. 

In a world torn by economic, ethnic, religious and cultural divisions, health remained one of the 
few truly universal values. It could be a unifying power, for instance on occasions when civil strife 
was halted to allow immunization campaigns to reach both sides of the conflict. Health was a bridge to 
peace, an antidote to intolerance, a source of shared security. In building the twenty-first century, it 
provided a vital anchor point for a better common future. 

Dr JIMENEZ DE LA JARA (Chile), speaking as the Chairman of the Programme Development 
Committee, congratulated the Director-General for so amply delineating the future scope of the 
Organization's strategy to promote the highest levels of health and well-being. The integrated 
approach, underlying methodology and specific measures were of considerable interest to Member 
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States and founders of WHO, while the launching of the Commission on Macroeconomics and Health 
was seen as a welcome development. Those present who had worked as doctors among the poor were 
well aware of the effectiveness of low-cost measures in improving not only health but also 
productivity and the integration of poor people in social, economic and cultural development. 

The Programme Development Committee had recently met to consider a number of specific 
issues and had commended the strategy outlined in document EB 105/3 which would lead to a closer 
association between WHO and other organizations and, by concentrating on the areas in which the 
Organization could demonstrate a comparative advantage, would enhance the concept of one WHO. 

Professor GIRARD (France) welcomed the Director-General's statement and the way in which 
it highlighted the new spirit of collaboration that existed between WHO and its Member States; it 
reflected the issues discussed over the past 18 months and the democratic changes that had taken place 
within the Organization since she had taken over its leadership. The emphasis placed on poverty 
reduction had transformed that goal from a high-priority issue into a value in its own right. Access to 
health care was underpinned by the ethical traditions of equity. Bioethics was another issue in which it 
was appropriate for WHO to play a more prominent role, rather than leaving the thinking on that 
subject to UNESCO and other European intergovernmental institutions. The efforts of Member States, 
together with six cosponsors, had led to the establishment of a coordinating programme on AIDS. 
WHO had not absented itself from the debate, which was just as well, considering the importance of 
the epidemic. Without impinging on the coordinating role of UN AIDS, the AIDS pandemic and the 
practical problems involved had now been accorded the priority they deserved within the 
Organization. It was important to remember that any advances made in overcoming the obstacles 
posed by the high cost of drugs to treat AIDS would be lessons learned for dealing with treatments for 
other diseases in the future. 

Although recent reorganization within WHO had enabled it to operate within its allocated 
budget, it was inappropriate that there should be zero nominal growth at a time when, arguably, the 
significance of health was increasing in many domains. Such a situation would have to be addressed in 
the future. He recalled the recent disturbances at the WTO meeting in Seattle; WHO could well face 
similar problems in the future and should consider how to foster its relationship with civil society so as 
to give due attention to the issues raised. 

Dr NOVOTNY (United States of America) said that developing a comprehensive blueprint for 
the Organization and defining its core competences would help to clarify its priorities. Limiting the 
number of priorities would enhance WHO's comparative advantage, attract additional investment and 
meet the Organization's future human resource challenges. It was important to highlight the link 
between the corporate strategy and the budget planning process, as well as the need for headquarters 
and regional offices to work together. The United States supported the active role played by WHO in 
the United Nations Development Group and in application of the United Nations Development 
Assistance Framework. Focusing on poverty reduction was an important issue for WHO; however, the 
Director-General's report (EB105/5) gave rise to other strategic questions including how and to what 
extent WHO prioritized the health of the poor within the larger context of relative deprivation or 
health inequity; how WHO should allocate its technical assistance to the four strategic components, 
given its traditional strength, present capacity and comparative advantages over other organizations; 
and what indicators would be needed to measure WHO's contribution to poverty reduction through 
better health. One of WHO's greatest comparative advantages lay in its networks, relationships and 
interventions with various governmental and nongovernmental organizations to sustain and 
incorporate public health into a broader policy dialogue, including focusing on poverty. The United 
States welcomed the new emphasis on HIV I AIDS and looked forward to future discussions on the 
trade policy implications, the revised drug strategy and WHO's role and its comparative advantage 
and corporate strategy objectives in relation to those of UN AIDS. 
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Dr AL-JABER (Qatar) expressed his appreciation ofthe Director-General's statement and of the 
strategic programme for the Organization, which was vitally important for the reduction of poverty 
throughout the world. He also thanked the Director-General for having addressed the subject of special 
drugs for AIDS. That matter had been discussed in the Programme Development Committee, which 
had taken note of the high cost of such drugs and of the high death rate in developing countries such as 
those in Africa. The Programme Development Committee had also noted that the major industrial 
countries had been able to reduce the death rate through the use of such drugs and to increase the life 
expectancy of HIV -positive persons. 

Mr VOIGTLANDER (Germany) observed that poverty constituted one of the toughest 
challenges facing WHO, given its objective of attaining the highest possible level of health for all 
peoples. He welcomed the launching of the Commission on Macroeconomics and Health and hoped it 
would be able to accomplish its work within the two-year time frame. There was still no agreement as 
to what the best investments in health were in terms of poverty reduction and economic development. 
In document EB105/5, paragraph 11, it was stated that the goal was to halve the number of people 
living in absolute poverty by the year 2015. He thought that the eradication of poverty was a 
dangerous target since poverty was mainly an economic problem, a field in which WHO was not a key 
player. It might be wiser to set realistic targets for which WHO could expect support. A good 
foundation for the Organization's work in that high-priority area had been laid by the United Nations 
General Assembly resolution 34/58 entitled "Health as an Integral Part of Development". WHO 
should focus on making health more central to economic and human development. 

Professor ZEL TNER (Switzerland) commended the progress made by WHO under the Director
General's leadership. Document EB105/3 contained many excellent ideas for strategic development; 
however, the connection between the priority-setting and budgeting processes at global and regional 
levels needed clarification. The fact that priorities were being set jointly by the Regional Directors and 
headquarters augured well; however, the setting of regional priorities and the allocation of regular and 
extrabudgetary resources by the Health Assembly and the regional committees still gave cause for 
concern. 

Further guidance would be welcome on increasing collaboration with the United Nations 
organizations as well as with nongovernmental organizations and civil society in order to enhance the 
status of health. The protection of intellectual property was welcomed by Switzerland. Better solutions 
were needed for that problem, as well as for others such as the known inequities in access to relevant 
drugs. 

Dr ALVIK (Norway) welcomed the emphasis placed by WHO on the health problems of people 
living in poverty, as well as on the links between health and development. Investing in health had for 
too long been considered an unaffordable expense for poor countries. WHO had an important role to 
play in providing evidence of how better health could contribute to social and economic development. 
The forthcoming special sessions of the United Nations General Assembly on follow-up to the 
Copenhagen World Summit for Social Development and to the Beijing Fourth World Conference on 
Women provided important opportunities for focusing world attention on the links between health and 
poverty. Access for all to basic health services, improving the health of women living in poverty and 
reducing maternal mortality were central issues. Actions against the HIV I AIDS pandemic also had to 
be seen in that context. The disease was reversing many of the development gains of past decades and 
was exacerbating the poverty of peoples and countries. The new approach to health and poverty as 
outlined in document EB 105/5 would constitute a major challenge for WHO at global, regional and, 
particularly, country levels. It would require a new approach in WHO's relationship with 
governments, involving closer cooperation with ministries other than ministries of health. It would 
also require new forms of partnership with others involved in development. 
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Dr VAN ETTEN (Netherlands) expressed the Dutch Government's strong support for 
Dr Brundtland' s leadership, policies and initiatives. One of those initiatives was the development of a 
corporate strategy, a process for organizational development, which had, in his view, two major types 
of use: internal and external. When used internally, it would lead to a joint approach linking global, 
regional and national efforts. At the national level, he considered that more attention should be paid to 
the so-called "sector-wide approach". The principles of that approach deserved mention in the 
corporate strategy outlined in document EB 1 05/3. The main principles were national ownership of 
health policy, the role of donors and participation of both sectors in formulating a coherent health 
policy. He considered that WHO's major role in the sector-wide approach had been underestimated. 

External use of the corporate strategy involved forming partnerships to obtain additional 
funding and to make the Organization more visible to the outside world. As many new partnerships 
were being developed, it would be important to identify the comparative advantages of WHO in those 
relationships so as to strengthen its role in health development and the global health agenda. 

Mr LIU Peilong (China) considered that in order for an organization to achieve cohesion, its 
members should think in the same way, be organized in the same way and have an organizational 
structure. He welcomed the proposal for a corporate strategy and its focus on poverty and health in the 
wider context of social, economic and environmental development. He noted that much progress had 
been made in that area since the Director-General had taken office, one example being the formation 
of the Commission on Macroeconomics and Health. His Government had formulated a plan for the 
development of the impoverished north-western part of the country and had identified as a critical 
issue the role that health could play in its overall development. He looked forward to guidance from 
WHO concerning the role played by health in reducing and alleviating poverty. 

He welcomed the corporate strategy (document EB105/3) and suggested some areas for 
improvement. First, in paragraphs 10 and 14 of the document, reference was made to the respective 
roles of headquarters and of regional and country offices, but those were not explicitly outlined. 
Secondly, although he found that the six core functions of WHO were well summarized, he regretted 
that reference was made to "technical support" rather than "technical cooperation". One of the specific 
functions of WHO under its Constitution was to ensure technical cooperation within and among 
countries, and a number of resolutions of the Health Assembly and documents to be discussed by the 
Board at its current session referred to "technical cooperation". He suggested that the same term be 
used in describing the core functions of the Organization. 

With regard to the formulation of the proposed programme budget for 2002-2003, he was in 
favour of the link with the corporate strategy and supported the proposal that the programme budget be 
prepared jointly by headquarters and the regional offices but asked for clarification of the role of the 
regional offices. National proposals for the programme budget 2002-2003 should already have been 
completed and submitted to the regional offices for review and summarization; however, his country 
had been unable to complete its proposal as it had not yet received any planning figures. He asked for 
further clarification of the budget process. 

Dr MBAIONG (Chad) applauded the Director-General's unstinting efforts to carry out reforms 
within WHO and praised her for developing a corporate strategy which would allow WHO to meet its 
objective of enabling all the peoples of the world to enjoy the highest possible level of health as soon 
as possible. Her address had touched Board members from developing countries in general and those 
from the African Region in particular by stressing that financial means and drugs were available in the 
North, whereas poverty and disease were characteristics of the South. The Director-General had made 
one of her priorities the fight against poverty, whose reduction Professor Girard had rightly described 
as a fundamental value. Large sums were required to combat poverty, whereas WHO's budget was 
meagre and decreased in real terms every year. It was up to every Member State to assist WHO in its 
work to break the vicious circle of ill-health and poverty. 
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Mrs JEAN (Canada) welcomed the corporate strategy as a process of organizational 
development. Canada had had its first bilateral consultation with WHO two months previously, when 
it had had an opportunity to experience at first hand the favourable influence of that process on 
programme development and delivery at headquarters. The work of WHO should be guided by 
priorities that depended on their temporal context, the organizational level or circumstances in general. 
Those priorities could be strategic, as presented in the corporate strategy, or programmatic, as outlined 
at the present meeting, involving responses to specific problems with measurable results. Operational 
priorities depended on the tactics to be used and the resources to be allocated. In that respect, the new 
presentation of the proposed overall budget was an excellent initiative. 

She agreed that health was not a minor ingredient of the development process and welcomed the 
increasing attention to the roles of poverty and health. Every WHO programme should contribute to 
reducing the global burden of poverty through the effective use of public health tools. In that sense, 
health was a horizontal issue and should become the task of everyone working within WHO, rather 
than that of just one unit. 

Or Ponmek DALALOY (Lao People's Democratic Republic) said that at the turn of the century, 
at a time of great change, it was more than essential to review and readjust corporate strategy, and he 
congratulated the Director-General on her presentation. He particularly appreciated the emphasis laid 
upon moral and ethical values. The strategy constituted the basis for deciding upon and channelling 
resource allocation, staff training and policies for international cooperation. Improving health was a 
complex matter, as demonstrated by the link between health and poverty, and was the responsibility of 
society as a whole at the national, regional and global levels. The four strategic directions outlined in 
document EB 105/3 formed a coherent whole, and it was clear that they could not be implemented in 
isolation. From the point of view of the developing countries, each element had a specific function: 
strategic direction 1 was the goal, 2 constituted preventive action, 3 described the means, and 4 laid 
out the conditions. In applying those strategic directions, it was essential to promote direction 2, but to 
do so it would be necessary to invest in direction 3, which in turn was dependent on the success of 
direction 4. Experience had shown that the greatest difficulty for developing countries was in 
implementing directions 3 and 4, as they involved infrastructure, technology, human beings, their 
activities, their methods, their working habits and their thought processes. Following directions 3 and 
4 would require time and money, including a greater contribution from WHO. The specific functions 
showed that efforts should be concentrated on the fight against poverty. 

He endorsed the six core functions, which were valid and topical, but asked whether a 
distinction should be made between technical cooperation (function 3) and standard-setting activities 
(function 5) and whether in some cases the former might be excluded. Since WHO's objective was to 
respond to specific needs at country level through advocacy, partnerships, and policy and technical 
advice, he considered that the definition of technical cooperation should be clarified. In his view, the 
two functions were only two stages in the process. The choice of functions should be geared to the 
specific needs of the countries concerned. Of greatest importance was the spirit of partnership. He 
suggested that the third core function be reworded to read "Strengthen country capacity through 
technical cooperation in ways that stimulate action and help build sustainable health sector 
development". 

It would be important to clarify the division of labour between headquarters, regions and 
countries so as to arrive at a satisfactory balance of centralization and decentralization. It might be 
advisable to centralize normative functions and to decentralize activity at the executive level. 
Centralized prescription would give headquarters greater powers of control, supervision and 
evaluation, whereas executive decentralization would allow the regional and country offices to show 
greater initiative and dynamism in disposing of resources allocated in accordance with unanimously 
approved priorities. 

Or FETISOV (alternate to Professor Shevtchenko, Russian Federation) commended the 
Director-General's vision both of the global health situation and of the steps that should be taken to 
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improve it, and welcomed her suggestions for a less bureaucratic, more flexible and more dynamic 
approach to the organization of health care. The report on a corporate strategy for WHO (document 
EB 1 05/3) was the outcome of an in-depth analysis of the Organization's experience, opportunities and 
future activities. Every aspect that had proved its worth and relevance had been retained, such as the 
global strategy of health for all, improvement of international standards, recommendations for creating 
more effective national health systems and coordination of scientific research. The corporate strategy 
also put forward new ideas and methods of work that would be suitable in the current situation of 
international health care. His delegation supported the adoption of a broader approach to the economic 
and social aspects of public health, taking into account its links with development and the 
environment. It had always been the role of medicine to uphold the fundamental worth of human life. 
Nothing was more valuable; without it no other activity was possible, whether farming or industrial 
production, technical progress, art or science. It was time to acknowledge in action and not just in 
words the leading role of public health in sustaining human life - and thus the welfare of each country 
-and ultimately in safeguarding the very existence of humankind. It was the understanding of that role 
that enabled international agencies and organizations, both within and outside the United Nations 
system, to work together to resolve the problems associated with maintaining and improving public 
health. It was all the more important in that context to strengthen WHO's pre-eminence as a catalyst 
for the activities of strategic direction 3, which, with its insistence on responding to people's 
legitimate demands, was particularly appropriate for the contemporary world; responding to all 
demands would be simply impossible. 

Following strategic direction 4 would require a painstaking investigation of macroeconomic 
factors and of their influence on public health. In his country, the question of the effect of the gross 
national product (GNP), credit budgets, inflation or unemployment on the health system was of 
fundamental importance. The statement in paragraph 19 of document EB 105/3 - that the number of 
specific priorities would be limited - deserved support. His delegation had long spoken out against 
dissipating WHO's human and material resources on insignificant or ineffective projects and had 
urged that attention be concentrated on a narrower range of problems that were both relevant and 
resolvable. 

He noted that many of the basic strategic directions outlined by the Director-General could be 
usefully adopted in health management at country level. In the Russian Federation, constant efforts 
were expended to make the political leadership aware that public health was among the highest 
national priorities, as being one of the best ways of ensuring the nation's security and prosperity. 

His delegation supported the goal of contributing to the struggle against poverty by improving 
health standards, especially in the poorest and most marginalized strata of society. WHO, with the rest 
of the international community, could reduce poverty considerably. WHO was better equipped to 
monitor health inequalities and the effectiveness of national health systems than any other 
organization. Furthermore, since WHO considered that health and social development were directly 
linked, it should work to advance the cause of public health, stressing that the responsibility was 
shared between the State, society and the individual. The involvement of many sectors of society in 
political decisions on public health issues often made it possible to develop social policy still further. 
Much remained to be done to bring public expenditure to similar levels throughout the world in order 
to protect the rights and improve the living conditions of the poorest sectors of the population. The full 
provision of primary medical and social health care, particularly reproductive health programmes, and 
the control of curable diseases and of the commonest childhood diseases would enable countries to 
improve the health of the next generation. That would be a first step out of the vicious circle of 
poverty and ill-health. 

Dr BODZONGO (Congo) said that the Director-General had highlighted the serious health 
problems facing the whole world, and particularly the "poor" or developing countries. Document 
EB105/3 clearly reflected the Director-General's desire to make WHO more effective. Paragraph I of 
document EB I 05/5 stated, as a simple matter of fact, that more than one thousand million of the 
world's people had been excluded from the benefits of economic development and the advances in 
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human health that had taken place during the twentieth century. The question was why that should 
have happened: unless the reasons were understood, the problem could not be solved. A crucial factor 
for developing countries was the organization of the global economy, where some countries were at 
the centre and others on the periphery. The Director-General had been right to point out that the drugs 
were in the North while AIDS was in the South. WHO could influence the choice of health strategies 
or policies pursued by its partners, but no real solution would be found unless the causes of poverty 
were analysed. The suggested strategy would not necessarily alleviate the situation in Africa, owing to 
the wars and political instability with which the continent was afflicted. Poverty was spreading and 
most programmes were supported from abroad, while a country's investment budget was negligible in 
comparison with the external debt with which it was burdened. WHO policy could not succeed in 
Africa unless those questions were addressed. 

Dr RAFEEQ (Trinidad and Tobago) was pleased to note that the theme of World Health Day 
2001 would be mental health which, although not completely neglected, had not been given the focus 
it deserved. None of those present needed convincing of the effect of poverty on health or vice versa. 
The message continued, however, to elude decision-makers: in meetings of heads of government, 
whether within the United Nations system, the Commonwealth or the Caribbean Community, health 
was hardly mentioned. The Organization's greatest challenge was to ensure that decision-makers 
understood the connection between health, human development and poverty. 

He welcomed the alliance being forged with drug manufacturers to make essential drugs more 
accessible to developing countries. The Director-General had said that the poor should not pay the 
same price for drugs as those who could afford them; often, however, the poor were asked to pay 
more. He endorsed the provision of cheaper, effective generic drugs. He supported the statements of 
Mr Liu Peilong and Dr Ponmek Dalaloy regarding the maintenance of technical cooperation with 
WHO at country level; that aspect of the Organization's work was as important as policy-setting and 
establishing regulatory and monitoring rules. 

Professor BAMBA (Cote d'Ivoire) welcomed the establishment of the Commission on 
Macroeconomics and Health, which would serve to show the important links between a country's state 
of health, state of development and state of poverty. In African countries, the health sector had long 
been considered unproductive and its budget share was therefore often limited. He hoped that the 
Commission would not omit the African Region - and especially his country- from its considerations, 
since there was a clear connection between the incidence of malaria or AIDS and absenteeism from 
work, which obviously affected a country's development. 

He noted that Cote d'Ivoire had been adopted as a pilot centre for programmes for the 
prevention of AIDS, and a regional workshop on the issue was to be held shortly. The North-South 
divide posed a threat to all the Organization's years of work, since AIDS affected the most active 
sectors of African populations: people aged between 20 and 45. He hoped that the resolutions that 
resulted from the Board's meeting would make concrete proposals to the international community, 
including drug companies, to alleviate the problem. 

He welcomed the increase in the portion of the budget that was to be allocated to the African 
Region, from 18.6% in 1998-1999 to 21% for the biennium 2000-2001. Yet even that would be 
inadequate, given the challenges facing the continent, and he called for more solidarity within the 
United Nations family to increase the budget of WHO. 

Mr CHOWDHURY (India) said that it was well known, particularly in a country like his own, 
that poverty and health were intertwined. In the global effort to tackle the problem, WHO had dealt 
largely with the health aspects, while other international funding agencies had looked to the aspect of 
poverty. The latter agencies appeared to have concentrated on trade and industry, however, so that the 
organic relationship between poverty and health had been lost sight of. He hoped that WHO would 
highlight not only health needs but also nutritional and even other basic needs such as housing, 
whereupon other agencies could provide the necessary resources. That would serve to bring about 
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greater equity among the citizens of the globe. He noted that WHO was attempting to ensure that 
aspects of poverty and health were highlighted in international forums and in joint projects between 
international agencies. 

It was clear from the Director-General's address that the WHO initiative was squarely targeted 
at the health needs of the developing countries. It was most heartening that such an explicit 
commitment had been made. In discussions at the international level, the language was technical and 
the tone staid, even though the ultimate object of the activity was the individual human being. The 
Director-General had brought a welcome element of passion into her advocacy of health needs at the 
global level. 

Dr KARAM (Lebanon) commended the Director-General on her comprehensive statement, 
welcoming in particular the shift in focus to poverty reduction. Health had an important role to play in 
poverty reduction, and therefore money spent on health and in increasing the budget of the 
Organization was a sound investment. 

Mr SUFIUR RAHMAN (adviser to Professor Ali, Bangladesh) welcomed the inclusion of the 
association between health and poverty as a strategic planning issue. The success of flagship projects 
such as Roll Back Malaria and the Stop Tuberculosis Initiative would depend largely on poverty 
alleviation, since the victims of those diseases were mainly the poor and other vulnerable groups. 

If WHO was to influence international health and poverty, it should forge effective partnerships, 
not only with international organizations but with the nongovernmental organizations actively engaged 
in poverty reduction worldwide. Nongovernmental organizations in his own Region had been playing 
an important role in poverty reduction through successful micro-credit programmes, some of them 
backed by health programmes. WHO should organize a meeting with such organizations to explore the 
possibility of collaboration on combating poverty and improving the health care of the poor. 
Moreover, since poverty was closely linked to environmental protection, environmental health and 
sustainable development, there should also be close cooperation between WHO and organizations 
such as UNEP. 

WHO should urge donors to grant debt relief to the developing countries, especially the poorest, 
so that the money could be spent on the social sector, including health; debt relief should not be linked 
to overseas aid flow. He recalled that a declaration adopted at a conference on public health held in 
Calcutta in 1999 had called for partnership-building between governments, the United Nations, 
bilateral agencies and civil society, including nongovernmental organizations. Since south and south
east Asia were home to the majority of the world's poor, that declaration assumed particular 
significance, and its recommendations should be duly reflected in WHO's approach and future plan of 
action. 

Dr MBONEKO (Burundi) was confident that the Director-General would spare no effort to help 
the African Region, which was particularly hard hit by diseases such as malaria, HIV I AIDS and 
tuberculosis, as well as tobacco addiction and poverty. The statement in document EB 105/5 that ill
health was both a cause and a consequence of poverty reflected daily experience in Africa. African 
governments tended to regard health ministries as an unproductive drain on resources. Inadequate 
health budgets meant poor health, which resulted in poor productivity and the perpetuation of poverty. 
He appealed to WHO to take account of the very real difficulties being faced by that continent. Now 
that combating poverty had been made a priority, external aid to Africa should become a reality. WHO 
should urge its Member States, especially in Africa, to make health paramount and to provide health 
budgets accordingly. 

Dr CABRERA MARQUEZ (Guatemala) congratulated the Director-General on the strategies 
she had set out in her address, commending in particular the two new priority areas of safe blood and 
mental health. He endorsed Dr Rafeeq' s comments on the importance of giving priority to mental 
health, especially in countries such as his own that had endured violence and war. Mental health 
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occupied an important position within Guatemala's epidemiological structure. He was confident that 
the efforts towards peace being undertaken by many international organizations and the new priority 
of WHO would bring about better living conditions in developing countries. 

The CHAIRMAN, speaking as the representative of Oman, joined previous speakers in 
congratulating the Director-General on her address. The forthcoming report to the Health Assembly on 
the important matter of health system performance would be of great help to the planners of national 
health systems if it included a comparison of performance in different environments, countries and 
regions in terms of inputs, outputs and efficiency. The new emphasis on macroeconomics in health 
was welcome, since health systems in developing countries needed guidelines to assist in budgeting 
and in dealing with ministries of finance. Economics had become a major part of the day-to-day 
provision of health services, especially within the context of sustainable health systems and the sector
wide approach. Lastly, he called for wider availability of drugs against HIV infection in developing 
countries. Quite apart from the ethical considerations, greater availability would lead to more 
widespread use and thus allow pharmaceutical companies in industrialized countries to reap more 
benefits and to invest in more research. 

The DIRECTOR-GENERAL, responding to the comments of members of the Board, said that a 
preliminary report on the work of the Commission on Macroeconomics and Health would be made 
available to the Board at its January 2001 session which would incorporate the comments and 
suggestions of members. Several speakers had referred to the need to involve political decision-makers 
to ensure the inclusion of health in countries' development agendas. The Commission on 
Macroeconomics and Health was one of several initiatives designed to increase awareness of the vital 
links between health and social and economic development. 

Replying to Mr Voigtlander, she agreed that linking health to development was not new; 
however, development economists tended to place health at a low level in analyses of the process of 
development. Paragraph 11 of document EB 105/5 was not intended to indicate that WHO and the 
public health view were the sole means of addressing the problem of poverty. The international targets 
for poverty eradication covered a broad area, but health was part of that agenda and could be more 
centrally focused than in the past. Both the Special Session of the United Nations General Assembly to 
review progress made in strategies for the advancement of women (Beijing +5) and that to review 
progress in achieving social development for all (Copenhagen +5), to be held in June 2000, would 
contribute towards achieving that focus. 

Turning to the question of the roles of the regional committees and the Health Assembly in 
setting budget allocations, priorities and processes, she said that global priorities could not be set 
without evaluating and analysing the needs, experiences and results of different countries and regions 
of the world. However, input from centres of excellence, nongovernmental organizations and the 
Health Assembly could, in turn, be used to improve efforts at regional and country level. Clearly, it 
was for the regional committees to make recommendations and for the Health Assembly to take 
decisions, in accordance with WHO's Constitution. It was therefore her intention, as part of a broader 
corporate effort, to consider the regional committees' discussions on budgetary issues before finalizing 
her proposals to the Executive Board at its session in January 2001. 

The ownership of country-level operations by national governments, mentioned by 
Dr van Etten, was an essential part of the sector-wide approach: experience had shown that only when 
ownership was taken seriously could WHO cooperate with a government. That view was broadly 
shared by the organizations with which WHO worked. 

A number of speakers had referred to the six core functions of the corporate strategy set out in 
paragraph 15 of document EB105/3. It would be an oversimplification to divide health and 
development efforts at country level into normative functions and technical cooperation, and the list of 
functions represented a more nuanced analysis of the Organization's activities. For instance, 
articulating consistent, ethical and evidence-based policy and advocacy positions was a corporate role 
in which every WHO staff member could participate to achieve a major impact. She agreed that the 
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words "and cooperation" could be added to point 3 - "catalysing change through technical and policy 
support ... " - but considered that the common thread running through the six points was cooperation 
with countries. The nature of the cooperation would determine whether it related to an advocacy 
position, an advisory role or technical support. Paragraph 16 stated "These definitions do not separate 
technical cooperation from normative work as has often been the practice in the past". She agreed with 
Dr Ponmek Dalaloy that it was important to address individual countries' specific needs, in view of 
the multiplicity of situations, regions, countries and types of donor support and in the light of each 
country's priorities and WHO's strategic directions, priorities and comparative advantage. 

In the causes of poverty, as Dr Mbaiong, Professor Bamba and Dr Bodzongo had pointed out, 
North-South differences were axiomatic. Although most of the one thousand million poor lived in the 
South, relative poverty was also an issue within countries, as Dr Novotny had commented, and poverty 
existed in several wealthy countries. In preparing The world health report 2000, therefore, it would be 
important to consider health systems, health financing, equity and good investment, as well as how 
improving health could help to overcome poverty, in poor as well as rich countries. 

The CHAIRMAN said he took it that the Board wished to thank the Director-General for her 
address and endorse the overall directions she had set out. Some of the individual points would be 
taken up later in the debate. The Board had also welcomed and endorsed the concept of and work on 
the corporate strategy and the focus on poverty and health, and had asked for the work to continue, 
taking into account the comments made. 

It was so agreed. 

The meeting rose at 13:20. 



SECOND MEETING 

Monday, 24 January 2000, at 14:30 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

GEARING UP FOR THE NEXT FOUR YEARS: Item 2 ofthe Agenda (continued) 

Evidence and information for policy: trends and challenges in world health (Document EB105/4) 

Dr FRENK (Executive Director) explained that, with the aid of overhead projections, he and 
Dr Murray would review the main trends and challenges in world health covered in document 
EB 105/4, updating the information presented to the Board at its 1 03rd session and presenting new 
analytical approaches, some inspired by the Board's discussions at that time. The approach would be 
to examine the purpose of health systems and then to analyse the trends with reference to the main 
goals of health systems. 

First, Dr Frenk set out a brief framework, one that would be greatly expanded in The world 
health report 2000 to be presented to the Health Assembly in May 2000. The first essential was to 
reach a clear understanding of the boundaries of health systems. It was proposed that these should be 
based on the key notion of a health action, which was a set of activities with the primary intention of 
improving health. That would allow development of an intermediate vision broader than health care 
services per se but not so broad as to encompass all the determinants of health. On the basis of that 
definition, the key goals for a health system could be analysed. A matrix could be established showing 
the main systems and goals of every society. First, there was the defining goal of the health system, 
which was to improve health. Secondly, there were two so-called common goals: responsiveness to the 
legitimate expectations of the population, for example regarding respect for dignity as well as the 
fundamental human rights associated with health care; and fairness in financing, since any system 
imposed a financial burden on society and should be shared equitably. There were also what might be 
called cross-systemic goals: for example, the effect that health might have on achieving education or 
improving economic performance. There were thus three fundamental goals for health systems: (1) to 
improve the overall level of health in a society and to reduce inequalities; (2) to respond to the 
legitimate expectations of the population in terms of overall responsiveness and distribution; and (3) to 
ensure a measure of fairness in financing, which was mainly a distributional goal with the underlying 
notion of efficiency. Efficiency was not valued as a goal in itself but was related to the degree to 
which resources were used to achieve the socially defined set of goals. 

Dr MURRA Y (Evidence and information for policy), using the framework outlined by Dr Frenk 
to review recent trends, said that countries could be divided into five strata on the basis of the 
mortality rates of children up to five years and of males aged 15-60 years. Stratum A, comprising the 
high-income countries of the world plus Cuba, had very low child and low adult male mortality rates. 
Stratum B, including the countries of Latin America, many in the Eastern Mediterranean Region, 
China and several countries in South-East Asia, had somewhat higher rates. Stratum D consisted of 
parts of sub-Saharan Africa and Asia with high rates of child and adult male mortality; and stratum E, 
with very high rates, comprised Eastern, Central and Southern Africa. Stratum C was an unusual group 
with high adult male and low child mortality rates and comprised the countries of the former Union of 
Soviet Socialist Republics and parts of Eastern Europe. The available evidence collected by WHO, 
UNICEF and the United Nations Population Division had been examined systematically. For example, 
m South Africa, recent demographic and health surveys had demonstrated that the rates of child 
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mortality had actually risen during the 1990s. Considerable evidence accumulated over the past two 
decades for Cote d'Ivoire showed that the rate of child mortality was declining and had gone through a 
period of sustained stagnation. In China, the rate of child mortality was declining; after a period of 
stagnation in the 1980s, it had begun to decrease again during the 1990s. Similarly, for India, the 
second largest developing country in the world, there were sustained declines in child mortality rates. 
Data on trends in child mortality for all countries over the past 35 years showed that the median rate of 
decline had varied little. Perhaps more surprisingly, given the effects of the HIV epidemic, the degree 
of heterogeneity in trends in child mortality rates across countries was actually narrowing and was less 
in the 1990s than between, for example, 1975 and 1984. 

Trends in the 1990s showed that in some countries, including Niger and Papua New Guinea, 
and several in Central Africa and South Africa, the rate of mortality among children under five was 
either constant or actually increasing, while others, including the United States of America, Indonesia, 
Australia and several Eastern Mediterranean countries, were experiencing a sustained decline of over 
15%. The same type of analysis could be undertaken for the mortality rate of people between the ages 
of 15 and 60 years. 

In the Russian Federation, mortality rates of males in that age group had declined steeply during 
the period of the anti-alcohol campaign undertaken by the President at that time, Mikhail Gorbachev, 
increased tremendously in the subsequent period and then declined over the past four years. Similar 
trends were evident for women but to a much lesser degree. In the United Kingdom of Great Britain 
and Northern Ireland, mortality of males in the same age group had declined steeply in the past 15 
years, so that the gap between men and women was only about half of what it had been two decades 
earlier. In contrast, in the United States, while the trends for males and females were similar, the rate 
for males between 15 and 60 years was actually 40% higher than in the United Kingdom. Perhaps the 
most perplexing example was Sri Lanka where, from 1950 to 1964, the age-specific rates for adult 
males and adult females were very similar and showed a decreasing trend; however, since 1964, the 
age-specific rate for males between 15 and 60 had been increasing while that of females had been 
declining in a sustained manner, resulting in a very large gap between men and women in the late 
1990s. Consideration of the entire database showed that during the period 1965-1969, compared to 
1970-1974, the median decline in the rate of mortality of males between 15 and 60 years was 5%. The 
range across countries was rather narrow, and the pattern for females was very similar. The median 
had remained constant through the period 1965-1969, after which there had been a tremendous 
variation in mortality trends, first from 1985 to 1994 and then during the 1990s with increasing rates. 
Quite simply,. the trends for child mortality were consistent and homogeneous across the world, while 
the trends for adult mortality were increasingly heterogeneous. Some of the variations were due to the 
effects ofHIV, but it was somewhat harder to explain the increases in countries of the former USSR. 

Patterns of mortality revealed a great deal about patterns of health but did not tell the whole 
story since health was a multidimensional phenomenon related to much more than avoiding death. 
Various other measures, such as healthy life expectancy, were used by WHO to attempt to capture the 
full range of health experience. There were considerable disparities between various countries and 
regions and also between the sexes. In the African Region, premature mortality and disability were 
mainly related to communicable, maternal and perinatal causes, while the pattern in the European 
Region was dominated by noncommunicable diseases. Other regions of the world lay somewhere 
between these extremes, with the epidemiological transition in an intermediate phase. 

For many public health purposes, evidence was needed not only on broad patterns of cause but 
on the specific diseases, exposures and risks involved. Moreover, for many health decisions to be 
taken by WHO and ministries of health and other relevant organizations it was essential to anticipate 
possible changes in health patterns. It was therefore useful to formulate future health scenarios. For 
example, it was expected that the leading causes of mortality and poor health would have altered by 
the year 2020. 

In 1999, four key factors had been discussed in relation to changing health patterns: the ageing 
of the world's population, the HIV epidemic, the epidemic of tobacco-related premature mortality and 
disability, and the expected decline in childhood mortality from infectious diseases. The major cause 



SUMMARY RECORDS: SECOND MEETING 33 

of population ageing was the change in fertility patterns in most parts of the world. Some countries, 
such as China, already had fertility rates that would eventually lead to declining populations, and the 
proportion of the population aged over 60 years was rising everywhere. Many parts of the Eastern 
Mediterranean, Eastern Europe and the former USSR had a very low prevalence of HIV infection, 
while rates in excess of 10% applied to certain African countries. Tobacco-related problems were 
expected to place noncommunicable diseases at the top of the list of causes of morbidity and 
premature mortality in the next generation. The pace of change in that regard was particularly marked 
in developing countries. Finally, analysis of mortality patterns in the 1990s confirmed that the decline 
in childhood mortality from infectious diseases was much as predicted at the beginning of the decade 
but that there was no reason for complacency. A major threat was the spectre of drug resistance, 
particularly for malaria and tuberculosis. 

Countries were increasingly recognizing that equity in the distribution of health was an 
important measure of the achievements of health systems. There were many methods of attempting to 
measure health inequalities. A simple way was to look at differences in health between rich and poor. 
Other methods tried to quantify inequalities in a comparable way, for example by studying differences 
in mortality patterns and eventual healthy life expectancy between communities within a country. It 
was also possible to follow the example of economists and look at the full range of inequality among 
individuals. WI:IO had done that for child mortality, showing that there were considerable differences 
between countries. As the Director-General had said in her address to the Board at the previous 
meeting, it would be important to focus on people living in absolute poverty. Clearly it would be 
necessary to go beyond mere identification of where poor people lived in order to identify their health 
patterns. 

In 1999, it had been impossible to provide the Board with any data on the key components of 
the responsiveness of health systems. Three of the seven components related to the respect of human 
rights by health systems: respect for dignity of the individual, respect for the autonomy of the 
individual in making choices about health, and respect for confidentiality. The remaining four 
components related to the expectations of health system clients: prompt attention, access to social 
support networks, basic amenities and choice of institutional provider. Through a key informant 
survey, evidence had been produced for 34 Member States on the level of responsiveness of their 
health systems for each of the seven components. That information could be used to examine ways of 
enhancing responsiveness. Clearly, much remained to be done in order to obtain adequate information, 
and WHO was working with Member States to develop instruments for the assessment of community 
views on responsiveness together with direct observation in health facilities. 

A final goal was the equitable protection of individuals from financial loss with fairness in 
financing. The idea was that every household should pay a fair share, depending on the concept of 
fairness in each community or country. It might, for example, mean that poor people paid nothing or 
very little. Financing would be largely affected by two factors: the progressivity of payment- basing 
the fee or insurance schedule on income - and, more importantly, the extent of prepayment, either 
through taxation mechanisms or insurance. Data from household surveys showed that the rich spent 
more on health through prepayment than the poor. In some countries the differences were dramatic. 
The problem was that some households became impoverished simply by seeking health care for their 
family, and then had to borrow and spend a large proportion of their income on repayment. Further 
study of such patterns would provide an index of fairness of financing. 

Health system performance had been measured by comparing success in achieving health 
responsiveness and fairness in financing with the amount of money that countries spent on health. 
Performance was a concept that must be judged in relation to what was attainable. Thus, comparing 
one country with another involved examining the best and the worst that each could do. That meant it 
was vitally important to know what countries spent on health, and in that regard one of the key 
impediments to dialogue concerning health and reform and the restructuring of health systems was the 
absence of adequate information on spending. During the past two years, WHO had gathered a great 
deal of information on health spending in many countries since 1977. Data on total health expenditure 
as a percentage of GNP indicated very wide variations in patterns of health spending at all income 
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levels. As countries became richer they tended to spend a larger share of their GNP on health. At any 
average level of per capita income, the fraction of spending on health had risen, showing that countries 
now devoted a larger share of their resources to health, albeit with tremendous variations at each level 
of income. That was an encouraging sign for those who had been trying to convince communities 
around the world to spend more on health. 

Comparison of disability-adjusted life expectancy with health expenditure per capita showed 
wide variation in achievement at the lower end of the spending spectrum. At the higher spending 
levels, there was a steady increase in the level of health, with an average life expectancy of 65 years 
for a per capita expenditure of US$ 100 and 70 years for US$ 1000. 

Continuing the presentation, Dr FRENK (Executive Director) said that the greatest challenge for 
health systems was to discover why country performance varied so greatly even with the same level of 
resources. It appeared that the various solutions adopted by national health systems were conditioned 
by the way in which they combined four key functions: financing, provision of services, stewardship 
(ensuring regulation, fairness and strategic direction of services), and resource generation. On that 
basis, it was possible to evaluate health systems over time and compare different countries at any 
given point. For example, a comparison of the organizational structure of the health systems in 
Bangladesh, Egypt and the United Kingdom showed that in Bangladesh a large proportion of health 
care provision was assured by private providers and that out-of-pocket expenditure constituted the 
main form of revenue collection. The latter meant that purchasing was done only at the point of 
service. By contrast, in the United Kingdom most funds were raised through general taxation, with 
very little out-of-pocket expenditure. Most provision was assured by the National Health Service 
(NHS) or by private providers, although many of the latter were practitioners also working within the 
framework of the NHS. The revenues collected could thus be pooled, making it possible to share the 
financial risk across different population groups and to purchase services. Purchasing in a broad sense 
also included budgeting, which was simply a form of purchasing inputs, for example, hiring 
physicians or building hospitals. Egypt's health service came somewhere between those two cases. 
There were three distinct segments: general taxation, with the Ministry of Health carrying out pooling 
of resources and most provision; social insurance; and finally a fairly large private component based 
on funding through out-of-pocket payments and private provision with no pooling of risk. That kind of 
tripartite health system was very common in Latin America, the Middle East, Asia and Africa. 

The main objective of such comparisons was to examine how the four key functions related to 
the achievement of health system goals. In the area of financing, revenue collection and fund pooling 
represented key challenges in developing countries which had weak solidarity-based financing 
mechanisms. In some such countries, where social insurance was linked to formal employment, risk 
pools were highly fragmented, but in many others the informal sector of the economy was growing 
much faster. Private insurance was segmenting the market according to income, with large numbers of 
poor people unable to afford prepayment. That accounted for the fact that the poor spent a greater 
proportion of their income on out-of-pocket payments. In contrast, one of the great achievements of 
almost all industrialized countries in the twentieth century had been the development of solidarity
based systems of financing care. 

As Dr Murray had said, the data on health spending as a proportion of GNP clearly showed that 
as countries became richer the public sector funded a larger share of the total health bill. The 
assumption that private expenditure predominated in rich countries was false. The poorer the country, 
the larger the share of its total health expenditure that was private, again with wide variations at all 
income levels. However, over time a trend towards less public financing emerged at all levels, which 
represented a major challenge to solidarity-based financing. 

Once a pool of resources had been established, the question was how it was to be spent. Most 
countries still practised budgeting based on inputs - hiring people, building hospitals, buying 
supplies - or unstructured purchasing in which the user paid out of pocket at the point of service, and 
those countries had little opportunity to set transparent priorities based on evidence. The key issue was 
to get more health for the money, whatever the amount spent. That could be done only through active 
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evidence-based purchasing, which in turn could be introduced only if the decision-makers were given 
the appropriate powers. 

For many years, WHO studies on the cost-effectiveness of interventions had had to contend 
with the limitations placed on decision-makers. An example was the studies carried out on the four 
main interventions against malaria in the African Region. Even the most compelling cost-effectiveness 
study faced three major problems: the significant range of uncertainty in even the best-designed 
studies; the uncertainty decision-makers faced when there were competing cost-effective methods; and 
the fact that most decision-makers preferred to purchase packages of interventions, rather than paying 
for each one separately. However, information on interventions could now be presented in a way that 
facilitated decision-making, indicating the probability that for any given budget level a given set of 
interventions would actually be the right one. For example, there were 14 possible combinations of the 
four possible interventions against malaria in Africa. At very low budget levels it could be said with 
certainty that prophylaxis during pregnancy would be the best intervention strategy. With 
US$ 5000 million available, the best strategy would be to use all four interventions. With 
US$ 800 million, there was an 80% probability that a combination of case management and 
prophylaxis during pregnancy was the best mix. Such methods of data analysis would allow decision
makers to move away from passive budgeting towards more active, evidence-based purchasing of 
interventions. 

The main challenge in health service provision and resource generation was to achieve an 
appropriate balance between the needs of the population, their demands and the supply of resources. 
Innovative work carried out by the National Institute of Public Health of Mexico, for example, clearly 
showed the mismatch between the distribution of needs and the distribution of resources to meet those 
needs. The problem could be resolved by strengthening stewardship, a concept he had referred to 
earlier. In many countries, ministries of health were currently attempting to perform their key 
stewardship function on the basis of rigid and ineffective regulations, while also having to contend 
with deficiencies in areas such as facility accreditation, licensing, reliable measures for assuring the 
quality of inputs such as drugs, reliable information on intervention effectiveness, and the distribution 
of such information to consumers. One example of deficiency was the extremely low proportion of 
externally accredited medical schools in all six regions of WHO. In order to make good such 
deficiencies, most Member States were currently implementing a set of key policy transitions designed 
to replace rigid regulation with the kind of strategic stewardship he had mentioned. Their objective 
was to achieve a shift from segmented revenue collection to solidarity-based prepayment schemes, 
from very limited fund pooling - for example through traditional employment-based social 
insurance - to broader forms of fund pooling, from passive and unstructured purchasing and budgeting 
to active, evidence-based purchasing, from highly heterogeneous to quality-driven provision, and from 
unbalanced to balanced resource generation. As countries undertook those reform processes, they 
would be able to draw on the international evidence base that was being built up. Thus, the major 
demographic and epidemiological transitions taking place were accompanied by a policy transition 
that went to the very core of health system functions. 

Summing up the presentation, Dr Frenk emphasized the vital importance of gathering sound 
evidence on which to base strategies that anticipated problems. Evidence was the element that enabled 
decision-makers to adopt such an anticipatory strategic perspective. At the national and international 
levels, performance could be improved only by relating clearly defined objectives to appropriate key 
functions. 

Dr JIMENEZ DE LA JARA (Chile) said that the presentation had rightly focused on the 
difficulties involved in translating health problems into health policy. As in many countries, the health 
authorities in Chile needed a consistent supply of simple ideas that could be put into practice, rather 
than prescriptions or recipes. The past decade had seen growing consensus on the value of evidence
based medicine and particularly on the relevance of clinical interventions related to epidemiological 
results. He welcomed WHO's work in that area, and hoped that in the near future it would result in 
clearer guidance in incorporating clinical medicine into general public health objectives. 
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Professor GIRARD (France) agreed that an evidence base involved much more than scientific 
information, encompassing considerations such as health economics. It was now vital to overcome all 
linguistic obstacles and gain the understanding of politicians and the general public if the information 
presented to the Board was to be translated into appropriate action. 

Dr NOVOTNY (United States of America) remarked that countries needed further information 
regarding the means of striking the appropriate balance between public and private financing and 
between clinical and public health expenditures. As was well known, the United States, despite 
spending 14% of its GNP on health, had not achieved equity or success in all public health outcomes. 

Dr BODZONGO (Congo) agreed on the value of a sound evidence base. However, many 
countries wishing to develop a national health information system were hampered by lack of 
resources. Valid tools at the global, regional and national level were essential if countries were to be 
able to develop an evidence base capable of persuading decision-makers. Access to care, for example, 
was an important issue in his country. The population distribution was highly uneven, and politicians 
wanted hospitals to be built only in their constituencies; the concept of care for a critical mass of the 
population was unlikely to persuade them. It was also extremely difficult to centralize care for the 
majority of the population when settlements were separated by long distances. The means to 
implement a social health care policy were simply not available. He called on WHO to assist countries 
such as his own in obtaining the means that would enable them to take decisions on behalf of their 
entire populations. 

Dr THIERS (Belgium), endorsing the Director-General's vision of world health at the start of 
the new century, welcomed the new approaches being developed by WHO to the analysis of problems 
and the search for solutions. The presentation had once again clearly demonstrated the need for 
countries to have access to data available internationally and within WHO, to enable them to compare 
their situations with those of other countries. The development of such information was one of WHO's 
essential tasks. 

Professor MAMDABA (Central African Republic) agreed with Dr Bodzongo that access to care 
was difficult for many African countries with scattered populations. Development of adequate health 
services was a costly undertaking; subregional pooling of efforts might be a viable way of averting 
unnecessary expenditure, for example on medical evacuation to developed countries. Training abroad 
of specialists from his country had dwindled in recent years following a decline in grants, which meant 
that complicated cases could not be treated within the country. Some years earlier, WHO had proposed 
selecting certain countries within a region where the infrastructure was such that training could be 
centralized. That had proved somewhat complicated, however, and candidates had continued to be sent 
abroad. Again, with a pooling of resources, countries might be able to improve the situation. Perhaps 
the earlier cooperation projects could be revived for reconsideration by the WHO regional committees. 

The subject of training was interrelated with that of disease control. During his youth in Africa, 
diseases such as sleeping sickness, leprosy, smallpox and yellow fever had been largely eliminated. It 
had been international solidarity that had made such advances possible. Now, however, Africa was 
being decimated by HIV I AIDS, while other countries waited and watched. What were they waiting 
for? There was no impenetrable barrier to protect them. He therefore agreed with remarks made at the 
previous meeting about the need for a resolution on the subject. Preventive measures were expensive: 
ways of subsidizing condom provision had to be found. Research must continue to enable the 
development of a vaccine that was effective against all HIV strains. Finally, African countries would 
welcome the development of pharmaceutical laboratories and factories on the continent, where labour 
was inexpensive -and generic antiretroviral drugs could be produced. 

Mrs TAPAKOUDE (adviser to Dr Komodikis, Cyprus) remarked that although there was 
currently a vast fund of knowledge about trends and risk factors, especially those contributing to 
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noncommunicable diseases, the HIV I AIDS situation was disastrous. As the presentation had shown, 
WHO and its various bodies must find ways to enable policy-makers to make the proper decisions 
about health care and to drive home the need to invest in public health. 

Dr FRENK (Executive Director) noted that a common theme in the members' comments had 
been the need for two types of translation of the approaches outlined: linguistic translation and 
translation of evidence into decision-making for improving people's health. Tools were available to 
facilitate the second type of translation - for example, further analysis of information to make it usable 
under specific budgetary constraints. Clearly, that involved much interaction with countries: the 
evidence base was built from the top down, through scientific research, but also from the bottom up, 
by systematically assessing the experience of countries and making sure it was shared widely. It was 
WHO's job to facilitate that process of shared learning. It was a net loss to all other countries if, when 
a country engaged in reform, they did not benefit from its positive experiences or learn from its 
failures. In some fields a consensus existed, while in others much more evidence still had to be 
gathered. A number of policy lessons emerged from the analyses presented earlier. The world health 
report 2000 to be submitted to the forthcoming Health Assembly sought to look systematically at the 
evidence from specific research and from the experiences of countries in such areas as stewardship, 
fund pooling, purchasing, provision of personal and nonpersonal services and resource development. 
The report would represent an attempt to engage in policy translation, to put the evidence together and 
present it in a way that could be used by countries. 

Dr MURRA Y (Evidence and information for policy) agreed with Dr Novotny on the need to 
look more closely at the balance between spending on public health interventions and that on clinical 
interventions. Clearly, one aspect of active or evidence-based purchasing was to know what was 
currently being purchased. Not many health systems had that knowledge, not even those with good 
information resources. Evidence from the Centers for Disease Control and Prevention suggested that 
only 1% of the large health expenditure in the United States of America was on preventive 
interventions. A further dimension was how best to determine ways of achieving effectively the goals 
of improving health, reducing health inequalities, enhancing responsiveness and encouraging fair 
financing. Much of the discussion about enhancing the performance of systems was based on 
economic theory at one end of the spectrum, and core ethical principles at the other. There was room 
to lay an empirical basis for the discussion, incorporating consideration of information about the 
relationship between the functions of the health system and the achievement of key goals. If that was 
done, it would become clear that countries that had stewardship and active purchasing did better. 

Working in and with countries (Document EB105/7) 

Dr JIMENEZ DE LA JARA (Chile), speaking as the Chairman of the Programme Development 
Committee, said that the Committee had reviewed document EB 1 05/7 and had appreciated the quality 
and timeliness of the ideas expressed, particularly in respect of countries' concerns about improving 
technical cooperation. The Committee had noted four main points in the document: the importance of 
staff development and capacity-building to enable WHO Representatives to play a full part in advising 
ministries of health; the need for WHO to be sensitive to local realities and to align its planning cycle 
to national cycles; the need to give sufficient prominence to a sector-wide approach in WHO's work; 
and the need for flexibility in developing criteria for establishing and maintaining WHO's presence. 

The document was based on a field study published in 1997 by the London School of Hygiene 
and Tropical Medicine. From the standpoint of his own country and Region, he considered that 
strategies should emphasize technical cooperation with and among countries that sought to build 
national capacity. 

Dr ALVIK (Norway) said that her country's long-standing concern with strengthening WHO's 
work at country level and enhancing its focus on poverty had been reflected in its involvement in the 
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study sponsored by the Oslo Group. The wide-ranging reforms over the past 18 months had been 
necessary and had generally been welcomed by Member States. The success of the new WHO would 
depend on results at country level. The focus on poverty or on health systems development must 
translate into better advice and support for countries. 

She noted the efforts already made to improve WHO's performance at country level, including 
the first global meeting of WHO Representatives. With the new developments in international 
development cooperation, particularly new forms of partnership, a stronger focus on poverty and 
sector-wide approaches, WHO must reorient its focus if it was not to be left on the sidelines. It must 
see its contribution within the framework of a broader partnership of actors cooperating to develop the 
health sector. Actors such as the World Bank and bilateral agencies were taking a much more strategic 
role in health, while WHO had too often played a peripheral role. 

To change that pattern, WHO must be willing to enter into a partnership with other development 
actors and must apply a more strategic approach and a broader set of skills. Over the past 18 months, 
the Organization had been able to reposition itself as a key player at the global level. In the months 
and years to come, a similar exercise to refocus WHO's work at the country level should be carried 
out with the same vigour as country-level reforms. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) said that the report was 
the result of extensive action by WHO and governments to enhance the effectiveness of work in 
countries in the light of worldwide changes in health care, economic development trends and trends in 
health care financing. That work had intensified in 1999, resulting in a broad consensus among 
countries and international organizations that were seeking new ways of expanding health care 
throughout the world. The serious efforts to organize the activities of country offices and develop 
country cooperation strategies were commendable and could realistically lead to concrete results in 
2000. 

All levels of WHO must be involved in elaborating liaison and support mechanisms for 
enhancing cooperation with countries in order to keep that vital process moving. The document rightly 
referred to WHO's global coordinating role in providing guidance on health policy and resource 
allocation and in working with governments and development partners. 

He supported the efforts to develop country cooperation strategies. However, more attention 
should be paid to coordination by WHO of the involvement of intergovernmental and 
nongovernmental organizations in health care projects at country level. 

Mr CHOWDHURY (India) said that the objective of working in and with countries was to 
optimize inputs to countries. In that context, he outlined his Government's discussions with WHO's 
Regional Office for South-East Asia and country office. 

India and other countries in the Region were seen to have the capacity to offer training in 
critical areas. A series of courses had been identified in which, out of approximately 1200 seats, about 
250 could be offered to foreign trainees. That proposal had been made and was being given favourable 
consideration. 

India may have been spreading its funding too thinly: the roughly US$ 12 million received 
every biennium had in the last biennium gone to 43 different programmes. Monitoring the 
programmes had proved unproductive and the programmes themselves had not been cost-effective. In 
consultation with the Regional Office and country office, the number of programmes to receive 
funding in the 2000-2001 biennium would be reduced to 29, to increase the likelihood of achieving 
tangible results. Efforts were being made to ensure that the biennial budget was coordinated, in so far 
as possible, with India's five-year plans. 

Another action taken in consultation with the Regional Office and country office was to try to 
maximize the use of WHO funding by directing it to areas where little domestic funding and no 
international funding was available. For example, about 10% of the biennial budget had been allocated 
to the Tobacco Free Initiative. 
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Interaction with WHO should be a two-way street. In his Region, many countries had 
considerable expertise which could be mobilized in the formation of expert groups, and to that end a 
roster would be maintained in the WHO country office in India. WHO could also assist in maximizing 
the funding obtained by India from other international agencies. 

The portion of the budget - 8% - spent on payment of experts under technical assistance was 
relatively low in India, whereas in other countries of the Region it was 40%. While the technical 
expertise obtained was not directly proportional to the amount spent, there was certainly some 
connection. Funding for that purpose should be increased to ensure that a steady source of information 
and expertise was available. 

Mr LIU Peilong (China) welcomed the fact that, since taking office, the Director-General had 
emphasized working in and with countries. China hoped that the decentralization efforts outlined in 
paragraph 6 of the report would be successful. He endorsed the contents of paragraph 12 and believed 
that, not only should competent WHO Representatives be recruited, but the role of national staff 
should be enhanced. In WHO country offices, unlike in international organizations, the national staff 
were accorded too little responsibility and given only administrative work. That made it difficult for 
WHO to attract competent staff. The World Bank was implementing a "one staff' policy, under which 
national staff were entitled to the benefits enjoyed by staff working elsewhere. Perhaps WHO could 
draw upon such practices to increase enthusiasm on the part of its national staff. 

Professor ALl (Bangladesh) expressed appreciation of the efforts of the Director-General and 
her staff; positive effects were already being felt. The issue of working in and with countries should be 
addressed in earnest, however, in order to achieve a result-oriented approach to health development. 
WHO country offices must be strengthened, and in that context recruiting able WHO Representatives 
was important. Efforts already being made in that direction were welcome, although he did not 
subscribe to the idea of using a budgetary formula to determine the criteria for WHO's presence at 
country level. The criteria should be objective and practical, and the level of economic development 
and health status of Member States should be taken into consideration. Developed countries could be 
encouraged to meet the cost of their country office, either fully or in part. The current budgetary 
presentation did not make it easy to differentiate between administrative and technical cooperation 
costs. Separating WHO country office costs from the country budget would provide greater clarity and 
accountability. 

Working with other development partners could establish WHO as the leader in global health 
and could result in savings through elimination of overlapping. As a member of the United Nations 
Development Group, WHO should play an active role within the resident coordinator system for the 
United Nations Development Assistance Framework exercise on common country assessments. 
Appropriate policy guidelines should be made available to country offices to help them to participate 
effectively in that process, and they should also be given guidelines for participation in the World 
Bank's Comprehensive Development Framework process. To that end, they should be given the 
necessary human and financial resources. As part of WHO's corporate strategy, the appropriate 
authority should be delegated to country offices to mobilize resources for health in collaboration with 
countries, bilateral donors, nongovernmental organizations and multilateral bodies. 

Dr THIERS (Belgium) said that working in and with countries was of capital importance in 
implementing WHO's objectives. While it was important for all developing countries, it was crucial 
for the most disadvantaged ones. He therefore wished to know what criteria WHO was using to define 
the content and scale - the quantity of human and financial resources - of programmes of assistance to 
the most impoverished countries. Such countries, for their part, should take account of WHO's 
priorities in their cooperation proposals. 

Dr MBAIONG (Chad), stressing the importance of the restructuring in WHO headquarters since 
the present Director-General had taken office, which was reflected both in the regions and in the 
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country offices, welcomed the current collaboration in his country between the country office and the 
Ministry of Health, which had included the formulation of a national health policy, a national drug 
policy and principles for contracting with nongovernmental organizations. WHO's priorities had been 
taken into account, together with those of the Government, in elaborating the 2000-2001 programme 
budget. The country office was also participating actively in national capacity-building. 

He noted that members of the Board from developed countries had considerable human 
resources at their disposal, with support in some cases from permanent diplomatic missions in Geneva, 
enabling them to prepare in advance of sessions and participate more fully. On the other hand, 
members from the African Region often came alone, unless an alternate was a member of one of the 
committees. He therefore requested that consideration be given to the possibility of WHO's covering 
the attendance costs for alternates from countries that could not cover those costs. 

Dr .CABRERA MARQUEZ (Guatemala) said that there was often a divergence within countries 
between the technical experts in the health ministries and other national health institutes, on the one 
hand, and the politicians on the other. In Central America, many technical experts who had worked in 
the ministries of health and then went into parliament realized that their work as ministry officials had 
often been based too much on the perceived needs of the population, i.e. on purely technical aspects, 
rather than on the real needs as experienced by the people. Moreover, technical experts from 
international organizations, including WHO and PAHO, tended to work with the technical staff who 
ran the health ministries. He therefore suggested that account be taken of the political class, which, 
although sometimes criticized, represented the real interests of the different sections of the population, 
and that work should be based on real rather than perceived needs. 

Dr BODZONGO (Congo) raised the issue of WHO's role in countries in conflict in the light of 
his country's experience. When United Nations agencies, including WHO, had to leave countries 
owing to acute lack of security, cooperation between the agency and the country was broken off, with 
harmful health repercussions in the post-conflict period, because activities tended to be concentrated in 
the part of the country most affected by the conflict, neglecting the rest of the population. It was 
important that such imbalances be rectified, and WHO should consider how it could continue to assist 
the sick and injured if it had to withdraw. When assistance arrived through nongovernmental 
organizations, the basic health kits were geared to the war-injured rather than those suffering from 
acute chronic diseases such as diabetes and hypertension. 

In working in and with countries in the context of the preparation of the programme budget and 
strategies; three questions therefore arose: how to ensure an appropriate balance between a country's 
needs on the one hand and regional and global priorities on the other; what should be the specific role 
of each of the parties - WHO, partners and countries - in drawing up strategies and the programme 
budget; and what should be the specific responsibilities at each level of WHO in that work. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that when working in and 
with countries, it should be borne in mind that there was no single category of country nor single type 
of partnership. Partnerships with countries covered both the health sector and the non-health sectors. 
Working in and with countries was a determining factor in the success or failure of WHO's strategies: 
it was therefore important to achieve a clear definition of the objectives involved, distinguishing 
between the different components at headquarters, in the regions, and finally in the countries 
themselves. It was in the countries that the success or failure of WHO's action and policies was 
measured. Working within countries meant bringing WHO's policies, guidelines, strategy, expertise, 
programmes and projects into the country and developing and adapting them in a creative way to the 
specific conditions in the country, so that they were accepted by the people themselves. Working with 
the country meant working in partnership to transform the Organization's policies and strategies into 
country priorities and strategies, so as to enable countries to assume responsibility and increase their 
capacity to solve their own problems. It was important to avoid extremes such as imposing measures 
on countries from outside, or letting countries go their own way regardless of unanimously approved 
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policies. Working in partnership called for a spirit of mutual respect and close collaboration based on 
an objective and scientific assessment of the real needs of the country, in order to determine priorities 
and draw up plans for implementation. That concept provided the starting point for defining criteria 
for determining policies, representation, recruitment, training, and so forth. 

Dr TOYB (Comoros) considered that in epidemics or disasters WHO's interventions should be 
more flexible, giving greater freedom to the Organization's representatives at country level so that 
they could take immediate action. In a cholera epidemic, for example, hospitals might receive 50 
people per hour, which gave little time for official notification to WHO or the ministry of health. 
Moreover, the increasing number of emergencies was not reflected in the budget, and at national level 
countries lacked appropriate services or were poorly organized to meet such situations. He suggested 
that action be taken by the Executive Board in that respect. When an emergency or armed conflict 
interrupted the execution of a health programme, funds already allocated should continue to be made 
available to the country and not be lost when activities could be resumed. 

With regard to HIV I AIDS at country level, he had the impression that WHO had reduced its 
activities and left the field to UNAIDS, which was not represented in many countries. He considered 
that WHO should resume its HIVIAIDS control work at country level. Lastly, WHO should play a 
bigger part in mobilizing resources, not just for specific programmes such as those on HIV I AIDS or 
malaria, but also for less prominent tasks such as rehabilitation, so as to attract financing from other 
health partners within the countries. 

Dr KEAN (Director), replying to points raised in the debate, said that WHO had over the past 
two years extended the use of so-called national professional officers at the technical level from 
governmental or other institutions to work with WHO programme staff in countries on specific 
technical programmes. The practice was a two-way process, supplementing WHO's technical 
capability while at the same time providing training opportunities for national staff. Regarding the 
mobilization of resources at field level, WHO country staff were encouraged to work with government 
counterparts to play an active role in mobilizing resources from other parts of the donor community 
for national priority areas. 

As to the criteria for allocation of resources at country level and for WHO's country presence, 
the current formula, recommended by the Board in May 1998 (decision EB102(1)), was based on the 
Human Development Index and immunization coverage. The formula had been assessed in all six 
regions of WHO and had sometimes been found not to reflect the real situation in the country. For 
example, the Human Development Index often did not clearly distinguish the least developed 
countries. Moreover, countries with difficulties in raising extrabudgetary resources might need 
considerable technical support from WHO. A more appropriate and flexible formula that reflected the 
real country situation was being sought. 

Several speakers had raised issues about the way WHO operated at country level. The 
Organization's country cooperation strategy involved all levels of WHO and all parts of the health 
sector at country level, with the aim of determining the real situation and needs. That would provide a 
framework within which to develop WHO's country programmes in cooperation with national 
governments. WHO teams were currently working with countries to refine the methods used, and they 
would take the Board's remarks into account. Regarding emergency situations, WHO's response had 
been speeded up, but much remained to be learned. He had noted members' comments concerning the 
importance of achieving a balance between management of emergencies and injuries and that of 
chronic illness, and of resuming ongoing programmes as soon as possible after emergencies. 

Public-private partnerships for health (Documents EB 10518 and Add.l) 

Dr V AN ETTEN (Netherlands) said he took it that document EB 10518 was intended as a 
progress report, since the information it contained was not comprehensive. It focused only on some of 
the issues at stake, mainly financial ones, such as the need for additional support to finance and 
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implement WHO programmes. It did not provide a policy framework for public-private partnerships, 
nor consider the principles governing partnerships between WHO and the private sector. Moreover, 
the information provided on relevant foundations was not exhaustive. He sought clarification as to the 
current status of the draft revised guidelines on interaction with commercial enterprises mentioned in 
paragraph 11 of the report. 

Mr AITKEN (Senior Policy Adviser) said that the many and varied comments received from 
Member States, nongovernmental organizations and other partners on the guidelines in question were 
currently being analysed with a view to producing a revised set of guidelines for the Board's 
consideration as soon as possible. 

Dr NOVOTNY (United States of America) welcomed the progress made in partnerships in the 
areas of children's vaccines, tobacco, the environment and human reproduction, particularly those 
with the United Nations Foundation and the Bill and Melinda Gates Foundation. They had paved the 
way for new and more flexible forms of partnership with the private sector. The United States would 
also like to encourage the involvement of nongovernmental organizations active in global health, for 
example, the Global Health Council, as well as other professional organizations such as public health 
associations. Such partnerships would broaden the Organization's resource base and strengthen 
advocacy and political support for public health. A broader review of global health strategy was 
currently under way in the United States, and such partnerships played a crucial role in that effort. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) welcomed the revised draft guidelines 
prepared by WHO on interaction with commercial enterprises with a view to strengthening WHO's 
programmes, establishing pooled funding to guard against particular interests and providing for 
periodic reviews of the effectiveness of collaboration. He noted with satisfaction the results of 
collaboration with foundations and the pharmaceutical industry. He also expressed interest in the 
initiative to develop partnerships with other sectors of industry and the organization of round tables to 
secure financial support for the Organization's activities, which, although not in the direct interests of 
the industries themselves, would strengthen public health care in the countries concerned. WHO's 
engagement in different global alliances must be supported in every way possible in order to give 
more targeted impetus to improving people's health. He noted that if the report was to be approved by 
the Board its legal status would first need to be defined. 

Mrs JEAN (Canada) fully supported the WHO partnership policy, since clearly WHO alone 
could not achieve what it wished or was expected of it. The corporate strategy afforded an opportunity 
to consider how all the pieces fitted together and how they related to the Board and the Health 
Assembly. Perhaps the Standing Committee on Nongovernmental Organizations should also be asked 
to examine, on a regular basis, the increasing cooperation between WHO and partners in the public 
and private sectors. 

While she welcomed the spirit of public-private partnerships for health, WHO must continue to 
work with Member States and other partners too. The creation of a formal alliance for health, although 
exciting~ might well give rise to new problems. She appreciated the Director-General's desire to 
ensure transparency and to avoid any conflict of interests in developing such partnerships with the 
private sector; hence the consultations on revised guidelines on interaction with commercial 
enterprises. 

As for the Medicines for Malaria Venture (MMV), outlined in document EB 1 05/8 Add.1, she 
understood that its goal was to raise funds for research and development activities that would not be 
carried out by WHO. If so, it was indeed appropriate for WHO to appoint two staff members as 
representatives on the MMV Board of Trustees. However, if her understanding was incorrect, the 
Director-General might consider instructing the WHO Representatives not to exercise their voting 
rights. Since MMV could serve as a model for future public-private partnerships, it was essential to 
consider every aspect of the Venture carefully. 
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Mr VOIGTLANDER (Germany) commended WHO on the conciseness of the report in 
document EB 1 05/8; indeed, that remark applied to many of the documents submitted to the Board. 
With regard to the global alliance for health promotion mentioned in paragraph 19, a good start had 
been made at the Fourth International Conference on Health Promotion (Jakarta, 1997) and such 
efforts should be continued. It was important to involve industry: when it exploited markets, industry 
was responsible for providing the necessary information to consumers, including health information. 
In many countries there had been court decisions on such matters; the tobacco market was just one 
example. WHO should endeavour to increase industry's awareness of that responsibility so as to 
prepare the ground for its greater involvement in health promotion programmes. 

With regard to MMV, according to paragraph 2 of document EB105/8 Add.l the Venture was 
designed to develop cost-effective and affordable antimalarial drugs to the stage of regulatory 
approval at a rate of one new registered product every five years. He cautioned against making such 
commitments, which were unreliable. In the early 1980s, when the problem ofHIV/AIDS had come to 
the fore, it had been predicted that it would take five years to develop a suitable vaccine - and then 
another five years. It would seem preferable to refer to efforts to develop antimalarial drugs "as soon 
as possible". 

Dr JIMENEZ DE LA JARA (Chile) said that his Government was very interested in developing 
public-private partnerships, particularly where people were in need or available technology could be 
improved. The relationship between WHO and industry on matters such as vaccines and certain drugs 
was generally recognized. Other key issues to be dealt with included HIV I AIDS and food safety; with 
regard to the latter he welcomed the possible extension of the round-table concept to the food industry, 
mentioned in paragraph 15 of document EB 105/8. Apart from criteria such as transparency and 
stability, a good dose of realism was also required in establishing such partnerships. 

Dr AL-JABER (Qatar) expressed his appreciation of the Director-General's efforts, which had 
resulted in agreements with the private sector to assist in the promotion of health. He suggested that 
special projects similar to MMV might be set up to ensure provision of AIDS-related or other drugs. 
He thanked the participating institutions and hoped that further institutions would give their support. 

Professor GIRARD (France) said that realistically WHO had no choice but to support the trend 
towards public-private partnerships. However, it should not be naive, for the interests of the 
Organization and industry were not the same. WHO should not be market-controlled. Thus, such a 
course of action was feasible only if it was properly managed with the utmost transparency and with 
full review of experience in WHO's most democratic organ, namely the Board. 

Mr ST0RE (Executive Director) said that Professor Girard's comments summed up the intent 
of the documents. In her statement at the previous meeting, the Director-General had endeavoured to 
show that WHO's values were constant and should be protected; there were a number of services and 
products that could not be provided by the market - hence the need for innovative partnerships 
between the public and private sectors. It was useful to recall that money from the private sector 
represented less than 1% of WHO's resources. 

In response to Mrs Jean's question, he confirmed that her understanding of Medicines for 
Malaria Venture was correct. 

Dr HEYMANN (Executive Director), responding to Mr VoigtUinder's comments on 
antimalarial drugs, said that drug development was more predictable than vaccine development. It was 
considered that the existing knowledge base on malaria could be successfully used to develop a new 
drug every five years. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations, IFPMA), 
speaking at the invitation of the CHAIRMAN, said that partnerships were increasingly viewed as the 
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only viable means to solve intractable social and health problems. He believed that WHO partnerships 
with industry could be expanded in the areas of research, disease eradication, access to drugs, drug 
quality and anti-counterfeiting, donations and evidence for health policy. He welcomed the Director
General's comment at the previous meeting about the key role of industry in partnerships, especially in 
connection with AIDS. 

With regard to research partnerships, it was worth noting in connection with MMV that several 
IFPMA members were working in partnership with universities and others to develop accessible 
antimalarial drugs and eventually, it was hoped, a vaccine against the disease. He recognized the 
concern raised by Mr Voigtliinder in that regard, but agreed with Or Heymann's response. IFPMA 
welcomed· the recent proposals for an incentive system to find new vaccines and medicines against 
tuberculosis, HIV I AIDS and malaria, as well as the partnerships established by WHO to consider 
those and other proposals. 

In the area of disease eradication and prevention, the extensive activities of companies that 
contributed their patented or off-patent medicines or technology for diseases specific to poor countries 
such as onchocerciasis, lymphatic filariasis, leprosy and trachoma were often overlooked. Another 
significant contribution to disease eradication and prevention was the new Global Alliance for 
Vaccines and Immunization (GAVI) in which the vaccine-producing members of IFPMA, in 
cooperation with their GA VI partners, were working to ensure accessibility to vaccines and other 
elements necessary for the immunization of the world's children, particularly in poor countries. GAVI 
also had a research focus, in which IFPMA member partners would look into ways of accelerating the 
introduction of new vaccines. 

WHO had identified counterfeit medicines as a major health threat. Some 20 IFPMA members 
in Europe and the United States had formed the Pharmaceutical Security Institute to cooperate with 
global authorities in combating trade in counterfeit medicines, taking advantage of the anti
counterfeiting provisions of the WTO agreements. 

IFPMA supported the round-table process. As noted in the joint WHOIIFPMA communique 
issued after the second round table with the pharmaceutical industry, the priorities established so far 
were research and development, access to medicines and substandard and counterfeit medicines. One 
outcome of the round-table process was MMV. 

In. conclusion, he reaffirmed that IFPMA was in favour of mobilizing all health partners 
including industry to improve public health in the developing world. In partnership with WHO and 
other major stakeholders, the pharmaceutical industry was committed to increasing its efforts, in 
keeping ,with its mission to discover, develop and deliver high-quality, safe and effective drugs and 
vaccines to patients in developed and developing countries alike. 

Mr V AN DER HEIDE (International Organization of Consumers Unions (Consumers 
International)), speaking at the invitation of the CHAIRMAN, welcomed the opportunity to raise 
issues of importance to consumers worldwide. As health care systems and services were increasingly 
being privatized and commercialized, there was an urgent need for WHO to protect its independent 
status and to ensure that its policies and priorities were not subverted in its drive to attract funds and 
resources. The agenda of profit-making companies at times conflicted with that of public bodies such 
as WHO. The issue was therefore whether increased cooperation with the commercial sector was the 
way forward towards health for all. WHO must be able to demonstrate that the poor benefited directly 
from more public-private partnerships; industry partnerships and sponsorship without strong 
enforceable, accountable and transparent guidelines could undermine the Organization's role and 
reputation. 

In a letter addressed to the Director-General in May 1999, Consumers International had 
expressed its objection to the secondment of a representative of the pharmaceutical industry to WHO's 
Tobacco Free Initiative. In its comments on the draft guidelines on interaction with commercial 
enterprises, while noting with satisfaction that WHO was addressing an issue that affected the very 
foundation of its work, his organization had expressed concern about the lack of guidance for a serious 
evaluation of the activities of potential and current commercial partners. The guidelines did not 
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therefore substantially reduce the risk of a conflict of interests. Just as tobacco manufacturers should 
not be allowed to fund WHO activities, any private enterprise with a vested interest in infant feeding 
or in the pharmaceutical market must also be excluded from such an influential relationship. 

Mr HOEK (International Pharmaceutical Federation), speaking on behalf of his Federation, the 
International Council of Nurses and the World Medical Association, at the invitation of the 
CHAIRMAN, expressed support for WHO's mission and the strategic directions set out by the 
Director-General in her opening statement. Reaching out to people in times of illness and health 
required pooling the resources and expertise of different health professionals. In that connection, the 
international nursing, pharmacist and physician professions were strengthening their collaboration in 
order to provide a higher quality of service to the public and enhance benefits to members. By creating 
a health professional alliance, key issues such as human rights, human resources planning and the 
independence and integrity of health professionals would be addressed. The alliance would also seek 
more regular and effective communication and interaction with WHO at international, regional and 
country levels. To launch the new collaboration among the three professions and with WHO, the 
alliance intended to stage a "partnership hour" during the Fifty-third World Health Assembly in May 
2000. It looked forward to WHO's participation in that event and future endeavours. In the belief that 
a closer partnership• between the tluee h.ea:lith professions representing more than 10 million health care 
workers worldwide was a sound and feasible way of moving the health agenda forward, he invited 
WHO to be a key player in the partnership. 

Decision: The Executive Board endorsed the initial decision of the Director-General to appoint 
two representatives to the board of the Medicines for Malaria Venture. 1 

The meeting rose at 18:15. 

1 Decision EB105(1). 



THIRD MEETING 

Tuesday, 25 January 2000, at 9:00 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. GEARING UP FOR THE NEXT FOUR YEARS: Item 2 of the Agenda (continued) 

Draft policy on extrabudgetary resources (Document EB 1 05/9)1 

Professor ZEL TNER (Switzerland), speaking as the Chairman of the Administration, Budget 
and Finance Committee, reported on the Committee's conclusions at its recent discussion of the 
revised version of the WHO policy guidelines on resource mobilization (document EB 1 05/9). The 
Committee had considered that WHO should continue to ensure that extrabudgetary resources were 
mobilized for its priorities; provide guidance to donor countries on the planning and allocation of 
voluntary contributions; and take advantage of new tools for more effective resource mobilization at 
regional and country levels, in particular through participation in the United Nations Development 
Group. The Meetings of Interested Parties, organized within a coherent format, represented a useful 
way for development agencies to receive better information on WHO's technical work and 
management performance. Further discussions on the issue of programme support costs would be 
welcome. Some members of the Committee had considered that the wording of those two last subjects 
could be clearer. On the basis of those conclusions and in the light of the opinion of the Legal 
Counsel, the Committee had recommended that the Board should endorse the guidelines set out in 
document EB105/9. 

Dr VAN ETTEN (Netherlands) welcomed the draft policy guidelines. He had raised the issue of 
Meetings of Interested Parties on various occasions. At the Board's session in May 1999 he had 
requested the presentation of terms of reference, but none had yet been prepared. He therefore 
proposed the addition of the following sentence to the guidelines, at the end of the item headed 
"Coordination of work with donors and recipients": "Draft terms of reference of the Meetings of 
Interested Parties outlining the position vis-a-vis the Director-General and the governing bodies as 
well as technical and managerial aspects involved will be submitted to the 1 06th session of the 
Executive Board in May 2000." He further proposed that the item headed "Clarity on programme 
support costs" should be rephrased to read: "A paper suggesting possible new approaches for the 
charging and use of the programme support costs that arise from voluntary funding will be presented 
to the Executive Board in May 2000." That would take into account practices in other parts of the 
United Nations system. 

Mr VOIGTLANDER (Germany) warmly welcomed the guidelines. He noted that the 
underlying intention was to introduce an integrated budget, which his Government had long called for 
because it implied a greater involvement by the governing bodies in the overall budgeting process. 
Traditionally the right to vote on the budget was the oldest and most important right of a parliament. 
The World Health Assembly was the "health parliament" and should decide on the whole of the 
financial resources available to the Organization. Extrabudgetary resources already accounted for 55% 
of WHO's financial resources and that percentage might rise further with the policy of resource 

1 Document EB105/2000/REC/1, Annex 8. 
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mobilization. The logical consequence of an integrated budget was that there should be no more 
secondary budgets for specific programmes. 

Dr BODZONGO (Congo) suggested the inclusion of a list of donors in the documentation in the 
interests of competition and so that members of the Board could identify the increasing number of 
donors who were making commendable efforts to furnish WHO with resources. He urged WHO to 
strive for better coordination between donors' budgetary cycles and those of WHO in order to 
eliminate the associated problems. 

Mr LIU Peilong (China) was gratified to find that some of the important comments made by 
members of the Board at its previous session regarding, inter alia, governing body involvement and 
working priorities had been reflected in the revised policy guidelines. However, some good elements 
of the original policy framework and other comments by members had been omitted. The original 
framework had covered the mobilization, allocation and utilization of extrabudgetary resources, while 
the revised guidelines concentrated exclusively on mobilization. Similarly, the many comments 
regarding participation by headquarters, regional offices and country offices in the allocation and 
utilization of extrabudgetary resources had not been reflected in the revised document. He proposed 
the insertion of an appropriate phrase in the paragraph concerning coordination within WHO. 

Dr MBAIONG (Chad) endorsed the comments ofDr Bodzongo. The point had often been made 
that the distribution of resources between global, regional and country programmes depended 
primarily on what was required to achieve those programmes' goals. In the light of the two 
fundamental principles governing WHO's activities, namely equity and support to the most 
disadvantaged countries, and considering that the African countries were among the poorest in the 
world and most seriously affected by health problems, he appealed to Board members to support an 
increase in the programme budget for the African Region. 

Dr AL-JABER (Qatar) commented that, as a result of the application of the model for regular
budget allocations to regions, some countries had a zero budget allocation, which meant no joint WHO 
programme. No regular budget could be allocated to those countries, and they were disinclined to 
place funds in trust because of the impact of programme support costs on extrabudgetary funds. He 
asked how programmes would be monitored in those countries. He was not concerned with allocations 
to the country but with the close relationship and exchange of knowledge between headquarters, the 
regions and Member countries. The problem had been created by the system of classifying countries, 
and he urged a review of the policy. 

Dr THIERS (Belgium) supported the two amendments proposed by Dr van Etten. 

Professor GIRARD (France) welcomed the revised policy guidelines, noting that France had 
long pursued the goal of an integrated budget, which at the same time needed to be transparent. He 
proposed an amendment to the French text of the paragraph headed "Working through priorities". He 
also suggested that the guidelines should mention the basis of a contract, namely that it could be 
terminated by either side during implementation. The point was self-evident in civil law but would 
carry important symbolic significance in the guidelines. 

Ms LOE (alternate to Dr Alvik, Norway) supported the thrust of document EB105/9. She noted 
that certain steps had already been taken towards achieving a more integrated budget and a better 
framework for dialogue with donors. Regarding the integrated budget, an important step had been 
taken one year previously with the presentation of the programme budget for 2000-2001. The next 
biennial budget would take that process forward and make it easier for the parties involved -
governing bodies, donors and WHO staff - to provide further strategic recommendations and make 
better informed decisions on the use of extrabudgetary funds. Regarding the dialogue with donors, the 
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draft policy guidelines contained several interesting proposals conducive to the development of better 
forms of partnership and dialogue. Better coordination within WHO would also be welcome. Although 
she shared the concerns raised, matching pledges with the biennial budget might be difficult for some 
donors, including Norway, at that time. She was, however, willing to discuss other ways of facilitating 
longer-term planning. The Meetings of Interested Parties might not be the best framework for 
consultations between WHO, donors and recipients, and she encouraged new ideas in that regard. 

Mr CHOWDHURY (India), endorsing Mr VoigtHinder's comments regarding the 
inappropriateness of the governing body of an international agency considering only 50% of its 
budget, welcomed the progress made towards budgetary integration. Assurances had been given at 
various WHO meetings that the allocation of extrabudgetary resources, although done outside the 
governing bodies' review of budget, conformed to the Organization's priorities. In response to a 
request he had made in the Programme Development Committee, he had been informed that 
percentage figures for allocations of extrabudgetary resources to major WHO priority areas in the 
previous biennium were not available. He recognized that it took some time to confirm expenditure 
figures. Nevertheless, an indication of the broad breakdown in percentage terms would be very useful, 
especially in the light of the perception that allocations of extrabudgetary resources to priority areas 
might not be consistent with the mainstream budget. 

Or MBONEKO (Burundi) welcomed the initiative on resource mobilization and the guidelines 
set out in the report. However, the wording of the item headed "Governing body involvement" 
suggested to him a passive rather than an active role of the governing bodies. Was it intended to mean 
that those bodies would monitor developments in voluntary contributions and make regular 
recommendations? 

Or RAFEEQ (Trinidad and Tobago) welcomed the move towards an integrated budget in the 
interests of transparency and accountability. He asked about the implications for the regional offices of 
the approach set out in the paragraph entitled "Coordination within WHO", and in particular whether 
the regional Dffices were precluded from seeking extrabudgetary resources. In his view, they should be 
allowed to do so. If necessary, guidelines could be developed. 

Or BROUN (Resource mobilization), replying to the comments of Or Bodzongo, said that a list 
of donors to WHO appeared as part of the financial report in March each year as soon as the accounts 
had been closed. Moreover, and in reply to Or Mboneko, in the interests of transparency an annual 
report on the performance of the resource mobilization policy would be presented to the governing 
bodies, containing more specific information on donors. He drew attention to the graph on the last 
page of document EB 105/17 Add.l, which showed trends in the contributions of the principal types of 
donors over the preceding 10 years. He was pleased to report that an increasing number of bilateral 
donors had undertaken to plan their support to WHO programmes over a longer period, and sometimes 
over the whole biennium. 

The allocation and utilization of resources mentioned by Mr Liu Peilong were fully covered in 
the budget documents. The aim had been to have a single budget that set out clearly the Organization's 
priorities and the principal areas of fund allocation. The distribution of resources was shown in the 
accounts and organized within the Voluntary Fund for Health Promotion. The new structure of the 
Fund was outlined in document EB105/41. 

A great deal of progress had been made on resource mobilization at the regional level. WHO 
currently had a resource mobilization team bringing together the focal points from each cluster and 
each regional office, with a joint approach to resource mobilization. During the 1998-1999 biennium 
WHO's regional and country offices had both surpassed the goals set in the budget documentation and 
outperformed headquarters; they would continue to raise the extrabudgetary resources they required. 
More detailed information could be provided after closure of the accounts. 
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In reply to Dr Al-Jaber, he said that extrabudgetary resources would be requested from the 
various donor countries in accordance with the programmes of work, which were themselves defined 
on the basis of the programme budget. 

He noted that Professor Girard' s point about the right of donors or of WHO to withdraw from a 
contract was more appropriate in the contracts than in the guidelines. Indeed, WHO's standard 
contract setting out its commitments and those of the donor included such a clause. 

Replying to Mr Chowdhury, he said that it was genuinely difficult to provide figures for 
individual programmes before the accounts had been closed. For example, the eradication of 
poliomyelitis was an important element in 1999 and 2000, and substantial extrabudgetary resources 
were available in the Organization for that purpose. The accounts would have to be closed before he 
could give more details programme by programme. 

Professor ZEL TNER (Switzerland), speaking as the Chairman of the Administration, Budget 
and Finance Committee, said that the discussion had shown that the document was interesting and 
important. He trusted that there would be no objections to the Board endorsing the policy guidelines 
on resource allocation, so that they could be put into effect. He added that the guidelines applied to 
extrabudgetary resource mobilization at all levels of the Organization. 

Decision: The Executive Board endorsed the WHO policy guidelines on resource mobilization, 
as amended.' 

Programme budget priorities for 2002-2003 (Document EB 1 05/6) 

The DIRECTOR-GENERAL said that in her statement of the previous day she had addressed 
both the concept of priorities and the proposed priorities for 2002-2003. The suggested priorities listed 
on pages 5 and 6 of the English text of her statement (document EB 1 05/2) were those on which the 
views of the Executive Board were requested at the present stage. 

Mrs JEAN (Canada) said that the question of food safety certainly deserved support, and a 
number of other priorities had emerged from the previous day's discussion on corporate strategy. As 
had been said on that occasion, it was important to relate the priorities to the rest of the budgetary 
process. The Director-General had noted that some of the priorities would continue into the next 
biennium, and it was important to bear that in mind in allocating resources. 

Mr LIU Peilong (China) said that the discussion of the programme budget priorities for 2002-
2003 had already begun. The priority areas that had been identified by the Director-General were in 
keeping with and closely linked with the four strategic directions of the Organization's corporate 
strategy. He therefore endorsed those priority areas for the programme budget for 2002-2003. 

The notion of priorities, as the Director-General had explained, was a complex one, and 
critically important areas of work would continue despite the fact that they might not be singled out as 
specific priorities. The priority areas as defined in the past should also continue to receive a certain 
amount of support. For example, efforts to eradicate certain communicable diseases, in particular 
poliomyelitis, should not be relaxed simply because, in some regions, the diseases were on the verge 
of being eliminated. Past experience had indicated that, even though the Organization invested only 
relatively small sums in non-priority areas, its technical participation had considerable impact as a 
catalyst for advocacy and the mobilization of support. It was therefore important, in drawing up the 
programme budget, to maintain a proper balance between priority and non-priority areas. 

Dr BODZONGO (Congo) said that, as was stated in the first point under paragraph 3 of 
document EB105/6, priority areas identified in 2000 might not necessarily be priorities in 2002-2003. 

1 Decision EB105(2). 
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It might therefore be judicious to await the end of 2000 so that changes in the health situation could be 
assessed before attempting to determine priorities for 2002-2003. Such caution was particularly 
relevant in view of the final point under paragraph 3 of the document, which emphasized the need to 
identify real priorities. 

Mrs TAPAKOUDE (adviser to Dr Komodikis, Cyprus), having considered the strategic 
directions indicated in document EB 105/3 and the Director-General's statement of the previous day 
(document EB 1 05/2), believed that the budget should be allocated to all four strategic directions, 
giving them the same degree of priority on the grounds that each focused on the essence of health care 
in people's everyday lives. 

Dr ALVIK (Norway) welcomed the priorities that had been identified by the Director-General. 
Matching needs and resources was a major challenge for WHO and called for close dialogue between 
the Director-General and Member States during the period up to the World Health Assembly in May 
2001. She asked what steps had been taken to implement resolution WHA51.31 on regular budget 
allocations to regions, including the associated recommendations. That resolution had been a major 
step by the Health Assembly in 1998 to introduce and strengthen rational criteria for regular budget 
allocations. The Executive Board and its committees could play an important role in helping to prepare 
the next programme budget and the general programme of work. A comprehensive dialogue with 
Member States, using the Board as an important tool, could help to ensure transparency and enhance a 
sense of ownership. It was important for the Board, in its inputs to the budget process, to concentrate 
on the broad aspects of direction and the main priorities. 

Mr DE SILV A (Sri Lanka) was pleased to note that the Director-General had clearly identified 
her priorities for the 2002-2003 biennium. He was particularly impressed with the first priority, 
namely health systems. He agreed that the impact of technical interventions was limited in the absence 
of effective health systems. He noted that the health systems in the United States of America and the 
United Kingdom were currently being criticized even though the United States spent some 14% of 
GNP on its health budget and the National Health Service in the United Kingdom had been regarded 
as a model by some countries. 

WHO's role was to be a facilitator rather than a provider of health care. It was vital to find ways 
of providing finance, securing donor support, and using that assistance and the funds allocated by 
countries themselves for the greatest benefit of the health system. Of all the priority areas, the most 
important was establishing a well-functioning health system. 

Or FETISOV (alternate to Professor Shevtchenko, Russian Federation) generally favoured the 
proposed phased procedure for the formulation and adoption of the main priorities of the programme 
budget for 2002-2003 in accordance with the four strategic directions adopted for the programme 
budget for 2000-2001. He suggested that priorities should be identified at sessions of the regional 
committees. It was important to establish time-scales, and each stage should have its own priorities. It 
was also important that WHO should continue to treat such directions as the establishment of 
international health care quality standards, environmental health criteria and drug quality standards as 
top priorities. Matters not directly related to health should not figure among the priority directions. 

Or NOVOTNY (United States of America) was also in favour of setting priorities. WHO could 
not tackle every issue, and the right approach was to select the leading issues. At the same time, it was 
important to keep a vision of the corporate strategy and of its linkage to the priority areas, as well as to 
reinforce and understand the process by which the priorities were selected. In underlining the 
importance of evidence-based approaches, the Director-General had identified a highly important 
aspect of the selection process which would also make it possible to evaluate programmes and 
activities in support of priorities, to determine their impact and to discontinue those programmes and 
approaches that had proved less effective. 
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Referring to Dr Fetisov's suggestion that priorities be set by the regional committees, he noted 
that there was some concern in the regions about priority-setting, as priorities might be viewed 
differently from one region to another, especially when the concerns of Member States within the 
region were considered, as they should be. That was a matter that would need continuing discussion, 
understanding and collaboration. 

Dr JIMENEZ DE LA JARA (Chile) said that Dr Novotny, in referring to the selection of 
priorities, had touched on a subject that was of particular concern to his country and to the Region of 
the Americas as a whole. The selection of priorities was bound to be arbitrary to some extent, but it 
was necessary because not all issues could be addressed at the same time. 

One issue of fundamental importance was that of environmental health, which was one of the 
three classical factors in human health and disease. He noted that food safety, which was an aspect of 
environmental health, was already included among the priority areas for action. He would like to see 
environmental health itself added to the list. 

Dr RAFEEQ (Trinidad and Tobago) said that although most of the major priority areas likely to 
be faced in the next biennium had been covered by the Director-General in her statement, a large 
segment of the population with special needs and requirements had been omitted in terms of special 
focus, i.e. children. He therefore suggested that the priority area of Maternal health should be 
expanded to Maternal and child health. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) supported the priorities set out by 
the Director-General. As a member from a developing country, he particularly commended the priority 
accorded to health systems, since they were a prerequisite for success in other priority areas. Although 
the health system was above all a national responsibility, WHO support was nonetheless crucial. The 
other priorities, such as malaria, HIV I AIDS, tuberculosis, tobacco control, maternal and child health, 
safe blood and food safety, were also matters of major concern and corresponded to the four strategic 
directions. However, as they were at present global priorities, he expressed support for the regional 
process advocated by Dr Fetisov and Dr Novotny. 

Dr AL-JABER (Qatar) strongly supported the strategic priorities that had been identified by the 
Director-General. He suggested that the issue of environmental health should be included among the 
priorities, since the environment was the source of some of the diseases that already figured among the 
strategic priorities. The eradication or alleviation of some of them and limitation of their spread would 
be a major step towards ensuring health throughout the world. Furthermore, a timetable should be 
drawn up for implementation of the priorities. 

Professor ALl (Bangladesh) expressed his appreciation for the Director-General's priorities, 
which would continue to be relevant well beyond the years 2002 and 2003, particularly as she had 
stressed that poverty and health were global priorities. As those priorities would be decided by the 
situation in the respective regions, the regional and country offices would have an important role to 
play in setting them. The regional and country allocations were also linked with the establishment of 
priorities for the next biennium. He supported the Director-General's mission and considered that it 
was now up to the countries concerned to implement the priorities. 

Professor ZEL TNER (Switzerland) said that, of the Director-General's nine priorities, some 
were new and some urgent, including health systems development. One area which he considered 
extremely important was mental health; even in highly developed countries, sufferers did not receive 
the attention they needed. Secondly, all the priorities must be fitted within the budget available, and he 
shared the concern already expressed about the decrease in the regular budget in real terms. The 
discussion of priorities had to be accompanied by a parallel discussion on the size of the regular 
budget, so that the two processes were effectively linked. 
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The CHAIRMAN said that perhaps the importance of mental health had been taken too much 
for granted. He recalled that it would be the theme of World Health Day the next year and The world 
health report 2001. 

Professor GIRARD (France), commenting on the link between priorities and allocations, and 
the balance between regular budget and extrabudgetary funds, said that past experience had shown that 
it was probably risky for a high-priority programme to depend exclusively on extrabudgetary 
resources. A priority programme needed some funding from the regular budget in order to tie it to 
WHO's global activities. There had been a case in the past where a programme financed exclusively 
by extrabudgetary contributions had to some extent moved outside the WHO ambit. 

Dr MBAIONG (Chad) noted that the priorities defined by the Director-General for the 
2002-2003 programme budget were entirely in line with the four strategic directions defined in 
WHO's corporate strategy, the purpose of which was to enable WHO to improve world health by 
strengthening its technical, intellectual and political authority. He agreed with previous speakers that it 
was essential to include child health with maternal health under the fourth priority and environmental 
health with food safety under the eighth priority. That said, he strongly supported the Director
General's choice of priorities, which would continue to be relevant well beyond the years 2002-2003. 

The DIRECTOR-GENERAL, replying to the debate, thanked members of the Board for their 
comments and broad support for her general approach. 

She sympathized with the comment of Dr Bodzongo that the planning process of the budget was 
a lengthy one, particularly from a national perspective. However, in view of the planning cycle and the 
need for the Executive Board to provide input and to influence the budgetary process, preparation had 
necessarily to start early. Nevertheless the budget still had to be sufficiently flexible to enable WHO, 
in the same way as national governments, to react to changing circumstances. It was helpful to open 
the debate at an early stage so that input from regional committees, the Executive Board and elsewhere 
could be taken into consideration. 

In answer to Mr Liu Peilong's comment about the poliomyelitis campaign, she replied that both 
casual income and voluntary funding would be used to finance an extensive campaign during the 
period 2000~200 1 to eradicate poliomyelitis. That would be the main thrust, although WHO would 
need to have a solid resource base to follow up the poliomyelitis campaign in 2002-2003. 

She agreed with Dr Novotny that evaluation of priority programmes was essential. Investing in 
change was one of the nine priorities because organizational development in such areas as evaluation 
was needed to enable WHO to ensure that its work was as effective as possible in a changing 
environment. 

In reply to Dr Alvik's question about implementation of resolution WHA51.31, she said that the 
matter continued to be discussed within WHO and the Global Cabinet, as well as in the regions, to 
ensure that the principles of that resolution were taken into account when the next budget was 
presented. 

Attention was increasingly being focused on food safety which, as various speakers had pointed 
out, constituted part of the broader field of environmental health. She agreed with Professor Zeltner 
about the importance of mental health and the imbalance between the attention given to physical and 
mental illnesses. That imbalance in public health and the medical community was the result of 
something deeply ingrained in national cultures, and the need to redress the balance would continue 
well beyond the 2002-2003 time-frame. 

She agreed with Professor Girard' s comments on extra budgetary resources. Sometimes, reliance 
on extrabudgetary funding arose from perceptions and political processes within the donor 
community. WHO could not always influence those perceptions and processes to the extent it would 
like. 
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2. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda 

Food safety: the role of WHO: Item 3.1 of the Agenda (Document EB 10511 0)1 

The CHAIRMAN drew the attention of the Board to document EB105/10 and the draft 
resolution contained in paragraph 31 of that document. 

Dr JIMENEZ DE LA JARA (Chile), speaking as the Chairman of the Programme Development 
Committee, said that the Committee had held a lengthy discussion on the highly topical, recurrent 
problem of food safety. It had supported the thrust of the WHO approach contained in document 
EB 105/10, and particularly the sense that WHO should play a key role in ensuring food safety 
internationally. Committee members were in agreement that WHO's role in the work of the Codex 
Alimentarius Commission needed to be strengthened. 

The Committee had expressed concern about the implications of any future regulations or 
agreements governing world trade. Improvements in food safety must not mean trade barriers for 
poorer countries. The Committee had further considered that consumer education on health and 
nutritional issues should be enhanced by WHO and by Member States through their specialized 
bodies. He added that in his view there was ample room for cooperation with other actors within civil 
society concerned with food, including industry. 

Professor CASTANHEIRA (Portugal),2 speaking at the invitation of the CHAIRMAN on behalf 
of the European Union, the Central and Eastern European countries associated with the Union and the 
associated countries Malta, Cyprus and Turkey, said that achieving the highest standards of food 
safety was a key policy priority for the European Union. Particular attention had to be paid to ensuring 
healthy, high-quality food for all citizens by improving quality standards and enhancing control over 
the whole food chain. In that context, on 12 January 2000 the Commission of the European 
Communities had adopted a white paper on food safety setting out a "farm to table" legislative action 
programme and suggesting the establishment of a new European food authority. 

The European Union was strongly committed to international cooperation in that field and in a 
global context. It therefore welcomed the draft resolution on food safety contained in document 
EB 105/10. The Union particularly supported the integrated approach, the concept of risk analysis, the 
taking into account of consumers' rights, and a more active international role for WHO. On the other 
hand, it would be important to clarify issues such as scientific uncertainty, the precautionary principle, 
the strengthening of WHO's participation in the Codex Alimentarius Commission, and the inclusion of 
health considerations in the international food trade. 

Mrs ALVOET (alternate to Dr Thiers, Belgium) welcomed the fact that food safety was on the 
agenda, as it had become a worldwide issue. It encompassed not only food but also the quality of 
water, which was a genuine problem faced by all countries. It was clear that the issue was an important 
one, and Belgium's painful experience might be useful to others in analysing and defining policies to 
be based on guidelines, which would need to be jointly defined. 

There were two main lessons to be drawn from the Belgian experience during the dioxin crisis. 
The first related to the profound feeling of suspicion between the Department of Agriculture on the 
one hand and the Department of Public Health on the other. They took wholly different approaches: 
while the Department of Agriculture, although aiming at healthy production, stressed the interests of 
producers, for the Department of Public Health the health aspects of certain production methods were 
primordial. In addition to deep-rooted mutual suspicion, there were also organizational problems, in 
view of the fact that the inspection and control mechanisms were separate at departmental level. Hence 

1 Document EB105/2000/REC/l, Annex 7. 

2 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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the Ministry of Agriculture, the Veterinary Institute, the Food Control Service and the Veterinary Drug 
Inspectorate each had their own systems. The fact that the Belgian Parliament had now voted to 
establish a federal agency for protection of the food production chain had to be regarded as a specific 
attempt to eliminate that compartmentalization and variety of approaches. The new agency would 
bring together all the inspection and control functions under one roof, thereby reorganizing the entire 
system from the farm to the table. Although it would have considerable freedom of action, the agency 
was to be placed under the Minister for Public Health, so that the ultimate political responsibility was 
clearly defined. 

Within the agency, a strong and independent scientific committee was to be set up. In addition, 
the law explicitly provided for the possibility of calling on both national and international experts. The 
committee was to give its views on matters concerning standards, but would also be free to propose its 
own initiatives, in a preventive and active role. The question of its composition was to be decided in 
the coming weeks. Naturally, there was the inevitable problem of finding truly independent experts 
for, as experience within the European Union had shown, such experts frequently had close links with 
specific interest groups. That problem had to be brought out into the open, as it was not easy to 
identify independent experts without any vested interests. 

The second aim was to give much greater weight to the interests of consumers. In the past, there 
had been committees at various levels, but they had primarily represented the producers' sector, where 
not much thought was given to consumers' concerns. The time had now come to stress the public 
health role by according far greater importance to consumer protection. 

Finally, various crises had been provoked in Europe by animal feedstuffs. The Belgian 
Government had adopted a number of political decisions to eliminate, to the greatest possible extent, 
the presence of animal meal in animal feed. Furthermore, a more critical approach had been adopted to 
the prophylactic use of antibiotics. In that context, she welcomed the initiatives taken by certain 
Nordic countries, in particular Sweden and Finland, to prohibit the use of antibiotics as a normal 
additive to animal feed. A public debate was under way in the Netherlands about the use of carcasses 
in animal feed, which was a possible source of contamination. She considered that the definition of 
clear standards for animal feed, at national and regional level, was a fundamental issue for Europe as a 
whole. 

Mr VOIGTLANDER (Germany) emphasized the importance of food safety for all countries. 
Globalization of the food trade posed a transnational challenge to food safety authorities. Recent 
outbreaks of foodborne illnesses in different parts of the world had clearly demonstrated the need to 
improve the global situation. He therefore welcomed the WHO initiative to make food safety a 
priority. Close cooperation and coordination with other international organizations, such as FAO and 
particularly with and within the Codex Alimentarius Commission, were essential to ensure the 
integration of food safety as an essential public health component and to minimize health risks in the 
entire food chain. 

The European Commission had adopted a white paper on food safety and was envisaging the 
establishment of a European food agency. However, duplication of standards at international level 
must be avoided. WHO's role should primarily be risk assessment, whereas risk management, 
involving mainly standard-setting, should continue to be the responsibility of the Codex Alimentarius 
Commission. WHO's current cooperation with the Commission in standard-setting should be 
strengthened to ensure that the public health component really was an integral part of the process. 
Regarding the draft resolution, he had several amendments to table and suggested that they might be 
best tackled by a drafting group. 

Mrs JEAN (Canada) welcomed the high priority accorded to food safety. WHO was 
undoubtedly the competent authority to provide global leadership on food safety as an integral part of 
public health policies and programmes. The Organization's leadership and vision were reassuring and 
should help to reduce risks along the entire feed-food chain. 
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Canada fully endorsed the key activities outlined in the Director-General's report to achieve that 
goal and urged their implementation through the establishment of a cyclical, long-term strategic 
planning process. Canada also commended WHO and FAO on their normative work through the 
Codex Alimentarius Commission and welcomed the Director-General's proposal to examine the 
current working relationship between the organizations with a view to enhancing scientific and public 
health aspects in the elaboration of Codex standards, guidelines and recommendations. WHO might 
consider increasing its contribution to the Codex budget, of which 75% currently came from FAO. 
Regarding risk assessment by the Joint WHO/FAO Expert Committee on Food Additives (JECF A), it 
was crucial that the science base upon which conclusions were founded was sound and transparent. 
The same requirement applied to all aspects of the Committee's work, particularly the selection of 
experts. WHO's commitment in that respect was therefore welcome. As indicated in document 
EB 105110, risk assessment was closely linked to effective surveillance and reporting on outbreaks of 
foodborne disease. Regarding the related work being carried out by the Organization in connection 
with the revision of the International Health Regulations, there should be close cooperation between 
the two clusters involved. The new Regulations would be a valuable public health tool to help Member 
States manage globalization ofthe food trade. 

The Director-General's decision to allocate part of the expected efficiency savings in the current 
biennium to food safety was timely, given that the implementation of the WHO Integrated Food Safety 
Initiative, including the strengthening of national food safety infrastructures, would require a 
considerable budget increase. 

Regarding the draft resolution, Canada would welcome the opportunity to participate in a 
drafting group to consider amendments. 

Dr NOVOTNY (United States of America), referring to the draft resolution, said that he too 
wished to propose a number of amendments, which he would submit in writing. WHO's role in food 
safety would be clarified if the wording of paragraph 2(1) were amended to emphasize WHO's 
intention to exercise global leadership in that area. Furthermore, although the need for WHO to engage 
in a coordinated long-term strategic planning process was cited in the Director-General's report, no 
such wording appeared in the draft resolution. He therefore wished to add some text to the end of 
paragraph 2(3) to emphasize the need to convene an early initial strategic planning meeting of food 
safety experts from Member States, international organizations and nongovernmental organizations 
with an interest in food safety issues, to identify common goals for improving global food safety to be 
pursued over the next five to 10 years, and to develop a process for cyclical, long-term strategic 
planning that would strengthen the position of WHO in that area. To that end, the United States was 
prepared to provide US$ 60 000 towards the funding of an initial WHO food safety strategic planning 
meeting. 

The draft resolution proposed that WHO undertake some bold programmatic activities which 
were likely to have substantial cost implications. Those should be accounted for so that approval of the 
resolution would not result in an increase in the regular budget. He therefore proposed that a new 
paragraph 2(1 0) be inserted and that a drafting group be set up to consider the wording. Funding for 
food safety should be a priority in the WHO budget process. Extrabudgetary funding should be sought 
from bilateral agencies and development banks that focused on enhancing food safety education, 
training and infrastructure development worldwide. Resources within the approved 2000-2001 budget 
should be reallocated to ensure achievement of the goals set out in the draft resolution without any 
increase in the regular WHO budget. The United States hoped to be able to continue to provide 
extrabudgetary funds and seconded staff for WHO's food safety activities. 

He welcomed the Organization's decision to play a more proactive role in food safety and noted 
the importance accorded to scientific aspects of that process in paragraph 2(8) of the draft resolution. 
WHO should consider the means of providing additional funding to support the Codex Alimentarius 
Commission and the associated expert committees in line with the Codex's important responsibilities 
in consumer protection. 
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Professor ABENHAIM (alternate to Professor Girard, France) affirmed that France accorded 
high priority to food safety, which had serious political implications over and above those connected 
with public health. The issue raised questions about the relationship, in terms of risk assessment, 
between developed and developing countries, particularly the balance between risks and benefits. 
While his Government welcomed WHO's participation in risk assessment and, in particular, the 
strengthening of the Organization's role within the Codex Alimentarius Commission, it would not 
wish developing countries to be penalized. The main problems associated with food safety in the 
future would most likely involve risk evaluation, standard-setting and risk management. Clearly WHO 
had a major role to play in all three areas, even though risk management in terms of food safety often 
spilled over from the domain of health into that of agriculture. WHO's increased responsibilities 
would lead to the development of new working methods, involving new organizations and partners. 

Dr MBONEKO (Burundi) stated that food safety was an on-going problem for all African 
countries, particularly since it was impossible to establish the mutagenic, teratogenic and carcinogenic 
risks of most imported food products. A case in point was the recent crisis provoked by the 
consumption of poultry containing dioxins. The developed countries had means, which did not exist in 
developing countries, to deal with such situations. He urged WHO and the Member States to provide 
African countries with the tools needed to carry out risk assessment and management in order to 
prevent further cases of contamination. It would also be beneficial if cooperation between WHO and 
the pharmaceutical companies could include setting up laboratories to control the quality of the drugs 
flooding the African market, at a subregional, if not at national, level. 

Professor BAMBA (Cote d'Ivoire) was pleased to note that WHO envisaged providing support 
to Member States to assist them in formulating national control strategies, as well as technical 
assistance to develop methods for assessing the burden on health. He also welcomed the proposal to 
elaborate programmes in collaboration with the food producing and processing industries. Referring to 
paragraph 2(9) of the draft resolution, he advocated the inclusion of health protection in the 
international food trade, inter alia, through the work of WTO. Some form of certification for food and 
food aid destined for the African countries was also needed. 

Mr GUILLEN (alternate to Dr Meloni, Peru) said that he would also like to table an amendment 
to the draft resolution contained in document EB 105/10 and offered to participate in the drafting 
group. 

Mr LIU Peilong (China) affirmed that his Government endorsed the Director-General's report 
and broadly supported the draft resolution. However, insufficient consideration had been given to the 
particular situation in developing countries, most of which still practised traditional agriculture and in 
which the food industry was still relatively small scale. Their technical capability in terms of food 
safety was still very weak and they were inexperienced in risk analysis. Developing countries 
therefore urgently needed technical support from WHO, encompassing data collection and assessment, 
as well as technical training. Because developing countries differed from developed countries in 
lifestyle and dietary patterns, international standard-setting and risk assessment should make use of 
data from developing countries, a consideration which should be reflected in the draft resolution. The 
same applied to the need for WHO to assume a more prominent role in ACC. He had a number of 
amendments to propose and would be willing to participate in the drafting group. 

Mr CHOWDHURY (India) commended WHO on trying to sensitize the Member States to the 
need for food safety standards and their strict enforcement. The need was greatest in the developing 
countries where the disease burden resulting from substandard food was far greater than in the 
developed countries. Nevertheless, the standards introduced through the Codex Alimentarius 
Commission should be moderate and necessary and be phased in over a period of time. The moment 
was not opportune for the Codex Alimentarius Commission and other trade organizations to introduce 
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food standards along the entire feed-food chain because of the different stages of development in 
different parts of the world. The role of WHO as an international agency should be to encourage 
harmonization of economic levels and play a proactive role in setting standards through the Codex 
Alimentarius Commission that protected the trading capability of developing countries. However, any 
country had the right to specify fairly rigorous standards for imports in order to safeguard the health of 
its population. Even if the developing countries wished to make the necessary adaptations quickly and 
enforce standards themselves, they lacked the technical knowledge and experience to formulate them. 
In that respect, WHO's commitment to provide active support, as laid down in the draft resolution, 
was laudable. He would use the opportunity provided by the drafting group to table some 
amendments. 

Dr VAN ETTEN (Netherlands) observed that in paragraph 25 of document EBlOS/10, it had 
rightly been emphasized that WHO would advocate the importance of food safety as a priority public 
health concern. However, that had two implications: that WHO would also advocate membership of 
the Codex Alimentarius Commission for the developing countries, and that it would develop capacity 
in those countries in order to achieve the goal of strengthening its own role in the Codex. That also 
depended upon continuing support for the main expert committees as laid down in paragraph 13. He 
considered that more attention should be given to the role of consumer education in nutrition 
education, and he had some amendments to table on that point. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) commended the joint 
work with FAO on food safety. He fully supported an integrated approach to reducing health risks 
throughout the food chain. Priority should be given to the work of the Codex Alimentarius 
Commission on the scientific aspects of public health. The lack of strategic scientific research on food 
safety lay at the root of the problems that had arisen in many countries over the past few years, such as 
contamination by dioxins, meat from animals with bovine spongiform encephalopathy or the safety 
aspects of genetically modified products, which had had international repercussions. The result was 
that national food safety regulations were put in place while at the same time constraints were placed 
on international trade. He expressed a wish to participate in the drafting group. 

Dr KARAM (Lebanon) said that WHO played an important role at national level by promoting 
the effective education of food handlers and the use of safety measures, including laboratory 
techniques, to ensure the safety of water and food. The main problem lay at the international level 
since unsafe food continued to reach consumers. That raised questions as to whether food-exporting 
Member States were abiding by ethical food safety measures and whether poorer countries that 
imported such food were capable of checking its safety. Unfortunately the answers were in the 
negative, since trade benefits often outweighed humanitarian considerations. WHO should go beyond 
the dissemination of information on foodborne hazards and provide timely advice to countries on all 
aspects offood safety. 

Dr AL-JABER (Qatar) welcomed the inclusion of food safety on the Board's agenda. It was of 
particular importance since so many countries depended heavily on imported foodstuffs. WHO must 
advise countries on ways of dealing with chemical pollutants in food and provide information on any 
pollutant in the feed-food chain that might affect food safety. Commercial firms should conduct 
exhaustive research before marketing animal feed. Countries should be assisted to set up laboratories 
to deal with future cases of contamination in cooperation with the Codex Alimentarius Commission. 
The practices of reprocessing, recycling and relabelling of foods, which occurred in some countries, 
should be stopped. Similarly, food should not be donated to any country after its consumption expiry 
date. 

Mr GEORGE (Cook Islands) welcomed WHO's achievements so far in the area of food safety 
and urged the Organization to expand its role by lending more support to the Codex Alimentarius 
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system, perhaps through the allocation of further budgetary resources. WHO should also, in 
collaboration with Member States, increase its efforts to collect data on the extent of food-related 
illnesses and of exposure to foodborne contaminants, in order to improve standard-setting. He 
requested WHO to expand training facilities and other technical assistance for national health officers 
dealing with food safety. 

Dr AL VIK (Norway) endorsed the statement made on behalf of the European Union. She too 
wished to participate in the drafting group to consider the draft resolution. She welcomed the Director
General's report and agreed that WHO should play a more active role in the Codex Alimentarius 
Commission. She also hoped that an ad hoc or more permanent microbiological risk assessment body 
could be established as soon as possible. Lastly, with reference to the problem of therapy-resistant 
microorganisms resulting from the use of antibiotics and growth promoters in animal production, she 
stressed the need for surveillance systems, for further research and for multisectoral cooperation at the 
global, regional and national levels. 

Professor MAMDABA (Central African Republic) said that the food safety situation in African 
countries was particularly difficult because they accepted food from all quarters yet had no laboratory 
facilities for monitoring quality. He was therefore grateful for the Director-General's offer of support 
to food-importing countries. The food products provided for Africa's many displaced persons and 
refugees were often supplied by multinational firms that were subject to no form of control. 
Certification that such products were not harmful should be issued at the point of production. The 
international community was still awaiting an assessment of the International Drinking Water Supply 
and Sanitation Decade, 1981-1990, yet waterborne diseases were rife in the tropics, particularly among 
children. Work should also be done on the problem of burying toxic industrial waste in African soil, 
which contaminated groundwater; measures should be taken to reduce the number of vessels bringing 
waste to Africa. Africa's agriculture was not chemical-based because there was so much fertile, 
uncultivated land. Africa had water and, above all, sun, so that chemical fertilizers were not needed. 
The questions raised by the Director-General should be addressed so that Africa was not left behind 
once agam. 

Dr CABRERA MARQUEZ (Guatemala) shared the concern of the previous speaker. In Latin 
America, water was the main transmitter of the agents responsible for the diarrhoea that was the 
principal cause of morbidity and mortality. Document EBlOS/10 made only one brief reference to 
microbiological hazards in water; WHO should make further efforts in that area. Lastly, mention 
should be made of the importance of breastfeeding as a means of reducing child morbidity and 
mortality. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that both lack of 
development and progress could increase food risks, and the problem was exacerbated by 
globalization. Developing countries might not always be aware of the dangers or have the means to 
combat them. WHO should play a greater role in food safety activities. It was the guarantor of good 
health and ethics in that area and should put forward measures to protect all countries, but particularly 
the most vulnerable. 

Dr YODA (Japan),1 speaking at the invitation of the CHAIRMAN, said that food safety, one of 
the most important aspects of public health confronting a government, required more integrated efforts 
than ever before, given changes in lifestyle that affected eating patterns, an ageing population and the 
emergence of new foodborne diseases. WHO should therefore cooperate with Member States more 
extensively and support the future directions outlined in document EBlOS/10. WHO should increase 
its role in the Codex Alimentarius Commission, having due regard to the provisions of paragraph 2(8) 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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of the draft resolution and reviewing its financial contributions in order to further the Commission's 
work, particularly on public health aspects of food safety. He urged the Director-General to examine 
the working relationship between WHO and FAO which had been discussed at the "Conference on 
International Food Trade Beyond 2000: Science-based Decisions, Harmonization, Equivalence and 
Mutual Recognition", organized by FAO in collaboration with WHO and WTO in October 1999. 
Finally, while he fully endorsed the need for further collaboration with FAO on food safety matters, it 
should take place with a clear understanding of the role of each organization; there should be no 
duplication of work. 

Mr DE HAEN (FAO) said that, since the goal of food quality programmes was to provide safe 
and acceptable food to the consumer, the goals of food quality and food safety programmes were 
inextricably linked. Indeed, the 1996 Rome Declaration on World Food Security had reaffirmed the 
right of every person to access to safe and nutritious food. FAO and WHO both had mandates in that 
area, and collaboration between the two had been exemplary both in its continuity and in its depth of 
coverage, above all through the Codex Alimentarius Commission. Within FAO, the Commission had 
been protected from the budgetary constraints applied to other programmes. Under the terms of the 
long-standing agreement between the two organizations, funding of the Commission was shared, 75% 
coming from FAO and 25% from WHO. Additional resources from its regular programme budget had 
brought F AO's overall contribution to just over 80%. 

Recent food safety incidents in some countries had had a secondary effect on others, 
demonstrating the international dimension of food quality problems. Rapid information was essential 
in such situations, and FAO and WHO concurred on the need to establish an international alert system 
for rapid dissemination of reliable information and advice to governments and the public on the nature 
of the crisis and the appropriate response. The provisions for notification contained in the Codex code 
of ethics for international trade in food provided a basis for such an initiative. Significant advances 
had been made in providing adequate amounts of good-quality, safe and acceptable food to more 
people than ever before, owing to the diligent work of control authorities and food industries in 
countries around the world. There remained severe problems, however, especially in many developing 
countries. FAO and WHO could therefore jointly assist Member countries to establish still closer 
cooperation between food agencies and health agencies at national level. 

At the international level, the importance of science-based decisions on matters relating to 
sanitary and phytosanitary measures had attracted increased interest in the work of the joint 
FAO/WHO expert bodies. There was, however, a need for increased transparency in the selection of 
experts and for obtaining the best expertise available, while respecting regional representation. A 
wider range of emerging issues also needed to be addressed, such as assessment of the risks posed by 
microbiological contaminants, the evaluation of food produced through biotechnology, and the 
question of antimicrobial resistance as it affected food and animal feed and its consequences for the 
safety of animal products. Such matters should be addressed by the standing bodies in a coordinated 
and cost-effective manner; it was not always the best response to set up ad hoc groups within standing 
committees. FAO therefore proposed that both organizations should review their existing institutional 
structures. He reaffirmed F AO's commitment to continued cooperation with WHO and its 
appreciation of the fact that WHO was considering strengthening its contribution to the Codex 
programme. 

Mr BILLY (Codex Alimentarius Commission), speaking at the invitation of the CHAIRMAN, 
welcomed the Director-General's report, which embraced many of the recommendations arising from 
the Conference on International Food Trade Beyond 2000 referred to by Or Yoda. It also included 
many of the initiatives that were essential to ensure that the Codex process was transparent and 
science-based. 

WHO should assert its leadership position in food safety by strengthening its support for 
international food safety systems and for the development of standards to protect consumers, 
strengthening the food safety capacities of national governments, increasing monitoring of occurrences 
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of foodborne illness at regional and national levels, strengthening the science base for making food 
safety decisions, and by providing increased support for technical and scientific training in food safety. 
Secondly, it should, as a matter of urgency, engage in a systematic long-term planning process to 
address food safety issues in order to provide the basis for the allocation of the increased funds and 
personnel needed to carry out WHO initiatives in food safety, as well as its participation in Codex. 
Thirdly, WHO should increase its participation in the Codex Alimentarius Commission. At its twenty
third session, the Commission had established an ad hoc task force on foods derived from 
biotechnology and another task force on animal feeding, and had also noted the need for a separate 
joint expert advisory body on microbiological food safety risks. Those efforts would certainly require 
additional expertise and commensurate funding by WHO. In addition, if Codex was to conduct its 
work in a timely manner, it would be necessary to convene the existing joint bodies on a more 
frequent basis or for longer periods, which would again require more funding and technical support 
staff. Finally, there was need for increased transparency in the work of the joint expert advisory 
bodies, work which was now being used more widely to establish international and national food 
safety standards and which was therefore becoming subject to increased scrutiny. The work would be 
greatly facilitated if the results of meetings could be made available sooner, and if the pool of experts 
serving on the committees could be increased. In addition, WHO should increase training in risk 
communication on a global basis as a means of building consumer understanding and confidence, 
which would ultimately lead to an improvement in food safety practices. 

Mr EDW ARDS (Consumers International), speaking at the invitation of the CHAIRMAN, said 
that the organization he represented was one of the most active nongovernmental organizations in the 
work of the Codex and in work on food safety issues generally. He supported calls for increased WHO 
support for the Commission as there were many new demands on the Codex system. Moreover, food 
standards were now being used as the reference point for trade disputes under the WTO regime so that 
there was a need to reinforce their public health aspects and also to balance producer and trade 
interests in standard-setting processes. He agreed that the scientific basis of Codex decisions should be 
strengthened by expanding and improving the joint WHO/FAO expert advisory system. 

He would urge that progress be made as rapidly as possible on four key points. First, there 
should be more collaboration with national governments in expanding and improving the collection of 
regional and national data on the extent of food-related illness, exposure to foodborne contaminants 
and other scientific information essential to creating sound food standards. Secondly, the training of 
national health officials should be expanded so that their participation in the work of Codex could be 
increased both in quantity and in quality. Thirdly, more resources should be provided for developing 
the scientific basis of Codex standards and for improving the operating procedures of the joint expert 
advisory bodies, in particular by establishing a joint expert body on microbiological food safety risks, 
and ensuring the provision of more expert advice on technology-related food safety issues. If that need 
was to be met, there should be a wide pool of experts available to serve on joint advisory bodies, and 
the openness and transparency of the advisory process should be improved. Fourthly, increased 
financing from WHO would be helpful, in particular, for the proposed new task forces on foods 
produced by biotechnology and on animal feeding practices. 

In conclusion, he urged the scientific advisory bodies to encourage the participation in their 
work of nongovernmental organizations at national, regional and international levels. 

Professor VON SCHOTHORST (Industry Council for Development), speaking at the invitation 
of the CHAIRMAN, said that the Council he represented had had a long and fruitful partnership with 
WHO in the area of food safety. Together they had developed the training manuals for application of 
the Hazard Analysis and Critical Control Point system and · other food safety-related skills for 
nutritionists and health workers referred to in paragraph 15 of the Director-General's report. Food 
safety training programmes had been conducted throughout south-east Asia, and further programmes 
were planned. The material would also be used during 2000 by PAHO. The partnership approach was 
essential if training programmes were to be successful and self-sustaining: the Council's activities in 
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south-east Asia could not have succeeded without the continuing involvement of WHO, both at 
headquarters and locally. He hoped that the Organization and its Member States would continue to 
make use ofthe expertise offered by the private sector in the area of food safety. 

Professor PECHERE (International Society of Chemotherapy), speaking at the invitation of the 
CHAIRMAN, said that the world was facing a serious crisis as a result of the loss of effectiveness of 
antibiotics in treating diseases in humans owing to increasing bacterial resistance. Moreover, scientific 
evidence had shown a clear link between consumption of antibiotics and resistance, meaning that the 
more they were used, the less effective they were. Half of the many tonnes of antibiotics used 
worldwide were for non-human applications, such as in veterinary uses, growth stimulation, 
aquaculture, fruit spraying, cleaning of oil pipelines and paint for naval vessels. In the European 
Union, 25 mg of antibiotics were used as growth stimulants for every kilogram of meat produced, and 
the proportion was likely to be higher in parts of the world where there were fewer controls. However, 
the economic effectiveness of growth stimulants was now being called into question, and it was 
noteworthy that in Sweden and Denmark the ban imposed on them had not had any negative economic 
impact. He was pleased to see that WHO was now aware of the problems, and he offered it the 
Society's full collaboration. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the 
CHAIRMAN, said that the key activities under the integrated food safety initiative listed in paragraph 
30 of the Director-General's report were of great value, particularly in view of the globalization of the 
food trade; contamination of a single source could now lead to serious health and economic 
consequences in many parts of the world. However, no mention had been made of other sources of 
food contamination such as catering, home production and handling at home of food for family 
consumption; nor had mention been made of the role of women and women's nongovernmental 
organizations in helping to raise awareness and exert pressure on governments. She proposed that the 
agenda for the future should include three further activities: to issue advice to Member States on 
developing courses and guidelines for caterers and small-scale food producers; to continue to produce 
simple information for the public on food safety, including the rudiments of hygiene; and to make that 
information available to international nongovernmental organizations. 

Mrs SINGH (Executive Director), responding to members' comments, said that, as stated 
previously by the Director-General, a portion of identified efficiency savings was to be channelled to 
food safety as one of seven top priorities. WHO was grateful that several Member States were already 
making substantial contributions to its activities in that area, and had indicated that their support would 
continue. That would help the Organization not only to fulfil its obligations to international bodies 
such as the Codex Alimentarius Commission, but also to take on the new challenges in microbiology, 
biotechnology and other areas. 

She agreed that microbiological risk assessment should be developed further. New methods for 
combining available data should be extended to developing countries, so that they could define risks 
and at the same time outline the most efficient measures for intervention. Two consultations on the 
subject, as well as a consultation on strategic planning, were to be held in the course of the year. She 
also agreed that public concern about the safety of new technologies, such as biotechnology, needed to 
be addressed openly, and that methods for assessing and evaluating the health impact of genetically 
modified food needed to be improved. The way in which such methods were harmonized 
internationally was important, since the technology was transnational in nature. She assured the Board 
that WHO was working to address those issues. 

Dr SCHLUNDT (Food safety) said that the increase in foodborne disease was evidence that 
current food safety systems in many countries had not been able to control all the hazards that could 
arise. Moreover, the disease burden was highest in developing countries. Future activities must be 
based on sound evidence and adequate risk assessments, and targets for foodborne disease reduction 
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should be set at national, regional and international levels. WHO should learn from past mistakes and 
communicate food safety information to the public in a clear and understandable form and with greater 
openness, in particular in the area of biotechnology. WHO was continuing its initiatives on 
antimicrobial resistance, laboratory-based surveillance systems to cover food production from farm to 
table, and waterborne diseases. Characterization of hazards in food and water involved some of the 
same processes, and the two would be dealt with together in future work in that area, including 
meetings on microbiological risk assessment. 

The CHAIRMAN suggested that a drafting group should be established under the chairmanship 
of Professor Girard to consider the proposed amendments to the draft resolution. 

It was so agreed. 

(For adoption of the resolution, see the summary record of the ninth session, section 2.) 

The meeting rose at 13:00. 



FOURTH MEETING 

Tuesday, 25 January 2000, at 14:30 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

The meeting was held in private from 14:30 to 15:10 and resumed in public session at 15:20. 

1. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda 

Appointment of the Regional Directors for Africa and Europe: Item 7.1 of the Agenda 
(Documents EB105/18 and EB105/19) 

Mrs ABEL (Rapporteur) read out the following resolution adopted by the Board in private 
session.1 

The Executive Board, 
Considering the provisions of Article 52 of the Constitution of WHO; 
Considering the nomination made by the Regional Committee for Africa at its forty-ninth 

sesswn, 

1. REAPPOINTS Dr Ebrahim Malick Samba as Regional Director for Africa as from 
1 February 2000; 

2. AUTHORIZES the Director-General to issue to Dr Ebrahim Malick Samba a contract for 
a period of five years from 1 February 2000 subject to the provisions of the Staff Regulations 
and Staff Rules. 

The CHAIRMAN congratulated Dr Samba on his reappointment. 

Dr SAMBA (Regional Director for Africa) said that he was honoured to be reappointed as 
Regional Director for Africa and expressed his gratitude to his own Head of State and others who had 
given him the opportunity of a second mandate. He also thanked the members of the Executive Board 
for the confidence they had shown in him. On taking office in 1995, he had set himself five main 
goals. The first, to achieve harmony between the Regional Office and WHO headquarters, had been 
attained, thanks largely to the Director-General. The second goal, of greater cooperation with partners 
in the United Nations system and with multilateral, bilateral and nongovemmental organizations, had 
also been achieved, resulting in a significant increase in extrabudgetary funding. The task of 
improving management and staff morale in the Regional Office for Africa could have been achieved 
but for the outbreak of civil strife in Brazzaville in 1997, which had forced the Regional Office to 
relocate to Harare, thereby seriously hampering its work. Notwithstanding that and the civil strife that 
pervaded much of the African continent, cooperation with WHO headquarters and with partners had 
ensured good progress in the eradication of poliomyelitis, even in countries in which there was civil 
war, and in the eradication of guinea-worm disease and leprosy. Onchocerciasis was no longer a 
problem in West Africa, and an African initiative on malaria had been launched within the Roll Back 

1 Resolution EB105.Rl. 
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Malaria strategy. He was greatly encouraged by the commitment shown to combating the scourge of 
HIV I AIDS. He hoped by the end of his mandate to have facilitated the task of his successors by 
leaving a long-term strategic plan and budget for Africa. 

Mrs ABEL (Rapporteur) read out the following resolution adopted by the Board in private 
. I sesswn. 

The Executive Board, 
Considering the provisions of Article 52 ofthe Constitution of WHO; 
Considering the nomination made by the Regional Committee for Europe at its forty

ninth session, 

1. APPOINTS Dr Marc Danzon as Regional Director for Europe as from 1 February 2000; 

2. AUTHORIZES the Director-General to issue to Dr Marc Danzon a contract for a period 
of five years from 1 February 2000 subject to the provisions of the Staff Regulations and Staff 
Rules. 

The CHAIRMAN congratulated Dr Danzon on his appointment. 

At the invitation of the CHAIRMAN, Dr Marc Danzon took the oath of office contained in 
Staff Regulation 1.10 and signed his contract. 

Dr DANZON (Regional Director elect for Europe) said that his appointment was indeed a 
wonderful way to start the new millennium. He hoped that the twenty-first century would be one in 
which human intelligence would use scientific and technological achievements for the well-being of 
mankind, but he feared ill use of that progress. He would do his utmost to take up the challenge within 
a great organization, which, like the Director-General, he wished to see united in its diversity and 
working for its Member States and the health of people in the European Region and the world as a 
whole. 

Professor ZEL TNER (Switzerland) congratulated the two Regional Directors on behalf of the 
members of the Executive Board, wishing them every success in their work to improve health for the 
peoples of the regions concerned and the world. He assured the Regional Director elect for Europe that 
the Member States of the European Region would do everything in their power to support him in his 
challenging, sometimes difficult, but rewarding task. He also wished to thank the retiring Regional 
Director, Dr Asvall, who had guided the European Region through a period marked by historic 
changes and major new health threats. During his 15 years in office, he had been an outstanding public 
health leader, showing unlimited devotion, vision and courage. Dr Asvall had every reason to be proud 
of his achievements. Professor Zeltner invited the Board to consider the following draft resolution of 
appreciation. 

The Executive Board, 
Desiring, on the occasion of the retirement of Dr J .E. Asvall as Regional Director for 

Europe, to express its appreciation of his services to the World Health Organization; 
Mindful of his lifelong devotion to the cause of international health, and recalling 

especially his 15 years of service as Regional Director for Europe, 

1. EXPRESSES its profound gratitude and appreciation to Dr J.E. Asvall for his invaluable 
contribution to the work of WHO; 

1 Resolution EB105.R2. 
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2. ADDRESSES to him on this occasion its sincere good wishes for many further years of 
service to humanity. 

Dr FEREIRA MEDINA (Cape Verde) congratulated Dr Samba on his reappointment as 
Regional Director for Africa on behalf of all Member States of the Region, recalling that he had been 
nominated by an overwhelming majority. It was a good time for the Organization: since the election of 
Dr Brundtland as Director-General, a dynamic spirit and new strategies had become apparent which 
had improved the health situation in the countries of Africa. WHO was now back on the right track, 
and he encouraged Dr Samba to continue the good work he had done so far. He extended his best 
wishes to Dr Danzon. 

The draft resolution was endorsed by Dr FETISOV (Russian Federation), Mr VOIGTLANDER 
(Germany), Dr AL-JABER (Qatar) and Dr ALVIK (Norway), who also paid tribute to the outstanding 
contributions that Dr Asvall had made to the work of the Organization. 

The resolution was adopted by acclamation.1 

Dr ASV ALL (Regional Director for Europe) said that he was touched and honoured by the 
expressions of appreciation. Most of all, however, he was grateful to the Executive Board for having 
made it possible for him to spend 27 years in the service of the Organization. Like so many of his 
colleagues, he had seen working with WHO not as a job but as a unique opportunity to spend most of 
his professional life fighting for an ideal, striving to make a dream come true. WHO was not just 
programmes and actions, worthwhile as they might be. What set it apart from other organizations was 
that its programmes and activities were firmly anchored to basic human values given shape and form 
by the broad, integrating, deeply inspiring vision that was health for all. Without such dreams and 
vision, there could be no true inspiration to fight the many forces that pushed for simplistic, 
economics-based solutions for health development, no mobilization of societies for health 
development and no real WHO. The members of the Executive Board had the unique task of casting 
off the narrow interests of their own countries and coming together as solid defenders of WHO's 
ideals, which they shared with the Director-General and other staff of the Organization. He thanked 
the members for their longstanding cooperation and wished them courage and determination in their 
future work. 

The CHAIRMAN, speaking as the representative of Oman and on behalf of the Executive 
Board, wished Dr Asvall a happy retirement. 

The DIRECTOR-GENERAL congratulated Dr Samba and looked forward to continued close 
collaboration with him, both in the Global Cabinet and in dealing with the many challenges in the 
African Region. She also congratulated Dr Danzon and welcomed him back to WHO; she looked 
forward to working with him in a region that had undergone many changes in recent years and that had 
presented new challenges. She paid tribute to Dr Asvall, who had first joined WHO over 40 years 
previously as a malaria specialist; after a career in public health in Norway for some years, he had 
rejoined WHO in the European Region and worked there for 24 years, including 15 years as Regional 
Director. She expressed warm appreciation for his able, dedicated leadership. He had been able to 
translate WHO's global policies and strategies into meaningful directions and had been an efficient 
ambassador of Health for All throughout the European Region. In the early 1990s, in the aftermath of 
the Cold War, he had restructured the Regional Office with very limited funding to address the new 
challenges facing it, thereby enabling WHO to provide advice and assistance to its many new 
Members in the newly independent States of the former USSR, thus affecting the health of millions. 

1 Resolution EB105.R3. 
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He had conveyed a sense of solidarity in health that was crucial to WHO. She thanked him on behalf 
of the Organization. 

(For continuation, see the summary record at the sixth meeting, section 4). 

2. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued from the third 
meeting, section 2) 

WHO framework convention on tobacco control: Item 3.2 of the Agenda (Documents EBI05/II 
and EBIOS/37) 

Or LEPPO (Finland), 1 speaking as Chairman of the working group on the WHO framework 
convention on tobacco control, recalled that in May I999 the Health Assembly had adopted resolution 
WHA52.I8, which established the mechanisms for preparation of the framework convention: the first 
stage was to be carried out by a working group, to be followed by a negotiation phase. He further 
recalled that the convention represented the first use by WHO of its constitutional mandate to prepare 
a legally binding international instrument. By its nature, the working group was a subsidiary of the 
World Health Assembly. The working group meeting had been attended by economically integrated 
groups and representatives of II4 Member States, covering 93% of the world population, and by 
representatives of a number of United Nations bodies, other intergovernmental organizations, 
observers and nongovernmental organizations. 

The group had worked constructively to propose draft elements for the convention. It had 
discussed the objectives, principles, obligations, institutions and law-making mechanisms as well as 
implementation. It had received thorough technical briefings and useful documentation from WHO. 
The report contained in document EB I 05111 covered all of the aspects discussed, indicating the degree 
of consensus achieved. The only disagreement had been on whether a further meeting of the group 
was necessary, but a short meeting had been decided upon, to be held in late March. Meanwhile, the 
bureau of the working group and WHO staff would further elaborate the proposed draft elements of 
the convention and possible protocols and prepare a draft text for consideration by the Health 
Assembly and the subsequent intergovernmental negotiating body. The work of the group had begun 
smoothly and been successful, and he was confident that it could finalize the preparatory work in 
March and report to the Assembly in May 2000 with a pre-negotiation document. 

Mrs JEAN (Canada) said that the group's first meeting had shown Member States' support for 
the mechanisms for preparation of the framework convention. Its success had been due largely to the 
excellence of the preparatory documents provided by WHO. She hoped the second meeting would 
maintain the same spirit and that more nongovernmental organizations would be invited to participate 
in the process. She reported that the Canadian Minister for Health had recently announced an 
amendment to the Canadian health regulations on cigarette packaging. When it entered into force, the 
warnings would be accompanied by arresting colour pictures or photographs of the damage caused to 
the heart, lungs and gums, in addition to information on the diseases caused by tobacco and on 
smoking cessation methods. The new warnings would cover half the surface of cigarette packets. 
Research had shown that images had a greater effect, particularly on young people, than written 
warnings. 

Dr ALVIK (Norway) commended the report of the first meeting and the chairmanship of 
Or Leppo. She noted that fruitful cooperation appeared to have been established between the Tobacco 
Free Initiative and the working group, and she hoped that as many Member States as possible would 

1 Government representative attending by virtue of Rule 3 of the Rules of Procedure. 
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participate in the working group's next meeting and the subsequent process. She emphasized the 
importance of creating a strong framework convention that committed all parties. 

The convention might be weak if it directed some of the difficult issues mentioned in the 
working group's report to future protocols. Norway was to host a meeting of experts to examine the 
specifics of tobacco product regulation, which might be the subject of a separate protocol, and other 
countries were hosting similar meetings. It was important not to lose the momentum created in 
developing the convention itself, and the working group should lay the foundations for parallel 
negotiating processes for protocols on clearly defined topics at the same time as negotiation of the 
convention. The first meeting report listed 14 topics that could be developed into protocols. She asked 
the working group to give a realistic opinion regarding which should be negotiated first. She was 
aware that several countries had already established interministerial negotiating committees It was 
important for the process as a whole that developments took place at national level, and the 
establishment of multisectoral negotiating committees in Member States should be encouraged. 

Professor ALl (Bangladesh), noting that his country had supported the first Cabinet project on 
the Tobacco Free Initiative, said that he was pleased with the progress achieved and the efforts made 
by WHO. In Bangladesh, civil society had conducted a vigorous campaign against the incursion of a 
certain brand of cigarettes, which indicated the need to involve it in meetings and seminars on the 
issue. He further suggested that lawyers in developing countries should be trained and invited to attend 
working group meetings to elaborate the framework convention. A conference on legal aspects of 
global tobacco control organized recently in New Delhi by the Tobacco Free Initiative had highlighted 
the need for intensified campaigns against tobacco in the South-East Asia Region. The Director
General had lit a so-called anti-tobacco flame, comparable to the Olympic flame, in New Delhi at the 
beginning of the year to draw attention to the problem throughout the Region. A number of public 
functions in that connection would be held with interministerial participation, proving the commitment 
of his Government. The decision of the South-East Asia Region to choose ''tobacco or health" as the 
theme of technical discussions in September had also created an awareness in society of the harm 
caused by tobacco. He looked forward to participating in the negotiating process for early conclusion 
of the proposed framework convention, and would request inclusion in the final draft of mention of the 
financially disadvantaged section of the population. 

Mr DEBRUS (Germany) said that preparation of the convention was of the utmost importance 
and deserved the commitment not only of WHO but of every Member State. The work had so far 
proceeded well, largely owing to the documentation provided. He noted that any further information 
on the topic from WHO or from international institutions working closely with WHO would be 
welcome. 

Or NOVOTNY (United States of America) commended WHO for its leadership in the 
development of the global framework convention. He stated his unequivocal, strong support for the 
negotiating process. His country emphasized the need for an inclusive approach to building support for 
the framework convention at country level, which meant that all concerned parties and sectors should 
provide input, analysis and direction for their delegations. In his view, the overall objective of a 
framework convention on tobacco control was to help Member States to promote policies to reduce 
tobacco consumption and improve public health outcomes. Issues that he considered to be of particular 
importance included the protection of children, support for national prevention and treatment 
strategies, increases in the price of tobacco products, restrictions on advertising that appealed 
particularly to children, protection of non-smokers from environmental tobacco smoke, support for 
economic policies that considered the needs of tobacco-dependent communities, support for 
international cooperation and information-sharing, support for controls on smuggling, respect for 
domestic law and international obligations, avoidance of extraterritorial application of the law, 
avoidance of discriminatory application, support for diplomatic resolution of disputes and support for 
customary treaty processes. He applauded WHO's efforts to formalize the framework convention and 
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to develop a dynamic, far-reaching anti-tobacco programme within its Tobacco Free Initiative. He 
looked forward to the next working group meeting and to further dialogue with WHO and Member 
States at other conferences on related topics. 

Dr AL-JABER (Qatar) said that his country supported the framework convention and hoped that 
it would be brought into force as soon as possible. He pointed out that commercial firms had been 
using the Internet and other information media to advertise their products in certain regions in order to 
encourage young people under the age of 18 to start smoking. He was grateful for the clarifications 
that had been given, in particular in paragraph 26 of document EB 105/11. 

Mr CHOWDHURY (India) also commended the progress achieved by the working group. The 
report indicated, however, that the framework convention was to contain protocols on several 
important subjects relating to tobacco control. In his view that would be inadvisable. The framework 
convention could set out the broad directions for changes to legislation, but it should be left to 
individual countries to formulate or amend their own legislation. Furthermore, some countries might 
find it difficult to agree to a precise, rigid formulation of sensitive subjects in the form of a protocoL 
Although some of the protocols might be linked to the convention, an attempt to attach a wide range of 
subjects might limit the number of signatories. Some of the subjects listed for protocols covered areas 
in which many countries already had substantive legislation, for example, on tobacco price and tax 
policy, smuggling of tobacco products and agricultural policies. It would be best to avoid creating the 
wrong impression that an international protocol was intruding on an area in which there was domestic 
legislation. 

Tobacco production was a multisectoral economic area. In a country such as his, any substantial 
success in reducing tobacco consumption and production would have to be linked with parallel efforts 
to find alternative livelihoods for the people engaged in production. Although he understood that the 
Tobacco Free Initiative was a long process and at present might succeed only in flattening the curve of 
consumption, if progress was to be made in many countries, programmes were needed to divert people 
from livelihoods connected with tobacco to other income-producing activities. For that, specific funds 
would have to be earmarked. The framework convention itself might be associated with an 
international fund for that purpose, to which the countries that exported tobacco products might 
contribute. Then, in a parallel action, legislative measures could be introduced to reduce the demand 
for tobacco. 

Dr MBAIONG (Chad) said that nicotine addiction was a scourge in many countries, particularly 
in Africa where the majority of smokers were young people. Tobacco addiction was a serious public 
health problem, not simply as the cause of many illnesses such as cardiovascular disease and lung 
cancer, but also because it produced high death rates and harmed the moral and intellectual 
development of young children. Tobacco also exerted a highly negative effect on the budgets of some 
families. It was therefore vitally important to support the efforts to establish a framework convention. 

Mr LIU Peilong (China) was pleased to note that the work on formulating the framework 
convention had stimulated efforts in many countries. His Government had sent three ministers to 
participate in the first meeting of the working group, and China's Commission on Economics and 
Trade had held several meetings which had been attended by representatives from various ministries, 
leading to the formation of a national coordination committee. It had become clear that the very 
process of formulating the convention served as a political instrument capable of raising awareness 
worldwide. China looked forward to participating in the second meeting of the working group and 
trusted that WHO would provide the necessary information in good time. It also hoped to have 
sufficient time to prepare fully for the first meeting of the intergovernmental negotiating body. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) also welcomed the 
outcome of the working group's first meeting. The Ministry of Health in his country was mounting a 
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major campaign to inform large sections of the population about the medical effects of smoking. 
Unfortunately, smoking was so prevalent among Russians that it remained a major risk factor. He 
welcomed the efforts to mobilize investment in tobacco control and supported the idea of signing a 
draft convention within a time-frame that was not conditional upon the signing of its additional 
protocols. The only way to control smoking was to achieve a compromise with the international 
monopolies that produced and distributed tobacco products. His country also wished to participate in 
the second meeting of the working group and the work ofthe intergovernmental negotiating body. 

Mr DE SILV A (Sri Lanka) said he was pleased to note that the Tobacco Free Initiative had 
gathered considerable momentum over the past few months and that both Member States and 
nongovernmental organizations were taking an interest. The fact that work designed to have an impact 
at the global level was being coordinated in Geneva would enhance its effect in developing countries. 
Sri Lanka had already implemented some of the suggestions in the Director-General's report, 
examples being the inclusion of the subject of tobacco control in school curricula and the institution of 
a ban on smoking in all Government buildings. While initiatives were being taken at the global level, 
it should not be forgotten that the tobacco industry was constantly shifting its position. Although many 
companies had admitted that tobacco was harmful, according to a number of press reports they 
intended to produce a cigarette that was supposedly not harmful. WHO must be fully prepared to 
counter all efforts by the tobacco industry to undermine its work. He proposed that another expert 
working group be set up to address such issues. 

Mr RODRIGUEZ-CUADROS (alternate to Dr Meloni, Peru), expressed support for the views 
of previous speakers concerning the importance of the anti-tobacco measures and especially the 
current move to establish standards through international instruments to curb the use of tobacco. 
Appreciable progress had been made by the working group on the WHO framework convention on 
tobacco control, particularly concerning the legal aspects of the problem. A degree of consensus had 
been reached on the general legal framework for the convention and the proposed structure upon 
which the subsequent negotiations could be based. The discussions had already covered a number of 
draft elements of the convention, including the preamble, objectives, principles and definitions, before 
moving on to operative aspects including obligations of States and institutions, national 
implementation mechanisms, standardization procedures and a series of final clauses, all of which 
should give a much clearer view of the scope of the instrument to be negotiated. Agreement would be 
easier to reach in some areas than in others where more complicated negotiations would be required. 
Complex issues were involved, such as the question of obligations and the impact on agriculture. 
Although there was a unanimous desire to see a reduction in the use of tobacco on account of its 
harmful effects on public health, other implications such as those on agricultural policies and the right 
to work had to be taken into account. The complexity of the issues at stake should not, however, be an 
obstacle to achieving the desired framework convention. He was in favour of developing the standard
setting process gradually through the adoption of specific protocols, and of holding simultaneous 
negotiations on the framework convention and on the protocols. He reiterated his Government's 
political commitment to that process, to which it attached great importance. 

Professor ZEL TNER (Switzerland), speaking in his capacity as Chairman of the independent 
expert committee appointed by the Director-General to examine whether the tobacco industry had 
exercised undue influence over United Nations system-wide tobacco control efforts, explained that the 
committee comprised himself, Dr Martiny of Transparency International (Germany), nominated by the 
World Bank, and Dr Kessler, Dean of Yale University's School of Public Health. Together with a 
group of project managers and some researchers, the committee had been scrutinizing publicly 
available documents on the Internet in an effort to determine the extent of their influence on the 
tobacco control policies of United Nations agencies, particularly WHO. The committee planned to 
submit a report to the Director-General in time for the World Health Assembly in May 2000, so that 
she or the committee would be in a position to inform the Board of any substantive findings. Speaking 
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in his personal capacity, he requested further information on the terms of reference and composition of 
the Policy/Strategy Advisory Committee on the Tobacco Free Initiative established in January 1999, 
referred to in the Director-General's report. 

Mrs TAPAKOUDE (adviser to Dr Komodikis, Cyprus), after commending the working group 
on its efforts to date, described WHO's decision to draft a convention on tobacco control as an historic 
point in its struggle against smoking. The convention was expected to regulate particularly forcefully 
in areas such as marketing and taxation. She reminded the Board of the importance of drawing on the 
experience of countries that had already managed to reduce smoking levels among their populations. 
Countries should learn from one another; such achievements could be more vivid and tangible than 
conventions. Both elements should be utilized in working to benefit the health of the people. 

Dr THIERS (Belgium), referring to the working group's report (document EBIOS/11), 
considered that it was regrettable that the question of passive smoking as a source of indoor pollution 
had been neglected. Paragraph 20 stated simply that "Some concern was expressed about reference to 
creation of rights such as 'the right to a smoke-free environment"', while paragraph 28 stated only that 
"Attention should also be given to protection from environmental tobacco smoke". The Director
General's report had touched on the matter only lightly. 

Mrs ABEL (Vanuatu), speaking on behalf of her Government and the Pacific Island countries 
and territories, commended the Director-General on her initial report. With reference to the regional 
workshop for focal points in the Western Pacific Region, mentioned in paragraph 15 of document 
EBIOS/37, she appealed to WHO to support further ministries of health in developing their own 
tobacco free initiative framework at country level, using the already established global framework as a 
basis. 

Dr FEREIRA MEDINA (Cape Verde) said that his country fully supported all the measures 
taken to date in the context ofthe Tobacco Free Initiative. In 1994, Cape Verde had adopted a number 
of anti-tobacco measures, examples of which were a ban on all tobacco advertising and prohibition of 
cigarette sales to minors under 18 years of age. More recently, a special tax on tobacco had been 
introduced, with the revenue going directly into the health and education budget. All such measures 
had been well received. 

Professor BAMBA (Cote d'Ivoire), referring to paragraph 4 of document EBIOS/37, asked 
about the composition of the international panel of lawyers being drawn up to offer technical support 
to Member States in connection with the Tobacco Free Initiative. Likewise, referring to paragraph 7, 
he asked in which 11 countries the Global Youth Tobacco Survey had been implemented and which 
were the 36 countries to which the survey would be extended. 

Dr YACH (Project Manager) responded to the interest expressed by many Member States on 
linking the convention process directly to the issues of building national capacity, strengthening 
national action and strengthening media capacity at the national level. Several countries had already 
taken important initiatives, notable examples being the enlarged warnings to go on Canadian cigarette 
packets and the Cape Verde Government's use of excise tax to promote health and education. 

With regard to the two points on the panel of international lawyers and the Global Youth 
Tobacco Survey raised by Professor Bamba, that information, he said, would be provided at the end of 
the meeting. 

Turning to the question of national preparations, he said that the multisectoral, multi-agency 
national coordination committee mentioned by Mr Liu Peilong could well serve as a model for other 
countries. In the light of comments made at the international conference on global tobacco control law 
held in New Delhi earlier in the month, it was intended shortly to circulate to all country 
representatives a document containing information for building national structures capable of moving 
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the convention process ahead in a way that allowed nongovernmental organizations to participate fully 
and all concerned parties to be fully consulted. The main issue was how to develop a coherent national 
tobacco control policy, however difficult the negotiating process. That process would involve ensuring 
that demand reduction took precedence over some of the sensitive, longer-term issues. 

The draft framework convention was under preparation for discussion at the March meeting of 
the working group. Outlines of three potential protocols dealing with smuggling, advertising and the 
treatment of tobacco dependence were also being drafted, those three issues having been selected from 
the list of 14 presented in paragraph 78 of the working group's report (document EB105/11). In 
response to Dr Thiers' comments, it should be noted that, because of its importance, protection from 
environmental tobacco smoke was included on the list of potential protocols. Many of the elements on 
that list might well be adopted in the main convention since, as Mr Chowdhury had pointed out, 
considerable political and scientific consensus already existed on what needed to be done. The main 
considerations involved in establishing set protocols were whether they would require separate 
administrative or legal structures, and whether sufficient scientific and political consensus existed to 
take action. A high level of scientific and political consensus already existed on many of the issues. 
An area requiring particular attention was product modification, which would be discussed at a 
forthcoming conference on "Advancing knowledge on regulating tobacco products" in Oslo. 

With regard to some of the supply issues raised, he recommended examination of the World 
Bank report Curbing the epidemic: governments and the economics of tobacco control, which outlined 
very clearly the need and rationale for focusing on demand-related measures. The only supply measure 
requiring specific attention was that in relation to smuggling. 

WHO recognized that there were political and strategic reasons for addressing rapidly the 
legitimate concerns of people employed in tobacco farming. With that in mind, it had begun 
discussions with FAO, which intended to produce a major report on the matter during the next year. 
Considerable international research had also been carried out in that area, initially by the International 
Development Research Centre in Canada. WHO was also engaged in discussions with the 
international unions representing farming interests, which it hoped would lead eventually to consensus 
or agreement between the public health community and tobacco farmers on their shared long-term 
concerns relating to health improvement and the economy. 

As to comments in the press made by the tobacco industry, WHO fully understood the need for 
greater vigilance. Dramatic changes were occurring in the industry, brought about partly by litigation, 
partly by action taken by Member States at national level, and partly by the growing consensus on the 
need to act vigorously. As the changes would inevitably result in new action by the tobacco 
companies, it was important that all those involved in the Tobacco Free Initiative should speak with 
one voice when approached for comments on safety and on supposedly less harmful products. Claims 
in support of the latter were sure to come thick and fast in the next few years. Again, such matters 
would be addressed substantively for the first time at the Oslo meeting. 

Finally, with regard to the question raised by Professor Zeltner, the Policy/Strategy Advisory 
Committee was chaired by Dr Judith Mackay and its membership included representatives from the 
United Nations system, governments and nongovernmental organizations, in particular UNICEF, the 
International Monetary Fund, the World Bank, the World Medical Association, the International 
Network of Women Against Tobacco, the World Self-Medication Industry, the United Nations 
Foundation, the International Coalition of Nongovernmental Organizations Against Tobacco, 
Consumers International, the National Institutes of Health (United States of America), the Centers for 
Disease Control and Prevention, and the Tobacco Control Commission for Africa. Regional 
representatives and two nationals of countries with considerable interests in tobacco had also attended 
the two meetings held to date, which had focused on the provision of strategic direction for the 
Tobacco Free Initiative in all aspects of its work, and on how to provide increased resources for 
tobacco control at the global, regional and national levels. 

Dr LEPPO (Finland), speaking as Chairman of the working group on the WHO framework 
convention on tobacco control, informed the Board that the working group would meet from 27 to 
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29 March. That meeting was open to all Member States and all participants that had been invited to the 
first meeting. The working group's report would be submitted to the Fifty-third World Health 
Assembly in May, following which the negotiation phase concerning legal and political aspects would 
commence. The dates of the first negotiation meeting would be established after the Health Assembly. 

Ms WYKLE-ROSENBERG (World Vision International), speaking at the invitation of the 
CHAIRMAN, said that her organization, INFACT (a telecommunications consultancy) and the 
Network for the accountability of tobacco transnationals of which it was part, strongly supported the 
proposed framework convention on tobacco control. She commented that the report of the first 
meeting of the working group had not adequately reflected an issue that had been raised by several 
Member States and nongovernmental organizations, which was the need for restrictions on, and 
disclosure of, tobacco industry lobbying and influence-peddling - a point which should be reflected in 
the Executive Board's report to the Health Assembly on the matter. Given that the implementation of 
the framework convention depended on governments' ability to enact that agreement, its related 
protocols and national legislation giving effect to the convention, it would be self-defeating if no steps 
were taken to solve the problem of undue tobacco industry influence on legislation. The issue of 
restrictions on and monitoring and disclosure of tobacco industry lobbying and influence had been 
raised at the working group meeting by the representatives of India, Maldives, Malta, Papua New 
Guinea, Peru, the League of Arab States and a number of nongovernmental organizations including 
World Vision International, INFACT, the International Union against Tuberculosis and Lung Disease, 
and the World Dental Federation. The representatives of Maldives, Malta and Peru had described the 
difficulty ofpassing anti-tobacco legislation in the face of opposition from the international tobacco 
companies, whose activities should, in the view of the representative of India, be monitored. At the 
working group meeting, World Vision International and INFACT had urged that restrictions on the 
ability of the tobacco corporations to interfere in public policy should be part of the convention, 
including full disclosure of lobbying activities and political contributions to elected officials as well as 
binding enforcement mechanisms to hold the tobacco corporations accountable. The political influence 
of the tobacco transnationals and their trade associations represented a serious threat to successful 
national tobacco control legislation in all countries and indeed to the outcome of the convention itself. 
That concern should be addressed clearly in the framework convention. She requested that those 
concerns also be reflected in the Board's report to the Fifty-third World Health Assembly. 

The CHAIRMAN took it that the Board wished to take note of the reports. 

It was so agreed. 

HIV/AIDS: confronting the epidemic: Item 3.3 of the Agenda (Documents EB105/12 and EB105/12 
Corr.l) 

The CHAIRMAN invited the Board to consider documents EB105/12 and Corr.l, drawing 
attention to the draft resolution contained in paragraph 21 of document EB105/12 and the changes to 
that draft resolution contained in document EB 105/12 Corr.1. 

Dr JIMENEZ DE LA JARA (Chile), speaking as Chairman of the Programme Development 
Committee, said that Committee had noted with concern the continuing high burden of morbidity and 
mortality from HIV/AIDS throughout the world, which was often linked to poverty. The members had 
stressed the importance of strengthening effective prevention and care for all groups, including efforts 
to reduce mother-to-child transmission of HIV. The Committee had welcomed the information on 
WHO's activities as a cosponsor ofUNAIDS with both direct and shared responsibility for outcomes. 
The Committee had highlighted the importance of WHO's role in working with industry and other 
international and national partners and had suggested that the Board address the issue of how WHO, 
through its continuing dialogue with those partners, might expand access to care, including drugs for 
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HIV I AIDS. It had also suggested that WHO should play a proactive role in seeking ways of 
implementing international trade agreements so as to increase the availability of vital drugs at 
affordable prices in all parts of the world. 

Speaking next in his personal capacity, he informed the Board that two weeks previously in 
Santiago an important joint programme had been launched between the Chilean Ministry of Health, 
UNAIDS, PAHO, WHO and representatives of relevant organizations in his country, including the 
private sector. The programme, which concerned facilitating access to drugs for persons with 
HIV I AIDS, stipulated that, in addition to provision of the resources required for purchasing antiviral 
drugs, there would also be adequate organization of diagnosis, controlled distribution of drugs, 
assessment of results and exchange of experience. He thanked UN AIDS for having chosen his country 
as the location for a pilot project, along with Cote d'Ivoire, Uganda and Viet Nam. As with other 
similar diseases and health problems, the solution to the HIV I AIDS problem required not only 
adequate drugs at affordable prices (and he thanked the pharmaceutical industry for its valuable 
contribution) but also institutional capacity and health care coverage. His country would make every 
effort to ensure the effectiveness of an integrated strategy in dealing with a disease as critical and 
dramatic as HIV I AIDS. 

Dr AL-JABER (Qatar) said that statistical data showed the mortality rate from HIVIAIDS to be 
higher in developing countries than in developed countries. One reason was that drugs were available 
in the latter. New WTO regulations concerning the licensing and availability of new drugs meant 
lengthy product testing and high costs, which in turn prevented the developing countries from 
extending the life of any patient in the same way as those in the developed countries. He welcomed the 
Director-General's expressed intention to discuss the cost and availability of those drugs with WTO 
and the pharmaceutical industry. It was shameful that, in the third millennium, life-saving drugs 
should be restricted because of their price. 

Ms DUX (alternate to Professor Girard, France) said that the HIVIAIDS epidemic had caused a 
long health, economic and political crisis that would have a major impact on sustainable development 
strategies in developing countries. Already in the 1980s, France had become aware of the need to take 
specific steps to control HIVIAIDS. During the past decade, 600 million French francs (about 
US$ 90 million) had been mobilized for cooperation through 60 projects on prevention, transfusion 
safety, medical coverage, support for nongovernmental organizations and applied research. France had 
also contributed to multilateral agencies and decentralized cooperation led by regional and local 
communities in France. Some lOO million French francs had been allocated each year to HIVIAIDS 
control campaigns in developing countries. Her country's long and significant experience had shown 
that it was not morally acceptable to engage only in prevention in the countries of the South, in the 
name of economic effectiveness. The same policy of prevention only would not be exercised in the 
North, despite the fact that the treatment was extremely costly and that the health insurance systems 
were under threat. The prevention of the HIV I AIDS epidemic had a major impact on everyday life, 
including sexual life. Prevention of mother-to-child transmission of HIV was primarily prevention for 
the unborn child, but was morally acceptable only if accompanied by treatment of the mother, if she 
was symptomatic, or if there could be voluntary counselling and HIV testing of the father, and further 
prevention. An international therapeutic solidarity fund had therefore been established which would 
receive public and private contributions designed to increase access for people in developing countries 
to AIDS treatment, including antiretroviral drugs. That fund was established as an international 
mechanism for collecting public and private funds to facilitate access to treatment through greater 
partnership linkages, particularly through UNAIDS and its cosponsoring agencies. The question of 
access by developing countries to treatment and a possible future vaccine could not be solved only by 
inclusion of antiretroviral drugs on the list of essential drugs but ultimately through negotiation with 
the manufacturers. 
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Dr NOVOTNY (United States of America) recalled that his Government had recently, at the 
United Nations Security Council, pledged additional United States resources for HIVIAIDS and other 
infectious diseases totalling approximately US$ 325 million. He hoped that other countries would join 
in that support and work to maximize those resources. He warmly supported the International 
Partnership against AIDS in Africa. He shared the concern expressed by other Board members over 
the question of drug accessibility and suggested that the topic of the price of drugs should be raised in 
the draft resolution. He suggested that paragraph 2(5) might be expanded so as to reflect better the 
broader dialogue from recent meetings and should include the idea of enhancing accessibility through 
cost reduction, infrastructure development and financing. He would also have suggestions concerning 
a possible rewording of paragraph 2(7) in connection with WHO's role in negotiations for more 
affordable HIV I AIDS-related drugs and international trade agreements. 

Dr RAFEEQ (Trinidad and Tobago), speaking on behalf of the 16 Caribbean countries 
comprising the Caribbean Community, expressed full support for the initiative to give special attention 
to Africa, which had the highest incidence of HIVIAIDS in the world. In the Caribbean, gains had 
been made in life expectancy, infant mortality had been reduced and certain communicable diseases 
had been eliminated or reduced in prevalence, with immunization rates for those diseases among 
children that were generally over 90%. Those health gains were now threatened, however, by the 
second highest incidence rate of HIV I AIDS in the world. He appealed therefore for the Caribbean 
region to be considered for some measure of support in dealing with the prevention and control of 
HIVIAIDS. 

Mrs ABEL (Vanuatu) wished that reference in the report also be made to the Pacific Island 
nations, countries and territories, of which 22 out of 26 were Members of WHO. Within the 
Melanesian group, Papua New Guinea was experiencing a major problem: in a population of four 
million, nearly 500 000 were reported as being HIV -positive, not accounting for under-reporting. In 
the Micronesian part of the Region, the tiny atoll of Kiribati, population 70 000, had reported 25 HIV
positive cases. 

She would appreciate up-to-date information on the role of UNAIDS, particularly the United 
Nations Theme Group on HIVIAIDS for the Pacific that was based in Fiji. Not much was heard from 
that group or from UN AIDS in Geneva apart from a steady provision of publications. Correspondence 
from Vanuatu had not been answered or followed up since 1998. Health ministers had mentioned that 
issue during the session of the Regional Committee for the Western Pacific held in the Republic of 
Korea in September 1996. She appealed to the Organization to transmit to UNAIDS the concerns of 
the Pacific Island nations and to work on revising the goals of UN AIDS, particularly with a view to 
strengthening coordination and lessening confusion at country level. Finally, she suggested that WHO 
re-evaluate the work being done by UNAIDS. 

Dr THIERS (Belgium) said his Government's priority in cooperation for development was 
combating AIDS in Africa, and in particular supporting national action. He joined previous speakers in 
fully endorsing the Director-General's report. Belgium believed that WHO must be a significant 
parhier ofUNAIDS. 

The draft resolution on the subject was much too detailed, particularly in comparison with the 
one on tuberculosis, and he was afraid its message might be diluted and even distorted. A prime 
example was paragraph 1(5), which gave the impression that blood transfusion was more important 
than it really was in the struggle against AIDS. He proposed the insertion of the phrase "blood 
transfusion services do not constitute an AIDS transmission factor by ensuring" before the phrase "that 
all individuals have access to blood and blood products". Paragraph 1(7) spoke of a "choice of care 
providers", but that called to mind the whole debate about the freedom to choose one's physician- the 
phrase should accordingly be deleted. 
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Paragraphs 1(15) and 2(12) both mentioned epidemiological surveillance, one of the primary 
tools in combating AIDS, and he proposed that they be repositioned at the beginning of the draft 
resolution. 

The CHAIRMAN suggested that since a number of amendments had been proposed, a drafting 
group, to be headed by the Chairman of the Programme Development Committee, should be 
convened, and that all interested members of the Board should be invited to participate. 

It was so agreed. 

Ms LOE (alternate to Dr Alvik, Norway) said she hoped that the emphasis placed on HIVIAIDS 
by the Director-General in her statement indicated that action by WHO to fight the epidemic would be 
intensified. In doing so, WHO must work closely with the rest of the United Nations system within the 
framework ofUNAIDS. At country level, UNAIDS worked through theme groups whose performance 
seemed to vary widely from country to country. WHO Representatives chaired a substantial number of 
those groups and she requested information on its experience with them. 

Paragraph 2( 1) of the draft resolution proposed that WHO develop a global health-sector 
strategy for responding to epidemics of HIV I AIDS and sexually transmitted infections. She requested 
clarification on whether such a strategy was intended to be WHO's contribution towards development 
of the envisaged United Nations strategic plan for HIVIAIDS for 2001-2005. In countries hard hit by 
the epidemic, health systems were being placed under severe pressure, not only because of the number 
of infected people seeking treatment but also because of the toll taken among health personnel. 
Assisting national health systems in coping with that aspect of the epidemic should be part of the 
WHO global health-sector strategy. 

She requested an update on progress by UNAIDS and its cosponsors in establishing a joint 
resource mobilization strategy in support of its unified budget for 2000-2001 and on how that affected 
WHO's own resource mobilization in that area. 

Finally, she urged WHO to engage actively in the International Partnership against AIDS in 
Africa, for the pandemic's dimensions there merited the Organization's special attention. 

Professor BAMBA (Cote d'Ivoire) welcomed the Director-General's report. As one of the four 
countries in which a pilot project under UNAIDS was being implemented, he wished to report on its 
experience. 

The project, launched in August 1998, had been preceded by discussions facilitating the 
introduction of antiretroviral agents into the therapeutic arsenal. Other therapeutic initiatives included 
prevention and treatment of opportunistic infections through the use of co-trimoxazole, inter alia. 
France had provided a subsidy equivalent to US$ 160 000 for medication. 

Thanks to high-level governmental awareness, a solidarity fund had been set up in his country. 
The diagnostic interventions envisaged under the pilot project were currently carried out only in 
centralized areas and could not be extended to the interior of the country. WHO should facilitate 
continuation of the pilot project, which was encountering difficulties, to enable it to yield tangible 
results. He suggested that the proposed draft resolution be amended along those lines. 

Dr V AN ETTEN (Netherlands) remarked that paragraph 8 of the report indicated that WHO's 
major responsibility in connection with UNAIDS was to identify, develop and advocate international 
best practices for HIV I AIDS prevention and control. Paragraphs 17 and 18 outlined a number of key 
proven interventions for prevention and care, respectively, but he wished to know whether they 
reflected the experience gained over the past five to 10 years. Since Member States were urged, in 
paragraph 1(4) of the draft resolution, to apply the lessons learned, the question arose as to whether 
they had access to all the information available to date. 
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Dr PAVLOV (adviser to Dr Fetisov, Russian Federation) said that, as the report on trends and 
challenges in world health had revealed (document EB10514, Table 1), HIVIAIDS was currently 
fourth among the 10 leading causes of health gaps. In the future health scenario for the year 2020 
(Table 2), HIVIAIDS was among the top 10 factors significantly affecting mortality rates. Those facts, 
together with the shocking statistics and the pace at which the infection was spreading in certain areas, 
confirmed that intensification of WHO's activities was justified and timely. 

While he welcomed the steps taken and planned, he believed that the spread of the disease must 
be combated on all fronts. Options such as health sector support, blood safety, development of 
partnerships including with the pharmaceutical sector and the struggle against poverty had all been 
mentioned. WHO's efforts were clearly restoring lost leadership to the Organization. The draft 
resolution would also promote leadership, and he supported it as offering a comprehensive approach 
and formulating a broad range of potential actions by both Member States and WHO. His only 
suggestion would be to include in paragraph 2, addressed to the Director-General, wording similar to 
that in paragraph 1 (9) concerning the need to take steps to reduce illicit substance use. In his country, 
and in the. Newly Independent States, drug injection was one of the principal routes of HIV 
transmission. 

Dr TOYB (Comoros) welcomed the comments of Ms Dux, which had clearly demonstrated 
what a committed government could do to combat AIDS. Today, it was not sufficient to develop 
prevention programmes: people with HIV I AIDS must be treated, particularly in the developing 
countries. The price of medication must therefore be negotiated and WHO must be in the vanguard of 
that process. Paragraph 2(7) of the draft resolution made an explicit proposal on that subject. 

Dr MBONEKO (Burundi) endorsed the Director-General's report. In the draft resolution, he 
considered ·of particular note paragraph 1 ( 1 ), calling on Member States to commit themselves 
politically and financially, within their means, to the struggle against AIDS, and paragraph 1(11), in 
which they were urged to increase access to prophylaxis and treatment of HIV. Paragraph 2(5) asked 
the Director-General to pursue dialogue with the pharmaceutical industry to make available means for 
effectively carrying out the struggle against AIDS: there was indeed no other way of waging the battle 
equitably, in developed and in developing countries. He welcomed the comments of Ms Dux, 
Dr NovotnY: and Dr Thiers, expressing a desire to help all people with HIV I AIDS, not just those in 
developed countries. 

The meeting rose at 18:10. 



FIFTH MEETING 

Wednesday, 26 January 2000, at 9:00 

Chairman: Mr N.S. DE SILV A (Sri Lanka) 
later: Dr A.J.M. SULAIMAN (Oman) 

TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued) 

HIV/AIDS: confronting the epidemic: Item 3.3 of the Agenda (Documents EBlOS/12 and EBlOS/12 
Corr.l) (continued) 

Dr PlOT (UNAIDS) said that tremendous strides had been made since he had last addressed the 
Board in 1999 and certainly since the creation of UNAIDS four years previously. The Director
General had referred to the recent United Nations Security Council debate on AIDS in Africa; that had 
been the first occasion on which a health or even a development issue had ever been discussed by that 
body. It had provided an unprecedented opportunity for ensuring an increase in international 
understanding of the epidemic. It placed on record the recognition that AIDS in Africa had become an 
issue of human security and of international concern. He hoped that WHO was proud of its role as a 
UNAIDS cosponsor and would make maximum use of those political breakthroughs. 

The primary task was to translate such international concern and commitment at the highest 
possible level into concrete action at country level. UNAIDS consequently welcomed WHO's 
emphasis on the response to the epidemic and its pledge to deliver on its mandate in the health sector. 
In making AIDS an institutional priority, WHO complemented UNICEF, UNFPA and the World 
Bank, which had already prioritized their work on AIDS. The real crux of the health issue lay at 
country level, where needs were acute, but resources - both human and financial - were largely 
insufficient. Hence WHO's intellectual and ethical commitment to lead in areas such as care, mother
to-child transmission, access to drugs and improved blood safety in the overall context of strengthened 
health systems was of the utmost importance. The use of consultative group processes between the 
United Nations organizations concerned, as well as donor countries and governments, was one of 
UNAIDS corporate priorities. 

Reporting on progress in terms of a concerted effort within the United Nations system, he said 
that coordination and effectiveness were clearly improving. The theme groups on HIV I AIDS had 
emerged as a pragmatic and flexible mechanism for ensuring coherence of the United Nations system 
at country level. UN AIDS, which concerted the work of seven partners in the first place, increasingly 
also included other players. Forty-eight per cent of the over 120 theme groups on HIV/AIDS were 
now chaired by a WHO Representative and their functioning was subject to continual monitoring. 
From the United Nations Economic and Social Council session held in July 1999, at which six 
chairmen of theme groups from different agencies had reported on their experience, a number of 
useful lessons had been learned. First, the roles of the United Nations resident coordinator and 
chairman of each theme group were absolutely crucial and, in that context, WHO Representatives had 
a key role to play. Secondly, the rotation of the chairmanship was important to ensure involvement of 
all the agencies concerned and also to prevent avoidance of responsibility by agencies; AIDS was still 
not on the agenda of many cosponsoring organizations in each country. Thirdly, it was more 
constructive to discuss objectives and jointly agree on concrete outputs than to stress the importance of 
a mandate. Fourthly, as requested by other international partners and national governments, those 
theme groups were now increasingly expanding to include membership by national governments, 
bilateral and other organizations that were not cosponsors of UNAIDS and even some 

-77-



78 EXECUTIVE BOARD, 1 05th SESSION 

nongovernmental organizations, thereby becoming a major platform across the different sectors to 
coordinate work on AIDS. Owing to the growing popularity of sector-wide approaches, there was a 
need for a multisectoral approach to AIDS. Lastly, the theme groups had been more successful in 
terms of advocacy and resource mobilization when they spoke with one voice. 

Responding to Mrs Abel he said that UNAIDS was now eo-funding, together with bilateral 
donors, an intercountry position for the Pacific Islands in Fiji, where the theme group for the Pacific 
was based. Furthermore, Papua New Guinea was receiving substantial support. There had also been 
major progress at the global level, as demonstrated by the unified workplan and budget, which 
included all global and many regional HIV activities of the UNAIDS cosponsors and secretariat, 
constituting a first in the United Nations system. Those were far more than bureaucratic plans and 
provided a solid basis for accountability and joint action. 

In response to a question raised by Ms Loe on progress with regard to a joint resource 
mobilization strategy, he said that a meeting was to be held in mid-February of the UNAIDS 
Programme Coordinating Board working group on resource mobilization, chaired by Finland, 
following discussions with cosponsoring organizations based in the United States of America. In 
regard to fund-raising by cosponsors outside that framework, the goal was to increase resources for 
HIV/AIDS activities at the local level. The second goal was to ensure that core funding was available 
for organizations at the global and regional levels and that the necessary support was actually 
delivered. The rules, which had been established by the coordinating board at its meeting in June 
1999, were based on the unified budget and workplan at the global level. Agreement had furthermore 
been reached with the Director-General of WHO on certain procedures for fund-raising outside the 
unified budget on areas, such as blood safety, that had not received the attention they required. At 
country level, the principle was that the theme group constituted the main instrument for coordinated 
fund-raising. 

The fourth point on which a number of members had commented was the issue of care and 
prevention, which had to be dealt with synergistically. Access to drugs, as Dr Jimenez de la Jara had 
mentioned, was an issue of not only price but also infrastructure and financing, where success 
depended on a truly comprehensive approach. Improving access to HIV -related drugs and other life
saving commodities might mean engaging in discussions on intellectual property rights, differential 
pricing and trade, so as to ensure maximum access to those commodities. UNAIDS was committed to 
working with WHO to make real progress in that area. 

Lastly, UNAIDS top corporate priority was to achieve results within the International 
Partnership against AIDS in Africa. In that endeavour, he particularly appreciated the support given by 
the countries of the Caribbean, which was the second most affected area in the world when it came to 
AIDS. African governments were ready to take the lead and to work closely with the international 
community and with their own civil organizations to accelerate a response to the epidemic, which 
constituted the most pressing and complex development problem. The response by the health sector, 
together with broader societal, political and multisectoral responses, was critical. Hence WHO's 
commitment, set out in the draft resolution contained in document EB105/12, marked a turning point 
in the United Nations response, which was fully supported by his organization. 

The UNAIDS cosponsors were due to meet in the coming month at the WHO Regional Office 
for Africa in Harare, to take forward plans for the International Partnership against AIDS in Africa. 
That occasion would provide an important opportunity for all the UNAIDS cosponsors, including 
WHO, to discuss how they intended to exercise their leadership in that partnership. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at 
the invitation of the CHAIRMAN, welcomed the opportunity to address the serious threat of the 
HIV I AIDS pandemic, and noted the extraordinary efforts that that crisis demanded on the part of all 
serious partners, including the pharmaceutical industry. 

Various remarks had been made concerning the pharmaceutical industry, costs and patents; 
there was no simple solution to the AIDS epidemic in developing countries. It would be unfortunate if 
the resolution were to suggest that sustainable answers could be found by negotiating reductions in the 
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price of AIDS drugs and changing patents. Industry had considerable experience which it was willing 
to share, in developing not only the drugs currently available to patients everywhere but also those in 
the pipeline for future use, as well as in improving health care delivery systems. 

He outlined five key elements for solving the AIDS crisis. Political commitment and concrete 
actions by countries at national level were crucial. Funding was required, shifting spending priorities 
at national level away from arms and towards education and health, including an attempt to bridge the 
cost gap in the case of drugs and vaccines between realistic and sustainable costs. In the case of the 
poorest countries in Africa, Asia and the Caribbean, new sources of international financial support 
would be required. 

Improvements in infrastructure and distribution were needed to prevent the wastage of drug 
supplies. Taxes, tariffs and monopolistic distribution systems multiplied drug prices manyfold in some 
developing countries. In that case, cutting the original manufacturer's price would not significantly 
benefit patients. Furthermore, if the cost of health support systems and services needed for AIDS 
treatments were included in the calculation, a reduction in drug price might not increase access at all. 

True partnership, involving ·commitment by all concerned, was needed. Pharmaceutical 
companies were pleased to work with UNAIDS and countries on pilot projects by supplying medicines 
and expertise; industry was also aware that it had to make a contribution in the current extraordinary 
crisis. However, not all contributions were received positively. 

The fifth element was a global strategy.for fostering continued innovation through research and 
development. His industry had spent hundreds of millions of dollars on making current treatments 
available, but there was still neither a cure nor a vaccine. Currently, more than 100 treatments were 
being developed, including second-generation protease inhibitors, drugs for opportunistic diseases and 
vaccines. Yet without a strong patent system, those medicines would never become available. 
Attacking patents on AIDS medicines would cause industrial research and development expenditure to 
shift away from AIDS research to other fields such as heart disease, cancer or depression. He cited 
instances in which the absence of intellectual property protection did not necessarily provide better 
access. Such examples raised real questions as to the true relationship between genuine prices, patents 
and patients. The only loser in the strategy to eliminate patent protection was the patient. 

On behalf of the Association, he expressed the wish to work more closely with WHO, UN AIDS 
and the countries concerned on achieving their common goals of finding AIDS treatments and cures, 
on the basis of a sound and effective partnership. 

Mr VAN DER HEIDE (Consumers International), speaking at the invitation of the 
CHAIRMAN, said that he was also representing the views of Health Action International and the 
International Babyfood Action Network. Developing countries were facing a crisis with regard to 
access to essential medicines, where some vital drugs were unavailable because they were under 
patent and priced beyond their reach. The market failed to provide the solution. Research and 
development on medicines for tropical diseases had come to a near-standstill, and although patents 
provided an incentive for research and development, a balance had to be found between protecting 
intellectual property rights and facilitating access to essential medicines. 

Health Action International welcomed the fact that countries could be advised by WHO about 
the relationship between international agreements and such subjects as drug prices, local production 
and licensing agreements. Referring to the draft resolution under discussion, he noted that 
paragraph 2(7) was the crucial part and was consistent with the relevant sections of the World Health 
Assembly resolution on the revised drug strategy.1 The report on the revised drug strategy (document 
EB 105/36, section 11) had left crucial questions unanswered on the next steps involving the important 
trade and health issue. At the moment, there were ongoing country disputes about compulsory 
licensing of essential medicines, generic prescribing and many other issues. WHO had an important 
role to play in those discussions and could assist those concerned by developing papers outlining 
policy options and providing technical advice. He was concerned, however, that WHO had not yet 

1 Resolution WHA52.19. 
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taken up a very proactive and visible role in public debate on those issues. During the WTO third 
Ministerial Conference in Seattle, for example, the Agreement on Trade-Related Aspects of 
Intellectual Property Rights and access to essential drugs had been important issues for many 
delegations, but WHO had been reactive and, at times, unresponsive. 

He welcomed Dr Brundtland's offer to organize a joint working group with WTO on access to 
medicines. He suggested various subjects for consideration by such a group and saw an active role for 
WHO in outlining the agenda and providing technical advice. 

Member States should direct WHO to set a clear research agenda that included diseases that 
primarily affected people living in poor countries and issues of access, and should increase public 
spending accordingly. Issues such as reasonable pricing and intellectual property rights should also be 
addressed before huge sums of money were invested in new public/private-sector partnerships. 

He commended WHO for taking the lead in conducting further research on the issues of 
exclusive breastfeeding and its role in reducing mother-to-child transmission of HIV. He urged WHO 
to do everything possible to encourage Member States to implement the international code and 
relevant resolutions so as to protect all infants and carers from commercial promotion. 

Dr SHISANA (Executive Director) thanked those who had participated in the debate, 
acknowledging their comments on the draft resolution and their support for the Director-General's 
approach to the HIV I AIDS issue. 

Replying to Dr van Etten's query, she confirmed that there was evidence to support the 
proposals for prevention and care, as identified in the draft resolution. WHO regularly reviewed the 
evidence available from studies conducted by scientists and researchers and used that information as a 
basis for developing guidelines for Member States, which were amended regularly as new evidence 
became available. Various mechanisms were used to disseminate that information, such as the WRs 
handbook on HIVIAIDS and STD which outlined the key interventions and was regularly updated. 
New findings were regularly published in the Weekly epidemiological record, for example, on mother
to-child transmission issues and on tuberculosis and HIV/AIDS. Regional meetings were held with 
local technical experts as well as with WHO-designated consultants on current issues. Normally, 
advantage was taken of regional meetings to disseminate information. 

She confirmed that WHO would be involved in the global strategy on HIV I AIDS, whose 
development was coordinated by UNAIDS. In addition, WHO intended to involve the UNAIDS 
secretariat, as well as other cosponsors, in developing its own strategy on HIV/AIDS. The two 
strategies would thus be developed jointly by all the cosponsors, to ensure that synergy was achieved. 
In reply to Dr Pavlov's query on the draft resolution she confirmed that the drafting committee would 
be asked 'to add to operative paragraph 2, material relating to preventive measures on illicit substance 
abuse, as well as to research and development. 

A number of members had referred to the need for increased access to drugs. WHO would 
continue to discuss with the pharmaceutical industry various means of achieving increased access to 
drugs for the treatment of opportunistic diseases, for palliative care, for prolonging life and for the 
prevention of mother-to-child transmission, in the hope of achieving a breakthrough. 

Lastly, responding to the suggestions for reordering elements of the draft resolution put forward 
by Dr Thiers, she pointed out that the various interventions had not been numbered in order of priority 
because the emphasis to be given to them would vary according to the situation in the country 
concerned.' 

(For adoption of the resolution, see the summary record of the ninth meeting, section 2.) 

Stop Tuberculosis Initiative: Item 3.4 ofthe Agenda (Document EB105/13) 

The CHAIRMAN drew the attention of the Board to the draft resolution contained in 
paragraph 12 of document EB 105/13. 
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Dr NOVOTNY (United States of America) said that he supported the intent behind the draft 
resolution, which was to set global targets for tuberculosis control, but wished to suggest certain 
amendments that would help to reinforce the leadership role of WHO in that area. He proposed that, in 
paragraph 2(1 ), the words "with WHO" should be inserted after "participate" and that in 
paragraph 2(3) the wording "continue to assess the magnitude of the impact ofthe AIDS epidemic on 
the tuberculosis epidemic and develop strategies to better address tuberculosis in HIV and AIDS 
infected populations" should be added before "speed up" and further "HIV I AIDS" should be replaced 
with the text "the two epidemics, and to the maximum extent possible, monitor for and provide 
treatment of multidrug-resistant tuberculosis". In paragraph 4, he suggested the insertion, where 
appropriate, of "sustaining an active and participatory partnership with external organizations 
throughout the development and implementation of Stop Tuberculosis Initiative activities being 
carried out by WHO". 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) said that his 
Government fully supported the efforts of the Organization to tackle tuberculosis. As the disease was a 
significant problem for marginalized population groups it tended to perpetuate inequality and injustice 
and to impede social development. Document EB 105/13 was entirely correct in pointing out that the 
enduring problem of tuberculosis was primarily related to the economic well-being of society and to 
the existence of a political will at the governmental level to resolve it. Because of his Government's 
concern at the situation with regard to tuberculosis in the Russian Federation, it had developed and put 
into effect a Federal programme to stabilize the epidemiological situation and to combat tuberculosis 
during the period 1995-2004. He thanked international organizations, and primarily WHO, for the 
support given to his country in the fight against tuberculosis. 

He generally supported the draft resolution and could also agree to the numerous additions and 
amendments proposed by Dr Novotny. He proposed that a reference to sanitary measures be inserted 
in paragraph 4(2), after the reference to "new vaccines to prevent disease". 

Mr LIU Peilong (China) commended the report presented in document EB105/13 and, in 
particular, he supported paragraph 8, which defined priority areas of work for the Initiative in 
2000-2001. China, which had a heavy tuberculosis burden, would attend the Ministerial Conference on 
Tuberculosis and Sustainable Development to be held in March, and encouraged WHO to explore 
global partnerships and options, above all working with those countries with the highest incidence of 
the disease. 

He fully supported the draft resolution, and suggested that it should be strengthened by the 
addition of two amendments. In paragraph 1(1), he proposed adding "by implementing and expanding 
the DOTS strategy" after "tuberculosis control" and to add the words "politically and financially" after 
"themselves". In paragraph 4, he suggested adding the words "particularly those with the highest 
tuberculosis burden" after "Member States". 

Mr GUILLEN (alternate to Dr Meloni, Peru) said that Peru was one of the few countries, among 
those most affected by tuberculosis, to have achieved the global target for the year 2000 set by the 
Health Assembly in resolution WHA44.8. The Government had been applying the directly observed 
treatment, short course (DOTS) strategy promoted by WHO and PAHO for nine years. Since 1991, 
tuberculosis control had been developed in the context of a sectoral approach and as an integral part of 
the health service, and had received both adequate funding and political support as part of the 
Government's policy for reducing poverty. 

Four factors had been responsible for that success: sustained political and financial commitment 
at all levels of government; the decision to make tuberculosis control a social and political priority; 
proper coordination between the various levels of the health sector; and a continuous improvement in 
quality through a system of information, training, monitoring and evaluation. 

When applied in Peru, the DOTS strategy recommended by WHO had shown itself to be the 
most efficient and cost-effective intervention for tuberculosis control, and he therefore supported the 
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draft resolution. While the amendments proposed were interesting and would seem to improve the 
text, he would like to reserve his position in that regard until a final draft had been submitted. 

Mrs VARET (alternate to Professor Girard, France) said that her country supported WHO's 
objectives and remained strongly committed to tuberculosis control based on the DOTS strategy. With 
the help of the International Union against Tuberculosis and Lung Disease, France was continuing to 
work alongside other countries to strengthen surveillance systems and to promote training of health 
professionals, particularly at district level, in order to ensure an integrated approach to prevention and 
care, targeting the most vulnerable groups, particularly women, and in order to help laboratories to 
monitor drug resistance more effectively. 

France therefore supported WHO initiatives at all levels. At country level, it would continue to 
apply common strategies of integrated HIV/tuberculosis control; at regional level, it would work with 
regional authorities to strengthen the capabilities of countries to organize care better and more 
effectively; and at global level, it would endorse the convening of the Ministerial Conference on 
Tuberculosis and Sustainable Development in March of that year and would continue to support 
research into antituberculosis drugs. 

She too had some amendments to propose to the draft resolution. In paragraph 2(1) of the 
French version, after the word "partenariats", she suggested adding "pour )'etude de la prevalence de 
la resistance aux antituberculeux, le renforcement des laboratoires de diagnostics, l'acces aux 
medicaments antituberculeux pour les populations les plus demunies, )'education du malade et son 
suivi afin d'obtenir une meilleure observance du schema therapeutique, la formation du personnel de 
sante it la strategie de traitement de breve duree sous surveillance directe". At the end of 
paragraph 2(3), the words "pour favoriser une approche integree du VIH/SIDA et de la tuberculose it 
tous les niveaux du systeme de sante" should be added. Lastly, in paragraph 4(2), the words "le 
renforcement de la surveillance epidemiologique" should be added after the word "recherche". 

Dr JIMENEZ DE LA JARA (Chile) recalled that it was 50 years since the first randomized 
clinical test of antituberculosis treatment had been carried out. That test had probably given rise to 
many of the technologies and procedures that had subsequently borne fruit, leading eventually to what 
was now termed evidence-based medicine. As long as 40 years ago, WHO's teaching had been that the 
disease should be dealt with by specific treatment programmes which were closely monitored and 
community-based, and he was glad to see that that approach was being relaunched. 

An essential part of the DOTS initiative was the development of well-equipped health care 
services, and the Initiative would thus help countries to continue their efforts to apply the previous 
strategy of strengthening the institutional development of their services at community and grass-roots 
levels, efforts which should on no account be abandoned. Tuberculosis was a disease that attacked the 
poorest and the most marginalized sectors of society, who would have access to health care only 
through services organized at community level, free of charge and targeted specifically at the most 
vulnerable groups. 

The table in paragraph 2 of document EB 105/13 showed that there had been a sharp fall in the 
average cost of anti tuberculosis treatment per patient between 1991 and 1997. If a parallel was drawn 
with the current and likely future cost of drugs for AIDS control, there were grounds for hoping that 
that trend would be repeated. However, if access to effective, low-cost drugs was .to be assured, 
services had to be organized at community level. He would therefore like an addition to be made to the 
draft resolution to the effect that success could be achieved only if governments took steps at both 
central and local level, with the support of WHO, to develop and strengthen community health 
services. 

Dr VAN ETTEN (Netherlands) welcomed the progress achieved since the launch of the 
Initiative. He considered it to be important that the outcome of the Ministerial Conference in 
Amsterdam and its follow-up action by Member States and by the Director-General should be referred 
to in the draft resolution. 
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Paragraph 7 of the Director-General's report perhaps gave the impression that the Initiative on 
its own would solve all problems, whereas it was in fact national authorities which were responsible in 
that area, supported and facilitated by the Initiative. Again, with regard to paragraphs 9 to 11, he 
supported the view expressed by Dr Jimenez de la Jara that more emphasis should be given to the need 
for strengthening the existing health systems within which the DOTS strategy was to be applied. 

Mrs TAPAKOUDE (adviser to Dr Komodikis, Cyprus) supported WHO's Stop Tuberculosis 
Initiative and endorsed the draft resolution. Although tuberculosis was not a problem in her country, 
two cases had recently occurred in young children who had a form of the disease resistant to the 
antibiotics available. Those cases had given rise to concern because tuberculosis had a negative 
influence on socioeconomic development and was a significant cause of suffering and premature 
death, with a traumatic effect on future generations. She supported the amendments to the draft 
resolution proposed by Dr Novotny. 

Dr MBAIONG (Chad) also supported the draft resolution. Tuberculosis was having devastating 
effects in Africa, above all in the most disadvantaged countries. It was still an important but neglected 
cause of infant morbidity and mortality in the Region and was likely to run out of control unless strong 
action was taken. Some 200 million people, a third of the population of the Region, were already 
infected, and there were 1.6 million new cases of tuberculosis a year, causing over 600 000 deaths 
annually. Tuberculosis was thus a major public health problem. 

He had one amendment to propose to the draft resolution. In paragraph 1(2) of the French 
version, he suggested that the words "en developpement pour leur permettre de" should replace the 
words "pour reussir a". 

Dr BODZONGO (Congo) noted from paragraph 2 of the report that between 1991 and 1997 
many countries had adopted the DOTS strategy. However, no figures were given for the number of 
patients treated, which would make it possible to assess the effectiveness of the strategy. All were 
aware that, despite the adoption of the strategy, the tuberculosis phenomenon continued to increase, 
and all were aware that tuberculosis went hand in hand with poverty. The report suggested that the 
chief cause of the current prevalence of the disease was the spread of HIV, but it should be 
acknowledged that poverty was also a major factor, even in the developed countries. The list of 
measures to be taken to control the disease would therefore be incomplete unless mention was made of 
the role of poverty. 

Drug resistance, particularly in countries like his own, was often the result of treatment having 
to be halted simply because stocks of the drug were exhausted. That was a problem which affected a 
number of countries, and it was therefore important to ensure that sufficient drugs were available to 
permit continued treatment. 

Dr HEYMANN (Executive Director) welcomed the amendments proposed by Dr Novotny to 
the draft resolution, which aimed to strengthen WHO's role in coordinating tuberculosis control. He 
expressed his appreciation to the many countries that had given support to the Stop Tuberculosis 
Initiative and to making WHO's advocacy activities even more effective. He acknowledged the 
importance of multidrug-resistant tuberculosis and thanked the Russian Federation for its collaboration 
in a high-level working group which was bringing to the attention of the entire world the real 
emergency caused by that problem in eastern Europe and many other countries, and was permitting 
WHO to explore ways of making second-line drugs available through the International Federation of 
Pharmaceutical Manufacturers Associations with the research-based pharmaceutical companies. 
Meetings between WHO and the generic drug producers were also taking place to identify 
mechanisms which, in partnership, could make drugs available in order to contain and stop the spread 
of multidrug-resistant tuberculosis. He appreciated China's intention to send a top-level delegation to 
the Ministerial Conference on Tuberculosis and Sustainable Development to be held in Amsterdam 
and hoped that other countries would send representatives from their health ministries and economics 
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ministries. The purpose of the conference was to broaden tuberculosis from a health issue to an 
economic and social development issue. 

He confirmed that Peru had achieved the targets set for its tuberculosis control by resolution 
WHA44.8. The WHO monitoring system showed that the country's performance had been remarkable 
and had set an example to many others. He thanked the Government of Peru for its willingness to 
provide consultants to WHO to work with other countries facing tuberculosis problems. He also 
thanked France for its commitment to tuberculosis control and its worldwide efforts to strengthen the 
capacities of the partner countries. He commended Chile on its research effort on tuberculosis in the 
form of clinical trials. The Special Programme for Research and Training in Tropical Diseases had a 
broader mandate in the current year, which included tuberculosis research. A meeting would be held in 
South Africa in February 2000 to improve identification of research needs for the development of new 
drugs. 

He expressed gratitude to the Netherlands for hosting the Ministerial Conference on 
Tuberculosis and Sustainable Development and for drawing attention to the importance of the health 
system in DOTS delivery. WHO had been working to mesh efforts on tuberculosis and malaria 
through thtt Stop Tuberculosis Initiative and the Roll Back Malaria initiative. It had used the two 
initiatives in its global advocacy, ensuring an integrated rather than a vertical approach to the health 
sector. 

Regarding drug-resistant tuberculosis, he pointed out that the problem was not confined to one 
country; it was worldwide because of globalization and the rapidity of travel. Genetic studies had 
shown that multidrug-resistant tuberculosis spread from one country to another as primary tuberculosis 
infections. He thanked Dr Mbaiong and Dr Bodzongo for their support for the draft resolution and for 
stressing the important role played by poverty in the tuberculosis epidemic. He hoped that the 
forthcoming conference in Amsterdam would bring home the importance of poverty and economic 
developmcmt and would widen the response to tuberculosis beyond the health sector. 

Mr,GUILLEN (alternate to Dr Meloni, Peru) confirmed that Peru attached great importance to 
the Ministerial Conference on Tuberculosis and Sustainable Development, to which it would be 
sending a high-level delegation. 

(For,adoption of the resolution, see the summary record of the seventh meeting, section 2.) 

Global Alliance for Vaccines and Immunization (Document EBIOS/43)1 

The. CHAIRMAN drew the attention of the Board to the draft resolution contained m 
paragraphJO of document EBIOS/43. 

Mrs JEAN (Canada) said that her country had been involved in the development of the Global 
Alliance for Vaccines and Immunization (GAVI) and would continue to play an active part. Reaching 
the 25 million children born each year who were not vaccinated would require a considerable effort on 
the part ofthe countries concerned and of the international community. Like the initiatives to eradicate 
tuberculosis and malaria, the Alliance could, if successful, open the way to a number of other 
international partnerships which would illustrate the role of health in development and the reduction of 
poverty. 

Professor ALl (Bangladesh) thanked the Director-General for the work undertaken by WHO in 
the area of vaccines and immunization. Experience in Bangladesh had shown that the key to 
poliomyelitis eradication through immunization was real commitment on the part of the country. 
However, the situation was not as simple as for AIDS and malaria because of the regrettable conflict 

1 Document EB 105/2000/REC/1, Annex 1. 
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of interest that still existed between consumers and the pharmaceutical industry. He noted that WHO 
was clearly aware ofthe situation. 

Dr NOVOTNY (United States of America) congratulated the Director-General on WHO's role 
in setting up the Alliance. He announced that the United States Government would contribute 
US$ 50 million to the Alliance for the 2001 fiscal year as a bilateral activity. The funds would be used 
to achieve the strategic objectives agreed in Seattle in July 1999, to achieve global growth and stability 
in the immunization effort. The commitment of his country was expected to be broad-based and to 
include both other governmental sectors and the private sector. He urged other bilateral donors to 
make commitments to the Alliance, through support to WHO and to the Global Fund for Children's 
Vaccines and through other channels, including nongovernmental and multilateral organizations. 
There were many ways to contribute, and each contribution added to the collective strength of all the 
partners. 

Mr CHOWDHURY (India) congratulated the Director-General on setting up the Alliance in an 
important area where funding was urgently needed. He did not, however, agree with some of the 
eligibility criteria for funding. While recognizing that the existing criteria - relating to gross national 
product, population and dependence on imported vaccines - represented an attempt to spread the 
limited resources available, he considered that any criteria unrelated to disease burden would be 
inappropriate and would disqualify certain large countries with a heavy disease burden. He conceded 
that countries which had no vaccine production capacity were more dependent on imported vaccines 
and could justifiably be accorded importance on that basis; however, even a country like India was not 
self-sufficient in vaccines, importing about 40% of its requirement. In order to meet WHO's objective 
of ensuring that larger countries with larger demands did not crowd out the smaller relatively poor 
countries with no production capacity, he suggested the introduction of a cap on the actual allocation 
of funds to any one country. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany) said that GAVI was a welcome initiative 
when more than two million children were dying each year from diseases that could have been 
prevented if the necessary vaccines had been available. The need to intensify international research on 
vaccines was urgent. The Alliance should work closely with other partners to achieve synergy and, 
since it could not expect to receive additional regular financial assistance, the secretariat should be 
kept as small as possible. 

Turning to the draft resolution in document EB 105/43, in paragraph 2 he proposed replacement 
of the word "resources" by "efforts" in subparagraph (3) and requested clarification of the phrase 
"new financing mechanisms" in subparagraph ( 6). 

Professor ZEL TNER (Switzerland), expressing his wholehearted support for the Alliance, 
joined Dr Novotny in appealing to Member States to provide additional money for it. He would 
endeavour to persuade his Government to do so. 

Mr ALNWICK (UNICEF), speaking at the invitation of the CHAIRMAN, said that UNICEF 
regarded GA VI as an extension and formalization of the existing harmonious alliance between 
UNICEF, WHO and the World Bank on strengthening immunization. In particular, UNICEF 
welcomed the inclusion in the Alliance of other partners, such as foundations committed to supporting 
immunization and representatives of the vaccine-manufacturing industry. The major objective of 
GA VI was to increase the commitment of each of the allies to achieving an agreed set of goals in a 
coordinated way. Increased funding to strengthen immunization programmes, particularly in the least 
developed countries, was urgently needed. UNICEF welcomed the generosity of the Bill and Melinda 
Gates Foundation in putting start-up money into the Global Children's Vaccine Fund. UNICEF would 
increase its own support and would work with the Fund and other Alliance partners to help ensure that 
the funds were efficiently and promptly used to improve and expand immunization programmes in 
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selected countries. Generous as the support from the Bill and Melinda Gates Foundation had been, 
substantial additional resources would be needed to achieve the Alliance's ambitious goals. 

Dr VAN ETTEN (Netherlands) said that his Government strongly supported GAVI and would 
contribute financially, preferably through WHO. He considered that the wording of paragraph 2, 
subparagraph (5), of the draft resolution did not adequately accommodate such an alternative 
mechanism. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that avoidable communicable 
diseases were a priority in his country. In light of the encouraging example of poliomyelitis 
eradication, his country was keen to extend immunization to other diseases and hoped to obtain 
support in that endeavour. He congratulated the Director-General warmly on the creation of the 
Alliance. 

Dr SCHOLTZ (Executive Director) thanked members of the Board for their support for the 
initiative to increase immunization among the world's children. Professor Ali had raised the question 
of a potential conflict of interest with the pharmaceutical industry. It would be impossible to achieve 
the goals set without industry involvement, as Mr Alnwick had pointed out, on account of such crucial 
issues as a reliable supply of vaccines, reliable production, supply forecasts, good communication on 
supply issues and appropriate vaccine pricing. Since the Alliance encompassed all sectors of society, 
any potential conflict of interest that arose would be dealt with appropriately. 

Commenting on the suggestion of Mr Chowdhury, he said that disease burden had always been 
one of the key criteria for choosing which countries would benefit from the initiative. He emphasized 
that the Fund would be used to procure vaccines, but that it was only one of the tools available to the 
partners in the Alliance. Many other mechanisms could and should be used, such as increasing 
national budgets and bilateral and multilateral assistance loans. The objectives of GA VI were broad, 
aiming at providing access to immunization for children throughout the world, including those of 
China, India and Indonesia. WHO would also work to enable countries that had the capacity to 
produce vaccine to increase the volume and quality of their production. Initial priorities had been set, 
but both they and the criteria might change. Any change in the existing priorities would be decided 
upon by the Board of GA VI. 

As for the comment of Mr Debrus relating to the size of the Alliance secretariat, the plan was 
for a small, independent secretariat that would enable the various agencies to perform their tasks. He 
found Mr Debrus's proposed amendment to paragraph 2(3) ofthe draft resolution acceptable. 

Lastly, with regard to the question from Dr van Etten on how the Alliance could be supported if 
not through the Fund, he emphasized that the draft resolution clearly indicated that the Alliance's 
objectives could be supported and furthered through the "Global Fund for Children's Vaccines and 
other mechanisms available among the partners". 

The resolution, as amended, was adopted.1 

(For further discussion, see the summary record of the ninth meeting, section 4.) 

Global strategy for the prevention and control of noncommunicable diseases: Supplementary 
agenda item (Document EB 1 05/42) 

Dr FERREIRA MEDINA (Cape Verde) said that his country was undergoing an 
epidemiological transition, and the incidence of noncommunicable diseases such as cerebrovascular 
attacks, diabetes, degenerative diseases, cardiovascular disease and hypertension was rising steeply, 
owing to the increase in life expectancy that had occurred during the 25 years since independence. His 

1 Resolution EBI05.R4. 
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Government was shortly to undertake a reform of the national health system and was considering 
creating a specific programme for noncommunicable diseases. Active cooperation with WHO would 
be most welcome. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) welcomed the renewed 
focus on noncommunicable diseases and commended the Director-General's suggestion of 
establishing a global network and global partnerships. The accent had rightly been put on prevention. 
He regretted, however, that the report had not made enough of the Organization's own experience in 
setting up partnerships and collaboration, in particular in its work in the Countrywide Integrated 
Noncommunicable Disease Intervention Programme (CINDI), the relatively recent, similar PAHO 
programme for the multifactor reduction of noncommunicable diseases (CARMEN) and the Integrated 
Programme for Community Health in Noncommunicable Diseases (INTERHEALTH). The 
accumulated experience from such programmes should be put to use in developing the global strategy. 
His country had participated in CINDI and INTERHEAL TH since the early 1980s and had derived 
great benefit. Even during the current difficult period, there were 15 regional CINDI programmes in 
his country, with a possibility of more. CINDI had proved its effectiveness in the development of 
prevention policies based on international experience. 

Dr NOVOTNY (United States of America) welcomed the emphasis in the Director-General's 
report on prevention, which extended beyond health care systems to policy approaches. He drew 
attention to the macroeconomic forces that affected the consumption of unhealthy products, given that 
healthy food might be more expensive. The effect of those forces in changing the outcomes of 
cardiovascular disease could be seen in the newly independent States of the former USSR and in 
eastern Europe. He welcomed the fact that the Director-General had assembled a group to consider 
such macroeconomic forces, which could help to guide future prevention. Traditional approaches were 
also, however, important in such areas as the prevention of cervical cancer through screening. 

He drew attention also to the potential competition for focus between communicable and 
noncommunicable diseases, both of which, in their own ways, had profound but differing effects on 
the poor. It would be crucial to understand the current epidemiological transitions, including 
urbanization, the ageing of populations and the globalization of the marketing of unhealthy products. 
The unfinished agenda of communicable diseases coexisted with the increasing prevalence of 
noncommunicable diseases, and it would be necessary to balance countries' demands with their 
programmatic needs. He asked whether a resolution was to be prepared for submission to the Health 
Assembly, in accordance with document EB105/42, paragraph 25. 

Dr Sulaiman (Oman) took the Chair. 

Dr KOMODIKIS (Cyprus) said that although noncommunicable diseases were on the increase, 
mainly in low- and middle-income countries, threatening their socioeconomic development, there was 
also much experience in controlling them, through such programmes as the North Karelia project, 
CINDI and CARMEN. Some developed countries were already showing a reduction in morbidity and 
mortality from noncommunicable diseases. In some developing countries, the risk of developing such 
diseases was still fairly low - and efforts should be made to maintain those levels, while in others the 
risks had already reached a critical point. Whatever the level, countries should be encouraged to 
develop partnerships and share experiences. Strenuous efforts should be made to change the focus of 
health policy from the hospital-oriented approach to the surveillance, prevention and control of 
noncommunicable diseases. Her country was one of those that had developed a community-based 
approach, but it sought assistance from WHO in health sector management and sustainable 
development within the global strategy. 

Mr LIU Peilong (China) welcomed the global strategy for halting the rapid growth of 
noncommunicable diseases, which constituted a major challenge for the coming century. The strategy 
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rightly emphasized the importance of prevention, the need to control common risk factors and the role 
of community intervention. It also gave due weight to the need for an environmental policy that would 
be supportive of control. 

China, with the help of international organizations, had initiated pilot projects in selected cities, 
and experience had been gained that might be useful in further developing the global strategy. The 
surveillance. of behavioural risk factors was essential, but in view of the limited experience of 
developing countries in that regard, he hoped that WHO would issue guidelines. Changing behaviour 
required environmental and policy support, as indicated in paragraph 11 of the report, such as 
advertisements against smoking, the provision of access to low-sodium salt and the encouragement of 
physical exercise. Those were other areas in which developing countries needed guidance from WHO. 
He expressed the hope that the global strategy would include a mechanism to measure its 
implementation. He welcomed the references in paragraphs 17 and 23 to the WHO collaborating 
centres. He. expressed the hope that the centres in China could cooperate further with WHO and that 
the country could serve as a testing site for the global strategy, in view of the speed of the 
epidemiological transition in China and the increase in noncommunicable diseases. 

Mrs JEAN (Canada) said that her delegation had expressed strong support at the Fifty-second 
World Health Assembly for effective involvement by WHO in the prevention and control of 
noncommunicable diseases, in close collaboration with the major specialized nongovernmental 
organizationsin order to avoid duplication and confusion. The Director-General's report was therefore 
most welcome, particularly in its emphasis on partnership and networking. Canada looked forward to 
translation of the strategy into a strong plan of action. It might be premature to call for measurement of 
the impact of interventions at such an early stage, but it would be useful if WHO could give some 
thought to quantified indicators of performance. She also asked how WHO intended to develop its 
partnerships;. especially with the major nongovernmental organizations, through the proposed global 
network - whether for example, there were plans to divide the global workload on the basis of each 
partner's comparative advantage. She supported the suggestion of Dr Novotny that the Board's 
recommendations be transmitted to the Health Assembly through an appropriate draft resolution. 

Professor ALl (Bangladesh) drew attention to paragraph 22 of the report, which referred to the 
"likely impact of globalization of trade and marketing on risk factors". The impact on the incidence of 
noncommunicable diseases in developing countries would undoubtedly be great. WHO should 
therefore bring the issue to the attention of other relevant international forums, in addition to 
producing its own draft resolution. 

Dr MBAIONG (Chad) agreed that noncommunicable diseases were on the increase in 
developing countries and especially in Africa and concurred with Dr Novotny that national policy 
played a significant role. For example, macroeconomics was one of the causes of cardiovascular 
disease and diabetes; poverty was at the root of many diseases, as poor countries lacked the 
infrastructure for early detection. Poverty could also be a cause of mental illness, another 
noncommunicable disease. 

He drew attention to a circumstance that particularly affected African countries: armed 
conflicts, violence and natural disasters had caused stress, hypertension, ulcers and other associated 
illnesses. He suggested that WHO should urge rich countries to provide more drugs and food and to 
deny arms to those who undertook armed conflict on African territory. A rapid reaction strategy 
should also be put in place to help countries exposed to natural disasters. WHO should redouble its 
efforts to combat poverty and strengthen strategies for health education and healthy behaviour. 

Professor MAMDABA (Central African Republic) said that the star billing of Africa in the 
documents before the Board showed that the causes of the increase in noncommunicable diseases were 
poverty, a lack of properly organized health systems and the fact that each country preferred to 
develop independently rather than join with others to combat the diseases by means of shared 
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resources. Control required modern techniques and equipment including scanners, an adequate supply 
of drugs and specialized staff. Previously, it had been claimed that the peoples of developing countries 
did not suffer from many of the diseases that affected rich countries, but that was no longer the case, if 
indeed it had been so. Today, cancers of all kinds, both in children and adults, as well as essential 
hypertension leading to cerebrovascular accidents, were prevalent in Africa. Patients with endocrine 
disease, diabetes and acute pancreatitis had to be evacuated to other countries for treatment, thus 
increasing the debt burden. He asked WHO to assess the capacities of certain hospitals in the 
subregion and to designate those that needed more technical support and more specialized staff, in 
order to facilitate subregional cooperation in the treatment of patients. Specialists and maintenance 
technicians should be trained in the country concerned, since a scanner, for example, would be useless 
if it could not be repaired when it broke down. 

Mr GEORGE (Cook Islands) said that he was pleased to see an expanded focus on 
noncommunicable diseases, as many of the global targets for infectious diseases were less relevant to 
countries of the Western Pacific Region, which were in rapid epidemiological transition. In his 
country, the main causes of death were diabetes, stroke and heart disease which, alarmingly, were 
increasing all the time among younger adults, largely as a result of tobacco use, alcohol abuse, an 
unhealthy diet and physical inactivity. The strategic directions included in document EB 105/42 were 
consistent with the needs of developing countries. He especially applauded the focus on developing 
countries, the integrated approach, the focus on primary health care and the development of systems to 
map the coming epidemic of noncommunicable diseases. He hoped that the Organization would 
provide stronger support to countries to implement their strategies. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that socioeconomic 
development in his country was leading to an increase in the incidence of noncommunicable diseases. 
The limited resources available to poor countries made it particularly difficult for them to face the 
twofold challenge of communicable and noncommunicable diseases. The figures clearly indicated that 
poor countries suffered most from noncommunicable diseases, which accounted for 70% of deaths and 
80% of morbidity, although the main causes, in particular tobacco abuse, poor nutrition and lack of 
physical exercise, were well known. He therefore welcomed the emphasis given by WHO to the issue. 

Professor GIRARD (France) said that although noncommunicable diseases were undoubtedly 
important, his country, through its development aid, had chosen to give priority to communicable 
diseases. Public authorities played a greater role, both nationally and internationally, in the control of 
communicable diseases. International and national public authorities had a role to play in combating 
noncommunicable diseases but should bear in mind what WHO had already achieved with such 
projects as MONICA and CINDI, which had provided essential information. The efforts of authorities 
such as WHO must inevitably be accompanied by an investment and an ordering of civil society, as 
individual behaviour was an essential element in the control of noncommunicable diseases. WHO was 
already active in combating tobacco use and improving nutrition, and the greatest emphasis should 
perhaps be placed on those factors, on condition that society became involved in the effort. 

Dr VAN ETTEN (Netherlands) said that he appreciated the priority attached to 
noncommunicable diseases by the Director-General and particularly the focus on poverty in 
developing countries. While the strategy was rightly developed from a global perspective, 
implementation had to be at the national level. Since interventions were bound to differ widely among 
regions and Member States, the scope of what could be decided at the global level was necessarily 
limited. WHO should concentrate on surveillance and agenda setting. 

Dr RAFEEQ (Trinidad and Tobago) commended the Director-General on having placed the 
question of noncommunicable diseases high on the agenda, together with infectious diseases. While 
fully endorsing the preventive and primary care approach, there was a need for an integrated approach 



90 EXECUTIVE BOARD, 105th SESSION 

combining surveillance and the aggressive use of the tools of communication and marketing that were 
traditionally weak in the health sector. He agreed with Dr Novotny that the preventive approach 
should involve the participation of many other sectors and agencies, in addition to the health sector. 

The alliance between WHO and the pharmaceutical industry in making pharmaceuticals more 
accessible to affected populations and the need for a proper infrastructure were important issues; 
however, it was essential that drugs be effective and of high quality. With the proliferation of generic 
drug manufacturers, monitoring was needed to ensure that the pharmaceuticals were of an acceptable 
quality. 

He supported the request for a resolution on the issue. 

Dr AL-JABER (Qatar) noted that the incidence of communicable diseases had been reduced in 
certain countries and regions through improved sewerage systems, environmental regulation and 
immunization, but noncommunicable diseases such as diabetes, hypertension and various cancers were 
now emerging, and worldwide efforts were required to combat them. WHO should increase its efforts 
to promote awareness of preventive methods and promote research into diagnostic techniques and 
effective treatment. 

Mr CHOWDHURY (India) said that the burden of traditional diseases such as tuberculosis, 
malaria and leprosy in his country was such that there had been a tendency to lose sight of the increase 
in noncommunicable diseases. He therefore welcomed the focus of WHO on the issue. His 
Government had for the first time allocated 5% of the WHO country budget for the biennium 2000-
2001 to noncommunicable diseases, and it proposed to increase the provision for the sector in the 
domestic budget for the biennium. He welcomed the WHO initiative for research on cardiovascular 
disease in developing countries, under the aegis of the Global Forum on Health Research which had a 
major focus in India. 

Professor ZEL TNER (Switzerland), noting the mention of a dedicated global network in the 
document, asked whether it would effectively be a new vertical network. He considered that the 
control of noncommunicable diseases was closely linked to the overall health system. There was 
general concern in Europe about the proliferation of networks, which was in itself a time-consuming 
exercise. He also considered that more weight should be accorded to gender aspects in the programme, 
since it was a major component of any noncommunicable diseases programme. 

Dr JIMENEZ DE LA JARA (Chile) observed that noncommunicable disease prevention was 
not a concern only of the health sector. Rather, it was implemented in early childhood, in the family 
and during education. An expert group had been formed in Chile to promote various approaches in 
early life. Its findings would be made available for possible inclusion in the pilot studies being carried 
out by the Noncommunicable diseases cluster. 

Mr VOIGTLANDER (Germany) pointed out that in many countries the increase in 
noncommunicable diseases was related to the fact that the burden of communicable diseases, apart 
from HIV I AIDS, had declined. Noncommunicable diseases required different strategies from those 
used for protection against infections, such as vaccination and clean water. The latter were provided 
by public authorities, whereas the most important measures for primary prevention of 
noncommunicable diseases were nonsmoking, proper nutrition and adequate exercise, which had to be 
implemented on a voluntary, continuous basis by the general population. 

He noted that the proposals set out in the document under discussion and other documents 
prepared by WHO were based on the premise that all Member States had centralized health systems, 
which was at odds with reality. Even in countries with centralized systems, the current trend was 
towards decentralization. In practical terms, it was vital to take account of different health systems 
when drawing up reports. 
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He endorsed the global strategy for the surveillance, prevention and control of 
noncommunicable diseases. However, it should be recalled that WHO already had considerable 
experience in the field, as reflected in The world health report 1997: conquering suffering, enriching 
humanity. The same applied to many Member States, in which the war against noncommunicable 
diseases had been waged for some time. The new initiative was designed to concentrate the combined 
efforts of WHO and the Member States in a fresh impetus triggered by the rapid rise in 
noncommunicable diseases which posed a major public health challenge. A new health reform had 
come into effect in Germany on 1 January 2000 aimed at strengthening prevention and introducing 
innovative elements into the system, such as a network of integrated care. 

Dr KARAM (Lebanon), recalling the impact of noncommunicable diseases on morbidity and 
mortality in both the developing and the developed world, stressed the importance of WHO's role in 
advising governments and health ministries on continuing health education and promotion with 
emphasis on healthy lifestyles. Timely, continuous health education and prevention campaigns could 
be pivotal in increasing awareness of the risk factors and could ultimately lead to a reduction in 
noncommunicable diseases. 

Dr ALVIK (Norway) observed that for the benefit of those outside the WHO system it would be 
helpful to explain why psychiatric disorders were not mentioned in documents dealing with 
noncommunicable diseases. She agreed with Professor Zeltner that the gender aspect was a key 
element in the prevention of noncommunicable diseases. She recalled the importance of continuing to 
apply recognized criteria in new screening programmes, although in respect of noncommunicable 
diseases screening did not necessarily provide a solution. 

On a question of language, she asked that a less bellicose term than "bullet point" be found. 

The CHAIRMAN, speaking in a personal capacity, joined in commending the report. 
Noncommunicable diseases remained a priority on the agenda. They constituted a complex issue, 
particularly at the macroeconomic level; for example, governments levied a tax on tobacco, which was 
a major cause of noncommunicable disease. Health promotion and education by the national education 
ministries were significant means for combating those diseases. 

Mrs HEIDET (International Cystic Fibrosis Association), speaking at the invitation of the 
CHAIRMAN, said that noncommunicable diseases such as cystic fibrosis would constitute an 
increasingly heavy public health burden unless they were placed on the agenda of the health ministries 
of Member States. Cystic fibrosis was a genetic, noncommunicable disease, the prevalence of which 
would decrease if the key components of the global strategy were implemented. Those included 
development of surveillance systems to measure the incidence of cystic fibrosis in developing 
countries with inadequate health infrastructures; the introduction of genetic screening and family 
history records, which were cost-effective methods for preventing incidence; and the development of 
mechanisms within health systems to diagnose the disease and manage the growing number of child 
and adult cases. WHO and the International Cystic Fibrosis Association had jointly elaborated 
guidelines to strengthen cooperation at regional and country levels, and they would continue to 
collaborate closely to increase public and professional awareness about noncommunicable diseases. 

Dr CHEN (Executive Director), responding to Dr Fetisov, noted that the global strategy for the 
prevention and control of noncommunicable diseases had been based on a careful review of 
international experience, including the CINDI and INTERHEAL TH programmes. 

Regarding the influence of macroeconomic policy on noncommunicable diseases, referred to by 
Dr Novotny, the cluster would collaborate fully with the newly established Commission on 
Macroeconomics and Health. WHO was well aware that noncommunicable diseases were not 
exclusively a health problem; economic and social influences were equally important. The global 
strategy therefore relied heavily on adopting a cost-effective approach which poor countries would 
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find acceptable and affordable. Responding to his concerns regarding the potential competitiOn 
between communicable and noncommunicable diseases, she noted that most countries were facing the 
double burden of these diseases. Combined efforts would bear fruit, as for example with the 
development of the Adult Lung Health Initiative, on which the Stop Tuberculosis Initiative and the 
programme on Chronic respiratory diseases and arthritis worked together. 

In response to the comments of Mr Liu Peilong, she said that the surveillance of risk factors 
would be of great benefit to many developing countries, and WHO would provide support for 
establishing surveillance criteria for monitoring risk factors and setting up training projects. WHO 
would also provide guidelines relating to the environmental and policy support needed to change 
people's behaviour. Discussions would take place with various Member States and regions to draw up 
an action plan for designing monitoring and evaluation indicators. She thanked the Government of 
China for offering to allow a WHO collaborating centre to help in building a model for testing the 
global strategy. 

A number of countries had expressed concern at the likely impact of globalization of trade on 
risk factors and the need for technical support. WHO accorded high priority to such provision. 
Regarding collaboration with nongovernmental organizations, WHO had invited the major 
nongovernmental organizations to attend consultatory meetings in order to foster active working 
relationships with them. An action plan was being elaborated to implement the global strategy which 
would be submitted to the Fifty-third World Health Assembly in May. Regarding Dr Alvik's 
comments about the mention of psychiatric disorders in relation to noncommunicable diseases, she 
noted that The world health report 2001 would focus on some aspects of mental health. 

Dr ALW AN (Noncommunicable diseases), replying to Professor Zeltner's question on global 
networking, said that its main objective was to disseminate information and exchange experiences 
between countries that already had, or would be developing community-based prevention 
programmes. Two regional networks already existed: CINDI, consisting of 24 community-based 
programmes within the countries of the European Region, and CARMEN, comprising six countries 
within the Region of the Americas. WHO hoped to establish networks in the other four regions and to 
find a mechanism whereby the six regional networks of community-based programmes could 
exchange views and experiences. Several speakers had referred to the INTERHEAL TH programme 
and to previous WHO experience. The global strategy for the prevention and control of 
noncommunicable diseases was based not only on a careful review of international experience but also 
on WHO's past work. The strategy and action plans would represent a continuation and strengthening 
of the Organization's previous achievements in the area. 

He agreed with several speakers on the importance of implementing surveillance and prevention 
through intersectoral collaboration. That constituted one of the major challenges in the prevention and 
control of noncommunicable diseases and would be addressed in WHO's action plans for 2000-2001 
and 2002-2003. 

(For adoption of the resolution, see the summary record of the seventh meeting, section 3.) 

The meeting rose at 12:35. 
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Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. STAFF DEVELOPMENT AND SUPPORT: Item 4 of the Agenda 

Human resources: annual report: Item 4.1 of the Agenda (Documents EB105/14, EB105/14 Add.l, 
EB105/14 Add.1 Corr.l and EB105/INF.DOC./2) 

Statement by the representative of the WHO staff associations on matters concerning personnel 
policy and conditions of service: Item 4.2 ofthe Agenda (Document EB105/INF.DOC./4) 

Professor ZEL TNER (Switzerland), speaking as the Chairman of the Administration, Budget 
and Finance Committee, recalled that, at the 1 03rd session of the Executive Board in January 1999, 
the Secretariat had advised that in future a more comprehensive, consistent and transparent human 
resources annual report would be produced. At its meeting the previous week, the Committee had 
welcomed the annual report (documents EB 105/14 Add.1 and EB 105/14 Add.l Corr.l) which, for the 
first time, provided an evidence base for tracking the human resources and budget policy reforms 
already in place. He drew attention, first, to the fact that over the past three bienniums the total number 
of staff had steadily decreased; secondly, the current representation of women in the professional 
category was almost 30%, up from just over 20% at the beginning of the 1990s; thirdly, most 
professional staff in a given region were from countries within that region; fourthly, almost one
quarter of the staff left the Organization within five years. In addition, almost 20% of the professional 
staff would retire within the coming three years, providing an opportunity for change. The situation 
with regard to geographical distribution had remained largely unchanged since the previous report to 
the Board in 1997. 

The Committee had also taken note of the context and direction of human resource management 
reforms taking place in WHO. Following structural changes, reform efforts were focused on 
strengthening productivity, efficiency and job satisfaction. To that end the Director-General had 
established a human resource management reform task force; an outside company was being 
contracted to work with the task force. A full review of the Staff Rules, Regulations and other legal 
texts was also being undertaken. The outcome of those reform initiatives, which had enjoyed the full 
participation of staff representatives, would be reported to the Board as from 2001. 

The Committee recommended that the Board take note of the human resource annual report. For 
future reports, it asked for more analysis of the workforce data, as well as a summary of actions taken 
to adapt human resource policies to the Organization's changing needs and priorities. 

Mrs MAGED (Chairperson of the Staff Association of the Regional Office for the Eastern 
Mediterranean), speaking as the representative of the WHO staff associations, began by addressing the 
Executive Board in Arabic, emphasizing the international character of the Organization whose 
regional offices embraced almost all the countries of the world. In spite of the cultural and linguistic 
diversity of its staff, they formed a single entity committed to the lofty objectives of the Organization. 

Mrs Maged paid tribute to the Director-General and expressed appreciation for her vision which 
was reviving the Organization; she had the full support of WHO staff. The Director-General had 
emphasized the effective role of staff and repeatedly asserted that human resources were the most 
important of all WHO resources. The staff associations shared that view. The Director-General had 
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foreseen that consultation and transparency between staff and management would be the best way to 
improve performance and energize the work of WHO. Soon after she had assumed office, the 
Director-General had created a Global Staff/Management Council as a proactive forum for discussion 
and decision-making on all aspects of human resource management. That was a breakthrough. That 
excellent work continued to gather momentum, helping to identify the strengths and weaknesses in 
WHO's structure and work. It had also resulted in closer links between headquarters and the staff and 
administrations of the regions, helping to make the Organization into a simple cohesive whole. WHO 
was moving in the right direction under the Director-General's leadership and the staff thanked her for 
that. 

The core theme in the statement circulated to the Board (document EB105/INF.DOC./4) was the 
oneness of the Organization and the need for applying best practices in all its offices, with uniformity 
and consistency and without discrimination. The statement covered a broad spectrum of issues 
relevant to the management of human resources, including the work environment. She was hopeful 
that soon it would be possible to report to the Board that all was going well. The staff associations 
were pleased with some aspects of human resource management in the new WHO but still concerned 
about others. Some obstacles that had impeded progress in the past still lingered. The staff vision was 
of WHO as an equal opportunity employer; one that was fair and decent; that gave staff equal pay for 
equal work; and that would be regarded as an employer of choice. She drew particular attention to the 
sections in the statement on the working group on harassment/mobbing, the security of United Nations 
staff, the relocation of the Regional Offices for Africa and the Eastern Mediterranean, and the 
implementation of best practices in the treatment of WHO staff. The staff associations were committed 
to creating and sustaining a WHO that gave staff space, responsibility and the authority to be 
excellent; a WHO that rewarded excellence in both technical performance and organizational 
behaviour. In other words, the staff associations supported human resource management policies and 
procedures that enabled staff, together with WHO partners, to transform the power of ideas into the 
ideas of power. The Director-General had said that through the corporate strategy WHO could make 
the greatest possible contribution to world health by developing its technical, intellectual, ethical and 
political leadership. That gave clear direction to the staff associations for the focus of human resource 
management reform and the kinds of policy that would attract and retain staff who could enable the 
Organization to achieve its ambitions. However, without the core values of integrity, mutual respect, 
decency and professionalism, WHO could not accomplish its vision of human resource management 
nor its strategy, because the organizational culture would not facilitate it. 

On the credit side, the staff associations were pleased that human resource management had 
been identified as a key area requiring reform and that substantive efforts were being undertaken by a 
task force to that end. In that connection, she drew attention to the sections in the statement on the 
Task Force on Human Resource Management Reform and on staff rotation and mobility. She was also 
pleased that efforts in the area of contract reform would bring about equity and better working 
conditions for the long-serving short-term staff of WHO, as from 1 July 2000. Such staff had made a 
major contribution to the work of the Organization although they had not been compensated in 
accordance with the relevant International Labour Organization Convention of 1951 relating to equal 
pay for work of equal value. It had been found that most temporary staff at headquarters were women 
and that they remained longer as short-term staff than men. Indeed, women represented 87% of the 
short-term staff who had been at the Organization for over five years. The same wa.s true of most 
WHO regions. Further details were contained in the section of the statement headed "Committee on 
contract reform". She was also pleased that there was a commitment at senior management level to 
reforming the staff administration working relationship and making it more substantive. A major start 
in that direction had been the creation of the Global Staff/Management Council (see statement under 
"The consultative process"). 

The staff associations were concerned that, in many parts of the Organization, only lip service 
was paid to transparency. The Staff Regulations and Staff Rules needed to be followed with 
uniformity. The staff associations were also concerned that nepotism, rather than open competition 
and/or merit, was still usurping some of WHO's financial and human resources as well as 



SUMMARY RECORDS: SIXTH MEETING 95 

compromising the interests of the Organization. In connection with those issues, she referred to the 
sections on "The reform process", "Recruitment procedures and job classifications" and "Adherence 
to retirement age and the rehiring of retirees" in the statement circulated. She was also concerned that 
organizational change might be used to perpetuate and even extend inequities rather than remove 
them. 

In her opening speech, the Director-General had drawn attention to the zero nominal growth 
budget adopted in 1999, which had called for savings of the order of US$ 25 million. Unfortunately, as 
usual in such cases, staff costs had been the first to come under scrutiny. In September 1999, the 
administration had offered financial incentives to staff to consider voluntary separation from service. 
According to a message to the staff in December 1999 there had been 295 requests, of which 
224 separations had been agreed. The staff associations, however, felt that the criteria had not been 
applied fairly across the Organization. A major concern was that many of those who had accepted 
separation would continue to work on temporary contracts, thus bringing the objective of the exercise 
into question. She therefore urged the Board to stimulate concerted action to correct such 
irregularities, because they held WHO back from achieving its full potential as a leader in health and 
an employer of choice. She urged again that the rules and regulations of the Organization be followed 
with uniformity throughout WHO. 

She also proposed that greater emphasis be placed on the personal attributes of the staff to 
ensure that the core values of integrity, honesty, commitment and team work were reflected in the core 
values of the new Organization and contributed to creating a healthy and effective working 
environment. She further proposed that the staff/administration partnership be enhanced at global and 
regional levels on issues which fell within the staff associations' mandate and that the administration 
demonstrate its commitment to that cause by allocating additional resources to WHO staff associations 
and by building a more effective and reciprocal staff/administration partnership. 

In conclusion, she reiterated the staffs commitment to the Organization and its principles. 

The CHAIRMAN thanked the representative of the WHO staff associations for her statement on 
matters of concern to the staff of the Organization, assuring her that all members of the Executive 
Board, as well as the Secretariat, had taken due note of her comments. 

Professor GIRARD (France) said he was sure that members of the Board would join him in 
expressing his gratitude to the Director-General and her staff for their contribution to the work of the 
Organization. In her opening statement the Director-General had referred to the role of the staff, and 
he was also grateful to their representative for describing their conditions of work, concerns and 
difficulties, to which Board members were sensitive. The Board recognized that any period of 
reorganization, however useful and essential, was difficult for staff as it required adaptation. He also 
knew that, in addition to the internal reorganization of WHO, developments in the health field and the 
opening towards other partners - concerns which were not solely medical but related to health - also 
implied new working conditions and, in some ways, destabilization. When the budget of an 
organization such as WHO was shrinking, it was not only the peoples of Member States who suffered; 
there were also negative effects on working conditions in the Organization. While he could not refer to 
all the points mentioned, he had listened to them carefully and felt that they must be viewed in the 
context of changing times. On the subject of the place of women in the Organization, although WHO 
had begun to respond, it was typically a day-to-day battle. His country had just adopted legislation 
providing that 50% of the candidates in general elections had to be women and 50% men. Perhaps in 
WHO it was not necessary to have written rules; equality could be achieved by other means. 

The Organization plainly needed to be exemplary in observing the rules and in associating the 
staff in its work. He would continue to follow those aspects, to help to ensure that WHO's 
performance and reputation attained expectations, as well as that the contribution of the staff was duly 
recognized. 
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Dr LARIVIERE (alternate to Mrs Jean, Canada) thanked the representative of the staff 
associations for her report. The information would be extremely useful to members of the Board and 
to the Director-General; he applauded the new spirit of collaboration and dialogue, which could go a 
long way towards addressing the concerns expressed. WHO had the advantage of being a highly 
decentralized organization and brought immense expertise to each Member State. As a result, WHO 
staff were scattered throughout the globe, and investment was therefore needed in the concept of a 
single WHO. That was extremely important for the staff. An effort would have to be made towards 
harmonizing best practices and implementing consistent procedures, understood in the same way by 
everyone. 

Shortly after taking office, the Director-General had talked about staff mobility and an approach 
where people would be able to learn from moving horizontally and vertically within the Organization. 
That in itself required a great deal of common understanding and consistency and he thought that, 
through dialogue and collaboration, it would be achieved. For example, some imaginative approaches 
were being considered for the use of the high-speed WHO global intranet in connection with staff 
development. That was innovative and imaginative and should provide a new tool for use in WHO. 

He also commended the staff input into the work of the Steering Committee on the Employment 
and Participation of Women in WHO earlier in the week. That body brought together representatives 
of the administration, the staff and members of the Board to further the participation of women in the 
work of WHO at all levels. There had also been a move urging Member States to designate more 
women as delegates to the Executive Board, regional committees and the World Health Assembly. All 
that could create the critical mass needed to implement WHO policy and reach the target of parity for 
women. The Steering Committee had noted that relatively slow progress was being made. Progress 
must be speeded up if there were to be any chance of meeting the target within the coming 10 years. 
The Steering Committee had explored new avenues to collaborate with the Director-General and staff 
to enhance the participation of women, and some of the approaches would be innovative. The 
considerable data available were currently being analysed and he hoped that the Board would be 
provided with a more substantive report from the Steering Committee in May 2000. He was grateful 
for the collaboration of the Board, staff and administration. 

Dr VAN ETTEN (Netherlands) expressed his appreciation of the oral and written statements by 
the representative of the staff associations, which gave a straightforward summary of the achievements 
of the past year as well as of the areas of concern. Of particular importance was the staff associations' 
contribution to developing uniform human resource management policies and practices within the 
Organization through an integrated approach, using such mechanisms as the Global Staff/Management 
Council. He looked forward to further developments along those lines, including an annual report for 
the following year, as well as more information on the recently established Task Force on Human 
Resource Management Reform. 

Mr VOIGTLANDER (Germany), referring to the question of geographical distribution, said 
that, according to available data, 56 Member States of WHO were unrepresented or under-represented. 
Although his country was the third major contributor, providing nearly 10% of WHO's regular budget, 
its representation on the staff was less than half of what it should be - a situation which he deplored. 
He urged the Organization to make every effort to comply with Health Assembly .resolutions in 
respect of those 56 countries, including his own. Although qualification for posts was of course the 
most important criterion, the Organization should endeavour to reach the desirable ranges in 
accordance with its self-appointed goals. 

Mr CHERNIKOV (adviser to Dr Fetisov, Russian Federation) thanked WHO for its annual 
report on human resources, and for the increased level of transparency on personnel matters. The 
briefings held during the year had also been extremely useful. 

With regard to the substance and format of the report, the statistical data were sufficient. He 
suggested that future reports could provide a comparison between figures on staff recruited from 
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outside the Organization and numbers of appointments based on internal promotions. In addition, the 
Russian Federation would welcome more analytical information relating in particular to personnel 
measures taken to respond to the Organization's changing needs and priorities. The Russian 
Federation supported the recommendations of the Administration, Budget and Finance Committee in 
that regard. 

The Director-General had referred in her opening statement to the establishment of a Task Force 
on Human Resource Management Reform. He would like to offer a number of suggestions and 
comments. First, his Government welcomed the retention of the moratorium on career service 
contracts. Other organizations had shown the value of gradually reducing such contracts and 
attempting to strike an appropriate balance between long-term and short-term appointments. Some had 
even included measures to that effect in staff regulations, or had limited the maximum possible length 
of service. Furthermore, WHO should introduce open competition for posts held in fair and equal 
conditions. That principle, referred to by the representative of the staff associations, was one that his 
country held dear. 

In conclusion, the Russian Federation was willing to discuss such matters in detail with other 
Member States and the Secretariat. 

Dr AL-JABER (Qatar) associated himself with Professor Girard's remarks on the present time 
of change and also of economic difficulties. Like the Organization, including its regional offices, some 
States had begun to employ staff on daily contracts in order to reduce costs, and a number of 
employees had been made redundant. In view of the increase in life expectancy, he believed that 
indefinite contracts should not be continued. In certain regions, when States did not nominate 
candidates or when particular qualifications were required, either in the regional offices or at 
headquarters, it was necessary to recruit from outside the region. It was to be hoped that that would not 
adversely affect the work of the Organization or its regional offices. 

Mr LIU Peilong (China) expressed appreciation of the statement by the representative of the 
WHO staff associations and commended the staff on their contribution to the Organization under the 
leadership of the Director-General. It was only natural that difficulties had been encountered, as that 
was inherent in any process of reform, at national level too. He was confident that reform could be 
carried out through cooperation and common efforts by all involved. 

Welcoming the clarity of the report to the Board, which gave a full picture of the staff situation 
in WHO, he observed that, over the past decade, the number of women on the staff had increased but 
that further efforts were required in that direction. Regarding geographical distribution - a matter of 
concern to many countries, including his own - he hoped that in recruitment, provided qualifications 
were the same, priority should be given to candidates from the many countries that were unrepresented 
or under-represented. It was important that any international organization should reflect a mixture of 
cultures and balanced geographical distribution. He suggested the establishment of a mechanism 
through which WHO could consult with countries that lacked adequate representation, with a view to 
improving the situation. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) considered that WHO, as a United 
Nations specialized agency that upheld ethical values and regarded health as a fundamental human 
right, should apply international labour standards. That basic principle should be borne in mind when 
reviewing the various standards which, according to the statement by the representative of the staff 
associations, were not being observed. 

Secondly, while the strict application of the principle of equality between men and women was 
not a problem in other continents, it was much more difficult to achieve in Africa, where the 
educational level of women was markedly lower than elsewhere in the world. He therefore suggested 
that any application of that principle in Africa should be accompanied by training mechanisms to 
improve the educational standards of women and bring them to the same quantitative and qualitative 
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level as men. Otherwise, a principle that was applicable in the North would be no more than a pious 
hope in the South. 

Thirdly, the relocation of the Regional Offices for the Eastern Mediterranean and Africa was a 
cause of major concern. It was a principle of international labour law that staff dismissed either by 
tacit or mutual consent or for reasons of economic restructuring had priority for re-employment. 
Regarding the Regional Office for Africa, staff who had been dismissed were facing great economic, 
social and financial difficulties on account of the crisis and every effort should be made to re-engage 
them as a matter of priority. 

Mrs KERN (Executive Director), responding to points raised, said that a revised and expanded 
version of the annual report on human resources would be issued for the Fifty-third World Health 
Assembly in May, including some of the additional information requested by Member States. It would 
be the first of a series of annual reports, the second of which would summarize the results of the major 
review commissioned by the Director-General. 

With reference to the statement by the representative of the WHO staff associations, she 
welcomed the close involvement of the staff in the development of human resource policies and the 
implementation of change. As to the question of temporary staff, for which there would always be a 
need, it was important to achieve an appropriate balance. The major review would cover that issue, 
which had significant implications for women. The staff representative had also referred to the 
mutually agreed separation exercise, which was part of the efficiency measures called for by the 
Health Assembly in resolution WHA52.20. As mentioned in document EB105/17 Add.3, although all 
staff members had been invited to express their interest in separation, the Organization had retained 
the right to refuse any application on the grounds that it was not in WHO's best interest. Some 
individual staff members had been disappointed not to be granted a mutually agreed separation, but the 
work of the Organization had to come first. 

Regarding the rate of recruitment of women, the Director-General had consistently emphasized 
the importance of redressing the gender imbalance within the Organization. That was an area in which 
some progress had been made although there was much scope for improvement. It was important for 
Member States themselves to encourage women to put forward applications. The problem of 
geographical representation and recruitment was complex. In the previous 18 months, a recruitment 
process had been set up that was more detailed, more timely and therefore more costly. It had also 
achieved greater objectivity in assessing the different applications, firstly, on the basis of 
qualifications and excellence but also taking into account geographical distribution, particularly under
representation. The contentious issue of length of contracts, which had implications for geographical 
representation, was also under review. 

The concerns expressed by Mr Kengouya concerning the situation in Africa had been noted. 
Regarding women's education in that context, WHO, in conjunction with donor agencies, might give 
further thought to providing training for women in the workforce, or even in-service training, and to 
developing the associate professional officers' scheme. 

The DIRECTOR-GENERAL welcomed the constructive discussion on the subject of human 
resources, which was of central importance to the achievement of WHO's public health goals. She 
thanked everyone involved for their part in preparing the basis for the discussions. SQ.e also thanked 
the staff associations, both in the field and at headquarters, for their positive contributions and their 
spirit of ·collaboration which, in common with the new mechanisms such as the Global 
Staff/Management Council, were of key importance in enabling the Organization to pursue its goals. 

Mrs MAGED (Chairperson of the Staff Association of the Regional Office for the Eastern 
Mediterranean) thanked the Board for its constructive comments and for the support it had expressed, 
and reiterated the staff's loyalty to the principles of the Organization. 
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The Board took note of the annual report on human resources and of the statement by the 
representative of the WHO staff associations. 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 5 of the Agenda (Documents 
EB105/15, EB105/15 Add.l and EB105/15 Add.2) 

The CHAIRMAN invited the Board to consider documents EB 105/15, EB 105/15 Add.l and 
EB105115 Add.2 together. 

Dr THIERS (Belgium), speaking as Rapporteur of the WHO/UNICEF/UNFPA Coordinating 
Committee on Health (CCH), introduced the report of the Committee's second session (document 
EB 105115 Add.1 ). The Committee had been established to ensure good collaboration between WHO, 
UNICEF and UNFPA and to avoid overlapping or even conflicting situations in the field. The 
Committee was composed of members of the executive boards of the three organizations, including 
six members of the WHO Executive Board (one per region) and three rapporteurs (one per 
organization). After introductory speeches by the heads of the three organizations, Dr Brundtland for 
WHO, Ms Bellamy for UNICEF and Dr Nafis Sadik for UNFPA, the Committee had discussed the 
follow-up to the International Conference on Population and Development (Cairo, 1994), and in 
particular: reduction of maternal mortality and morbidity, including the use of micronutrients; 
adolescent health and development; HIV I AIDS, in particular mother-to-child transmission; and 
immunization. Specific action points had been identified for each topic and set out in the report. Other 
items discussed included the development of benchmark indicators on reproductive health, and a 
common set of gender and health indicators to be used by countries to monitor their progress towards 
gender equity. 

The next session of the Committee was scheduled for 2001, probably in New York. The first 
substantive item on the agenda would be a progress report on the implementation of the 
recommendations of the December 1999 session. There would be a focus on sector-wide approaches 
to issues of common concern, and it had been proposed to invite guest speakers working in developing 
countries to give presentations on the subject of cooperation in the field between the three 
organizations. The suggestion that members might stay on the Committee for more than three years, in 
the interests of greater continuity of membership, might, however, prove difficult to implement. The 
limited size of the Committee and its informal atmosphere had provided an opportunity for very open 
discussions, with the active participation of the three executive heads. 

Dr ALVIK (Norway), referring to document EB105/15, expressed her appreciation of the fact 
that WHO had been the first United Nations specialized agency to join the United Nations 
Development Group (UNDG). She hoped that WHO's example would be followed by other agencies. 
She also noted with appreciation that WHO had taken significant steps to develop closer links with 
organizations such as the World Bank and WTO over the previous year. When the analysis of WHO's 
participation in the United Nations Development Assistance Framework (UNDAF) exercise was 
submitted to the Board, as mentioned in paragraph 6 of the document, she hoped again that it would 
report that WHO had taken similar steps towards a broader and more equal collaboration with other 
agencies at the country level. 

Dr VAN ETTEN (Netherlands) asked what was meant by the statement that WHO had joined 
UNDG and thus had "a different level of participation in the UNDAF exercise" in paragraph 5 of 
document EB105115. Secondly, with regard to paragraph 12 of the document, one of the proposed 
outputs of the recent international consultation on the health of indigenous peoples was a detailed 
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agenda and timetable for WHO's plan of action. He would like to know what progress had been made 
in that regard. 

The CHAIRMAN understood from document EB I 05/15 Add.l that the next session of CCH 
would be held in early 200 I. He asked if that meant that CCH would now meet yearly instead of every 
two years. 

Dr CABRERA MARQUEZ (Guatemala) welcomed the inclusion of the health of indigenous 
peoples in document EB105/15. The Central American region, in particular Guatemala, contained 
many indigenous ethnic groups, so that his country stood to benefit from the increased attention being 
given worldwide to indigenous health. 

Dr ALVIK (Norway) referred to the international consultation on the health of indigenous 
peoples held in November 1999. She endorsed the idea that WHO should prepare a plan of action on 
the basis of directions given by indigenous peoples' representatives. She agreed with the Director
General's earlier remarks that the consultations on a strategy to improve indigenous peoples' health 
must focus on the eradication of poverty and on increased equity between and within WHO Member 
States. 

Ms MARTIN (UNFPA) thanked the Executive Board, the Director-General and WHO staff for 
their enhanced cooperation with UNFPA and UNICEF through CCH. Moreover, WHO's membership 
of UNDG provided additional avenues for collaboration between the three agencies concerned, to the 
benefit of the people who most needed their support. She reaffirmed UNFPA's commitment to 
cooperation with WHO and other partners in all areas, on the basis of common or joint programmes. 
UNFP A would support such activities at both global and country level. 

Professor ALl (Bangladesh) said that his country was one of many that had no indigenous 
population, but did have tribal groups, hill people, and other vulnerable specialized or localized 
populations. He would like such groups to be included in WHO's proposed plan of action to address 
the health needs of indigenous peoples. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) reaffirmed his country's 
interest in WHO's participation in the second stage of the programme to develop indigenous health 
initiatives. The Russian Federation was attempting to resolve the socioeconomic and health problems 
of its indigenous populations in the north of its territory. 

Dr BODZONGO (Congo) said that his country's indigenous pygmy population had recently 
been severely affected by the resurgence of yaws. Although the Government had introduced free 
medical treatment for the pygmy population as an integrative measure, its efforts had been limited by 
its lack of resources. Fortunately, the Raoul Follereau Foundation, contacted at a leprosy meeting in 
November 1999, had offered to help develop a programme aimed at yaws eradication. The episode 
illustrated the fact that diseases that were thought to have disappeared could still survive among 
marginalized populations living apart from the rest of society. He therefore welcomed WHO's interest 
in the health of indigenous populations. 

Dr THIERS (Belgium), speaking as Rapporteur of the WHO/UNICEF/UNFPA Coordinating 
Committee on Health, replied to the Chairman that the precise date of the next CCH session had not 
yet been set. However, it would have to be held before the three organizations' main assemblies, in the 
early months of 2001. The Secretariat might wish to comment on whether CCH's sessions had to be 
held according to a regular cycle. 
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Dr KEAN (External Cooperation and Partnerships) said in response to Dr Alvik that the 
Secretariat's report on collaboration with other United Nations organizations to the Fifty-third World 
Health Assembly would contain more details on the collaborative initiatives WHO had developed with 
organizations such as the World Bank and WTO. In reply to Dr van Etten, he recalled that UNDG 
represented the group of organizations responsible for developing and managing initiatives such as 
UNDAF and the common country assessments. The Director-General was a member of UNDG's 
Executive Committee, which also included the executive heads of UNDP, UNFPA, UNICEF and 
WFP. Not only did that allow the Director-General greater direct input into important development 
initiatives, but WHO's increasing experience with the UNDAF exercise would also increase its 
participation in the development process, with the result that WHO was very actively involved in the 
second round of the UNDAF exercise. 

Concerning the international consultation on the health of indigenous peoples held at WHO 
headquarters in November 1999, and the subsequent efforts to define a WHO plan of action, the 
completion of the report had been a complicated process because of the number and variety of 
representatives. Despite strenuous efforts to have it ready for the Board's session, the report was still 
undergoing final approval by participants. The consultation's recommendations would form the basis 
of a programme of activities on indigenous people being prepared by the Department of Sustainable 
Development and Healthy Environments. The Department would work closely with other United 
Nations agencies and representatives of indigenous peoples, nongovernmental organizations, 
governments and other institutions, with a view to promoting the health of indigenous peoples. The 
report would therefore mark the beginning of a process to develop a work plan and time-frame. 

Finally, in response to the query raised by Or Thiers, the terms of reference of CCH required it 
to meet every two years. Although the period between the last session, held in December 1999, and the 
next, planned for early 2001, was less than that, the timing of the next session had to take account of 
the calendar of Executive Board sessions and the General Assembly meetings at the United Nations 
itself. 

The CHAIRMAN took it that the Board wished to note the reports it had just discussed. 

It was so agreed. 

Guidelines for the WHO review of dependence-producing psychoactive substances for 
international control (Decision EB103(5); Document EB1051161

) 

The CHAIRMAN invited the Board to consider document EB 105116, and in particular the draft 
revised guidelines annexed to the report. He drew attention to the amendments to the guidelines 
proposed by Dr Novotny, which had been circulated to the Board and which read as follows: 

Paragraphs: 

18. Add an additional heading: 

(13) current international controls in place and their impact. 

3 5. Amendments are shown in bold: 

If a substance invoked in the preceding paragraph has been placed in a Table of the 1988 
Convention, the Expert Committee should be guided by the followiRg priReitlles: (I) principle 
that, for the practical application of controls, it is not advisable to place the same substance 
under more than one convention, and different stereo isomers of the same substance should not 

1 Document EB105/2000/REC/l, Annex 9. 
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be controlled under different conventions~. Any proposal for a change in the existing status 
of the substance should be made only if specific new control measures are likely necessary in 
order to decrease the extent or likelihood of abuse or the use of the substance in illicit drug 
manufacturing, ffitt and will not unduly limit its availability for legitimate medical and scientific 
purposes. 

42. Amendments are shown in bold: 

In the case of a review of a psychoactive substance which is already included in Table I 
or Table 11 of the 1988 Convention, or has already been recommended by INCB for inclusion 
therein, the Expert Committee should be guided by the following principles: ( l) principle that, 
for the practical application of controls, it is not advisable to place the same substance under 
more than one convention, and different stereoisomers of the same substance should not be 
controlled under different conventions~. Any proposal for a change in the existing status of 
the substance should be made only if specific new control measures are likely necessary in 
order to decrease the extent or likelihood of abuse ffitt and will not unduly limit its availability 
for legitimate medical and scientific purposes. 

17. To be replaced by: 

The critical review document is sent for information and comments to governments, 
institutions and organizations which have directly and substantially collaborated in its 
preparation or which have requested it. Examples include international narcotics control 
organs and relevant governmental, intergovernmental and nongovernmental 
organizations in official relations with WHO. To help ensure that all material submitted to 
the Expert Committee is up to date, the Secretary of the Committee will circulate the 
agenda of the next meeting to those collaborating information sources. 

25. Amendments are shown in bold: 

Other organizations. Representatives of the United Nations International Drug Control 
Programme (UNDCP), the International Narcotics Control Board (INCB) and Interpol are 
invited to attend meetings of the Expert Committee. Representatives of appropriate 
nongovernmental organizations in official relations with WHO ffia:)' also be are also invited. 

46. Amendments are shown in bold: 

After receiving the advice of the Expert Committee (see subsection "Assessment for 
scheduling by the Expert Committee"), the Director-General will, as appropriate, communicate 
his or her recommendation to the United Nations. Copies of the recommendation are made 
available to Member States upon request and concurrently on the WHO Internet site. 

Dr NIGHTINGALE (alternate to Dr Novotny, United States of America) commended the 
members of the working group for their work in simplifying and clarifying the guidelines in response 
to decision EB103(5). The United States, two of whose experts had participated in the working group, 
fully endorsed the draft revised guidelines, with the exception of the minor changes proposed by 
Dr Novotny. The question of overlap between the 1988 United Nations Convention Against Illicit 
Traffic in Narcotic Drugs and Psychotropic Substances and the 1971 Convention on Psychotropic 
Substances, which had been highlighted in the Director-General's report to the Executive Board in 
January 1999, had been addressed in a satisfactory manner. 

The proposed amendments to paragraphs 18, 35 and 42 of the guidelines were intended to 
clarify the relationship between those two conventions. It would be especially important for the WHO 
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Expert Committee on Drug Dependence to have information on controls exercised under the 1988 
Convention, before considering potential controls under the 1971 Convention. 

Dr Novotny's most important proposals concerned the paragraphs relating to the operations of 
the Expert Committee, the documents on which it would base its discussions and recommendations, 
and the timing and availability of the Director-General's recommendation to the Secretary-General of 
the United Nations. The proposed changes were intended to ensure that the governments concerned 
had sufficient information available to fulfil the requirements of information-sharing at the national 
level in a timely manner. The major issue was the extent of the impact exerted by international drug 
control on actions taken to schedule drugs. The WHO review and recommendation process led 
ultimately to international regulations that superseded national laws and regulations in that area. While 
it was appropriate and necessary, in many cases, to control drugs at international level, any 
recommendation for scheduling must be completely and systematically vetted, and based on the most 
up-to-date and accurate scientific, epidemiological and other data. Such a process had to be more open 
and transparent than that provided for in the draft revised guidelines as they stood. 

The changes proposed by Dr Novotny were believed necessary to ensure that the Expert 
Committee based its discussions and recommendations on thoroughly vetted critical review 
documents, and that interested parties such as governments had access to such documents as part of 
the process. The data and information used by the Expert Committee in deciding whether or not to 
recommend scheduling should not be restricted on the basis currently described in the draft revised 
guidelines. The guidelines and the review process must include a mechanism that encouraged 
consideration of the most current information available from many sources. To meet that need, 
Dr Novotny had proposed minor additions to paragraph 17 of the current draft, combined with 
wording taken from other parts of the draft guidelines, to the effect that the critical review document 
must be sent for information and comments to all bodies that had collaborated in its preparation or had 
requested it. 

As a whole, Dr Novotny's amendments presented changes to specific paragraphs that were 
intended to achieve the best possible level of decision-making, transparency and information-sharing. 
In that regard, Dr Novotny had made two major recommendations. The first was that the Director
General's recommendation to the Secretary-General of the United Nations on scheduling should be 
made available on the Internet at the earliest opportunity. In an electronic age, it was anachronistic to 
state, as did paragraph 46 of the current draft, that Member States could request copies of the 
recommendation as the sole means of obtaining it. It should be made publicly available as soon as 
possible, in line with WHO's practice in other areas. The second major recommendation was that 
WHO Member States that had contributed data and information to the critical review document by 
responding in detail to the WHO questionnaire should have the opportunity to examine the critical 
review document prior to the Expert Committee's meeting, and to offer comments to the Secretariat if 
they wished, in order to ensure that the document reflected the situation in their countries as accurately 
as possible. 

In discussions with his delegation before and after the submission of Dr Novotny's 
amendments, the Secretariat had suggested minor changes with which the United States had agreed. 
First, Dr Novotny's proposed replacement for paragraph 17 would simply be added to the existing 
paragraph. The phrase "Also as part of this transition" would then be added at the beginning of 
Dr Novotny's amendment, and the full stop in line three would be changed to a semicolon. Finally, the 
last sentence of the amendment to paragraph 17 would be deleted. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) said that his country's 
experts broadly supported the draft guidelines. However, they considered that the 1971 Convention 
should be followed in determining the criteria for recommendations on the scheduling of narcotic 
substances and analogues, since it clearly stated the conditions to be taken into account in scheduling 
specific substances, particularly such requirements as the existence of sufficient evidence of their 
abuse. That important provision had not been stipulated in the 1961 Single Convention on Narcotic 
Drugs. Although the inclusion of new substances in Schedules I and 11 of the 1988 Convention had 
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been made the responsibility of the International Narcotics Control Board, his country's experts 
believed that the WHO Expert Committee could make recommendations on substances used as 
medicinal drugs. Experience had shown that the control measures for such substances under Schedules 
I and 11 were insufficient. Those views coincided to a considerable extent with the proposals 
introduced by Dr Nightingale. 

It was important to pay careful attention to the selection of experts in order to avoid conflicts of 
interest. Similarly, it was important for the Expert Committee to comply with the provisions of the 
existing conventions and to comply with the political declarations adopted at the Twentieth Special 
Session of the United Nations General Assembly on the World Drug Problem (June 1988). It should 
also comply with target 7 ofthe Comprehensive Multidisciplinary Outline of Future Activities in Drug 
Abuse Control adopted at the 1987 International Conference on Drug Abuse and Illicit Trafficking 
about the unacceptability of advocacy for the direct or indirect legalization of narcotics or their 
division into soft and hard categories. 

Dr VAN ETTEN (Netherlands) fully supported the guidelines as presented in the Annex to 
document EB 105/16, and welcomed the good cooperation between WHO and the International 
Narcotics Control Board. His understanding was that WHO had no formal role in the process, in the 
sense of being a party to the 1988 Convention; however, WHO's participation was important for the 
simple reason that it expressed the public health interest in an area of major concern. One issue was 
whether the United Nations Commission on Narcotic Drugs needed to approve or adopt the new 
guidelines before they could be implemented. 

Dr REINSTEIN (World Self-Medication Industry), speaking at the invitation of the 
CHAIRMAN and on behalf of the International Federation of Pharmaceutical Manufacturers 
Associations as well as his own organization, said that the two organizations welcomed the efforts 
being made to update the guidelines for the WHO review of dependence-producing psychoactive 
substances for international control. He endorsed the amendments to the draft guidelines proposed by 
the United States of America, with the changes suggested by Dr Nightingale. Regarding paragraph 17, 
he considered that the period scheduled between the circulation of the WHO critical review document 
to Expert Committee participants and the date of the Committee meeting should be sufficient to allow 
proper examination of relevant documents by governments and other interested parties; adequate 
preparation would better serve the purposes of the Convention and hence of public health. 

Dr SCHOLTZ (Executive Director) endorsed the amendments proposed by the United States of 
America. Regarding the contribution from the Russian Federation, he would prefer to respond to the 
proposals at a later stage on account of their highly technical content and its implications. Replying to 
Dr van Etten, he said that since WHO was operating within its own framework regarding the 
guidelines, its action did not have to be approved by the Commission on Narcotic Drugs. He had noted 
the request by the representative of the World Self-Medication Industry that the critical review 
document should be sent out at a sufficiently early date but stressed that dispatch of the document was 
only one part of the overall process in which WHO was not the only organization concerned. 

The CHAIRMAN invited the Board to consider the draft decision set out in p~ragraph 12 of 
document EB 105/16 with the addition of the words "as amended" following "control". 

Decision: The Executive Board, having considered the report on collaboration within the United 
Nations system and with other intergovernmental organizations/ approved the guidelines for the 
WHO review of dependence-producing psychoactive substances for international control, as 
amended? 

1 Document EBI05/16. 
2 Decision EBI05(3). 
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3. IMPLEMENTATION OF BUDGET RESOLUTIONS: Item 6 of the Agenda (Resolutions 
EB103.R6 and WHA52.20; Documents EB105/17, EB105/17 Add.l, EB105/17 Add.2, 
EB105/17 Add.3, EB105/40 and EB105/INF.DOC./3) 

The CHAIRMAN, introducing the item, pointed out that documents EB 105/17, EB 105/17 
Add.l and EB105/17 Add.2 outlined the response to resolutions EB103.R6 and WHA52.20, a 
response which consisted of four parts. Documents EB 105/17 Add.3, EB 105/40 and 
EB 1 05/INF.DOC./3 were likewise relevant to the item. 

Professor ZEL TNER (Switzerland), speaking as the Chairman of the Administration, Budget 
and Finance Committee (ABFC), recalled that the new system for operational planning introduced as 
from January 2000 was intended to ensure the accountability of all planned activities. It was an 
integral part of a broader approach to monitoring, evaluating and reporting of results, as requested by 
the Board in January 1999 (in resolution EB103.R6) and as outlined in document EB105/INF.DOC./3. 
As from the 2002-2003 biennium, an integrated system would be in place, firmly anchored in the 
programme budget proposals. 

ABFC and the Programme Development Committee (PDC) had discussed the item at their joint 
meeting. Support had been expressed for the priority given to the development of standardized 
business rules and procedures in programme monitoring and evaluation. It was suggested that a 
mechanism be set up to involve the Board in the review of programme evaluation and that the topic be 
added to the agendas of future joint meetings of the two committees as and when appropriate. 

The Secretariat had reported to the joint meeting on a series of management reviews being 
carried out by both external consulting companies and in-house staff. With a view to achieving the 2% 
to 3% efficiency savings requested by the Health Assembly, additional efficiencies amounting to 
US$ 53.9 million had been identified. The mutually agreed separation exercise described in document 
EB 105/17 Add.3 had contributed significantly to those savings. The committees had noted that, in 
addition to freeing resources to be channelled to priority programmes, implementation of mutually 
agreed separation would facilitate changing the mix of staff skills. The total amount of the savings 
would be used to offset expected cost increases and shifts to high-priority areas; the first 
US$ 15 million had already been earmarked for a number of priorities. 

In January 1999, the Board had requested a more precise indication of WHO's role in working 
with specific partners to mobilize global support. The two committees had considered a report on that 
subject (document EB 105/17 Add.1) and had noted that: wherever their financial implications could 
be calculated, secondments had been included in the extrabudgetary income figures and donations 
would be identified separately in future; nearly all the extrabudgetary income went to priority areas; 
and, in relationships with the private sector and fund-raising initiatives, prudence had been the guide 
in order to protect the Organization's integrity. The two committees had recommended that the Board 
take note of the report. 

With respect to evaluation of management support units (MSUs), a subject covered by 
document EB 105/17 Add.2, the two committees had noted that the overall devolution of general 
management to clusters by MSUs had been viable and had been established on a cost-neutral basis, but 
further work was needed in a number of areas in order to achieve greater efficiency. Because of 
differences in types of work in the different clusters, the creation ofthe MSUs had given rise to some 
inconsistencies in servicing needs, but all clusters were expected to apply common rules and 
standards. 

Turning to transfers between appropriation sections covered in document EB 105/40, he said 
that, following the approval of the regular budget in May 1999, the Director-General had decided to 
regroup all activities related to health systems into the Evidence and information for policy cluster. It 
had accordingly been necessary to transfer the resources approved for health systems from 
Appropriation Section 3 to Section 7. The required transfer exceeded the 1 0% flexibility vested in the 
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Director-General under the appropriation resolution for 2000-2001.1 Accordingly, under Financial 
Regulation 4.5, the Executive Board was being requested to approve the necessary transfer of credits 
between the two sections. To that end, the two committees had recommended that the Board adopt the 
draft resolution set out in paragraph 3 of document EB 105/40. 

Mr CHERNIKOV (adviser to Dr Fetisov, Russian Federation) expressed appreciation for the 
work done to implement the budget resolutions. He welcomed the measures taken to introduce a fully 
integrated system for planning, budgeting, monitoring and evaluation as from 2002-2003. The Board 
should be kept regularly informed of progress in implementing those measures. He supported the 
recommendation by ABFC and PDC that an item on the subject be included in the agendas of future 
joint meetings of those bodies. 

He further welcomed the measures being taken to identify additional savings and the efforts 
made to inform Member States regularly about progress on that front. It was they who should set the 
priorities for the use of the additional resources made available. He endorsed the priorities chosen by 
the Director-General to benefit from the first half of the savings. 

His country would like to receive, on a regular basis, information on the management reviews 
being carried out under the efficiency savings plan and suggested that the reviews be integrated into a 
comprehensive and longer-term programme of savings on non-programme expenditures. 

Dr NOVOTNY (United States of America) welcomed the proactive approach taken by WHO in 
response to the budget resolutions and its openness about past shortcomings. He commended the work 
undertaken on programme implementation and monitoring through the development of standardized 
business rules and procedures and the identification and attainment of additional efficiency savings. 
He also endorsed the introduction of a unified system of programme evaluation that was well 
connected with the overall planning, programming and budgeting cycle and looked forward to 
consideration of a further report on progress at the Board's 107th session. In due course, evaluation 
should be conducted under a standardized methodology that included criteria for determining the 
relevance and effectiveness of programmes. It was to be hoped that the Director-General would report 
on the results of the evaluations and make recommendations on the effectiveness, possible 
modifications and continuing relevance of programmes. 

Mr LIU Peilong (China) commended the work undertaken on the integrated plan and hoped that 
Member States would receive copies of the standardized business rules and procedures developed. A 
sample monitoring report on expected results for 2000-2001 would also be welcome. He endorsed the 
suggestion by ABFC and PDC that programme evaluation be integrated into the agendas for their joint 
meetings. 

China appreciated the efforts to make efficiency savings; the target figure would not only enable 
the Organization to cover the expected cost increases of about US$ 25.3 million but would also 
generate US$ 28.6 million to be shifted to priority programmes. At the autumn 1999 Executive Board 
retreat, mutually agreed separations had been expected to number 80 to 1 00, but the actual number had 
been 224. He would therefore like to know what the final figure for efficiency savings was likely to 
be. 

Referring to the measures listed as offering potential savings in 2000-2001 i.n the table in 
document EB105/17, he expressed concern that savings on fellowships would amount to 22% of the 
total. The fellowships programme had been of great benefit to the development of human resources for 
health in the developing countries, including China. Since the projected efficiency savings exceeded 
the 2% to 3% decided upon by the Health Assembly, he hoped that savings on the fellowships 
programme could be reconsidered to prevent or minimize any adverse impact in that area. 

1 Resolution WHA52.20. 
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Mr TALLARD-FLEURY (alternate to Professor Girard, France) welcomed the measures 
proposed in document EB I 05/I7. While not opposed to results-based budgeting, his country 
questioned whether it was possible to evaluate the results of administrative and general policy 
expenditure. Referring to paragraph I5 of document EB I 05/I7, he asked how the conclusion of global 
procurement agreements would be reconciled with the need to give greater autonomy to the regions. 

Mr VOIGTLANDER (Germany) welcomed the efficiency savings made so far and endorsed the 
ongoing evaluation ofMSUs. 

Adoption of the appropriation resolution for 2000-200I in May 1999 (WHA52.20) had been the 
culmination of a long and difficult discussion and was a carefully balanced compromise. It seemed 
premature to be suggesting changes so soon, as proposed in document EB105/40. In solidarity with all 
the Member States affected by the resolution, it was crucial to take the letter and spirit of the 
resolution into account when implementing it. The total amount involved was small and could come 
from regular budget planning or from efficiency savings. 

Mrs KERN (Executive Director), replying to comments, said that the efficiency savings had not 
been easy to make but would be of great benefit. Resolution WHA52.20 requested the Director
General to report to the Board on the allocation of these savings. The report in document EB 105/17 
recorded how the Director-General intended to allocate the first half; allocation of the second half 
would be reported on at a later stage. The reason for splitting the amount in two had been to enable 
planning work to proceed, on the understanding that unforeseen high priorities requiring unbudgeted 
action might emerge. 

The management review reports would be made available as they were received. The reports on 
procurement and MSUs were already available. She had also noted China's request regarding 
provision of copies of the standardized business rules and procedures. 

Programme evaluation was proceeding well, but setting up the systems and training personnel 
was a lengthy and quite costly process. The budget for the current biennium had not envisaged such 
expenditure, so some difficulties were being experienced. From 2002-2003 onwards, resource 
provisions would improve. 

She confirmed that the number of mutually agreed separations was higher than projected. 
However, they did not all correspond to the abolition of a post; in many instances posts had been 
combined which released staff yet enabled the work to continue. For example, there had been a 
manual recording system operated by three staff in the personnel section. By letting three staff 
members go, while retaining one post at a slightly higher grade, significant savings had been made. 
Additionally, such changes required some investment. In a full biennium, additional savings of 
US$ 3-5 million could be expected. 

The report on global procurement services recommended that resources be focused on the 
purchase of individual items through global contracts negotiated with companies. When budgetary 
approval had already been given, country offices would be able to procure items directly from 
suppliers on the basis of an agreed contract and at an agreed price. In the absence of budgetary 
approval, of course, such approval would have to be sought through the normal processes. The 
administrative savings would be significant, although there would be some additional costs arising 
from the different and stronger auditing arrangements required. It would take time to negotiate the 
contracts and put control procedures in place; it was hoped that a progress report could be made within 
two years. 

The DIRECTOR-GENERAL, responding to the remarks made by Mr VoigtHinder, said that 
many aspects of the proposals for 2002-2003 had not yet been decided; she was still listening to the 
governing bodies about priorities and working on an integrated plan to be submitted to the Board in 
January 2001. Clearly, there were many options for elaborating the budget. She would use all 
opportunities to ensure that the budget was allocated in the best possible manner and that human 
resources were used to best advantage. 
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Professor ZEL TNER (Switzerland), speaking as the Chairman of the Administration, Budget 
and Finance Committee, pointed out that in due course the Board would be reviewing the terms of 
reference of its various committees. Members' comments had shown that joint meetings of ABFC and 
PDC were useful in preparing for the Board's discussions and that there was support for the inclusion 
of programme evaluation on future agendas of such meetings. In the absence of any objection to the 
draft resolution on transfers between appropriation sections in document EB105/40, he suggested that 
the Board might wish to proceed to its adoption. 

The CHAIRMAN invited the Board to consider document EB 105117 Add.l on the 
implementation of budget resolutions indicating WHO's role in working with specific partners to 
mobilize global support. 

Mr LIU Peilong (China) welcomed document EB 105/17 Add.l which provided comprehensive 
information on the sources of voluntary contributions over the past 10 years. He hoped that, with the 
new policy on extrabudgetary resources, the Organization would reach its target of a 15% increase in 
budgetary funds for the year 2001. Referring to the two diagrams in the document showing the 
evolution of WHO's budget and sources of voluntary contributions to WHO respectively, he asked to 
be provided with the exact figures involved. 

Mrs KERN (Executive Director) confirmed that she would provide that information. 

The CHAIRMAN, in the absence of any comment on part 4 ofthe report on the implementation 
of budget resolutions which concerned an evaluation of the new management support units, comparing 
the performance with that of the previous system, and was set out in document EB 105/17 Add.2, took 
it that the Board wished to take note of the report. 

It was so agreed. 

He then invited the Board to consider the draft resolution m paragraph 3 of document 
EB105/40. 

The resolution was adopted.1 

4. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (continued from the 
fourth meeting) 

Use of languages in WHO: Item 7.2 ofthe Agenda (Document EB105/20) 

The CHAIRMAN drew attention to a draft resolution on language diversity in the Secretariat 
and in the publications of WHO, proposed by Belgium, Burundi, Chile and China, which read: 

The Executive Board, 
Having examined the report by the Director-General on languages for communication in 

WHO (document EB 1 05/20), submitted following the substantive debate on the issue at the 
Fifty-second World Health Assembly; 

Considering that the universality of the organizations of the United Nations system is 
based on, among other things, language diversity and equality among the official and working 
languages chosen by the Member States; 

1 Resolution EB105.R5. 
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Recalling the resolutions and rules governing language arrangements at WHO, especially 
resolution WHA50.32 on respect for equality among the official languages and resolution 
WHA51.30 on making WHO governing body documents available on the Internet; 

Emphasizing that language diversity reflects cultural diversity, is a factor in development, 
dialogue and peace, and is an essential element in multilateralism and the democratization of 
international society; 

Convinced of the importance of respect for the diversity of cultures and the plurality of 
international languages for improving health policies in the world, especially in the developing 
countries, and for giving all Member States access to information and to scientific and technical 
cooperation, 

1. COMMENDS the measures announced by the Director-General to promote language 
diversity, and especially: 

( 1) the return to full reimbursement of language courses for staff; 
(2) the updating and enrichment of the WHO Internet site to make it accessible in more 
languages; 
(3) the publication of the Bulletin of the World Health Organization and of The world 
health report in a larger number of languages; 
( 4) the expansion of interpretation services in order to attract the competent experts to 
technical consultations; 
(5) the appointment of a senior staff member as coordinator of measures to promote 
language diversity; 

2. CALLS ON the Director-General to continue to examine the question of languages and to 
seek additional measures on behalf of language diversity within the WHO Secretariat, in the 
spirit of the United Nations; 

3. REQUESTS the Director-General to keep the governing, bodies regularly informed of the 
evolution of the situation of language use in the Secretariat and in publications at WHO. 

Dr JlMENEZ DE LA JARA (Chile), speaking as the Chairman of the Programme Development 
Committee, said that PDC had examined the Director-GeneraJ•s report (document EB 1 05/20) and 
welcomed the news of measures to strengthen the Organization's multilingual character and capacity, 
as announced by the Director-General in her opening statement at the current session. While 
appreciating the swift and effective response to the language issue, PDC had stressed the need to keep 
it under review and to continue to seek additional measures which might further strengthen 
multilingualism. The Committee had also noted the need to maintain a balance between 
communications and cost-effectiveness, pointing out that multilingualism had political and 
management dimensions which should be part of the ongoing reform effort. 

Dr CABRERA MARQUEZ (Guatemala) welcomed the Director-General's report as well as her 
emphasis on the multi cultural and multilingual nature of WHO. He agreed that the main challenge of 
the new millennium was finding a way of getting the Organization's message across to more people 
and health authorities. Guatemala, which despite its small territory had as many as 22 languages or 
dialects, supported the proposed measures. 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) said that his country 
attached great importance to the development of multilingualism within WHO and shared the 
Director-General's view that it enhanced the Organization's activities. In accordance with the basic 
documents of WHO and in view of its international character and the composition of its Secretariat, 
multilingualism and the specific linguistic and cultural characteristics of its Member States must be 
taken into account in all spheres of WHO activities. He was not satisfied with the proposed measures 
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for strengthening multilingualism since they did not make full use of all official and working 
languages. Nor did he agree with the distinction drawn between those two language categories. He 
therefore proposed the adoption of the following measures: all correspondence between WHO and 
Member States must be in the official language chosen by the country in question; simultaneous 
interpretation in all official languages must be available at all official WHO conferences; important 
documentation including the Bulletin of the World Health Organization and The world health report 
must be translated and published in all the official languages - he was disappointed that the latter had 
not been available in Russian in recent years - and WHO staff must speak at least two of the six 
official languages. He was willing to cooperate with other Board members and the Secretariat to find 
an appropriate solution. In that connection he would be submitting some amendments to the draft 
resolution. 

Dr AL-JABER (Qatar) said that Qatar wished to be added to the list of sponsors of the draft 
resolution. He supported the proposal made by the previous speakers, in particular that the Bulletin of 
the World Health Organization and The world health report should be published in all the official 
languages. He suggested that paragraph 1(3) of the draft resolution be amended accordingly. He also 
proposed that the draft resolution should specify a deadline for the issuance of those publications in all 
languages. 

The CHAIRMAN recalled that, in her statement to the Board, the Director-General had 
indicated that it was the intention to publish the Bulletin of the World Health Organization and The 
world health report in additional languages. 

Mrs JEAN (Canada) said that the use of languages in WHO was very important and should 
encompass due regard for multilingualism in communications between the Organization and its 
Member States and within the Secretariat. She had therefore been reassured by the Director-General's 
commitment in that regard. Canada supported the ongoing and planned measures to strengthen 
multilingualism in the Organization. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that linguistic and cultural 
diversity was part of mankind's shared heritage which must be preserved and developed. However, in 
the current epoch of globalization and scientific and technological progress, it was necessary to 
facilitate communications in order to disseminate information and knowledge - hence the need for 
multilingualism. WHO should maintain and improve upon current practice with regard to the use of 
languages in the different regions, the cost of which did not seem excessive. He welcomed the 
measures announced by the Director-General, expressing support for the draft resolution as well as the 
distinction drawn between working and official languages for distribution purposes. 

Mr NAHA YO (alternate to Dr Mboneko, Burundi) said that an international symposium on 
multilingualism held in Geneva in 1998 had drawn attention to the fact that a large sector of the 
general public might be unable to benefit from advances in information technology since its 
programmes were often in one language only. The symposium participants had sounded the alarm 
about the urgent need to safeguard multilingualism in international communications. The ideal forum 
for promoting multilingualism was the United Nations and its specialized agencies and bodies. 

It was in the light of the debate on language diversity that had taken place during the Fifty
second World Health Assembly and in support of the strategy announced by the Director-General to 
safeguard and promote language diversity in WHO, that a number of countries represented on the 
Board were proposing a draft resolution. Efforts should initially be focused on the Secretariat; once the 
concept of multilingualism was firmly entrenched in the policy and among the staff at headquarters it 
would automatically spread to the field. 
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Dr BODZONGO (Congo) said that, while he had no objection to the draft resolution, he wished 
to express his disappointment at the fact that the proceedings and output of most of the drafting groups 
set up during the Executive Board were in English only. Thus French-speaking members were 
effectively excluded. The concept of multilingualism should also be extended to such drafting groups 
so that all members had the opportunity to participate. 

Dr JIMENEZ DE LA JARA (Chile) expressed support for the draft resolution. Furthermore, as 
the Chairman of the drafting group on the draft resolution on HIV I AIDS he urged Dr Bodzongo to 
take part in its next meeting - his contribution was important and the majority of participants had no 
difficulty in working in French and English. He stressed that, while he was in favour of 
multilingualism, it was important to bear in mind that the ultimate goal was to understand each other 
better and that too many languages merely complicated matters. He believed that in the Board and the 
Organization as a whole the level of understanding had been fairly good over the past 50 years. Any 
move towards a common understanding of communication embracing multilingualism as reflected in 
the draft resolution was therefore appropriate. Of course further progress in the area would depend on 
the staff and resources available, and in that connection he shared the concerns expressed by other 
members. 

Professor ZEL TNER (Switzerland) after thanking Dr Ponmek Dalaloy for his enlightening 
remarks, which certainly warranted reflection, expressed support for the draft resolution. 

Professor GIRARD (France) expressed support for the draft resolution. Responding as the 
Chairman of one of the drafting groups to the comments of Dr Bodzongo, he said that drafting groups 
should not be the preserve of developed nations. Unfortunately, input to the drafting group on the 
HIV/AIDS draft resolution had been provided by precisely those countries only. However, language 
was not the only problem; there was also a question of the size of delegations and how the drafting 
groups worked. He urged members from both developed and developing nations to participate as fully 
as possible in the decision-making process since there could be no hope of adopting a text by 
consensus when it was drafted by a handful of developed countries. 

Dr BODZONGO (Congo) reiterated his view that interpreters were needed to facilitate 
participation in drafting groups. 

Mr LIU Peilong (China) endorsed the amendments proposed to the draft resolution. He believed 
that a core translation staff should be maintained in WHO and that the service should be strengthened 
in the most cost-effective manner possible. 

The CHAIRMAN took it that he spoke on behalf of the entire Executive Board in commending 
the Director-General on her efforts to promote language diversity. As she had said in her report, the 
ability to relate to one another was central to the enhancement of international relations and the 
achievement of health and development goals. The measures announced by the Director-General 
would enlarge the capacity of the Organization to convey its message to the world. 

Mr AITKEN (Senior Policy Adviser) suggested that the sponsors of the draft resolution might 
wish to hold informal consultations with the member who had proposed a number of amendments, to 
see whether an agreed text could be prepared for consideration at the following meeting. 

It was so agreed. 

(For adoption of the resolution see the summary record of the seventh meeting, section 1.) 

The meeting rose at 17:45. 
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Thursday, 27 January 2000, at 9:00 

Chairman: Mr H. VOIGTLANDER (Germany) 
later: Dr A.J.M. SULAIMAN (Oman) 

1. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (continued) 

Use of languages in WHO: Item 7.2 of the Agenda (Document EB105/20) (continued) 

Mr AITKEN (Senior Policy Adviser), responding to two of the comments made by Dr Fetisov 
at the previous meeting, confirmed that, when a Member State specified a particular official language 
for official correspondence, WHO would ensure that correspondence was indeed sent in that language. 
He further confirmed that, for the committees of the Board, such as the Administration, Budget and 
Finance Committee, interpretation would be provided in all six official languages. 

Dr TillERS (Belgium) said that the countries sponsoring the draft resolution had, together with 
the proposers, met to examine the proposed amendments. As a consequence, it was suggested that the 
draft resolution be amended by concluding operative paragraph 2, after "additional measures", with 
the following words: "such as the publication of The world health report in the six official languages". 

Dr FETISOV (alternate to Professor Shevtchenko, Russian Federation) welcomed the positive 
response to his concerns. He was now able to support the draft resolution, with the amendment just 
proposed. 

Dr MBAIONG (Chad) said that Chad wished to be added to the list of sponsors of the draft 
resolution. 

The resolution, as amended, was adopted.1 

Research strategy and mechanisms for cooperation (follow-up): Item 7.3 of the Agenda 
(Document EB 1 05/21 )2 

The CHAIRMAN drew attention to the two draft resolutions contained in paragraph 21 of 
document EB 105/21 and invited the Board to consider the report. 

Dr VAN ETTEN (Netherlands) expressed his agreement with the recommendations contained 
in document EB 105/21 as to the criteria, principles and procedure proposed in connection with WHO 
collaborating centres, but asked what the next step would be. Was there an intention to establish 
priorities for the 1300 existing centres and would the corporate strategy have any impact on their 
selection? 

1 Resolution EB105.R6 
2 Document EB105/2000/REC/l, Annexes 2 and 3. 
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Professor KARAULOV (adviser to Dr Fetisov, Russian Federation) supported the proposals 
outlined in the report for improving the mechanisms for scientific cooperation between WHO and 
Member States, in particular the recommendations on the adoption of a more rigorous approach to the 
designation of WHO collaborating centres, taking into account the principles of geographical 
distribution, evaluation of the potential of the scientific institutions and their relevance to the 
programme activities of the Organization. That would enable his country to continue to participate 
actively in the collaborating centre network. The increased emphasis on the exchange of information 
as an aspect of cooperation with WHO was of particular interest. A great deal was being done in his 
country to improve the mechanisms for cooperation with WHO, particularly the evaluation of the 
effectiveness of such cooperation. 

He supported the first draft resolution but considered that the need to secure resources to 
support the activity of individual centres, including those in the Russian Federation, should be 
emphasized. That would provide a means of implementing the most significant WHO programmes and 
the recommendations. 

Dr NOVOTNY (United States of America) expressed his support for the draft resolutions before 
the Board, which were a good example of internal WHO reform. Regarding the revised designation 
procedure for WHO collaborating centres, he asked what the effect might be if nominations were 
rejected, in what light a significant number of rejections of nominations would be considered, should 
they occur, and how renewal would be managed after the initial four-year period of collaboration. 
Emphasis should be placed on the centres' role in translating research information into practice. WHO 
should establish quality standards for the global information system and consider how the system 
responsible for translating research findings could be updated on a regular basis. The report also 
reflected useful progress in other areas, such as gender balance, and the elimination of conflicts of 
interest in the selection of experts. 

Dr JEANFRAN<;OIS (alternate to Professor Girard, France) welcomed the proposals to revise 
the procedure for designation and management of WHO collaborating centres, which had been a 
necessary exercise. In France, there were about 50 such centres. The list was updated periodically and, 
in recent years, her country had been somewhat upset to find that, at headquarters, certain comments 
had been made on the updating procedure. She would like in future to have a complete list of all the 
centres throughout the world, for the purpose of identifying those working in similar fields, so as to be 
able to establish links and organize possible exchanges with them. It would also be useful to receive 
the proposed annual reports from collaborating centres. She supported the draft resolutions. 

Dr THIERS (Belgium) commended the report, which was in line with the analysis conducted by 
the numerous WHO collaborating centres in Belgium and prepared for discussion with the Director
General during her visit in January 1999. In regard to paragraph 7, he thought it should be made clear 
that "needs driven" in the first sentence referred to the needs of WHO, and not those of the centres 
themselves; the two did not always coincide. 

He proposed that in paragraph I (I) of the first draft resolution, the following words be added: 
"in the field of public health". The proposal contained in paragraph 1(3) should be implemented only 
after an assessment process of all WHO collaborating centres. 

Mr LIU Peilong (China) supported the proposed revised procedures for designation of WHO 
collaborating centres. WHO should take steps to nominate more collaborating centres in priority areas, 
such as HIV/AIDS, health systems development and tobacco control. For instance, in China, there was 
no collaborating centre for health sector development. He asked for clarification regarding 
responsibility for the management of collaboration within WHO. Mechanisms were required to ensure 
coordination and he was in favour of establishing a focal point at headquarters for that purpose. In 
China, a meeting of directors of collaborating centres was held every two years and officials from 
WHO were invited to provide guidance. It would be convenient to invite the officer responsible for 



114 EXECUTIVE BOARD, I 05th SESSION 

coordination to such meetings. Finally, he asked for further information concerning the recognition of 
national institutions by WHO. For example, were they entitled to use a WHO emblem or logo? 

Mrs JEAN (Canada) welcomed the proposals concerning WHO collaborating centres, which 
had undoubtedly been at the core of the Organization's technical work. There was certainly room for 
improvement in the quality and effectiveness of collaboration, which was definitely a two-way 
process. Implementation of the proposed measures would require time and effort, but it would be time 
well spent. She also welcomed the preliminary comments on the process for designating members of 
WHO expert committees and panels, pending the results of a more complete study. She agreed with 
the need to adapt methods so as to accelerate progress towards gender balance on such committees and 
panels and agreed that WHO must have access to independent and objective scientific advice. 
Furthermore, she was pleased that the proposals included the requirement to disclose any potential 
conflicts of interest in the selection of experts. 

Dr JIMENEZ DE LA JARA (Chile) supported the proposals contained in the report which 
would extend the network of WHO collaborating centres. It was essential to ensure that the selection 
process was based on quality rather than on political negotiations, as so often happened. The cluster 
for Evidence and information for policy had proved most useful, in that it harnessed epidemiology and 
scientific knowledge for the purposes of health policy, which was one of WHO's fundamental tasks. 
WHO must be an intellectual centre, analysing the information available throughout the world along 
the lines of the Cochrane Collaboration (an international interdisciplinary network of scientists 
establishing a database of all randomized controlled trials). That collaboration had helped shift the 
inertia within the scientific community, whose findings had accumulated in documents in a form that 
was indigestible even for experts. For this reason, meta-analysis of data and their conversion into a 
policy instrument was of fundamental importance for policy-making authorities in various areas. 

Dr BODZONGO (Congo) agreed with the comments of the previous speaker on the role of 
collaborating centres in WHO's work. Despite there being many centres in Africa, there was no 
integrated policy of support for those centres, particularly in the poorer countries, and the regional and 
country offices and even governments did not seem to be fully involved in identifying them. 
Furthermore, there was no clearly defined procedure for designating or discontinuing collaboration 
with such centres which created problems. He supported the first draft resolution, but felt that the 
impact of the collaborating centres on WHO's policy needed to be evaluated and the resulting 
information made available throughout the Organization. 

The CHAIRMAN, speaking as the representative of Germany, agreed with previous speakers 
that a clear procedure was required for administering the network of collaborating centres, in 
particular for the process of designation. There should be a single denomination for those centres, 
namely collaborating centres. Governments should know which collaborating centres existed on their 
territory and were operational. Hence, it was important to establish contact with the government of the 
host country at an early stage, before designation. In Germany, the awkward situation had sometimes 
arisen that WHO had initiated negotiations with a given scientific institute, then wanted to make it a 
collaborating centre, and only at that stage had the Government been consulted, so tha,t it was almost 
impossible to say no. Furthermore, all centres ought to be centres of excellence; it was the quality not 
the number of centres in a country that counted. Networking was also a priority. In his country, an 
inquiry had shown that many of the centres had no contact with others working in the same field. As 
had frequently been pointed out, WHO should exploit the potential of such a valuable and rich 
network in a more comprehensive manner, for example in the regular preparation of conferences, 
meetings and working groups. 

Dr FRENK (Executive Director), replying to Dr van Etten, explained that WHO was not only 
revising its policy on collaborating centres, it was also reviewing all existing centres whose 
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designation period had expired. Thus, it had already been possible, in consultation with regional 
offices and technical programmes, to reduce the number of designated centres. If the Board and the 
Fifty-third World Health Assembly approved the new approach, the status of the centres would be 
reviewed regularly. The aim was to ensure that the work carried out in the centres accorded with 
WHO's own priorities. He agreed with Dr Thiers that some centres were indispensable for the 
Organization's work whereas others had ceased to make a significant contribution. A process of 
review and redesignation was necessary to ensure that collaboration supported the Organization's 
corporate strategy. 

Regarding dissemination of related information, he said that funds had been allocated for the 
establishment of a new information system. A database on collaborating centres existed and would 
soon be available on the WHO website providing direct access for all Member States and the scientific 
community. 

Responding to both Dr Novotny and the Chairman, he pointed out that the proposed process 
was intended to be preventive, and would include early, unofficial consultation in which the WHO 
Representatives would take part. Those preliminary steps would help to avoid refusals of proposed 
centres. Similarly, it had been suggested that there should be a two-year trial period of cooperation 
before designation as a WHO collaborating centre. 

Replying to concerns expressed by Mr Liu Peilong, he agreed that there was a lack of 
collaborating centres in certain newly established priority areas, for example, in health systems 
development. Such needs would be addressed by the new procedures for designation. Regarding the 
establishment of a focal point for coordination, he noted that such a mechanism already existed in all 
the regional offices. With respect to the management of collaboration from a technical viewpoint, the 
respective technical units in headquarters or the regional offices would ensure the timely production of 
periodic, annual and redesignation reports, and the final evaluation at the end of each four-year period. 
They would also be responsible for assuring active and meaningful collaboration with the centre. 
Furthermore, regular meetings between collaborating centres would also provide a focal point for 
coordinating nontechnical management of collaboration aspects, for example, follow-up to the current 
phase. This interactive role of focal points would be maintained. 

The review had shown that national institutions recognized by WHO, which were not 
collaborating centres, existed as a concept in the regulations, but their precise role was not clear. The 
better structured networks, such as the influenza network, included both types. Despite their informal 
character, recognized institutions merited further use but were not entitled to use the WHO logo. 

The new procedures would also respond to the need pointed out by the Chairman for a single 
designation for WHO collaborating centres. Furthermore, networking between collaborating centres 
was a priority. Experience had shown that those centres which collaborated best tended to form 
networks, and that that was a valuable method of work. 

The CHAIRMAN invited the Board to consider the draft resolution on WHO collaborating 
centres contained in paragraph 21 of document EB 105/21, as amended by Dr Thiers. 

The resolution, as amended, was adopted.1 

The CHAIRMAN then invited the Board to adopt the draft resolution on draft amendments to 
the Regulations for Expert Advisory Panels and Committees contained in paragraph 21 of document 
EB105/21. 

The resolution was adopted.2 

1 Resolution EB105.R7. 

2 Resolution EB105.R8. 
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Other management issues: Item 7.4 of the Agenda 

• Report of the Audit Committee (Resolution EB 103 .R8; Document EB 105/3 8) 

Mr DE SIL V A (Sri Lanka), speaking as a member of the Audit Committee, introduced the 
report of the Committee's first meeting on 21 January 2000 which formed part of document 
EB105/38. Most of the Committee's work had centred on a review of its terms of reference. It had 
been informed of the discussion that had taken place in the joint meeting of the Administration, 
Budget and Finance Committee and the Programme Development Committee, and the 
recommendation that a meeting should be held before May 2000, so that the Chairman of the 
Executive Board and the Chairmen of the Board's three committees could draw up complementary 
and mutually supportive terms of reference. Any modification of the Audit Committee's future role 
and function would depend on the outcome of that meeting. On the basis of the existing terms of 
reference, set out in resolution EB 103 .R8, the Committee had made a number of proposals on 
modalities for its future work, which were set out in paragraph 3 of the report. 

The Chairman of the Board had emphasized at the meeting that the proposals underlined the 
need for a careful review of the terms of reference of all three committees, and the Legal Counsel had 
drawn attention to the respective roles of the Board and the Internal and External Auditors. 

The Committee had noted that the date and proposed agenda for its second meeting could only 
be finalized when the outcome of the meeting between the Chairman of the Executive Board and the 
Chairmen of the other three committees was known. However, it had agreed to reserve 10 to 12 May 
as possible dates. 

Mr TOPPING (Legal Counsel) confirmed that, at the meeting of the Audit Committee, he had 
provided advice on the scope of its authority and terms of reference. In essence, the terms of reference 
as specified in resolution EB 103 .R8 must be read in the context of the overall authority of the Board in 
audit matters. The External Auditor was appointed by the Health Assembly and was an instrument of 
the Assembly. The Financial Regulations, adopted by the Health Assembly, provided for the External 
Auditor to submit a report of his or her audit of the final accounts of the Organization to the Assembly, 
through the Board, which might comment on it. The Financial Regulations also instructed the 
Director-General to maintain an internal audit. The Internal Auditor was therefore an instrument of the 
Director-General. The Financial Rules drawn up by the Director-General, which were confirmed by 
the Board - quite recently in connection with the activities of the Internal Auditor - provided for two 
types of report from the Internal Auditor to be submitted to the governing bodies. In one type the 
Internal Auditor might ask the Director-General to submit to the Board any report he or she made; the 
Director-General might comment on the report on its submission to the Board. The Financial Rules 
also provided for the Internal Auditor to produce an annual summary report dealing with the 
orientation and scope of internal audit activities, and the implementation and status of the 
recommendations made, for submission to the Health Assembly with comments by the Director
General. That report could also be made available to the Board. 

The question of what authority a governing body might inherently have over a secretariat was 
complex because of the different approaches in different national systems. As Legal Counsel for 
WHO, his view was that the WHO governing bodies could request the Director-General to prepare a 
report on any item, but could not require him or her to hand over every document produced during the 
normal course of business. Any requirements by the Audit Committee beyond what was provided for 
in the rules frustrated the ability of the Director-General to maintain an internal audit: requiring the 
Internal Auditor to produce all reports would turn the office into that of External Auditor. The 
Chairman of the Audit Committee had not fully agreed with that view, having taken the Committee's 
terms of reference to imply that broader authorities existed than those just mentioned. There would 
now be a further discussion between the respective Chairmen of the Executive Board and its three 
committees, to examine the complementarity of the terms of reference. In his view, the Audit 
Committee had exceeded its authority in making its proposals. There was currently no provision for 



SUMMARY RECORDS: SEVENTH MEETING 117 

the Board or the Audit Committee to participate in the choice of the External Auditor, although that 
could be changed by the Health Assembly. Furthermore, there was, of course, nothing to prevent the 
External Auditor from cooperating fully with the Audit Committee, indeed the current Auditor was 
keen to do so. He or she could not, however, be required to produce reports. It would also be 
acceptable for the Audit Committee to proffer views and advice, but it did not have the mandate to 
instruct. Finally, rules already existed regarding submission of reports by the Internal Auditor to the 
Board, together with the Director-General's comments where appropriate. Again it was beyond the 
Committee's remit to require the handing over of all or selected reports from the Internal Auditor. 

Mr CHERNIKOV (adviser to Dr Fetisov, Russian Federation) commented that, although the 
first meeting had been devoted primarily to organizational matters, a strong case had been made for 
the Audit Committee to become a high-calibre professional body that could provide assistance to the 
Board, the Health Assembly and, ultimately, to Member States. He welcomed the External Auditor's 
readiness to cooperate with the new Committee, a unique body within the United Nations system. 
Constructive cooperation between the Audit Committee and the External and Internal Auditors would 
promote better accountability and openness in financial operations and greater dialogue between the 
Secretariat and Member States. 

The Board must continue to follow closely the work of the Audit Committee in its early stages 
and provide it with the necessary assistance. So far, the Committee was generally deemed to be 
operating within the mandate given to it in resolution EB 103 .R8, and there appeared to be no need yet 
to revise that mandate. Any issues relating to the interpretation of the functions of the External and 
Internal Auditors and of the Committee could undoubtedly be resolved within existing procedures. He 
could see no harm in the Committee's having access to the reports of the Internal Auditor, as long as 
all the requirements, including that of confidentiality, were met: it was simply necessary to find a 
working arrangement satisfactory to all. In any event, the Board should await the outcome of the 
meeting of the Chairman of the Board with the Chairmen of ABFC, PDC and the Audit Committee. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) said that the Audit Committee had been 
instituted quite simply because of a perceived need for audit control at the executive level between, on 
the one hand, the Internal Auditor who was under the authority of the Director-General and, on the 
other, the External Auditor who was under the authority of the Health Assembly. It was only right that 
the Executive Board should wish to set up such a body to carry out complementary work pursuant to 
its mandate and the Organization's regulations. He hoped that the meeting of the Chairmen concerned 
would enable any gaps in existing procedures to be filled and ensure that the Board had relevant, 
effective and efficient control mechanisms at its disposal in the future. 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration Budget and 
Finance Committee, said that ABFC had discussed the report of the United Nations Joint Inspection 
Unit (JIU) which was to be considered later by the Board, but had been uncertain whether the report 
should have been discussed by the Audit Committee instead, or jointly. ABFC had felt that the 
Chairmen of ABFC, PDC and the Audit Committee, under the guidance of the Chairman of the 
Executive Board, should meet to consider the division of competence among the committees, 
inter alia, in the light of the JIU report. Any subsequent modification of the terms of reference of the 
various bodies would need to be considered in the context of the JIU issue and the comments of the 
Legal Counsel. 

The CHAIRMAN took it that Board members were in agreement on the need to proceed with 
the Audit Committee and, as a next step, for a meeting of the Committee Chairmen with the Chairman 
of the Board to examine the terms of reference. He saw two possible courses of action: leaving the 
terms of reference as they were pending review and possible modification after one year in the light of 
experience; or modifying them straightaway on account of existing overlaps. 
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Mr TOPPING (Legal Counsel) felt that it would be possible to proceed under the existing terms 
of reference. However, the terms of reference of the Audit Committee must be read in context. There 
was indeed an overlap with ABFC in relation to the review of the External Auditor's report. It should 
be possible to operate on the basis of an understanding between the Chairmen pending a review after 
one year or longer in the light of experience. That would become clearer after the meeting of the 
Chairmen. 

The DIRECTOR-GENERAL said that if the Board agreed that the three Committee Chairmen 
and the Chairman of the Board should consider the committees' terms of reference and endeavour to 
find a cooperative way of working and, if, in that process, the Chairmen concluded that the terms of 
reference required clarification, that could be done at any time. On the other hand, the committees 
might be able to work cooperatively for one year. In her view, the question of timing should be left to 
the Chairmen in consultation with the Secretariat and take shape in the light of experience. 

The CHAIRMAN took it that the Board wished to establish good cooperation among the 
committees and endeavour to resolve initial difficulties by interpreting the existing terms of reference 
in a compatible manner. He invited the Board to take note of the report and the proposed meeting of 
the Chairman of the Executive Board and the three Committee Chairmen to consider the interpretation 
of the terms of reference and find practical ways of proceeding. After one year the Board would 
reconsider the need for modification in the light of experience. 

It was so agreed. 

• Status of collection of assessed contributions, including Members in arrears in the 
payment of their contributions to an extent which would justify invoking Article 7 of the 
Constitution (Document EB 1 05/22) 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration, Budget and 
Finance Committee, said that ABFC had examined document EB 105/22 and had noted with 
satisfaction that the rate of collection for 1999 had been the highest since 1985. It had also noted that 
the improvement in 1999 was largely due to the change in the scale of assessment adopted for the 
current biennium, which reduced the amount due from countries in transition and the least developed 
countries. The Committee had, however, expressed concern at the increase in amounts due for prior 
years, which had increased from US$ 61 million in 1995 to US$ 92 million in 1999. The amount due 
from Members subject to Article 7 had also increased by US$ 7 million to nearly US$ 87 million; 
23 Members had lost the right to vote, two further Members were in danger of doing so at the Fifty
third World Health Assembly unless sufficient funds were paid and nine further Members were in 
danger of losing their votes unless payments were made to reduce their arrears to levels below those 
due from them for the preceding two years. 

Since the preparation of the document, Argentina had notified its firm intention to pay 
US$ 1. 8 million, which would remove it from the list of Members subject to Article 7, and the amount 
received in 1999 as advance payments for 2000 had reached over US$ 40 million for 20 Members. A 
further US$ 4.4 million had been received in 2000, so that 25 Members had paid in full .for 2000. 

Early payments reinforced efficiency within the Organization, and the Committee had therefore 
recommended that the Board consider the adoption of a resolution to encourage early payment of 
assessments and request the Secretariat to brief Members on the status of collection of assessed 
contributions in WHO compared with that in other international organizations. 

Dr TOYB (Comoros) said that ABFC had also discussed the desirability of authorizing the 
Director-General to collect arrears in local currency. He urged the Board to reach agreement on the 
matter since some countries might then be able to pay their arrears, to the Organization's advantage. 
The Director-General could be authorized to explore, through contacts at the highest level, which 
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countries should be eligible and to determine at her discretion the most appropriate way of achieving a 
solution. 

Dr MBAIONG (Chad) said that he had drawn attention on previous occasions to the 
discrepancy between WHO's dwindling regular budget and the funding required for its programmes. It 
was therefore gratifying to learn that 25 countries had already paid their assessed contributions for 
2000. He endorsed the proposal to allow countries to pay their contributions in local currency. A 
similar arrangement for payment of accumulated arrears might also be considered. Many developing 
countries found it genuinely difficult to pay their dues in the face of protracted wars, chronic 
indebtedness and extreme poverty. The Board should also look into the possibility of scheduling 
payments for meeting their arrears. 

Mrs KERN (Executive Director) suggested that, since the issue of local currency payment was 
being considered under the proposed revision of the Financial Regulations and Financial Rules and 
had been discussed at some length in ABFC, the Board might wish to note the comments made in that 
regard pending its consideration of that item. Information on how WHO compared with other United 
Nations organizations in terms of its collection rate would be provided in future reports on the 
collection of assessed contributions. In the previous three years, collection in WHO had corresponded 
almost exactly to the average for all organizations. 

The CHAIRMAN invited the Board to consider whether it wished to formulate a resolution 
calling upon Member States in arrears to pay their contributions or simply to request the Director
General to continue to take action as appropriate, on the basis of resolution EB103.R12. 

Mrs KERN (Executive Director) said that, if Member States decided in favour of a further 
resolution, along the lines of those adopted in the past, it might wish to include an acknowledgement 
of the improved situation while pointing out that there was still room for considerably more 
improvement and that the Organization depended on the financial contributions being made in full and 
on time. 

The CHAIRMAN, supported by Dr JIMENEZ DE LA JARA (Chile), preferred in general to 
avoid a proliferation of resolutions if there was nothing new of substance to say. In the absence of any 
objection, he took it that members of the Board did not want a resolution, but wished to see every 
effort made to improve the situation as far as possible. 

It was so agreed. 

• Casual income (Documents EB 105/23 and EB 105/23 Corr.l) 

The CHAIRMAN drew the attention of the Board to the draft resolution contained in 
paragraph 7 of document EB 1 05/23. 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration, Budget and 
Finance Committee, said that ABFC had found the word "casual" to be misleading and proposed 
"miscellaneous income" as a more appropriate term for that part of the budget. The Committee had 
made the point that the casual income report was based on estimated income figures prepared on the 
basis of actual figures as at the end of October and that those estimates were usually on the low side. 
The report on casual income would be finalized after financial closure for the biennium 1998-1999 in 
March 2000 and made available to the Fifty-third World Health Assembly. 

The Committee had noted that the document contained proposals on the use of casual income 
which did not include allocation to programme areas. The Working Capital Fund had been fully drawn 
down for a number of bienniums, which meant that the Organization had had to resort to internal 
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borrowing. The Fifty-second World Health Assembly had criticized the depletion of the Fund. The 
proposal was therefore to appropriate US$ 10.2 million to replenish the Working Capital Fund, an 
amount equivalent to the arrears of contributions credited to casual income. Lastly, the Committee had 
noted the proposals to change the way arrears of contributions were applied. The current casual 
income report might well be the last, since resolution WHA52.20 had requested the Director-General 
to undertake a study of the Financial Regulations and Financial Rules, including the principles and 
criteria governing casual income. The result of the study would be considered by the Board under the 
relevant agenda item. The Committee had supported the proposals for the appropriation of casual 
income set out in document EB105/23. 

Ms PERLIN (alternate to Mrs Jean, Canada) said that her country was among those hoping that 
the current report on casual income would indeed be the last and that some of the outstanding issues 
could be addressed during the Board's discussion of the Financial Regulations. She asked whether 
financing telephone exchanges from the Real Estate Fund did not stretch the interpretation of real 
estate from lands and buildings to infrastructure. The matter, which properly belonged to the next 
agenda item, had a bearing on the current item in so far as part of the transfers from casual income 
went to the Real Estate Fund. 

Replying, Mrs KERN (Executive Director) said that because telephone exchanges were large 
scale and fundamental to the workings of the Organization they were regarded as capital assets and 
therefore included under the Real Estate Fund. 

The CHAIRMAN invited the Board to adopt the draft resolution contained in paragraph 7 of 
document EB 105/23. 

The resolution was adopted.1 

• Real Estate Fund (Document EB105/24f 

The CHAIRMAN drew the Board's attention to the draft resolution contained in section IV of 
document EB 105/24. 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration, Budget and 
Finance Committee, said that the Director-General's report proposed six projects for funding from the 
Real Estate Fund, five of which concerned the replacement of telephone exchanges in regional offices 
and at headquarters. By consolidating its requirements at global level, the Organization had been able 
to make savings of 20% to 30% on the purchase and maintenance of the exchanges. The Committee 
had recognized the validity of the projects. After some discussion on the appropriateness of casual 
income as the source of financing, it had concluded that, in view of the ongoing revision of the 
Financial Regulations, the funding arrangement should continue for current purposes in accordance 
with resolution WHA23.14. The Committee had therefore recommended that the Board approve the 
draft resolution. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) said that it was in the tradition of WHO to 
undertake any necessary renovation or rebuilding of the regional offices. Although the Regional Office 
for Africa was provisionally based in Harare, from a legal point of view it was still based in 
Brazzaville, and the Government of the Republic of the Congo was currently carrying out repair work 
on the building. Since that work was well advanced and was still continuing, would it not be possible 

1 Resolution EB105.R9. 

2 Document EB105/2000/REC/l, Annex 4. 
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for headquarters to provide support for it? Moreover, he was puzzled by the statement in section 11, 
paragraph 2, of the document that the Regional Office for Africa had requested use of the Real Estate 
Fund for the purpose of constructing an office building in Harare, and that an addendum to the report 
on the matter might be submitted to the Board. Since the Regional Committee had adopted a 
resolution in 1998, confirmed in 1999, deciding that the office was to be kept in Brazzaville, was the 
Board legally entitled to take action which contravened that resolution? 

Dr JEANFRAN<;OIS (alternate to Professor Girard, France) endorsed the concern expressed by 
the previous speaker. 

Dr THIERS (Belgium) said that he too would appreciate clarification on that issue. 

Mrs KERN (Executive Director) said that members of the Board would be aware that the matter 
had been discussed extensively at the last session of the Regional Committee for Africa. The building 
in Brazzaville had been severely damaged and the question of insurance cover was currently being 
investigated. It was not considered safe for staff to return there for the present. It had been agreed that 
the relocation to Harare was a temporary measure and that there would be no question of purchasing 
accommodation there. However, wherever the office was located, a telephone exchange was a crucial 
facility for communication purposes, which was why provision for it had been included in the 
document. 

Mr TOPPING (Legal Counsel), in response to the question as to whether replacement of the 
telephone exchange was an appropriate charge on the Real Estate Fund, said that resolution 
WHA23.14 provided that the Fund could be used to meet the costs of major repairs and alterations to 
the Organization's existing office buildings. That provision had been interpreted in the past as 
applicable to replacement of telephone exchanges, which were seen as part of the infrastructure of a 
building. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) wished to return to the legal point he had 
raised earlier. The replacement of the telephone exchange was not a problem, since that was of course 
a service that was essential to the proper functioning of any institution. However, according to the 
document, the Regional Office for Africa had asked for funding for the construction of an office 
building in Harare, and he found that statement legally dangerous, not to say perverse, in the light of 
the resolution he had referred to. Since his Government was fulfilling its responsibilities by 
rehabilitating the building, and since the security situation had improved, WHO should play its part by 
providing some support from the Fund to ensure that there could be a speedy return of the office to 
Brazzaville. If that were not done, it might be thought that the Board was in favour of eventually 
establishing the office in Harare, which would contravene the legally binding provisions of resolutions 
already adopted. 

Mrs KERN (Executive Director) pointed out that the document had been finalized in early 
November when the issue had still been under discussion with the Regional Office for Africa. 
Subsequently, an alternative solution had been agreed, and therefore no proposal for a building or 
buildings in Harare, other than for a telephone exchange which was, of course, transferable, had been 
submitted to the Board. As to the Brazzaville building itself, it had not been thought appropriate to 
include any provision for assistance with renovation work until the question of insurance cover had 
been settled. Once that had been done, the issue would be addressed by the Board in its own right. 

The CHAIRMAN took it that the Board wished to adopt the draft resolution. 
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The resolution was adopted.' 

• Financial Regulations and Financial Rules (Documents EB 105/25, EB 105/25 Corr.l, 
EB105/25 Add. I and EB105/41) 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration, Budget and 
Finance Committee, said that the Committee had noted that all the issues that had been identified in 
resolution WHA52.20 as requiring study, namely casual income, the exchange rate facility, late 
payment of and arrears in Members' contributions, the financial incentive scheme, the Working 
Capital Fund including replenishment arrangements and internal borrowing, and unliquidated 
obligations had been addressed. In addition, the Secretariat had made proposals concerning carry 
forward, revolving funds, programme support costs, and transfers between appropriation sections. The 
Committee had also noted that the Financial Regulations were part of the overall financial framework 
of WHO, and that the proposals made were part of a wide-reaching financial reform that would also 
include the modernization of systems, processes and practices. 

The Committee had welcomed the proposal to include miscellaneous income - formerly called 
"casual income" - among the resources that would finance the regular budget as part of an integrated 
budget. There had been some concern as to whether miscellaneous income would be in addition to 
assessed contributions or part of the overall financing of the regular budget, and also concern as to the 
implications for any automatic return of funds to Member States. The Committee had noted that 
unobligated appropriations represented a budget surplus and together with the remainder of 
unliquidated obligations were thus credited to miscellaneous income. Member States decided how 
such miscellaneous income was to be spent, and on the basis of an appropriation by the Health 
Assembly, funds were returned to Member States by credit to their individual accounts. It had been 
noted that the principle of the return of funds to Member States had been retained and would operate 
through the regular budget process within an integrated budget. There had appeared to be a consensus 
on the treatment of miscellaneous income. 

The Committee had further noted that the exchange rate facility was authorized at 
US$ 31 million, but had had no substantive comment to make. Concerning late payment of, and 
arrears in, Members' contributions, several members had expressed reservations about the wisdom of 
the Director-General having authority to accept any currency in payment of assessed contributions by 
Member States. Although that could provide significant flexibility for meeting expenses incurred in 
country offices, they believed that caution should be exercised in order to avoid negotiations that could 
cause embarrassment. However, WHO had a presence in virtually all countries where difficulties were 
experienced by Member States in paying their assessed contributions; in many countries expenditure 
by WHO significantly exceeded the amount due from that Member State. The Committee had been 
advised that mechanisms were to be put in place to ensure that currency risk was well managed, and 
that it was envisaged that the Director-General would make only annual decisions on acceptance of 
currency on a case-by-case basis. 

The Committee had noted that under the current system Member States' contributions were due 
on 1 January, and had questioned the appropriateness of a financial incentive scheme that rewarded 
States which paid later than that date. It had requested the Secretariat to make a detailed review of 
experience with the current scheme, and to report to the Board on the matter. 

It had been noted that the Working Capital Fund could only be used to finance nonpayment by 
Member States of their assessed contributions, and that it could not be used to finance items funded 
through extrabudgetary funding. The level would be established by the Health Assembly through 
appropriation, based upon recommendations by the Director-General, who would review it every 
biennium. Flexibility regarding the level of the Working Capital Fund was important, and should not 
be restrained by the Financial Regulations. There appeared to be no disagreement on the principles 
proposed. 

1 Resolution EBI05.RIO. 
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Concerning unliquidated obligations, the Committee had noted that WHO followed the 
principle of accrual accounting embodied in the United Nations Accounting Standards, and had sought 
clarification on the current process, noting that there was a relationship between unliquidated 
obligations and the proposed carry-forward provisions. It had been explained that the proposed change 
was designed to clarify the current wording, and that there was no change in content or intent. Under 
the current Regulations, obligations could be held open for up to one year after the end of a biennium 
in order to allow for the completion of an activity which might have already started before the end of 
that biennium. The obligation could be held open for a second year, but only in order for 
disbursements of funds to take place. Obligations were raised when there was a legal commitment, and 
therefore unliquidated obligations arose from the need to complete activities that had been planned for 
the previous biennium or to liquidate liabilities existing at the end of a biennium. Obligations would 
often have balances that remained unliquidated when they were finally closed. 

Some members of the Committee had had a fundamental difficulty with the principle of carry 
forward, and considerable time had been spent on discussing the issue. It had been noted that there 
was no precedent for such a provision among organizations of the United Nations system financed 
through assessed contributions, and members had not felt it appropriate for WHO to create one. The 
view had also been expressed that the principle of carry forward was not compatible with good 
planning. However, some members had considered that a carry-forward provision should be approved 
in principle, because in many countries where WHO was working natural disasters occurred which 
could require the government to request the Organization to stop work and resume during the next 
biennium. 

On the question of revolving funds, it had been explained that the proposed Regulations 
required full disclosure of income and expenditure, together with a clear explanation of the purpose of 
the fund, which would determine the application of any surplus. Revolving funds already existed, for 
example, for the sale of publications, and the proposed new Regulations would provide a framework 
that would ensure more transparent financial reporting. Other sources of income could include garage 
rentals, which could be used to finance ongoing maintenance costs. However, the Committee had 
noted that Member States would have to approve the use of regular budget financing for revolving 
funds. 

On the question of why programme support costs had been included in the proposed 
Regulations, it had been explained that such costs were at present governed by resolution WHA34.17. 
However, over time, implementation of that process had become complex, and concerns had been 
expressed by some donors at the varying levels of those costs. The Committee had noted that the 
proposed Regulation provided a framework within which a new policy could be implemented, and that 
for the time being the existing policy and practices would prevail. The item had not occasioned 
significant concern among Committee members. 

Lastly, on the subject of transfers between appropriation sections, although there had been 
support for the recent move to link financial and managerial accountability to the organizational 
structure, there had been concern about the principle of power-sharing between the Health Assembly, 
the Board and the Director-General. While the Committee had acknowledged the authority of the 
Director-General with respect to organizational changes, it had noted that any financial regulations 
now put in place would govern the actions of future Directors-General. Some concern had been 
expressed as to whether the alignment of the organizational structure with budget and financial 
reporting would limit the authority of the Director-General to restructure. On that point, the Legal 
Counsel had explained that it was within the responsibility and power of a Director-General to 
restructure the Secretariat as he or she saw fit. The need for the proposed Regulation arose from the 
current linkage of the budget and financial reporting with the organizational structure of the 
Secretariat. Thus, if the Director-General carried out a reorganization and there was no corresponding 
transfer between appropriation sections, transparency and synergy would be lost. He had pointed out 
that two types of transfer were being envisaged: one would reflect changes in programme priorities, 
which had been covered to date by Health Assembly resolutions up to an amount of 10% of the 
relevant appropriation; the other would simply maintain the relationship of the budget and financial 
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reporting with the relevant structure in the event of a change in that structure. The Committee had 
noted that the issue was whether a transfer arising simply from organizational restructuring needed to 
be reported to the Board, which could raise constitutional and public management concerns. It had 
been suggested that some items might be missing from the Regulations, for example a provision that a 
Director-General was responsible and accountable to the Member States, and that any delegation of 
authority he or she might make should recognize that fact. 

In conclusion, the Committee had held very extensive discussions and had reached consensus 
on support for a number of items. On others, however, including issues of major importance, it had 
considered that further clarification was needed. 

(Debate resumed under section 4.) 

Dr Sulaiman (Oman) took the Chair. 

2. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued from the fifth 
meeting) 

Stop Tuberculosis Initiative: Item 3.4 ofthe Agenda (Document EB105113) (continued from the fifth 
meeting) 

The CHAIRMAN drew attention to the following draft resolution, which contained 
amendments (in bold) proposed by Chad, China, France, Netherlands, Russian Federation and United 
States of America to the draft resolution set out in paragraph 12 of document EBlOS/13: 

The Executive Board, 
Having considered the report of the Director-General on the Stop Tuberculosis Initiative, 1 

and recognizing the leadership of WHO in tuberculosis control; 
Noting that the Ministerial Conference on Tuberculosis and Sustainable Development 

will take place in Amsterdam, in March 2000, 

RECOMMENDS to the Fifty-third World Health Assembly the adoption of the following 
resolution: 

The Fifty-third World Health Assembly, 
Concerned that the global burden of tuberculosis is a major impediment to 

socioeconomic development and a significant cause of premature death and human 
suffering; 

Being mindful of the fact that most countries with the greatest burden of disease 
will not meet global targets for tuberculosis control for 2000 set by resolutions WHA44.8 
and WHA46.36; 

Welcoming the establishment, in response to resolution WHA51.1.3, of a special 
Stop Tuberculosis Initiative to accelerate action against the disease and to coordinate 
activities across WHO. 

1. ENCOURAGES all Member States: 
(1) to closely follow the outcome of the Ministerial Conference on 
Tuberculosis and Sustainable Development (Amsterdam, March 2000), and to 
note and apply as appropriate the recommendations from that meeting, 

1 Document EB105/13. 
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paving the way for the creation of broad and long-lasting high level political 
support to tackle tuberculosis within the broader context of health, social and 
economic development; 
(2) to accelerate tuberculosis control by implementing and expanding the 
strategy of directly observed treatment, short course (DOTS) and to commit 
themselves politically and financially to achieving or to exceeding as soon as 
possible the global targets set by resolutions WHA44.8 and WHA46.36; 
(3) to ensure that sufficient domestic resources are available, especially in 
developing countries, to enable them to meet the challenges of stopping 
tuberculosis, and that the capacity to apply them exists; 

2. RECOMMENDS that Member States should: 
( 1) participate with WHO in the global partnership to stop tuberculosis, and 
establish and sustain country-level partnerships for: 

(a) study of antituberculosis drug resistance and means of its 
containment; 
(b) improvement of diagnostic laboratories; 
(c) access to antituberculosis drugs for the poorest populations; 
(d) education and monitoring of patients to ensure better compliance 
with the treatment regimen; 
(e) training of health workers in the DOTS strategy; 

(2) include case detection and cure rates - the basic outcome measures for 
tuberculosis - among performance indicators for overall health sector 
development; 
(3) continue to assess the magnitude of the impact of the AIDS epidemic on 
the tuberculosis epidemic and develop strategies to better address tuberculosis 
in persons with AIDS and in HIV -infected populations, to speed up 
coordination between prevention and treatment programmes for the two 
epidemics so as to foster an integrated approach at all levels of the health 
system, and to the maximum extent possible, to monitor for multidrug
resistant tuberculosis and address issues leading to its containment; 

3. CALLS ON the international community, organizations and bodies of the United 
Nations system, donors, nongovernmental organizations and foundations: 

(1) to support and participate in the global partnership to stop tuberculosis by 
which all parties coordinate activities and are united by common goals, technical 
strategies, and agreed-upon principles of action; 
(2) to increase organizational and financial commitment towards combating 
tuberculosis within the context of overall health sector development; 

4. REQUESTS the Director-General to provide support to Member States, 
particularly those with the highest tuberculosis burden, through: 

(1) applying, as appropriate, the recommendations of the Ministerial 
Conference in Amsterdam; 
(2) exploring partnerships and options for enhancing access to safe, high-quality 
curative drugs; 
(3) promotion of international investment in research, development and 
distribution of new diagnostics to speed up case detection and strengthen 
epidemiological surveillance, new drug formulations to shorten duration of 
treatment, and new vaccines and other public health measures to prevent disease, 
reduce suffering and save millions from premature death; 
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( 4) sustaining an active and participatory partnership with external 
organizations throughout the development and implementation of the Stop 
Tuberculosis Initiative and its activities. 

The resolution was adopted.1 

3. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF 
NONCOMMUNICABLE DISEASES: Supplementary agenda item (continued from the fifth 
meeting) 

The CHAIRMAN drew attention to the following draft resolution entitled "Prevention and 
control of noncommunicable diseases", which had been proposed by the Rapporteurs: 

The Executive Board, 
Noting the Director-General's report on the global strategy for the prevention and control 

of noncommunicable diseases prepared in response to the magnitude and impact of 
noncommunicable diseases, especially in low- and middle-income countries and in other 
disadvantaged communities; 

Encouraged by the prospects offered by partnerships, and by adapted preventive and 
treatment strategies that will reduce premature mortality, morbidity and disability, 

RECOMMENDS to the Fifty-third World Health Assembly the adoption of the following 
resolution: 

The Fifty-third World Health Assembly, 
Recalling resolution WHA51.18 on noncommunicable disease prevention and 

control requesting the Director-General to formulate a global strategy for the prevention 
and control of noncommunicable diseases and to submit the proposed global strategy and 
a plan for implementation to the Executive Board and Health Assembly; 

Recognizing the enormous human suffering caused by noncommunicable diseases 
such as cardiovascular diseases, cancer, diabetes and chronic respiratory diseases, and the 
threat they pose to the economies of many Member States, leading to increasing health 
inequalities between countries and populations; 

Noting that the conditions in which people live and their lifestyles influence their 
health and quality of life, and that the most prominent noncommunicable diseases are 
linked to common risk factors, namely, tobacco use, unhealthy diet and physical 
inactivity, and being aware that these risk factors have economic, social, gender, political, 
behavioural and environmental determinants; 

Reaffirming that the global strategy for the prevention and control of 
noncommunicable diseases and the ensuing implementation plan are directed at reducing 
premature mortality and improving quality of life; 

Recognizing the leadership role that WHO should play in promoting global action 
against noncommunicable diseases and its contribution to global health based on its 
advantages compared to other organizations, 

1 Resolution EB105.Rll. 
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1. URGES Member States: 
( 1) to establish national and subnational programmes in the framework of the 
global strategy for the prevention and control of major noncommunicable diseases, 
and specifically: 

(a) to develop a mechanism to provide evidence-based information for 
policy-making, advocacy and evaluation of health care; 
(b) to assess and monitor mortality and morbidity attributable to 
noncommunicable disease, and the level of exposure to risk factors and their 
determinants in the population; 
(c) to continue pursuit of intersectoral and cross-cutting health goals 
required for prevention and control of noncommunicable diseases by 
according noncommunicable diseases priority on the public health agenda; 
(d) to emphasize the key role of governmental functions, including 
regulatory functions, when combating noncommunicable diseases such as 
development of nutrition policy, control of tobacco products and policies to 
encourage physical activity; 
(e) to promote community-based mttlattves for prevention of 
noncommunicable diseases, based on a comprehensive risk-factor approach; 

(2) to ensure that health care systems are responsive to chronic 
noncommunicable diseases and that their management is based on cost-effective 
health care interventions and equitable access; 
(3) to share their national experiences and to build the capacity at regional, 
national and community levels for the development, implementation and evaluation 
of programmes for the prevention and control of noncommunicable diseases; 

2. REQUESTS the Director-General: 
( 1) to continue gtvmg priority to the prevention and control of 
noncommunicable diseases, with special emphasis on developing countries and 
other deprived populations; 
(2) to ensure that the leadership provided by WHO in combating 
noncommunicable diseases and their risk factors is based on the best available 
evidence, and thus to facilitate, with international partners, capacity building and 
establishment of a global network of information systems; 
(3) to provide technical support and appropriate guidance to Member States in 
assessing their needs, adapting their health care systems, and addressing gender 
issues related to the growing epidemic of noncommunicable diseases; 
( 4) to strengthen existing partnerships and develop new ones, notably with 
specialized national and international nongovernmental organizations with a view 
to sharing responsibilities for implementation of the global strategy based on each 
partner's expertise; 
(5) to coordinate, in collaboration with the international community, global 
partnerships and alliances for resource mobilization, advocacy, capacity-building 
and collaborative research; 
( 6) to promote the adoption of international intersectoral policies, regulations 
and other appropriate measures that minimize the effect of the major risk factors of 
noncommunicable diseases; 
(7) to promote and initiate collaborative research on noncommunicable diseases, 
and to strengthen the role of WHO collaborating centres in supporting 
implementation of the global prevention and control strategy. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany), referring to operative paragraph 1(1) of 
the draft resolution, said that the words "to establish national and subnational programmes in the 
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framework of the global strategy" were not acceptable to Germany because, as had already been 
explained, its Government was not legally entitled to establish either national or subnational 
programmes without the consent of the 15 Federal Ldnder. The resolution as it stood could not be 
implemented in his country, and he thought that the same would be the case for many other countries. 

Dr THIERS (Belgium) said that he fully understood the concerns expressed by Mr Debrus; his 
own country faced the same problem. Instead of the phrase "national and subnational programmes", it 
might be preferable to use an expression such as "programmes at the national or other appropriate 
political level". Wording along those lines might be found acceptable by countries with a federal 
structure. 

The resolution, as amended, was adopted! 

4. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (resumed) 

Other management issues: Item 7.4 of the Agenda (resumed) 

• Financial Regulations and Financial Rules (resumed) 

Professor ZEL TNER (Switzerland), speaking as Chairman of the Administration, Budget and 
Finance Committee, said that there appeared to be an emerging consensus among Member States that 
the Financial Regulations and Financial Rules should be dealt with at the Fifty-third World Health 
Assembly in May 2000. However, the matter was very complex and technical, and the Committee had 
therefore felt that more work needed to be done with a view to making drafting and other amendments 
to the Regulations. 

The view of the Committee, and other Member States consulted, was that the best way to 
proceed would be to set up a working group to clarify all outstanding questions in order to be able to 
submit a proposal to the Health Assembly. 

Dr JIMENEZ DE LA JARA (Chile) fully supported the proposal to create a working group to 
study the matter. The group should take account of all the concerns expressed by Member States and 
submit a proposal enjoying the Board's wide support to the Health Assembly. 

Dr VAN ETTEN (Netherlands) said that, in spite of his concerns and even criticisms relating to 
some ofthe suggestions in the Secretariat's report (document EB105/25), the matter was too important 
to be further delayed. He therefore supported the proposal to set up a working group on the 
understanding that it would focus on the main issues rather than on detailed points of drafting. It was 
important for all those involved that the major issues should be finalized in time for the Health 
Assembly in May 2000. 

Ms BLACKWOOD (alternate to Dr Novotny, United States of America) commended the very 
thorough review of the Financial Regulations and Financial Rules that had been carried out in a 
relatively short period of time. She too would like to see the revised text of the Financial Regulations 
adopted at the forthcoming session of the Health Assembly but, like other members, was not prepared 
to endorse them in full in their present form. Some further clarification was needed and the system
wide implications of the carry-over proposals needed to be examined. She supported the direction 
WHO was taking to reform and restructure itself, and welcomed the innovative thinking that was 

1 Resolution EBI05.Rl2. 
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taking place, since some of the proposed revisions represented different approaches to WHO's 
financial management. 

In order not to slow down the process unnecessarily, she was in favour of the proposal to set up 
a working group of interested Member States in an effort to reach an agreed revised text that could be 
submitted to the forthcoming Health Assembly. 

Mr CHERNIKOV (adviser to Dr Fetisov, Russian Federation) commended the efforts to 
produce what amounted to a new draft text of one of the Organization's basic documents. In view of 
the impact of the proposed amendments on the machinery for the management of the Organization's 
financial resources, as well as the far-reaching implications of some of the proposed innovations, both 
for WHO and for the entire United Nations system, he invited the Board to adopt a cautious and 
carefully considered approach. On a number of issues, his country had objections of principle. 

In the first place, it would be without precedent among the organizations of the United Nations 
system funded by assessed contributions, to introduce into the Financial Regulations the concept of the 
carry forward of part of the regular budget appropriations from one financial period to another. 
Moreover, that would not be consistent with sound financial and programme planning. 

Second, he did not see sufficient justification for a change in the existing system whereby major 
transfers between appropriation sections were approved by the governing bodies. He did not 
understand why the Secretariat of WHO required greater autonomy from the Member States than that 
of any other organization of the United Nations system. On the contrary, because of the increasing 
mutual trust, the administration had every reason to expect Member States to consider its requests in 
an objective and positive manner. 

Third, the question ofthe utilization of budget surpluses required further study. Their automatic 
inclusion in the budget for the subsequent financial period was not justified; on the contrary, it would 
be more reasonable to return such surpluses automatically to the Member States, as occurred in many 
organizations of the United Nations system. 

As the Financial Regulations were one of the basic documents of the Organization it would be 
useful, in seeking a consensus, to consider the Secretariat's draft in detail. His country was ready to 
participate in such an examination in the period between meetings and supported the proposal to set up 
a working group. Any decision on the Secretariat's proposals and on possible amendments and 
additions by countries should be taken by the Member States. 

Dr AL-JABER (Qatar) thanked Professor Zeltner for his explanations concerning the proposed 
amendments, in particular the principle that the Financial Regulations applied to all sources of income 
and types of expenditure, and the proposal to replace the term "casual income" by "miscellaneous 
income". 

He asked about the financial incentive scheme to encourage early payment. Given that the 
Organization's budget was for two years, the assessed contributions of Member States were due in two 
annual amounts. In that connection, he asked whether Member States that paid their annual 
contributions for the year at the beginning of January were entitled to a reduction. He also asked what 
was the amount of the incentive and whether there was any inconsistency between the provisions of 
the scheme and what was stated in the third subparagraph of paragraph 10 of document EB 105/25 
under the heading "casual income". 

Ms PERLIN (alternate to Mrs Jean, Canada) expressed thanks for the substantive response to 
the Health Assembly's request for a review of the Financial Regulations. To her knowledge, it was the 
first time any organization had undertaken such a comprehensive review of budget, financial and 
planning systems - an onerous and prosaic task that was nevertheless of great importance. Canada 
welcomed the fact that proposals had been presented together with the rationale for change and 
comparative annexes of new and existing regulations. The Secretariat's extensive consultations with 
Member States were appreciated. 
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Her Government considered that a programme budget was a costed programme of work to be 
implemented in one biennium. The new approaches to programme planning and budgeting provided 
the Director-General with a better set of tools to achieve that goal. Greater flexibility for choosing 
activities and reallocating resources was inherent in strategic budgeting, and integration of planning 
and monitoring with budget and accounting systems would increase the accuracy of expenditure, 
management and financial forecasting. The proposed revisions to the Financial Regulations were 
needed to take those changes into account. 

She fully supported the proposals on casual income: to rename it in line with the terminology 
more generally used in the United Nations system; to clarify what it was; and to integrate it into the 
regular budget. She also supported streamlining the incentive scheme and its administration. On the 
use of different currencies, Canada was not opposed to the principle but wished it to be further 
clarified and appropriate safeguards, conditions and limits to be put in place in the Regulations. 
Canada likewise supported the proposals on the Working Capital Fund and agreed that the level 
should be kept under review and adjusted with experience if necessary. Similar monitoring of levels of 
internal borrowing should be carried out with a view to setting limits on that mechanism, in line with 
acceptable risk management. 

The proposed provisions on unliquidated obligations and carry forward caused her some 
difficulty, because they weakened the commitment to delivering the programme within one biennium. 
WHO's existing Regulation on unliquidated obligations was relatively generous and provided 
considerable latitude for completing planned activities in the subsequent biennium. In fact, the 
Regulation should be reviewed with a view to tightening up WHO's provisions in line with those of 
other agencies. 

Her Government did not agree with the principle of carry over, even on the basis of the 
conditions outlined. While it was sympathetic to the warning that in exceptional circumstances such as 
natural disasters the implementation of planned activities could be delayed and losing the funds would 
be a double hardship, it took the view that such cases could be dealt with under existing mechanisms 
and authorities of the Director-General, or a specific action by the Health Assembly in very 
exceptional circumstances. The principle of carry over should not be enshrined in the Financial 
Regulations. 

Programme support costs were likewise a contentious area. Canada was not persuaded that it 
was wise to include them in the Financial Regulations, as they were not clearly preferable to the 
existing arrangement, but it was willing to discuss the proposal further. It had a similar reaction to the 
question of transfers between appropriation sections; it did not see how including automatic transfers 
in the Financial Regulations improved on the existing arrangement of specifying them in the budget 
resolution. 

In short, Canada did not support the principle of carry forward but accepted or was willing to 
discuss all the other proposals. It would like to see the Financial Regulations approved at the Health 
Assembly in May 2000 and welcomed Professor Zeltner's proposal for the establishment of a working 
group, which should be open to all Member States. She proposed that Professor Zeltner should serve 
as chairman of the group. 

Mr KALBITZER (alternate to Mr VoigtHinder, Germany) commended the report. The issue 
involved much more than mere quarrels among accountants and controversy must be avoided. 
Constitutional problems were being addressed, including what should be the rights of Member States 
and what should be in the purview of the Secretariat. The lengthy discussion in the Administration, 
Budget and Finance Committee had shown that some proposals could be accepted easily while others 
required clarification or redrafting. The matter was not ready for a consensus resolution, and further 
deliberations were required, as Professor Zeltner had suggested. Germany was prepared to participate 
in them actively. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) commended the work done. He supported 
the proposal to create a working group to discuss the matter further. Regulation I on delegation of 
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authority was one of many that merited examination. Consideration should also be given to including 
in the Regulations a reference to the work of the auditors. 

African countries had called for the most impoverished nations to be permitted to pay their 
contributions in national currencies. He considered that the Financial Regulations should be revised to 
permit all Members to pay in that way, as an element in the financial incentive scheme. 

He supported the inclusion in the revised Regulations of provisions on programme support costs 
and on transfers between appropriation sections. A ceiling should be placed on the charges levied by 
the Director-General as programme support costs in accordance with resolution WHA34.17. Such 
matters could be further explored in the working group. 

Dr THIERS (Belgium) thanked the Secretariat and Professor Zeltner for the excellent work 
done. Like Dr van Etten, he felt that the matter should not be further delayed despite the difficulty of 
discussing budget and finance matters. Information was spread out over many documents which, 
though much shorter than in the past, were no clearer, limiting an overall view. If a document 
synthesizing all information in relation to WHO's financial and budgetary matters existed, it should be 
made available; if not, it should be compiled. That would greatly facilitate the work, not only of the 
Board, but also of the Health Assembly. 

He agreed with the proposal to establish a working group, which should be open-ended. 

Dr YODA (Japan),1 speaking at the invitation of the CHAIRMAN, welcomed the reports, the 
comprehensive review and the revision of the Financial Regulations in response to the request by the 
Fifty-second World Health Assembly. The target of the work should be overall transparency in 
financial management to enable Member States to cooperate in setting general financial policy based 
on clear understanding. An appropriate balance should be maintained between the governing bodies' 
right of policy-setting and the Director-General's authority to implement financial management 
efficiently. 

Regarding the financial incentive scheme, he agreed that late payments of Members' 
contributions needed to be seriously addressed, but the efficacy of the current incentive scheme should 
be carefully analysed. The proposed new scheme set 31 March as the deadline for obtaining financial 
incentives and accordingly disadvantaged Japan, where the fiscal year began after 31 March. The 
proposed scheme lacked fairness and did little to solve the late payment problem. Why some Member 
States still made late payments had to be carefully analysed. 

On carry forward, Japan considered it to be a fundamental principle that the expected 
programme expenditure during the years of the budget period should be estimated as accurately as 
possible. If any resources remained unobligated at the end of the budget period, the amount should be 
deemed an overestimation and be credited to casual income. On the other hand, unexpected things 
could happen during the budget period and possibly prevent implementation of programmes as 
planned. The possibility of carry forward should therefore be considered on a case-by-case basis, not 
as a generally authorized principle. 

The proposed Regulation on programme support costs was unclear about the scope of the 
authority granted to the Director-General. The framework for the management of programme support 
costs should be more clearly stipulated or be subject to decision by the Health Assembly. Japan 
wished to participate in further consultation and in the working group. 

The CHAIRMAN said that the Secretariat had taken note of the points raised and proposals 
made. He suggested that an open-ended working group of interested Member States should be 
established to consider further the revision of the Financial Regulations in the light of the Board's 
discussions so far, and to report to ABFC, which would in turn consider the results of the working 
group's work and report directly to the Health Assembly in May 2000 on behalf of the Board. It was 
expected that the working group would require two separate meetings between the close of the 

1 Government representative attending by virtue of Rule 3 of the Rules ofProcedure. 
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Executive Board and the start of the Health Assembly in May 2000. He further suggested, in line with 
the proposal by Ms Perlin, that the Chairman of ABFC be designated chairman of the working group. 

Decision: The Executive Board commended the work of revising the Financial Regulations and, 
in order to assist the Fifty-third World Health Assembly in reaching a decision, decided to 
establish an open-ended working group of interested Member States. The working group would 
pursue the review of the proposals for revision of the Financial Regulations discussed by the 
Administration, Budget and Finance Committee (ABFC) at its twelfth meeting and by the 
Executive Board at its 1 05th session. The working group would hold one or two meetings under 
the chairmanship of Professor T. Zeltner (Switzerland) and would report to ABFC, which would 
in turn report to the Fifty-third World Health Assembly on behalf of the Board. 1 

Mr AITKEN (Senior Policy Adviser), replying to a further query by Mr KENGOUY A 
(alternate to Dr Bodzongo, Congo) concerning possible dates for meetings, said that the Secretariat 
would look into that matter and inform Member States as soon as it was able. 

The meeting rose at 12:40. 

1 Decision EB I 05(7). 
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Thursday, 27 January 2000, at 14:00 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (continued) 

Other management issues: Item 7.4 of the Agenda (continued) 

• Financial Regulations and Financial Rules (Documents EB105/25 and EB105/41) 
(continued) 

Professor ZEL TNER (Switzerland), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, announced the development of a new structure for the Voluntary 
Fund for Health Promotion, which would ensure its more effective administrative management, 
improve transparency and align it to the programme budget. The new structure had come into effect at 
the start of the current biennium; details were contained in document EB105/41. 

The CHAIRMAN said that, in the absence of any comments, he took it that the Board wished to 
take note ofthose developments. 

It was so agreed. 

Dr AL-JABER (Qatar) asked for a reply to the questions he had raised during the previous 
meeting on the proposed incentive scheme for early payment of contributions. 

Mrs KERN (Executive Director) said that the formula on which the incentive was based was 
complex and difficult to explain. However, it was worth noting that, according to data currently 
available, the scheme did not provide any real incentive except to a small number of countries that did 
pay their contributions some months in advance of the deadline. The scheme had already been 
explained in some detail during the meetings of the Administration, Budget and Finance Committee 
and the relevant working group. 

Dr AL-JABER (Qatar) said the intent of his question had been to draw attention to a 
contradiction in the report (document EB 1 05/25), according to which there should be no automatic 
return of funds to Member States. His understanding of the term "incentive" was that there should be 
some reimbursement of funds. 

Mrs KERN (Executive Director) explained that there were two different issues at stake. A 
number of Member States had raised the further matter of whether funds not utilized during the 
biennium should be returned to Member States and what portion of the total amount that involved. She 
would provide Dr Al-Jaber with further details outside the meeting. 

The CHAIRMAN said he took it that that course of action was agreeable to Dr Al-Jaber. 

- 133-
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• Report of the International Civil Service Commission and confirmation of amendments 
to the Staff Rules (Documents EB 105/26 and EB 105/26 Add.1 )1 

The CHAIRMAN invited the Board to consider the report contained in document EB 105/26 and 
drew attention to the two draft resolutions contained in paragraph 3 of document EB 1 05/26 Add.l. 

Professor ZEL TNER (Switzerland), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, said that the twenty-fifth annual report of the International Civil 
Service Commission had raised two important issues, namely the recommendation to the United 
Nations General Assembly to increase by 3.42% the base/floor salary scale for the professional and 
higher categories and the proposal of a simplified procedure for calculating staff assessment rates (see 
document EB 1 05/26). Referring to the draft resolutions, he explained that their purpose was to make 
the necessary amendments to the Staff Rules in order to put the Commission's recommendations into 
effect in WHO. Those recommendations had already been approved by the United Nations General 
Assembly and were expected to be implemented in all the other organizations of the common system. 

In the absence of any comments, the CHAIRMAN took it that the Board had noted the report. 

It was so agreed. 

The CHAIRMAN asked for comments on the two draft resolutions contained in document 
EB 105/26 Add.1, namely confirmation of amendments to the Staff Rules and salaries of staff in 
ungraded posts and of the Director-General. 

The resolutions were adopted.2 

• Reports of the Joint Inspection Unit (Document EB105/27) 

Professor ZEL TNER (Switzerland), speaking in his capacity as Chairman of the Administration, 
Budget and Finance Committee, said that document EB 105/27 had been the subject of lively debate in 
the Committee. The Joint Inspection Unit had issued a number of recommendations on how WHO 
might improve its procedures for review and follow-up of its reports in future. WHO had concerns 
about the cost of implementing the Joint Inspection Unit recommendations and the additional time 
required by the Board to discuss them if the full set of recommendations was to be implemented. It 
had stressed the efforts being made towards greater efficiency in WHO, expressing its reservations 
about any recommendation which might divert resources away from the Organization's priority, 
technical and health mandates. It had felt that further consultations were required on the implications 
of those recommendations and had therefore proposed deferring the matter to the 1 07th session of the 
Board in January 2001. That proposal was not accepted and further consultations were requested 
between the Joint Inspection Unit and WHO with a view to submitting relevant proposals to the Board 
at its 106th session. The Vice-Chairman of the Joint Inspection Unit had outlined plans for improving 
the Unit's working methods in future, including fewer recommendations in specific reports and a clear 
distinction between recommendations that required legislative action or otherwise. Some Committee 
members had queried the way in which Joint Inspection Unit reports had been handled by WHO and 
had requested that the two bodies find ways of cooperating better. The Audit Committee had 
considered (see document EB105/38) that it would be the most appropriate body to review the Joint 
Inspection Unit reports - a view shared by some Committee members. One Committee member had 
drawn attention to the Joint Inspection Unit report dealing with the United Nations System Common 

1 Document EB l 05/2000/REC/l, Annex 5. 

2 Resolutions EBI05.Rl3 and EBI05.Rl4. 
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Services in Geneva, suggesting that it should be submitted to the Executive Board in connection with 
WHO's use of common services. The Committee recommended that the Executive Board should 
request WHO and the Joint Inspection Unit to continue their dialogue in order to establish clear 
procedures for handling such reports in the future. 

Mr CHERNIKOV (adviser to Dr Fetisov, Russian Federation) said that the procedure for 
following up Joint Inspection Unit recommendations approved by the United Nations General 
Assembly would allow for a more in-depth and cost-effective review of reports. Although he was of 
the opinion that the Executive Board could approve the follow-up procedures and request the Director
General to work out the details of how they should be implemented during the current session, he was 
ready to accept the compromise solution put forward by the Administration, Budget and Finance 
Committee that WHO should pursue the dialogue with the Joint Inspection Unit and should submit 
proposals on follow-up procedures to the Executive Board at its 1 06th session. 

He welcomed the specific report on the question of common services in Geneva; it was 
important for WHO to make full use of the administrative and support services available locally. He 
agreed that the Director-General should be requested to submit a report on the matter to the Executive 
Board at its 1 07th session. 

The Russian Federation had played an active role in discussions on administrative and 
budgetary issues during the current session. He paid tribute to Professor Zeltner as Chairman for his 
efforts to achieve a compromise solution. However, so far there had been no report of the Committee 
proceedings issued in Russian. If such a situation persisted, the Russian Federation might have some 
difficulty in taking decisions on recommendations prepared by the Board's subcommittees in future. 

The CHAIRMAN said that due note had been taken ofMr Chemikov's comments; in any case, 
he understood that there would be no such language problems in future. 

Mr KALBITZER (alternate to Mr VoigtHinder, Germany) commented that there seemed to be a 
problem with follow-up to Joint Inspection Unit reports at WHO and other United Nations 
organizations - all too often the reports were merely noted and then forgotten. That was regrettable; 
the reports contained recommendations that were useful to some, if not all, of the United Nations 
organizations. Those recommendations were generally not enthusiastically received because of their 
implied criticism. WHO's response to the most recent such report was inadequate given the 
seriousness of the matter it dealt with. Since the Chairmen of the three committees of the Executive 
Board would be reviewing their respective terms of reference, he was certain that they would also 
discuss where and how their new reports should be considered. He looked forward to a new approach 
at WHO to the work of the Joint Inspection Unit. 

Mrs KERN (Executive Director) said that it was important to acknowledge that there had been a 
good debate in the Administration, Budget and Finance Committee on the role of the Joint Inspection 
Unit, its reports and how they might be handled. During the discussions she had made the point that 
WHO welcomed evaluation and constructive criticism, which was the way of reform. She had 
questioned the relevance of certain Joint Inspection Unit reports to the work of the Organization, such 
as the one on common services. WHO provided one of the major common services for the specialized 
agencies in Geneva, namely the Joint Medical Service. Were the common services really the most 
efficient and effective way to proceed? It would be useful to review that particular report and further 
discuss it in the context of the overall reporting in 2001 on directions for the Organization. The Head 
of the Joint Inspection Unit had indicated that changes were being made, including the way they 
expected their reports to be handled. That seemed to be a constructive move; it was hoped that such a 
move would prove beneficial to the United Nations system as a whole. 

The CHAIRMAN said he took it that the Board wished to take note of the report and of 
recommendations made by the Administration, Budget and Finance Committee. 
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It was so agreed. 

Legal issues: Item 7.5 of the Agenda 

• Regional committees and regional conventions (Document EB I 05/29) 

The CHAIRMAN drew attention to the draft resolution contained in paragraph 11 of document 
EB105/29. 

Mr TOPPING (Legal Counsel) said that, under Article 19 of the Constitution, the Health 
Assembly could adopt, by vote of a two-thirds majority, conventions on any matter within the 
Organizationls competence. However, that vote did not itself bring the convention into force; Member 
States would only become bound by such a convention in so far as they had accepted it in accordance 
with their own constitutional processes. The process allowed for a convention to be established to 
which Member States could accede if they wished. 

In response to recent developments in international public health policies, particularly in the 
European Region, there seemed to be a degree of interest in pursuing the adoption of binding legal 
instruments relating to public health issues at the regional level. Since the Constitution did not give 
regional committees the authority to adopt conventions, the report represented an attempt to bring the 
matter to the ·attention of the governing bodies and present possible means of addressing the issue. 

The report listed three possible options for granting regional committees the authority to adopt 
regional conventions. The first involved amending the Constitution of WHO, which was a lengthy 
process. The second would be to institute an arrangement whereby a regional committee wishing to 
adopt a convention would submit an application to the Health Assembly, which would then decide, on 
an ad hoc basis, whether to delegate its authority to the regional committee concerned. That too was 
likely to be a lengthy process. 

The third possibility, described in some detail in the report, would be to promulgate a general 
delegation of authority to the regional committee, an eventuality covered by the Constitution in 
general terms under Article 50(g). However, certain limitations would have to be imposed in order to 
ensure that the establishment of globally applicable conventions was not impeded through such 
regionalization. Thus, the draft resolution specified that the matter must be exclusively regional in 
character. Although wording to that effect already existed in Article 50(a) of the Constitution, the 
terms used iri the latter were vague. The present draft resolution therefore provided for a consultation 
mechanism between the Director-General and Regional Directors. 

Regional committees would still have to adopt any convention by a two-thirds majority; and 
that would not bring the convention into force nor oblige Member States to comply with it. A further 
limitation considered appropriate was that such a convention should only be open to signature by 
Member States of the region, for if Member States from other regions became involved, the issue 
would seem to be more appropriately handled at the global level by the Health Assembly. 

Dr NOVOTNY (United States of America) expressed concern over the regional convention 
issue. First, the conferring of significant new authority on regional committees seemed likely to lead to 
duplication of effort with WHO and thereby undermine global action taken by the latter. That 
eventuality should be avoided, as it affected a key element of the "one WHO" concept. The draft 
resolution also left open the possibility of divergences in the definition of what was exclusively 
regional and of what role the Board should take - a role that appeared rather minimal in the wording 
of the draft resolution. The solidarity of the convention process would be undermined by such a 
policy. In some instances, neighbouring countries were in separate regions; in those cases a global 
policy would be more beneficial to those countries, with issues identified by the Board. He was not 
able to support the proposal. 
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Mr KENGOUYA (alternate to Dr Bodzongo, Congo) welcomed the proposals in the report, 
which reflected the principle of decentralization and the "one WHO" concept inherent in the reform 
process outlined by the Director-General a year previously. He did not see that the approach outlined 
in the report involved any major problems of a constitutional nature; rather, it advocated a form of 
decentralization that was fully supported by constitutional provisions. 

As to the adoption of a global approach to the procedure, it was perfectly possible for regional 
committees to adopt treaties or conventions of a specifically regional nature, and then to have them 
adopted by the Health Assembly prior to their coming into force. Such a situation would be analogous 
with WHO's decision to eradicate poliomyelitis. The countries of Africa would act together as a 
region in adopting resolutions on tackling the disease in Africa, but would be accountable to the 
Health Assembly. Likewise, reference had been made in an earlier meeting to diseases that had long 
been forgotten in Europe or the Americas, but that were reappearing among the indigenous 
populations of Central African countries. 

Although decentralizing the ratification of conventions was a matter on which the Executive 
Board must decide, he said that in any case ratification had two different aspects. First, a regional 
committee would adopt a specifically regional convention which was not yet enforceable, after which 
an approval procedure was undertaken at Health Assembly level, with the result that the convention 
eventually came into effect. However, the remaining legal issues affecting implementation would have 
to be settled in accordance with the provisions of each country's constitution, and custom and usage 
would vary in each case. He had a written proposed amendment to the draft resolution concerning the 
procedures for the entry into force of regional conventions or agreements. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) expressed concern at the attempt to set 
a precedent by granting a direct extension of the mandates of regional committees. Under Article 19 of 
the Constitution, only the Health Assembly had the power to adopt international agreements relating to 
health. A change to constitutional provisions, particularly on matters of substance, would require 
corresponding amendments. A special group for the review of the Constitution of WHO had been 
appointed by the Executive Board and chaired by Professor Blewett. That group had spent several 
years discussing possible changes to the Constitution. After the group had finished its work, the 
Executive Board had concluded that no amendments should be made until the Organization's reform 
process was complete. The current attempt to amend Article 50 of the Constitution in order to give 
regional committees powers to adopt agreements on health therefore not only went against previous 
discussion but also seemed unlikely to have any real prospect of success. 

Dr LARIVIERE (alternate to Mrs Jean, Canada) said the Board hardly needed reminding that, 
in discussing international conventions and treaties, it was dealing principally with matters involving 
the positions of governments, as opposed to the positions of ministries of health on technical matters. 
The fact that WHO regions did not always correspond to geographical groupings had already been 
mentioned. 

Because of the intergovernmental or international nature of the proposed procedure, a 
mechanism that went beyond a consultative process between Regional Directors and the Director
General would be required in order to provide governments outside a particular WHO region with the 
means of being consulted and of rejecting a convention if they so wished. He doubted whether a 
process of that nature could be carried out on an interim basis between Health Assemblies. 

The draft resolution would only be acceptable, in his view, if it contained a mechanism that 
allowed all Member States to be consulted, as governments, on whether or not they supported a 
decision on exclusivity. As he could not imagine such a mechanism taking less time than the Health 
Assembly to resolve that issue, he preferred the second option described in paragraphs 7 and 9 of 
document EB105/29, which provided for consultation of the Health Assembly on an ad hoc basis. 

As the issue under discussion had not arisen many times in the 52 years of WHO's existence, 
there seemed little reason to suppose that the proposed process would need to be used intensively in 
the future. He suggested that the situation should be reviewed in two or three years, with the Health 
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Assembly being requested in the meantime to exercise its constitutional authority in respect of treaties 
having partial or exclusive regional significance. Finally, he suggested that any recent proposals on 
regional conventions, which for any reason had not been brought to the attention of the Health 
Assembly, could be brought to the attention of the Board, which would try to resolve matters on an 
ad hoc basis, perhaps as early as the Fifty-third World Health Assembly. 

The CHAIRMAN, speaking on behalf of Oman, said that he believed it had only been a year 
previously that WHO had first used one of the articles of the Constitution to raise a convention to the 
global level. He agreed with Dr Lariviere that further discussion was needed and that, for the time 
being, the matter was best handled on an ad hoc basis by the Health Assembly. 

Mr HOU Zhenyi (adviser to Mr Liu Peilong, China) said that the WHO Constitution contained 
no provision granting regional committees the authority to adopt international conventions; it only 
granted the World Health Assembly such powers. Secondly, WHO was an international, 
intergovernmental organization and not a regional organization. Under the Constitution, the regional 
committees were all constituent parts of WHO. Moreover, since the beginning ofthe current Director
General's term of office all Member States had supported and advocated "one WHO". Granting a 
region authority to adopt conventions might lead to other regions imitating the practice, which would 
not be conducive to achieving the objective of a unified organization. Thirdly, the fact that some WHO 
regions were not strictly delimited geographically meant that granting a certain region the power to 
adopt a convention might affect other regions or areas, since the regions had many similarities as well 
as differences. Finally, it was his understanding that giving authority to a region to adopt conventions 
would constitute a precedent not only in WHO but in the entire history of all the United Nations 
specialized agencies. China therefore considered that it would not be advisable at present to give 
authority to the regions to adopt international conventions as outlined in document EB105/29. 

Dr VAN ETTEN (Netherlands), referring to the Legal Counsel's comments, said it should be 
remembered that the process to adopt regional conventions would be followed by a constitutional 
process, which was necessary in order to bring the convention into force. He hoped that that would 
reassure those members who had expressed concerns about the report and the draft resolution. 

To that end, he proposed that specific reference in the draft resolution to the need for the 
constitutional process should be included in the preambular paragraph dealing with the authority to 
adopt conventions or agreements under Article 19 of the Constitution. 

Mr GUILLEN (alternate to Dr Meloni, Peru) said that his country could not support the draft 
resolution, for the reasons given by Dr Novotny, Dr Furgal and Mr Hou Zhenyi. 

Dr ALVIK (Norway), referring to the information presented in document EB105/29, said that 
the Third Ministerial Conference on Environment and Health in London in June 1999 had not, as 
stated, been convened by the Regional Committee for Europe and that WHO was not a party to the 
Protocol on Water and Health. It had provided secretarial and other services but that was under a 
separate agreement. She could see no reason to establish a different approach to the process of creating 
a binding instrument for the Charter on Transport, Environment and Health. On the col).trary, the need 
was emphasized to coordinate the follow-up to the Charter with the process established by the United 
Nations Economic Commission for Europe with the Vienna Declaration of 1997 on Transport and the 
Environment. It · was therefore unnecessary and perhaps even contradictory to the process of 
cooperation to place the responsibility for binding instruments on transport, environment and health on 
WHO alone. In view of the important ongoing processes in new relations between headquarters and 
the regions, she supported the viewpoints of Dr Lariviere and Dr Sulaiman that there was no need for 
any new instrument at present. 
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Professor BAMBA (Cote d'Ivoire) said that allowing regional committees the capacity to 
conclude conventions stemmed from a praiseworthy concern for decentralization on the part of the 
Director-General. However, there were difficulties with that issue in relation to WHO competence at 
central level. In accordance with paragraph 1 of the draft resolution, decisions on the negotiation and 
adoption of regional instruments would be subject to determination by the Director-General, in 
consultation with the Regional Directors, that the proposal was in line with the global policy of the 
Organization, and regional committees would report to the Health Assembly on decisions to negotiate 
such instruments. In addition, the definition of exclusively regional conventions was difficult to 
establish and might raise problems of prerogative with respect to WHO's global competence on health 
matters. As the Health Assembly would have to be consulted anyway, he could see no reason why 
conventions should be concluded at regional level. He considered that the matter should remain within 
the competence of WHO at central level, namely with the Health Assembly. 

Professor ALl (Bangladesh) suggested that the issue of whether any new resolution was 
required should be discussed at regional committee level. The matter could then be forwarded to the 
Executive Board for further discussion, with working papers prepared for discussion. 

The CHAIRMAN summarized the varying views presented by members and requested 
Mr Topping, Legal Counsel, to provide guidance to the Board. 

Mr TOPPING (Legal Counsel) said that it was clear that most members were against the 
proposal. The only reference to delegation in the United Nations charter provided for the Economic 
and Social Council to prepare draft conventions for submission to the United Nations General 
Assembly. The Economic and Social Council had established regional commissions which, at least in 
the case of Europe, had begun in the late 1970s, to adopt conventions. There did, therefore, seem to be 
some flexibility in that area even where a constitution did not provide for direct delegation to a lower 
level. On that basis, the problem seemed to be one of policy rather than whether it was constitutionally 
possible. Several speakers had indicated that an ad hoc approach might be best and that, if there were 
any particular problems in the near future, the Health Assembly should be informed. He believed that 
such a situation would be arising very soon in the case of Europe. The best approach might be that, if 
the European Region wished to pursue the matter further, the Health Assembly should be consulted so 
that all Member States could express their views and decide whether or not delegation could operate 
on an ad hoc basis. After a time, experience could be reviewed to establish whether that approach was 
impeding progress unacceptably. 

If regional committees so wished, they could consider the matter further and raise it with the 
global governing bodies again. On that basis, the Board might wish not to take any action at present 
but to wait until some experience had been accumulated. 

The CHAIRMAN suggested that the Board take note of the discussion on the item and pursue 
the course of action suggested by the Legal Counsel. 

It was so agreed. 

• Participation of WHO in the 1986 Vienna Convention on the Law of Treaties between 
States and International Organizations or between International Organizations 
(Document EB 1 05/30)1 

Mr TOPPING (Legal Counsel) said that, although the Convention had had a slow start, it was 
gaining momentum with its adoption by the United Nations General Assembly. A further State, 
Belarus, had acceded to the Convention since the issue of document EB 105/30, bringing the number 

1 Document EBI05/2000/REC/l, Annex 6. 
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of contracting parties to 27. Furthermore, the Assembly of the International Maritime Organization 
had authorized its Secretary-General to accede to the Convention, making two governing bodies of the 
United Nations system that had decided to deposit an instrument of formal confirmation. The 
governing body of the International Labour Organization had recommended that the International 
Labour Conference should authorize its Director-General to accede to the Convention; the secretariat 
of the World Intellectual Property Organization was to submit the question to its Assembly; and the 
secretariat of the International Atomic Energy Agency would take a similar action with respect to its 
Board of Governors. The matter was being brought to the attention of WHO governing bodies, first, 
because the United Nations General Assembly had asked each of the specialized agencies to consider 
becoming parties, and secondly, because WHO had already signed the Convention in accordance with 
the authorization of the Health Assembly. Although the fact that international organizations had 
become parties did not count towards the number of ratifications required for bringing the Convention 
into force, it showed symbolic support for the instrument. The Convention was considered by all 
concerned to strike a good balance between the interests of States on the one hand, and the interests of 
international organizations on the other. It promoted certainty in the field of international legal 
relations. The,Executive Board might wish to recommend to the Health Assembly that the Director
General be authorized to deposit a formal instrument of confirmation of the Convention by adopting 
the draft resolution contained in paragraph 6 of document EB 105/30. 

Or FURGAL (adviser to Or Fetisov, Russian Federation) said that he supported the draft 
resolution. The Convention safeguarded the legal situation and interests of international organizations 
and contracting parties. The entry into force of the Convention would make for clearer, more reliable 
and stable legal relations and ensure the observance of international law. The Russian Federation saw 
no impediment to the participation of WHO in the Convention. 

Or NOVOTNY (United States of America) supported the draft resolution as the Convention 
would protect the interests of international organizations and States entering into agreements. 

Mr KENGOUY A (alternate to Or Bodzongo, Congo) said that he endorsed the proposal as he 
hoped that it would consolidate the process of the rule of law in countries moving towards democracy. 
The corollary of WHO's accession to the Convention would be that once the legal interests of the 
Organization were protected, it need no longer abandon countries during or after conflicts but could 
support their post-conflict rehabilitation programmes. It would be useful to ensure that, henceforth, 
legality prevailed in the restructuring of WHO. 

The resolution was adopted.1 

Executive Board matters: Item 7.6 of the Agenda (Documents EB105/39 and EB105/39 Add.1) 

The CHAIRMAN expressed his appreciation to the Government of France and to the City of 
Lyons for having hosted a retreat for members of the Board the previous October. He referred in 
particular to the generous hospitality offered and to the excellent organization of the retreat, during 
which members of the Board had visited the landmarks of the City of Lyons as well as a number of 
scientific establishments and laboratories. During the retreat, the Board had discussed several issues, 
including certain matters on the agenda of the current session. The activities were summarized in 
document EB105/39. The event was considered to have been extremely useful. 

Document EB105/39 Add.1 addressed the functions of the Programme Development Committee 
and the Administration, Budget and Finance Committee which had been discussed during the retreat 
and also during the discussion on the Audit Committee earlier (see summary record of the seventh 
meeting). The Chairman drew attention to document EBABFC 12/2 Rev .1 which contained in Annex 2 

1 Resolution EB105.R15. 
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a report of a meeting of the two committees held on 20 January 2000. It had been agreed that one or 
more meetings should be held between the Chairmen of PDC, ABFC, the Audit Committee and the 
Executive Board to discuss the terms of reference of all three committees. 

In the absence of comments, he said that he took it that the Board wished to take note of the 
reports contained within documents EB 105/39 and EB I 05/39 Add.l. 

It was so agreed. 

• Amendments to the Rules of Procedure of the Executive Board on election of the 
Chairman (Document EB 105/31) 

The CHAIRMAN recalled that, following a proposal to amend Rule 12 of the Rules of 
Procedure so as to enable the Board to elect its Chairman at the end of its January session rather than 
the beginning of its May session, consultations had taken place with Board members and the 
Secretariat from which a consensus had emerged that the present arrangement should not be changed. 
He asked if the Board supported that view. 

Mr GUILLEN (alternate to Or Meloni, Peru) asked whether the suggestion that had been made 
by Or Meloni at the 1 04th session of the Executive Board concerning regularization of the rotation of 
chairmanship on a regional basis formed part of the item under discussion. If not, he wished to know 
when it would be covered. 

Mr TOPPING (Legal Counsel) replied that the issue under discussion dealt solely with the time 
at which the Chairman should be elected. Mr AITKEN (Senior Policy Adviser) added that it would not 
be appropriate to consider the question of rotation at the current session as it had not been included in 
the Board's agenda, and the CHAIRMAN said that informal discussions on the matter could be held 
after the end of the current session, if necessary, and the matter placed on the agenda of the 
106th session, ifBoard members so wished. 

The CHAIRMAN said that, in the absence of any further comments, he would take it that the 
Board had decided not to make any amendment to Rule 12 of the Rules of Procedure at the present 
time. 

It was so agreed. 

• Membership of the Audit Committee (Document EB105/32 Rev.l) 

The CHAIRMAN said that, in the absence of any comments, he took it that the Board wished to 
take note of the report of the Chairman of the Audit Committee on membership. 

It was so agreed. 

• Provisional agenda for and duration of the Fifty-third World Health Assembly 
(Document EB105/33) 

Or VAN ETTEN (Netherlands), referring to item 14.4 of the provisional agenda for the 
Fifty-third World Health Assembly contained in document EB105/33, said that he had understood 
from the Board's previous discussion that there would be no need to return to the issue of the use of 
languages in WHO at the Health Assembly. 

Mrs JEAN (Canada) welcomed the new arrangements for discussion of topics in round tables, 
with invited speakers, at the Health Assembly. 
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Ms BLACKWOOD (alternate to Dr Novotny, United States of America) said that, in view of 
the planned revision and updating of the United Nations scale of assessments, scheduled for autumn 
2000, the United States planned to submit a resolution to the Fifty-third World Health Assembly, 
empowering WHO to put such a change into effect in January 2001 rather than in 2002. In accordance 
with United Nations procedure, the scale would be changed on the basis of consideration of current 
economic factors. Member States had agreed in the past to adopt the United Nations scale, with only 
technical adjustments to account for differences among Members. She saw no reason why Members 
should object to eliminating the one-year delay. Member States should be assessed on the basis of the 
most up-to-date information. FAO had already agreed to such simultaneous revision. She therefore 
requested that an item on the scale of assessments be added to the provisional agenda for the 
Fifty-third World Health Assembly. 

Mr KENGOUY A (alternate to Dr Bodzongo, Congo) supported the proposed provisional 
agenda and timetable of work but reiterated a problem that had been raised previously, namely the 
possibility of covering the expenses of alternates, in order to enable certain African delegations to 
increase their number. Some delegations consisted of only one person, which was a major obstacle to 
African participation in the work of all forums of the Health Assembly. 

Professor ALl (Bangladesh) suggested that, as the question of the United Nations scale of 
assessments was likely to give rise to considerable debate, it might first be discussed by the 
Administration, Budget and Finance Committee and the Executive Board before being considered by 
the Health Assembly. 

Mr VOIGTLANDER (Germany) welcomed the fact that the subjects of the round-table 
discussions had been linked to the work of the Organization. 

Dr THIERS (Belgium) supported the proposed provisional agenda, noting that the work would 
be concentrated in a single week and that a draft timetable had already been produced. A more detailed 
timetable should be dispatched to Member States one to two weeks before the start of the Health 
Assembly, giving an approximate indication of when the different items would be discussed, so as to 
enable ministers attending the Health Assembly to participate in debates on specific items if they so 
wished. 

Mr AITKEN (Senior Policy Adviser), responding to points raised during the discussion, noted 
the suggestion to include the question of scale of assessments under item 14 of the proposed 
provisional agenda and to allow the Administration, Budget and Finance Committee of the Executive 
Board to consider the topic before it was discussed by the Health Assembly. The subitem "Regional 
committees and regional conventions" under item 15 should be deleted, as the Board had decided not 
to proceed with that topic. Replying to Mr Kengouya concerning financial support for representation 
of alternates at the Health Assembly, he said that the question could be decided upon only by the 
Health Assembly itself, as the Executive Board was not empowered to take such a decision. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) said that the propQsal to exclude 
item 14.4 from the preliminary agenda was disturbing. The Executive Board should inform the Health 
Assembly of the decisions it had taken on that very important topic. 

Mr AITKEN (Senior Policy Adviser) suggested that item 14.4 be deleted from the proposed 
provisional agenda on the clear understanding that the Chairman of the Executive Board, when 
presenting his report to the World Health Assembly under item 2 of the agenda, would include in it 
information on resolution EB105.R6 adopted by the Board. 
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In response to a request from Dr TOYB (Comoros) for inclusion of an item on health 
emergencies on the agenda, Mr AITKEN (Senior Policy Adviser) suggested that it might be discussed 
under item 17 "Collaboration within the United Nations system and with other intergovernmental 
organizations". 

Professor GIRARD (France) asked whether resolution EB105.R6 was a resolution of the Board 
or one that recommended another resolution to the Health Assembly. He asked how information about 
the resolution would be transmitted to the Health Assembly. 

Mr GUILLEN (alternate to Dr Meloni, Peru) considered that, in view of the importance of the 
topic for the Organization as a whole, it should be the subject of a World Health Assembly resolution. 

Mr TOPPING (Legal Counsel) said that resolution EB105.R6 was a self-standing resolution, 
not one that recommended a further decision by the Health Assembly. It would of course be 
transmitted to the Health Assembly for information both as part of the official records and in the 
reports of the Executive Board on its 1 04th and 1 05th sessions, which arose under item 2 of the 
proposed provisional agenda. 

Professor GIRARD (France), recalling that the subject had been debated by 190 delegations at 
the previous World Health Assembly and had involved a major policy decision, asked whether a 
decision taken by only 32 Member States might not give the impression that the problem had been set 
aside or abandoned, which was indeed not the case. 

Professor ZEL TNER (Switzerland) said that, if the Board considered it preferable for the 
resolution to be adopted by the World Health Assembly, it would have to go back on its resolution of 
the previous meeting. In his view that was not necessary, as the Chairman of the Board reported to the 
Health Assembly on all resolutions adopted during the 1 04th and 1 05th sessions, and the Director
General could also raise the matter in her address to the Health Assembly if she so wished. 

Mr KENGOUYA (alternate to Dr Bodzongo, Congo) considered that the matter should be taken 
to its logical conclusion. Despite the fact that the Board had adopted a resolution on the use of 
languages in WHO, if it was considered preferable for the Health Assembly to examine the matter, the 
procedure should be repeated in reverse and the Board should complete its work by adopting a new 
resolution to be submitted to the Health Assembly for approval. 

Professor GIRARD (France) said that the debate had indicated the direction the Board should 
take. The Health Assembly had asked the Board to consider the matter; the Board had done so and had 
adopted a resolution. The Health Assembly had not asked that a resolution be sent back to it. The 
reverse procedure should, however, be applied by informing the Health Assembly about the resolution. 
That could be done in the report of the Chairman of the Executive Board and the address of the 
Director-General. The role of the Health Assembly was to provide a strategic orientation, whereas the 
Board's was to implement their recommendations. 

Dr AL-JABER (Qatar) agreed with Professor Girard and Professor Zeltner. The Executive 
Board's resolution on the use of languages did not, in his view, require the endorsement ofthe World 
Health Assembly. He would be interested to know, however, when the resolution would be 
implemented and whether another resolution might be necessary if the provisions of the first were not 
respected. 

The DIRECTOR-GENERAL said that much work had been done on the issue before the Board 
had adopted a resolution by consensus. The Secretariat would, of course, implement the common 
understanding of the resolution. The Chairman would describe to the Health Assembly the process by 
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which the Board's conclusion had been reached, after which she would use the issue as an illustration 
of the progress that had been made over the past year. 

Decision: The Executive Board, having considered the report of the Director-General on the 
provisional agenda for and duration of the Fifty-third World Health Assembly, 1 and recalling its 
earlier decision that the Fifty-third World Health Assembly should be held at the Palais des 
Nations in Geneva, Switzerland, and open on Monday, 15 May 2000/ decided that the 
Fifty-third World Health Assembly should close no later than Saturday, 20 May 2000. It 
approved the provisional agenda of the Fifty-third World Health Assembly as amended and the 
arrangements for the conduct of the discussion on The world health report 2000 in a shortened 
plenary meeting, and encouraged Member States to make group or regional statements in the 
plenary debate. It also recommended the theme for the round tables, namely, addressing the 
major health system challenges, and the procedures for the conduct of the round tables as 
outlined in the Director-General's report. It further recommended that participation in the round 
tables should be open to ministers of health or to those designated to represent them personally 
in policy discussions? 

• Date and place of the 106th session of the Executive Board (Document EB105/34) 

Dr Ql Qingdong (alternate to Mr Liu Peilong, China), while having no comment on the 
arrangements for the 1 06th session of the Board, requested consideration of the fact that the Chinese 
spring festiv.al in 2001 would fall on 24 January; the Board should avoid scheduling the 107th session 
for that date; 

Decision: The Executive Board decided that its 1 06th session should be convened on Monday, 
22 May 2000 at WHO headquarters, Geneva, Switzerland, and should close no later than 
Tuesday, 23 May 2000.4 

The CHAIRMAN announced that Mr Liu Peilong, who had been appointed at the 1 04th session 
to be one of the four Executive Board representatives to the Fifty-third World Health Assembly, had 
indicated that it would be difficult for him to fulfil that task. He therefore suggested that Dr Jimenez 
de la Jara; Chairman of the Programme Development Committee, should be appointed as a 
replacement.. 

Decision: The Executive Board appointed Dr J. Jimenez de la Jara (Chile) to replace 
Mr.Liu Peilong (China) as a representative of the Board at the Fifty-third World Health 
Assembly, in addition to its Chairman, Dr A.J.M. Sulaiman (Oman), ex officio, and 
Professor J.-F. Girard (France) and Mr N.S. de Silva (Sri Lanka), already appointed at its 
104th session.5 

1 Document EBI05/33. 

2 Decision EB104(14). 

3 Decision EB I 05( 4 ). 

4 Decision EB105(5). 

5 Decision EB105(6). 
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2. MATTERS FOR INFORMATION: Item 8 of the Agenda 

Report on meetings of expert committees and study groups: Item 8.1 of the Agenda (Documents 
EB105/35 and EB105/35 Corr.l) 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) said that his country had considered 
the recommendations ofthe Joint FAO/IAEA/WHO Study Group on High-Dose Irradiation to be most 
important in formulating national public health policies. The conclusion that food irradiation was a 
safe technique for improving storage would result in greater use of the technique and facilitate 
communication with consumers on the issue. 

Dr MOY (Food safety) said that food irradiation, just like milk pasteurization, could play an 
important role in public health, but all such processes must be thoroughly evaluated in order to ensure 
that they were safe for consumers. With such assurance provided for high-dose irradiated food, similar 
techniques could be used for evaluating other means for improving the safety of food. 

Dr GRIFFITHS (Quality assurance and safety: Biologicals), replying to a query from 
Dr THIERS (~elgium) on the forty-eighth report of the WHO Expert Committee on Biological 
Standardization, said that tick-borne encephalitis was caused by a group of viruses of the Flaviviridae 
family, the names of which were listed in that report. 

Dr NOVOTNY (United States of America) regretted that the report of the twentieth meeting of 
the WHO Expert Committee on Malaria made virtually no mention of the role of drug-regulatory 
agencies. National governments, among others, should ensure that the drugs to which populations at 
risk were given access were safe and were used appropriately. 

Dr KONDRACHINE (Communicable diseases control, prevention and eradication) replied that, 
although that role was not clearly spelt out in the main recommendations of the report, it could be 
found in the section devoted to disease management. 

The CHAIRMAN took it that the Board wished to thank the experts who had taken part in the 
meetings, to take note of the recommendations of the study group and the three expert committees and 
to request the Secretariat to follow up their recommendations, as appropriate. 

It was so agreed. 

Report on expert advisory panels and committees and their membership (Document EB105/35 
Add.1) 

Dr THIERS (Belgium) noted a wide divergence in the numbers of members of the various 
panels. It was natural that some should have more than others, because not enough experts were 
available, but some had no more than three or four. The panel on respiratory infections, for example, 
had only four members: three from the Western Pacific Region and one from the European Region. He 
wondered whether such a panel could be representative. He suggested that the Secretariat review the 
status of the panels to determine whether they still met a need and whether other panels should be set 
up. 

Professor MAMDABA (Central African Republic) endorsed the views of the previous speaker. 
Although some diseases were specific to certain regions, there was no expert from that region. For 
example, his country had had a project to combat diarrhoea not long previously, yet the panel on acute 
diarrhoea} diseases and other enteric infections consisted of three experts from the European Region 
and none from the African Region. It was a curious discrepancy. 
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The CHAIRMAN took it that the Board wished to note the report contained in document 
EB105/35 Add.1 and to request the Secretariat to take into account its contents and the comments of 
Dr Thiers and Professor Mamdaba regarding the representation of the regions on committees. 

It was so agreed. 

The meeting rose at 17:00. 



NINTH MEETING 

Friday, 28 January 2000, at 9:00 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (continued from the 
eighth meeting, section 1) 

Awards: Item 7.7 of the Agenda 

Sasakawa Health Prize 

Decision: The Executive Board, having considered the report of the Sasakawa Health Selection 
Panel, awarded the Sasakawa Health Prize for 2000 to Dr Y oav Horn (Israel), Dr Oviemo Otu 
Ovadje (Nigeria) and the Family Planning Association (PLAFAM) (Venezuela). The Board 
noted that Dr Horn and Dr Ovadje would receive an amount of US$ 30 000 each and that the 
Family Planning Association would receive an amount of US$ 40 000 for their outstanding 
innovative work in health development. 1 

United Arab Emirates Health Foundation Prize 

Decision: The Executive Board, having considered the report of the United Arab Emirates 
Health Foundation Selection Panel, awarded the United Arab Emirates Health Foundation Prize 
for 2000 to Professor Roemwerdiniadi Soedoko (Indonesia) and to the Institute of Nursing 
(Myanmar) for their outstanding contribution to health development. The Board noted that the 
laureates would each receive US$ 20 000? 

Dr A.T. Shousha Foundation Prize 

Decision: The Executive Board, having considered the report of the Dr A.T. Shousha 
Foundation Committee, awarded the Dr A.T. Shousha Foundation Prize for 2000 to Dr Seyed 
Alireza Marandi (Islamic Republic of Iran) for his most significant contribution to the 
objectives of primary health care in the geographical area in which Dr Shousha served the 
World Health Organization? 

Jacques Parisot Foundation Fellowship 

Decision: The Executive Board, having considered the report of the Jacques Parisot Foundation 
Selection Panel, awarded the Jacques Parisot Foundation Fellowship for 2000 to Dr Laura 
Papantoniou (Cyprus).4 

1 Decision EB 1 05(8). 

2 Decision EB105(9). 

3 Decision EB105(10). 

4 Decision EB105(11). 
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2. TECHNICAL AND HEALTH MATTERS: Item 3 of the Agenda (continued from the 
seventh meeting, section 2) 

Food safety: the role of WHO: Item 3.1 of the Agenda (continued from the third meeting, section 2) 

The CHAIRMAN invited the Board to consider the following revised draft resolution, entitled 
Food safety, which was proposed by a drafting group: 

The Executive Board, 
Noting the report by the Director-General on the role of WHO in food safety,1 

RECOMMENDS to the Fifty-third World Health Assembly the adoption of the following 
resolution: 

The Fifty-third World Health Assembly, 
Deeply concerned that foodborne illnesses associated with microbial pathogens, 

biotoxins and chemical contaminants in food represent a serious threat to the health of 
millions of people in the developing and developed world; 

Recognizing that foodborne diseases result in significant health and economic 
consequences for individuals, families, communities, businesses, and countries; 

Acknowledging the importance of all services - including public health services -
responsible for food safety, in ensuring the safety of food and in harmonizing the efforts 
of all stakeholders throughout the feed food chain; 

A ware of the increased concern of consumers about the safety of food, particularly 
after recent foodborne-disease outbreaks of international and global scope and the 
emergence of new food products derived from biotechnology; 

Recognizing the importance of the standards, guidelines and other 
recommendations of the Codex Alimentarius Commission for protecting the health of 
consumers and assuring fair trading practices; 

Noting the need for surveillance systems for assessment of the burden offoodborne 
disease and the development of evidence-based national and international control 
strategies; 

Mindful that food safety systems must take account of the trend towards integration 
of agriculture and the food industry and of ensuing changes in farming, production, and 
marketing practices and consumer habits in both developed and developing countries; 

Mindful of the growing importance of microbiological agents in foodborne-disease 
outbreaks at international level and of the increasing resistance of some foodborne 
bacteria to common therapies, particularly because of the widespread use of 
antimicrobials in agriculture and in clinical practice; 

A ware of the improvements in public health protection and in the development of 
sustainable food and agricultural sectors that could result from the enhancement of 
WHO's food safety activities; 

Recognizing that developing countries rely for their food supply primarily on 
traditional agriculture and small- and medium-sized food industry, and that in most 
developing countries, the food safety systems remain weak, 

1 Document EBIOS/2000/REC/1, Annex 7. 
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1. URGES Member States: 
( 1) to integrate food safety as one of their essential public health functions and 
to provide adequate resources to establish and strengthen their food safety 
programmes; 
(2) to develop and implement systematic and sustainable preventive measures 
aimed at reducing significantly the occurrence of food borne illnesses; 
(3) to develop and maintain national, and where appropriate, regional means for 
surveillance of foodborne diseases and for monitoring and controlling relevant 
microorganisms and chemicals in food; to reinforce the principal responsibility of 
producers, manufacturers, and traders for food safety; and to increase the capacity 
of laboratories, especially in developing countries; 
( 4) to integrate measures in their food safety policies aimed at preventing the 
development of microbial agents that are resistant to antibiotics; 
(5) to support the development of science in the assessment of risks related to 
food, including the analysis of risk factors relevant to food borne disease; 
( 6) to integrate food safety matters into health and nutrition education and 
information programmes for consumers, particularly within primary and secondary 
school curricula, and to initiate culture-specific health and nutrition education 
programmes for food handlers, consumers, farmers, producers and agro-food 
industry personnel; 
(7) to develop outreach programmes for the private sector that can improve food 
safety at the consumer level, especially in urban food markets, and to explore 
opportunities for cooperation with the food industry to raise awareness regarding 
the use of good farming, hygienic and manufacturing practices; 
(8) to coordinate the food safety activities of all relevant national sectors 
concerned with food safety matters, particularly those related to the risk assessment 
of food borne hazards; 
(9) to participate actively in the work of the Codex Alimentarius Commission 
and its committees, including activities in the emerging area of food-safety risk 
analysis; 

2. REQUESTS the Director-General: 
(1) to give, in view of WHO's global leadership in public health, and in 
collaboration and coordination with other international organizations, notably the 
Food and Agriculture Organization of the United Nations (FAO), and within the 
Codex Alimentarius Commission, greater emphasis to food safety, and to work 
towards integrating food safety as one of WHO's essential public health functions, 
with the goal of developing sustainable, integrated food safety systems for the 
reduction of health risk along the entire food chain, from the primary producer to 
the consumer; 
(2) to support Member States in the identification of food-related diseases and 
the assessment of foodborne hazards; 
(3) to focus on emerging problems related to the development of antimicrobial
resistant microorganisms stemming from the use of antimicrobials in food 
production and clinical practice; 
(4) to put in place a global strategy for the surveillance of foodborne diseases 
and for the efficient gathering and exchange of information in and between 
countries and regions, taking into account the current revision of the International 
Health Regulations; 
(5) to convene, as soon as practicable, an initial strategic planning meeting of 
food safety experts from Member States, international organizations, and 
nongovernmental organizations with an interest in food safety issues; 
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(6) to provide, in close collaboration with other international organizations 
active in this area, particularly FAO and the International Office of Epizootics 
(OIE), technical support to developing countries in assessing the burden on health 
and prioritizing disease-control strategies through the development of laboratory
based surveillance systems for major foodborne pathogens, including 
antimicrobial-resistant bacteria, and in monitoring contaminants in food; 
(7) in collaboration with FAO and other bodies as appropriate, to strengthen the 
application of science in the assessment of acute and long-term health risks related 
to food, and specifically to support the establishment of an expert advisory body on 
microbiological risk assessment and to strengthen the expert advisory bodies that 
provide scientific guidance on food safety issues related to chemicals; 
(8) to ensure that the procedures for designating experts and preparing scientific 
opinions are such as to guarantee the transparency, excellence and independence of 
the opinions delivered; 
(9) to encourage research to support evidence-based strategies for the control of 
foodborne diseases, particularly research on risk factors related to emergence and 
increase of foodborne diseases; 
(1 0) to examine the current working relationship between WHO and FAO, with a 
view to increasing the involvement and support of WHO in the work of the Codex 
Alimentarius Commission and its committees; 
(11) to support Member States in providing the scientific basis for health-related 
decisions regarding genetically modified foods; 
(12) to support the inclusion of health considerations in international trade in 
food; 
(13) to make the largest possible use of information from developing countries in 
risk assessment for international standard-setting, and to strengthen technical 
training in developing countries. 

The resolution was adopted.1 

Dr NOVOTNY (United States of America), welcoming the resolution as an important and 
constructive piece of work, asked for clarification on the extrabudgetary resources and support that 
might be required. 

Mr AITKEN (Senior Policy Adviser) replied that food safety, as the Director-General had stated 
in her opening address, was one of the priorities for the current and next biennium. 

Professor GIRARD (France) remarked that not all Board members were familiar with the Joint 
FAO/WHO Codex Alimentarius Commission and suggested that the Commission might be invited to 
give a presentation to the Board on its aims and functions along the lines of the very useful 
presentation given by experts from WTO to the working group on the revised drug strategy on a 
previous occasion. 

HIV/AIDS: confronting the epidemic: Item 3.3 of the Agenda (continued from the fifth meeting) 

The CHAIRMAN invited the Board to consider the following revised draft resolution, entitled 
HIV/AIDS: confronting the epidemic, which had been proposed by a drafting group: 

1 Resolution EBI05.Rl6. 
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The Executive Board, 
Noting the report by the Director-General on HIV/AIDS, 1 

RECOMMENDS to the Fifty-third World Health Assembly the adoption of the following 
resolution: 

The Fifty-third World Health Assembly, 
Having considered the report by the Director-General on HIV I AIDS; 
Noting with deep concern that, of the nearly 34 million people worldwide currently 

living with HIV I AIDS, 95% are in developing countries; and that in African countries the 
development gains of the past 50 years, including the increase in child survival and in life 
expectancy, are being reversed by the HIV I AIDS epidemic; 

Further noting that in sub-Saharan Africa, where more than 23 million people are 
infected, HIV I AIDS is the leading cause of death and that more women are now infected 
than men; and that HIV infection is increasing rapidly in Asia, particularly in south Asia, 
where 6.5 million people are infected; 

Recalling resolution WHA52.19 which inter alia requests the Director-General: 
to cooperate with Member States, at their request, and with international 
organizations, in monitoring and analysing the pharmaceutical and public health 
implications of relevant international agreements, including trade agreements, so 
that Member States can effectively assess and subsequently develop 
pharmaceutical and health policies and regulatory measures that address their 
concerns and priorities, and are able to maximize the positive and mitigate the 
negative impact of those agreements; 
Recognizing that poverty and inequality between men and women are driving the 

epidemic; and that denial, discrimination and stigma continue to be major obstacles to an 
effective response to the epidemic; 

Underlining the need to advocate respect for human rights in the implementation of 
all measures to respond to the epidemic; 

Acknowledging that political commitment and resources devoted to combating the 
epidemic both at national and international levels are not commensurate with the 
magnitude of the problem; 

Recalling United Nations Economic and Social Council resolution 1999/36 on 
human immunodeficiency virus/acquired immunodeficiency syndrome (HIV I AIDS), 
which stresses, inter alia, governments' responsibility to intensify all efforts in combating 
AIDS through multisectoral action; 

Recalling the recent session of the United Nations Security Council devoted to the 
HIV I AIDS crisis in Africa, in which the Security Council recognized that HIV I AIDS is a 
unique modern-day plague that threatens the political, economic and social stability of 
sub-Saharan Africa and Asia, 

1. URGES Member States: 
(1) to match their political commitment to the magnitude of the problem by 
allocating an appropriate national budget for HIV I AIDS prevention and control; 
(2) to provide increased support for UNAIDS, including its efforts in the context 
of the International Partnership against AIDS in Africa; 
(3) to strengthen public education on HIVIAIDS and to pay particular attention 
to national strategic plans directed at reducing the vulnerability of women, children 
and adolescents; 

1 Document EBIOS/12 and Corr.l. 
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(4) to apply experiences and lessons learned and the growing body of scientific 
knowledge regarding proven effective interventions for prevention and care in 
order to reduce the spread of HIV I AIDS and to increase the quality and length of 
life of those infected; 
(5) to ensure that blood transfusion services do not constitute an HIV risk factor 
by ensuring that all individuals have access to blood and blood products that are as 
safe as possible, available at reasonable cost, adequate to meet their needs, 
transfused only when necessary, and provided as part of a sustainable blood 
programme within the existing health care system; 
(6) to build and strengthen partnerships between health providers and the 
community, including nongovemmental organizations, in order to direct 
community resources towards proven effective interventions; 
(7) to implement key strategies for HIV I AIDS prevention, in particular 
management of sexually transmitted infections and promotion of safer sex, 
including by ensuring availability of male and female condoms; 
(8) to strengthen health systems that ensure adequate and skilled human 
resources, supply systems and financing schemes in order to address the needs for 
HIV I AIDS care and prevention; 
(9) to take steps to reduce use of illicit substances and to protect injecting drug 
users and their sexual partners against HIV infection; 
( 1 0) to increase access to, and quality of, care in order to improve quality of life, 
assure. the dignity of the individual, and meet the medical and psychosocial needs 
of people living with HIV I AIDS, including treatment and prevention of HIV
related illnesses and provision of a continuum of care, with efficient referral 
mechanisms between home, clinic, hospital and institution; 
(11) to increase access to prophylaxis for, and treatment of, HIV-related illnesses 
by ensuring a reliable distribution and delivery system, and the provision and 
affordability of drugs, particularly through implementation of a strong generic drug 
policy, bulk purchasing, negotiation with pharmaceutical companies, and adequate 
financing; 
(12) to define and affirm their role - and, where appropriate, engage - in 
partnerships and solidarity initiatives to make prophylactic and therapeutic drugs 
accessible, affordable and safely and effectively used, whether intended for 
prevention of mother-to-child transmission, prevention and treatment of 
opportunistic diseases, or antiretroviral treatment for patients; 
(13) to establish or to expand voluntary counselling and confidential HIV-testing 
services in order to encourage health-seeking behaviour and to act as an entry point 
for prevention and care; 
(14) to continue research on the prevention of mother-to-child transmission of 
HIV and to integrate interventions for it into primary health care, including 
reproductive health services, as part of comprehensive care for HIV -infected 
pregnant women and postnatal follow-up for them and for their families; 
(15) to establish and strengthen monitoring and evaluation systems, including 
epidemiological and behavioural surveillance and assessment of the response of 
health systems to the epidemics of HIV I AIDS and sexually transmitted infections; 

2. REQUESTS the Director-General: 

(1) to continue strengthening the involvement of WHO, as a cosponsor of 
UNAIDS, in the United Nations system-wide response to HIVIAIDS, including at 
country level; 
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(2) to develop a global health-sector strategy for responding to the epidemics of 
HIVIAIDS and sexually transmitted infections as part of the United Nations 
system's strategic plan for HIVIAIDS for 2001-2005, and to report on progress in 
development of the strategy to the Executive Board at its 1 07th session; 
(3) to give priority in WHO's regular budget to the prevention and control of 
HIV I AIDS, and to engage the Organization as an active partner in the 
implementation of a transparent and joint resource mobilization strategy in support 
of the unified budget and work plan ofUNAIDS Secretariat and its cosponsors; 
(4) to further mobilize funds in support of national HIVIAIDS prevention and 
control programmes; 
(5) to involve WHO fully in the International Partnership against AIDS in 
Africa, particularly at country level, within the context of national strategic plans; 
( 6) to cooperate with Member States in organizing nationally coordinated blood 
transfusion services; 
(7) to collaborate with Member States in strengthening the capacity of health 
systems both to respond to the epidemics through integrated prevention of 
HIV I AIDS and sexually transmitted infections and care for infected people and to 
promote health systems research to frame policy on health systems' response to 
HIV I AIDS and sexually transmitted infections; 
(8) to advocate respect for human rights in the implementation of all measures 
responding to the epidemics; 
(9) to pursue dialogue with the pharmaceutical industry with a view to making 
HIV I AIDS-related drugs increasingly accessible to the population of Member 
States through drug development, cost reduction, and strengthening of reliable 
distribution systems; 
(10) to reinforce, promote, and explore partnerships aimed at making HIVIAIDS
related drugs accessible through affordable prices, adequate financing and effective 
health care systems and at ensuring that drugs are safely and effectively used; 
( 11) to cooperate with governments, at their request, and other international 
organizations on possible options under relevant international agreements, 
including trade agreements, to improve access to HIV I AIDS-related drugs; 
(12) to promote the research on, and development of, new and effective 
diagnostic tools and antimicrobial drugs for sexually transmitted infections; 
(13) to intensify efforts to prevent HIV and sexually transmitted infections in 
women, including promotion of research on and development of microbicides and 
affordable female condoms to provide women and girls with female-initiated 
protection methods; 
(14) to continue, in the context of efforts under way with UNICEF, UNFPA and 
the UNAIDS Secretariat, to provide technical support to Member States for 
implementation of strategies and programmes to prevent mother-to-child 
transmission of HIV; 
(15) to advocate the expansion of current vaccine development appropriate for 
strains of HIV found in developing and developed countries; 
(16) to provide support to Member States for collecting and analysing 
information on the epidemics of HIV I AIDS and sexually transmitted infections, 
developing methodologies for behavioural surveillance, and producing periodic 
updates; 
( 1 7) to provide increased support to Member States for the prevention and control 
ofHIV transmission in injecting drug users in order to avoid an explosive spread of 
HIV I AIDS in that vulnerable population. 
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The resolution was adopted.1 

3. MANAGEMENT AND FINANCIAL MATTERS: Item 7 of the Agenda (resumed) 

Other management issues: Item 7.4 of the Agenda (continued from the eighth meeting, section 1) 

• Collaboration with nongovernmental organizations: report of the Standing Committee 
on Nongovernmental Organizations (Document EB 1 05/28i 

Professor ALl (Bangladesh), speaking in his capacity as Chairman of the Standing Committee 
on Nongovemmental Organizations, summarized the report contained in document EB 105/28. 

The CHAIRMAN invited the Board to consider the draft resolution contained in part Ill of 
document EB 105/28. 

The resolution was adopted.3 

The CHAIRMAN invited the Board to consider the draft decision contained in part Ill of 
document EB105/28 on review ofnongovemmental organizations in official relations with WHO. 

The decision was adopted.4 

4. MATTERS FOR INFORMATION: Item 8 of the Agenda . (continued from the eighth 
meeting, section 2) 

Implementation of resolutions and decisions: Item 8.2 of the Agenda (Documents EB105/36 and 
EB 1 05/INF .DOC./1) 

The CHAIRMAN drew attention to document EB105/36 which contained information on 
various matters in response to requests in earlier resolutions. 

Section I. Global Alliance for Vaccines and Immunization (Resolution WHA44.4) 

The CHAIRMAN noted that the report on the Global Alliance for Vaccines and Immunization 
had already been considered under item 3.5 of the Agenda (summary record of the fifth meeting).5 

Dr AL-JABER (Qatar), supported by Dr NOVOTNY (United States of America), asked 
whether the work of the Global Alliance for Vaccines and Immunization duplicated or conflicted with 
that of the Global Polio Eradication Initiative, as the objectives of the two bodies appeared to be the 
same. Dr Novotny also requested information about the relative mobilization of resources to the two 
activities. 

1 Resolution EB l05.R17. 

2 Document EB105/2000/REC/1, Annex 10. 

3 Resolution EBI05.R18. 

4 Decision EB105(12); see also document EB105/2000/REC/1, Annex 10. 

5 Resolution EB105.R4. 
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(For reply, see section 11 below.) 

The Board took note of section I of the report. 

Section 11. Revised drug strategy (Resolution WHA52.19) 

Dr VAN ETTEN (Netherlands) drew attention to the lack of information in the report on 
progress made in the cooperation between WHO and the international pharmaceutical industry. He 
understood that a meeting had taken place between WHO and the industry in November 1999. 

Dr NOVOTNY (United States of America) welcomed the implementation of the revised drug 
strategy, recalling the pivotal role of Belgium in its inception. He requested further information about 
the "broader document" mentioned in paragraph 2 and asked whether there would be an opportunity 
for review, comment and dialogue by interested parties. In relation to paragraph 4, he also asked for 
updated information on the relationships between WHO, WTO and WIPO. Consideration should be 
given to ways of strengthening drug regulatory agencies; he understood that a relevant post had been 
filled at WHO. 

In view of the explosion of drug sales on the Internet, which had led to a major problem 
worldwide, he asked about the current standing of WHO's implementation of resolution WHA51.9 on 
cross-border advertising, promotion and sale of medical products using the Internet. Offshore sites 
advertising the availability of prescription drugs to consumers were a cause of concern, as although 
some sites required a prescription from an online prescriber, others did not. Furthermore, the sites 
offered medications that were not currently approved for sale in the United States of America. It was 
difficult to stop such materials entering the country, and the Food and Drug Administration could not 
assure consumers of their quality. Additional international cooperation on deterring illegal shipments 
of prescription drugs would therefore be helpful, perhaps with the involvement of organizations such 
as the International Criminal Police Organization. WHO could act as a catalyst to foster collaboration 
among international organizations and governments and as a clearing-house, as envisaged by 
resolution WHA51.9; there was no need for a new resolution or for elaborate and expensive action. It 
might also be possible to use WHO expertise on action against counterfeit drugs. 

Dr DEBRUS (alternate to Mr VoigtHinder, Germany) said that, in order to obtain responses 
commensurate with the importance of the revised drug strategy, the WHO Secretariat should clarify 
what was meant by national drug policies and the indicators for monitoring them, as mentioned in 
paragraph 3. He asked whether there had been any systematic collation of questions and amendments 
and whether Member States had been involved. He also asked when the new edition of the Guidelines 
for developing national drug policies would be issued. He had requested the information in good time 
but had received it only shortly before the start of the current session. It was regrettable that fully 
informed discussion on the issue had not been possible. 

Dr THIERS (Belgium) said that the actions of WHO in relation to the sale of drugs on the 
Internet had not had the necessary impact at country level. Even in his own country, the monitoring 
authorities lacked the necessary means or knowledge to tackle the problem. He suggested that 
consultations be held between the Secretariat and representatives of the countries concerned. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) welcomed the information on the 
revised drug strategy and looked forward to the "broader document" that had been announced. His 
country supported the WHO Certification Scheme on the Quality of Pharmaceutical Products Moving 
in International Commerce. He was pleased to announce that certification of drugs had been made 
compulsory in his country, in accordance with two federal laws: one on the certification of products 
and services and the other on protection of consumer rights. The most significant area of activity was 
gradual harmonization of Russian legislation with the international standards recommended by WHO. 
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His country considered that WHO should devote more attention to research on the side-effects 
of drugs and the effectiveness of the measures adopted in various countries to prevent their adverse 
effects. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at 
the invitation of the CHAIRMAN, said that his Federation, IFPMA, had focused on the areas covered 
by the revised drug strategy, particularly through its Code of Pharmaceutical Marketing Practices and 
through a working group on issues of drug quality. He noted that WHO was preparing advice on the 
new international economic environment and guidelines on the relationship between international 
agreements and on such issues as prices, innovation and local production. WHO should consult all 
interested :parties, however, including industry, before any guidelines were finalized. 

The ·Internet would have a great impact on health care delivery and drug information and 
delivery over the next few years, and governments and international institutions should consider 
appropriate policies in that regard. The Internet could provide accurate information on medicines in a 
responsible manner for the benefit of both patients and health care professionals, but IFPMA shared 
the concern that it could be misused by unscrupulous traders to bypass normal controls and sell 
prescription medicines without appropriate medical consultation. The industry supported measures to 
prevent such activities and to educate consumers about the dangers of procuring medicines in that 
way. IFPMA had therefore produced an addendum to its Code of Pharmaceutical Marketing Practices 
and it had convened a multisectoral Internet symposium in 1998; a second would be held in 2000. 
Moreover; a permanent IFPMA Internet Committee had been formed, and possible collaboration on 
the symposium with CIOMS was being explored. IFPMA looked forward to working with WHO and 
its Member States to ensure that the Internet lived up to its potential to improve the quality of 
pharmaceutical information, especially in areas where up-to-date pharmaceutical information was 
difficult to obtain. 

Dr BRYANT (CIOMS), speaking at the invitation of the CHAIRMAN, said that, as a 
nongovernmental organization, CIOMS had served as a forum in which the pharmaceutical industry 
could cooperate with drug regulatory authorities and with WHO. He reported that drug safety had been 
the subject of a recent conference organized by CIOMS, at which two projects had been reviewed. In 
the first project, CIOMS working groups involving regulatory authorities, pharmaceutical companies 
and WHO had devised and tested internationally acceptable methods for standardized reporting by 
manufacturers of post-marketing adverse reactions and periodic summaries of drug safety. The 
working groups had also drawn up guidelines for preparing information on the clinical safety of drugs 
and had proposed a systematic approach to the risk-benefit evaluation of marketed drugs. Much of 
what they had proposed had been adopted in industry or international codes for monitoring drug 
safety. The second project had been to standardize the terminology and procedures for reporting 
adverse drug reactions, and some working groups had established internationally. consistent definitions 
of selected terms. He noted that one session of the conference had been devoted to a revision of 
CIOMS' 1993 International Ethical Guidelines for Biomedical Research involving Human Subjects, in 
collaboration with UNAIDS and WHO and in parallel with the World Medical Association's revision 
of the Declaration of Helsinki. 

Dr SCHOLTZ (Executive Director) thanked members for their interest in both poliomyelitis 
eradication and the revised drug strategy. 

He confirmed that there was no inherent conflict between the poliomyelitis campaign and the 
Global Alliance for Vaccines and Immunization, as the latter was an umbrella concept under which all 
global immunization efforts were combined, encompassing the goals of the World Summit for 
Children, especially for poliomyelitis eradication. Its achievements in strengthening routine 
immunization systems would be essential to secure the gains made in poliomyelitis-free areas. GA VI 
resource mobilization would facilitate poliomyelitis eradication; over 30% of poliomyelitis funds were 
currently supporting infrastructure. The Global Alliance would help advocate the need to improve the 
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quality of surveillance and national immunization days which were essential to successful eradication. 
He acknowledged that there was some potential for confusion between poliomyelitis and GA VI 
activities in countries with continuing poliomyelitis transmission that highlighted the need for careful 
coordination and timing of activities. However, WHO was a member of the GA VI board and, as in the 
past, it would ensure that there was no conflict. 

The second area of interest was the Internet, in regard to information, including e-commerce. 
The Fifty-first World Health Assembly had requested the Director-General, in resolution WHA51.9, 
inter alia, to develop a model guide for Member States to educate people using the Internet about the 
best way to obtain reliable, independent and comparative information on medical products. A 
document entitled Medical products and the Internet: a guide to finding reliable information' had been 
prepared as a model for Member States that wanted to advise Internet users on how to obtain reliable, 
independent and comparable information. It was developed in consultation with drug experts, 
consumer organizations and the pharmaceutical industry. A process for survey of the regulatory 
situation of medicinal products on the Internet had been developed and information collection would 
begin shortly. The survey would help to document and clarify issues such as national legislation 
enforcement and sanctions on import/export activities related to Internet trade. 

He confirmed that the "broader document" mentioned in paragraph 2, section 11 of document 
EB 105/36 was the overall strategy of the Health technology and pharmaceuticals cluster. It was 
intended to circulate that paper at the end of February in preparation for the second meeting of 
interested parties to be held in April 2000. As to the reliability of the guidelines in preparation 
mentioned by Mr Debrus, they would have been through the broadest consultation possible, and 
naturally every interested party was invited to propose contributions. Information on the status of 
WHO's negotiations and dealings with the pharmaceutical industry was available on WHO's website. 

Dr QUICK (Essential drugs and medicines policy), replying to questions, explained that the 
Pharmaceuticals and Trade Contact Group had been set up in May 1999 with WHO, WIPO, 
UNCTAD, UNAIDS and WTO. They met together as a group about every three months, but 
frequently shared information between meetings and actively involved one another in regional 
meetings. They also ensured that critical documents were reviewed by members of the group. Current 
areas of discussion included clarification of some of the provisions of international trade agreements; 
ways of reducing or eliminating tariffs on pharmaceuticals; using trade agreements to help combat 
counterfeits; drug development incentives in trade agreements; and methods for monitoring new 
agreements. 

With regard to the strengthening of regulatory authorities, WHO had had standards for drug 
regulation for decades, but there continued to be problems of quality, safety and efficacy owing to 
difficulties of implementation. A 1 0-country working group had been set up involving developed and 
developing countries, to look at practical ways of strengthening regulatory authorities and to put 
forward initiatives on good manufacturing practices, to combat substandard products. In conjunction 
with Roll Back Malaria there was a practical field project on quality assessment measures that were far 
more practical than some of the costly national laboratories. 

Finally, in regard to a national drug policy, which brought together all stakeholders in one 
common action, there were at present about 100 countries with such a policy, aimed generally at 
access, quality, safety and rational use of drugs. The new edition of the Guidelines for developing 
national drug policies was in the final editorial phase, having been revised in an extensive review 
process. A database of about 140 countries had been set up, containing some two dozen key indicators 
of the pharmaceutical sector. It was currently being finalized and should be available on the Internet 
and in print shortly. 

The Board took note of section 11 of the report. 

1 Document WHO/EDM/QSM/99.4; http://www.who.intlmedicines/docs/Medicines-on-Intemet-Guide.html. 
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Section Ill. Health promotion (Resolution WHA51.12) 

Mrs JEAN (Canada) welcomed the importance accorded by WHO to health promotion, which 
for many years had been an integral part of Canada's public health policy. Evaluation of such work 
continued to be a major challenge. She accordingly encouraged WHO to develop methodologies for 
obtaining measurable results and to establish evidence-based programmes showing costs against 
efficacy. It was not easy to establish indicators for such programmes showing results over time which 
justified their continued financing. 

Mr VOIGTLANDER (Germany) questioned why, although all health politicians emphasized the 
importance of health promotion, the proportion of the health budget devoted to it was very small in all 
countries. One answer was that the evidence base or quality assurance was lacking. For example, there 
was a great deal of health information and education available on the Internet, but it was of variable 
quality, and some of it was detrimental. Secondly, in many countries, courses were offered for health 
promotion, including such improbable activities as belly dancing. Few countries had made a genuine 
evaluation of the success of their health promotion campaigns. He raised some basic practical 
questions: was it better to invest in health promotion in schools, because younger people could change 
their behavioural patterns more easily, or was it preferable to have health promotion for adults, 
because they cared more for their health, knowing that it was not unlimited? The Fifth Global 
Conference on Health Promotion to be held in Mexico City in June 2000 should focus on the evidence 
base for health promotion. That had been mentioned in paragraphs 3 and 11 of the section under 
discussion, although such a focus had already been decided on two years ago at WHO headquarters, in 
the Regional Office for Europe, and probably in other regions as well. Progress so far had been very 
limited. In short, the challenge of the upcoming conference was not that it should result in yet another 
international document, but that it focus on progress in the quality assurance of health promotion in 
order to make it more evidence based. That would be the only way to persuade governments to devote 
a larger share of the budget to it. 

Dr VAN ETTEN (Netherlands) brought to the attention of the Board a recently published report 
on evidence for the effectiveness of health promotion, which collated information from European 
countries, as well as Canada.1 

He noted that in paragraph 7 of the section under discussion mention was made of establishing 
an alliance for global health promotion and asked whether that topic would be discussed at the Mexico 
conference. 

Dr JIMENEZ DE LA JARA (Chile) felt that health promotion as a concept was extremely broad 
and was difficult to implement. It also implied a cultural change, not only for the population, but also 
for the medical professions involved. During the Board's discussion of noncommunicable diseases, he 
had reported on an expert group in Chile which, since the mid-1980s, had been assessing and bench
marking children. The principle behind that activity was that it was more important to try to influence 
young people's lifestyles positively, in an attempt to help them to avoid drugs and tobacco, rather than 
to address a campaign to the middle aged or older generations, whose habits were harder to change. 
That project was ongoing, and might provide useful evidence of interventions that had had a positive 
influence on lifestyles. 

Dr MBAIONG (Chad) welcomed the inclusion of health promotion as part of WHO's 
programme, since it was particularly important for developing countries. His country had set up a 
national health policy, the purpose of which was to ensure access to quality care and to provide full 
coverage of the population as soon as possible. That meant developing health education, setting up a 

1 International Union for Health Promotion and Education, The evidence of health promotion effectiveness: shaping 
public health in a new Europe, Vanves, France, IUHPE, 2nd edition, 2000. 
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system to improve the scope of health coverage, studying a strategy to endow health care centres with 
equipment, thereby improving basic care and providing the population with essential drugs. For the 
purposes of that programme, which was under way at the present time, the country had been divided 
up into health districts, providing local services, as the best way of promoting health. Progress in 
health promotion needed infrastructure and trained human resources; that was precisely what Chad 
and other developing countries lacked. He consequently asked WHO to support those countries, where 
health promotion suffered from a lack of resources rather than a lack of will, and welcomed the 
initiative to hold a conference in Mexico. 

Dr NOVOTNY (United States of America) agreed with Mr Voigtliinder about the difficulties of 
measuring the effect of health promotion campaigns. He also shared Dr Jimenez de la Jara's view that 
health promotion was a much broader concept than one of simplistic educational campaigns, which 
attempted to alter behaviour through educational messages, relying on the individual to make 
decisions without a supporting context. He provided a few examples of how health promotion required 
a policy background, as well as a public health infrastructure that measured the effects of broad, 
population-based inquiries. In California, it was possible to go into any bar without being exposed to 
environmental tobacco smoke. That had several consequences: not only did it affirm, through state 
law, that exposure to cigarette smoke was hazardous, even to the non-smoker, it also sent a message to 
all smokers and potential smokers that their behaviour was not socially acceptable. Hence the 
educational message channelled through the school system was reinforced in the normal, daily 
environment. A further effect was that it reduced the consumption of cigarettes by two or three 
cigarettes per person, per day, which if multiplied by the tens of millions of smokers, made for a 
reduction in the health burden for the entire population. 

There was further evidence to show that a health promotion strategy went beyond health 
education. He had had the privilege of attending in Finland a visitors' programme, part of a 
community-based health promotion campaign that had been in existence for more than 20 years. There 
was abundant evidence to show that individual aspects of it, including tobacco prevention campaigns, 
alterations in food policy, as well as interaction with the media and policy-makers at various levels, 
had made a difference. What had been innovative 21 years ago was now standard operating procedure. 
It had been successful, and there had been a measurable reduction in both the behaviours associated 
with noncommunicable diseases and also a reduction in the diseases themselves. He was in favour of 
taking a very broad view of health promotion, as indicated in the document. 

Professor GIRARD (France) observed that unfortunately health promotion remained under
funded compared to biomedical research. The situation was reinforced by the priority accorded to 
clinical science in medical schools and, therefore, to trainee doctors; a point that deserved emphasis. It 
was also important to stress the link between problems associated with behaviour, evaluation, 
measurement and availability of convincing indicators when applying for funding or government 
support, and limited research in the human and social sciences. Research in that area was crucial in 
ensuring that health promotion was not based exclusively on biological tests. 

Dr KARAM (Lebanon) stressed the key role of religious leaders in health promotion. It was an 
influential target group that WHO, through its regional offices and country representatives, should 
endeavour to reach to involve in the work of health promotion. 

The CHAIRMAN, speaking as the representative of Oman, agreed with Dr Karam in endorsing 
action at regional level. He noted the success experienced in the European Region with work on the 
school curriculum in the past decade. 

Dr ALLEYNE (Regional Director for the Americas) said that some of the concerns expressed 
by previous speakers over health promotion would be addressed at the Mexico conference. The 
conference would adopt a thematic approach to health promotion in order to demonstrate that the 
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application of health promotion strategies to specific health determinants would enable their 
effectiveness and efficiency to be clearly demonstrated. He encouraged all members to be present at 
that conference. 

Referring to Professor Girard's comments, he pointed out that the problem was not a lack of 
social sciences-based information, but a reluctance on the part of the health sector to apply strategies 
that had proved effective in other areas. For example, social marketing had shown how targeting 
specific age. groups and populations could induce particular types of behaviour. The Mexico 
conference would demonstrate how such strategies could be applied and examine their outcomes. 

There would also be a demonstration of the "settings" in which specific strategies could be 
applied with positive effect and of how the "campaign" approach had been inimical to the acceptance 
of health promotion as a major health sector component. On the contrary, health promotion should be 
regarded as a fundamental and intrinsic part of the responsibility of all health services. 

Dr SUZUKI (Executive Director), responding to comments by previous speakers, said he would 
focus first on· the issue of an evidence base for health promotion. That evidence base lay at the core of 
WHO's health promotion activities, as mandated in resolution WHA51.12. The strategy being used 
involved compiling a health promotion database to enable baseline health indicators to be compared 
with progress made. So far more than 1000 published articles had been screened in a period of six 
months which had provided 450 useful case studies on the cost-effectiveness of health promotion. 
Regarding the development of indicators and tools for the evaluation and assessment of health 
promotion, he noted that those two issues were the principal topics for discussion at the Mexico 
conference. 

Secondly, responding to comments on the need for a comprehensive approach to health 
promotion, he fully agreed with Dr Novotny that health promotion went beyond health education to 
changing people's behaviour. WHO believed in working with the social and economic environment to 
enable people. to make healthier choices. Health promotion was not a vertical programme but a cross
cutting strategy which involved cooperation with many other partners in health. 

Dr HARTIGAN (Health promotion) thanked Member States for the comments that had been 
sent in for inclusion in the ministerial declaration to be delivered at the Mexico conference. The 
Global Alliance on Health Promotion would be launched during the conference and the proposed 
action plan would involve helping individual countries to incorporate health promotion strategies in 
national plans. It was a real challenge to match health promotion strategies to the reality of people's 
lives, particularly those living in resource-poor communities. 

Regarding comments by previous speakers about the need for an evidence base, she said that 
WHO would be developing methods to evaluate and assess development in complex times of social 
change. 

The Board took note of section Ill of the report. 

Section IV. Elimination of transmission of Chagas disease (Resolution WHA51.14) 

Dr JIMENEZ DE LA JARA (Chile) recalled that Chagas disease was particularly prevalent in 
the Southern Cone countries of South America and noted that document EB 105/36 provided 
information on the strategy used, with WHO's support, to eliminate vectorial transmission of the 
disease. In 1997 and 1999, the interruption of transmission had been certified in Uruguay and Chile 
respectively. Although the incidence of Chagas disease was not high, it particularly affected the 
poorest people in Chile. Bolivia had also been strenuously combating the disease to which its common 
borders with several countries made it susceptible. 

He thanked the Organization and, in particular, the relevant technical unit, for their sustained 
efforts which had enabled advances to be made through the promotion of sound methods of prevention 
and interruption of transmission of the disease. 
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Professor MAMDABA (Central African Republic) recalled that sleeping sickness, which it was 
presumed had been eradicated in Central Africa, had recently reappeared with alarming virulence, 
notably in Congo, Cameroon and the Central African Republic. Combating the disease was proving 
difficult owing to the very limited availability of appropriate drugs. It was a question of persuading the 
pharmaceutical companies concerned to increase or recommence production in view of the growing 
prevalence of the disease. 

In response to a question by the CHAIRMAN, Dr HEYMANN (Executive Director) wished to 
make it clear that section IV of document EB 105/36 referred specifically to the elimination of the 
transmission of Chagas disease, which occurred only in the Americas. The programme was a good 
example of an activity that was firmly anchored and integrated within the health system, but which 
simultaneously drove other sectors and worked with sectors dealing with, for example, habitat and 
housing. It provided a remarkable example of intersectoral activity to combat an infectious disease. 

Dr MONCAYO (Communicable diseases research and development) said that three main 
programmes had been developed to eliminate transmission of Chagas disease. Document EB 105/36 
provided information on the progress made in the Southern Cone countries, particularly in Chile and 
Uruguay, which had been certified as free of transmission by an international commission. Two 
programmes had been established to eliminate transmission in the Andean countries, while the third 
was in Central America. He agreed with Dr Jimenez de la Jara that the successful outcomes owed 
much to the initial strategic direction. He particularly acknowledged the role ofthe Regional Office for 
the Americas in the joint exercise carried out by WHO headquarters, the Regional Office and the 
individual countries. Considerable progress had been made in combating Chagas disease, which 
mainly affected poor people in rural communities. The single most important element had been the 
combined efforts of the governments of the Southern Cone countries and their investment, amounting 
to US$ 340 million, in the programme over the past nine years. Bolivia had also contributed 
US$ 25 million of international health funds to the programme, with the result that perceptible 
progress was being made there, too. 

The Board took note of section IV of the report. 

Section V. Technical cooperation among developing countries (Resolution WHA42.37) 

Dr JIMENEZ DE LA JARA (Chile) said that so-called horizontal cooperation between 
countries of the Region of the Americas was one of the principal activities of PAHO, which had 
specific mechanisms to enable such countries to benefit from each other's advances, experiences and 
capacities in the health field. Under a number of agreements on political and economic integration in 
the Region, provision had been made for the health sector: thus, the economic alliance between 
Argentina, Brazil, Paraguay and Uruguay, with which Bolivia and Chile were becoming ever more 
closely associated, had an active office which dealt with health matters. 

He appealed for more South-South cooperation. The South American continent had made 
considerable advances with only modest resources, and he reiterated the offer to share the benefit of 
those advances with African countries. That could be a highly relevant contribution to the 
Organization's policy of horizontal cooperation. 

Dr BODZONGO (Congo) said that the subject was of particular interest to him in the light of 
the fact that so many countries of southern Africa lacked the resources to meet health needs. The 
difficulty in his subregion was that often existing bodies tended to focus on the economic and political 
sector and paid scant attention to the health sector, so that little was done to look into how the 
subregion as a whole could benefit from such resources as were available. 

As Professor Mamdaba had pointed out, the subject of training was of concern to many African 
countries, particularly in view of the difficulties experienced by their graduates in obtaining visas to 
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study in Western countries. It would be very useful to look into the possibility of opening schools of 
medicine in the South, and to see whether WHO could create centres of excellence in certain 
subregions. That would ensure that the resources and skills which at present were widely scattered 
could be brought together and made available to all countries, which would be of great benefit 
subregionally, regionally, and even interregionally. A fine example of such cooperation was the Pan 
American medical school in Havana. 

He hoped that WHO would devote special attention to the question so that countries such as his 
own could at least begin to solve some of their most acute problems, notably with regard to research 
and training. 

Dr MBONEKO (Burundi) said that he was glad to learn that WHO was promoting technical 
cooperation among developing countries. Such cooperation was urgently needed, not only in training 
but also in the field of pharmaceuticals, since the African market was flooded with counterfeit drugs, 
marketed as generics. 

The Board took note of section V of the report. 

Section VI. Infant and young child nutrition (Resolution WHA33.32; Document 
EB105/INF.DOC./1) 

Dr ALVIK (Norway) said that figures for 1999 showed that in Norway 92% of mothers were 
breastfeeding when their child was three months old, 80% were breastfeeding at six months, and 40% 
at 12 months. Those figures were partly due to the excellent conditions offered by the State to working 
mothers, funded by social insurance: maternity leave of 42 weeks on full pay or one year on 80% pay 
was provided. That was largely because of the efforts of the former prime minister of Norway, 
Dr Brundtland. Norway had been pleased to collaborate with WHO in the multicentre growth 
reference study outlined in document EB105/INF.DOC./1, and saw its role in promoting breastfeeding 
as very important. 

Dr VAN ETTEN (Netherlands) said that he was concerned to note from paragraph 10 of 
document EB105/INF.DOC./1 that, despite generous financial support from a number of countries, 
including his own, a quarter of the study's overall funding still had to be found. If that was still the 
case, he would urge that a contribution be made from WHO's regular budget. 

The information on the subject given in section VI of document EB 105/36 was somewhat 
fragmented, and while it provided data, it did not give any indication of trends. For instance, paragraph 
12 listed the countries which had reported action taken to give effect to the principles of the 
International Code of Marketing of Breast-milk Substitutes, but it would have been more interesting to 
know how they were applying the Code and what specific measures they were taking. He believed that 
there was a need to strengthen the evidence base for nutrition policy, and likewise to strengthen the 
health systems component within a global strategy on nutrition. 

Mr LIU Peilong (China) noted that section VI, paragraph 10, of document EB105/36 stated that 
the number of hospitals designated "baby-friendly" had risen considerably between 1995 and 1999; 
indeed China currently had some 7000 hospitals in that category. The problem, however, was to 
ensure that the quality of those hospitals was maintained, and he encouraged WHO to do much more 
to ensure a sustainable basis for the Initiative, as suggested in paragraph 10. As well as establishing 
baby-friendly hospitals, there was need to promote the concept of breastfeeding at community level so 
that once the mothers left hospital they would continue to receive the support they needed. He 
therefore suggested that WHO devote more attention to promoting breastfeeding in the community 
setting. 
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Dr CABRERA MARQUEZ (Guatemala) said that Central America had many problems relating 
to infant and young child nutrition. Guatemala had a special breastfeeding programme that had proved 
helpful in resolving the problem in children up to the age of nine months. However, malnutrition was 
more serious in children between the ages of nine months and five years. Guatemala therefore 
welcomed WHO support in the assessment, monitoring, prevention and management of malnutrition. 
As in health promotion, a multisectoral approach was needed to deal with the problem. He was 
grateful to FAO, UNICEF and WHO for acknowledging the importance of malnutrition and 
supporting multisectoral nutrition policies and plans for achieving sustainable food and nutrition 
security, as indicated in section VI, paragraph 5, of document EB 105/36. 

Dr JIMENEZ DE LA JARA (Chile) said that the very complex matter of infant and young child 
nutrition required a multisectoral and integrated approach. He therefore welcomed the relaunching of 
the subject of nutrition by WHO as well as all initiatives to promote better breastfeeding and nutrition 
in general. In Chile, thanks to action taken in the past, malnutrition was a relatively minor problem; 
the real problem now was obesity, which affected a third of children under the age of 15 years. 

Referring to paragraph 12 of section VI of document EB105/36, he welcomed the information 
that the vast majority of Member States had reported on action taken in connection with the 
International Code of Marketing of Breast-milk Substitutes. Chile fully implemented the provisions of 
the International Code. 

In conclusion, he requested the Secretariat to promote dialogue and cooperation between all 
those concerned with infant and child nutrition, namely scientists, representatives of civil society, 
including nongovernmental organizations, and industry, as WHO had done with respect to drugs. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) said that for two years the Russian 
Federation had been working on a new State nutrition policy, which would include a wide-ranging 
programme to support breastfeeding and ensure that young children were provided with appropriate 
food products and sick children with medicinal foods. Particular attention was being paid to the 
promotion of breastfeeding, since at present only 3 0% of mothers breastfed their children up to the age 
of three months. The Ministry of Health was devising a special programme to eliminate bad habits 
such as introducing complementary feeding as soon as breast milk started to diminish. He welcomed 
WHO's timely initiative to develop international reference standards for evaluating the physical 
development of breastfed children, in which Russian specialists were ready to take part. 

Dr AL-SALLAMI (Yemen) said that, as WHO was operating in an evidence-based setting, the 
multicentre growth reference study, described in document EB105/INF.DOC./1, assumed even greater 
importance. He asked what progress had been made with the study and when practical steps should be 
taken to implement it. 

Mr VOIGTLANDER (Germany) drew attention to inconsistencies in the terminology used in 
the International Code of Marketing of Breast-milk Substitutes, European Union legislation and WHO 
documents. He wondered whether a glossary with precise definitions of terms relating to infant 
nutrition could be compiled, unless one was already available. Although it would not resolve the issue 
of whether complementary food was a breast-milk substitute, it might be useful in resolving other 
related issues which had been the subject of debate for nearly two decades. 

It seemed that good progress was being made with the implementation of the International 
Code. However, it was important to focus more closely on fathers, who had considerable influence
possibly more than marketing - on whether and for how long children were breastfed. Perhaps that 
could be emphasized in the strategy to promote breastfeeding. 

Lastly, he welcomed the WHO multicentre growth reference study but wondered when its 
results would be available. It would be useful if the results of the study could be taken into account in 
the child nutrition strategy to be devised for the next decade at the joint WHO/UNICEF expert 
consultation scheduled for March 2000. If, on the other hand, the results were not expected for a few 
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years, then perhaps some way could be found of gradually integrating them into the strategy since they 
would provide it with a better scientific basis. 

The CHAIRMAN, speaking as the representative of Oman, welcomed the prospect of a joint 
WHO/UNICEF global technical consultation on infant and young child feeding whose findings would 
be submitted to the Fifty-third World Health Assembly. 

He. was also pleased to note that the WHO multicentre growth reference study was finally under 
way, since a WHO expert committee had drawn attention to serious technical and biological problems 
with the growth reference recommended for international use several years previously. He requested 
the Director-General to make available the necessary funds for the earliest possible completion of the 
study, in view of the current difficulties in assessing malnutrition worldwide resulting from the 
different standards used. 

With regard to breastfeeding, he suggested that the International Code should be regarded as a 
means of: promoting dialogue between Member States, WHO and the companies manufacturing 
complementary foods. Efforts should also be made to ensure that the different provisions of the Code 
were interpreted uniformly. 

Dr -AL-JABER (Qatar) said that the WHO multicentre growth reference study would provide 
indicators for growth rates of infants and children which would serve as a reference in all regions of 
the world: It appeared, however, that the selection of regions and countries for the purpose of the study 
might be open to criticism, since more countries had been selected in some regions than in others. He 
therefore asked about the criteria on the basis of which the regions or countries had been selected. The 
size of the population of the countries involved needed to be taken fully into account in order to ensure 
proper sampling. In view of the importance of the study, he hoped that the Director-General would 
allocate adequate financial resources to it. 

Dr · NOVOTNY (United States of America) suggested that the agenda for the proposed 
WHO/UNICEF expert consultation might be broadened to include important subjects such as recent 
evidence on. micronutrient deficiencies and how they affected child development and health, and the 
impact of malnutrition on older children beyond the breastfeeding age, as referred to by 
Dr Cabrera.Marquez. 

Professor GIRARD (France) said that infant and child nutrition was undoubtedly the subject on 
which economic interests, cultural issues and health matters were most at variance. In view of the fact 
that only 3 5% of infants were breastfed, efforts should clearly be focused on increasing the numbers of 
breastfed;children rather than arguing over the desired length ofbreastfeeding. 

Dr. KOMODIKIS (Cyprus) expressed satisfaction that the subject of infant and child nutrition 
was high on WHO's agenda. Health began with the family, including the father, and the family was 
the key factor in health promotion and disease prevention strategies. A well informed and educated 
family could make a great difference and a well functioning primary health care system and expert 
team could contribute positively. Greater emphasis should be given to monitoring the practices of 
manufacturers and compliance of all concerned with the provisions of the International Code of 
Marketing of Breast-milk Substitutes, especially with respect to those countries which had not yet 
made progress in that direction. 

Mr DE SILV A (Sri Lanka) was happy to note that the concept of breastfeeding had gathered 
momentum everywhere. His country was following the experience acquired by Norway and he hoped 
that other. countries also could have a comprehensive programme to encourage breastfeeding. There 
seemed to be some controversy over the implementation of the Code. His view was that, although 
legislation was necessary, public awareness and education were more important to facilitate the 
adoption of breastfeeding. In his country, there were no problems with the industry but that was not 
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necessarily the case for all countries. WHO should conduct a broader consultation with all the parties 
concerned, including nongovernmental organizations, health policy-makers and industry 
representatives, providing a forum where the issue could be discussed and settled once and for all 
without a confrontational attitude. 

Dr CLUGSTON (Nutrition for health and development) thanked members of the Board for their 
comments and queries. The authorities in Norway were to be congratulated on their excellent 
breastfeeding statistics, particularly the fact that 80% of infants were still being breastfed at the age of 
six months, and he was pleased that Norway was participating in the multicentre growth reference 
study. 

Replying to Dr van Etten he said that a united strategy on infant and young child feeding was 
expected to be the key outcome of the global technical consultation to be held in Geneva in March 
2000. He assured Dr Novotny that there had been very substantial and thorough debate during the past 
year in regard to the main themes and background papers for the consultation and nine technical 
papers had already been prepared. 

He agreed with Dr van Etten on the need for solid evidence on breastfeeding progress. WHO 
maintained six global databases, including one on breastfeeding rates; they certainly needed 
strengthening and were one of the key features of the Organization's technical work in that area. Every 
four years, a comprehensive report on infant and young child nutrition was issued, the last in 1998, 
showing trends, prevalences and progress. The current year's report, an intermediate one, was brief, 
but at the end of the next reporting cycle in 2002 another comprehensive report would be issued, 
including the results of the global technical consultation. 

Replying to questions related to the multicentre study to determine a new international growth 
reference, progress had been very good, as would be seen from the summary given in document 
EB105/INF.DOC./1, although there had been some delay in implementation, partly because of the 
difficulty of raising funds. It was a very important study, requiring meticulous technical coordination 
and data analysis. The countries which had made most progress so far were Brazil, Norway, Oman and 
the United States, and work was beginning in Ghana and India. The expected completion date was 
2003 when the new growth reference for children from zero to six years old was expected to be 
complete. 

Mrs LA VIOLLE (La Leche League International), speaking at the invitation of the 
CHAIRMAN, said that her organization provided support to mothers who breastfed their babies. 
Through its network of 8000 trained and accredited volunteers in 62 countries, during its 44 years of 
existence La Leche League had identified and addressed, on a mother-to-mother basis, the needs of the 
women for a satisfying breastfeeding experience. Among those needs were access to adequate and 
sound information and counselling, freedom from the advertising pressures of infant food companies, 
adequate maternity leave, and breastfeeding breaks for employed mothers. Support for fathers was 
also very important. 

There were numerous short- and long-term benefits of breastfeeding for both mothers and 
children, many of which increased with the exclusivity and the duration of breastfeeding. 
Breastfeeding was one of the most effective and most widely shared ways that women, rich and poor 
alike, had of optimizing their own health and that of their children. Human milk was the safest of 
foods for babies and they should receive it exclusively until about the middle of the first year of life 
and, with complementary foods, until two years of age or beyond. 

She welcomed WHO's continuing efforts to protect, promote and support breastfeeding, and 
looked forward to the results of the global technical consultation on infant and young child feeding. 
She urged the Organization and its Member States to work with other international agencies towards 
increasing the right of women to breastfeed and the right of babies to be breastfed. Protecting those 
rights when mothers were employed was of utmost importance, particularly in view of the ongoing 
debate on ILO's revised maternity protection standards which was expected to be concluded at the 
International Labour Conference in June 2000. 
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La Leche League was pleased to support and collaborate with WHO and to work with its 
Member States in promoting the health of mothers and babies the world over. 

Mr DE SKOWRONSKI (International Association of Infant Food Manufacturers), speaking at 
the invitation of the CHAIRMAN, said that his organization was part of the International Special 
Dietary Foods Industries, a nongovernmental organization that had had official relations with WHO 
since 1987. Its members had repeatedly affirmed their support for the International Code of Marketing 
of Breast-milk Substitutes. He reaffirmed that commitment and the Association's desire to cooperate 
with governments and WHO in ensuring its effective implementation, as appropriate, to the national 
social and legislative framework and overall development objectives of each individual country. It was 
encouraged by the progress reported in document EB105/36 in which it was stated that 160 countries 
had taken action on that subject. 

The Association fully supported the efforts of the Director-General, announced at the Fifty-first 
World Health Assembly, to promote a constructive dialogue between the infant food industry and 
consumer- and community-based nongovernmental organizations. The round-table meetings in 
November 1998 had set the scene for a permanent Director-General's forum which would focus on 
Code compliance and lead to joint meetings between industry and other stakeholders. The forum 
would assist in identifying the impact of the Code in contributing to the provision of safe and adequate 
nutrition for infants. Where there were legitimate points of disagreement, the round tables would 
provide a mechanism for resolving issues and encourage the introduction of effective, independent and 
impartial Code monitoring. He hoped that the round tables would continue in 2000. 

He looked forward to the global technical consultation in March 2000. It was important for the 
industry that the consultation provided solid, up-to-date and scientifically-based recommendations on 
the basis of which the WHO governing bodies could formulate a new infant and young child feeding 
strategy for the coming decade. 

He appreciated the high priority given to the matter of HIV and infant health, as evidenced by 
the Director-General's opening statement and at the recent discussion in the United Nations Security 
Council. The industry was sensitive to the matter and its impact on infant and child feeding. The 
Association had been pleased to participate in the 1998 joint WHOIUNICEFIUNAIDS technical 
consultation on HIV and infant feeding, which had introduced policy and practice guidelines, and 
remained ready to cooperate as deemed appropriate by WHO and Member States. 

Dr GUPTA (Consumers International), speaking at the invitation of the CHAIRMAN, said that 
his organization was in partnership with the International Baby Food Action Network (IBF AN) which 
covered over 150 citizens' groups working in more than 90 countries for the past two decades. 
Welcoming the report on infant and young child nutrition and WHO collaboration within the United 
Nations system, especially regarding the ILO Maternity Protection Convention, he urged greater 
support for breastfeeding and maintaining the right to nursing breaks for nursing mothers. 

While recognizing the importance of developing new partnerships with the private sector, it 
should be borne in mind that such partnerships could be used for public relations and marketing 
purposes on the part of the companies concerned. He quoted examples of the way in which public 
relations were used by companies, not always in compliance with the International Code of Marketing 
of Breast-milk Substitutes, such as a 180-page book that a company had addressed to the Director
General and sent to governments, nongovernmental organizations and health workers all over the 
world, with claims of compliance with the Code. Those claims had been analysed by IBF AN and 
found to misrepresent the views of several countries. He mentioned that UNICEF had sent a letter to 
the company, questioning the claims. Questions of commercial sponsorship and conflict of interest 
were also of critical importance in infant feeding, especially in relation to HIV I AIDS, where many 
questions regarding different patterns of breastfeeding remained unanswered. It was only right to 
expect that the direction and research priorities of the United Nations system were not influenced by 
commercial interests. The pharmaceutical and baby-food industries had clear interests in the outcome 
of research into mother-to-child transmission of HIV infection and their motives in seeking 
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partnerships with United Nations organizations could, in part, be questioned. While 160 Member 
States (84%) had now reported to WHO on action taken to give effect to the principles of the 
International Code of Marketing of Breast-milk Substitutes, only 21 countries had implemented the 
Code and the relevant resolutions in their entirety by passing legislation, while another 24 countries 
had sound draft laws. It was to be hoped that interference by industry would not delay legislation at 
country level. His organization had contributed significantly to national legislation by training about 
400 government officials from 90 countries and developing the IBF AN Code Handbook, now 
available in four languages. Other areas of action were health worker training, monitoring, awareness
raising, campaigning and advocacy, as a result of which millions of people were now aware of the 
Code and resolutions and were taking action to protect infant health. He drew attention to the fact that 
IBF AN had submitted comments on some of the serious weaknesses contained in the first draft of the 
guidelines for interaction with commercial enterprises and strongly urged WHO to take them into 
account. He urged WHO to uphold consistently the importance of the Code and resolutions in all its 
dealings. WHO might like to assist the European Parliament following its decision to hold regular 
public hearings to examine the activities of European-based companies, starting with the baby-food 
issue. It was essential for WHO to maintain its status as a truly independent advocate for human rights 
and public health, and as the leading health policy-setting body in the world. It must also ensure that 
its policies, programmes and research priorities reflected its mission at all times so that efforts to 
protect infants, children and their mothers were in harmony. 

The Board took note of section VI of the report. 

Section VII. Cloning in human health (Resolution WHA51.1 0) 

Professor GIRARD (France) expressed his regret that WHO did not play a more prominent 
international role regarding bioethics - a view that he had already expressed five years previously. 
Since adopting laws on bioethics from 1994 onwards, France had reviewed and updated them; the 
recommendations of a review by the Conseil d'Etat had been implemented. At the same time the 
European countries under the aegis of the Council of Europe had adopted the Oviedo Convention on 
Human Rights and Biomedicine. It might seem that bioethica1 issues were of concern only to 
developed countries, but that was an unjustifiable position, because ultimately bioethics was a 
question of human dignity in the face of biotechnological progress, which was relevant to both 
developed and developing countries. Bioethical issues must be discussed widely, not just in those 
intergovernmental organizations to which France belonged. The questions were where best such 
subjects should be discussed and whether WHO, as a health organization, had a part in those 
discussions. In his view a debate was essential. A debate on cloning alone was justified, but WHO had 
not addressed the issue of bioethics. Although he noted that a consultation on genetics, cloning and 
biotechnology had been held in December 1999, the subject had never been discussed in the Executive 
Board. He suggested, therefore, that it should be the topic of specific meetings - official, private or 
informal- before the debate was launched in the Health Assembly. 

Mrs JEAN (Canada) said that, as a member of UNESCO's International Bioethics Committee, 
she was well aware of the pace of research and the difficulties in defining concepts and providing 
bioethical advice. The advance of biotechnology was creating bioethical problems faster than the 
world's capacity to respond. Canada considered that WHO had an important role in offering guidance 
on sensitive issues such as cloning and that it should collaborate closely with UNESCO and other 
bodies such as national bioethics committees to face those difficult and evolving issues. 

Dr VAN ETTEN (Netherlands) said that, following the consultation in December 1999, he had 
urged the Director-General to establish a bioethics group within the Organization so that WHO could 
take a leading role globally. He also urged the Director-General to provide funds from the regular 
budget for this purpose. Stressing that bioethics was a worldwide issue, affecting both developed and 
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developing countries, he underlined the need to develop the capacity of developing countries in that 
area. He hoped that the report of the consultation would be made available during the Fifty-third 
World Health Assembly. 

Mr DEBRUS (alternate to Mr VoigtHinder, Germany) recognized the emerging consensus on 
the significance of issues raised by cloning. That important consensus, apparent in particular at the 
Fifty-second World Health Assembly, should not be jeopardized by over-hasty formulation of 
recommendations. The fundamental issues and principles needed thorough discussion with experts and 
with Member States. With regard to the expert meeting in December 1999, he deplored the short time 
between the issuing of invitations and the date of the meeting, with the result that an expert chosen by 
the German Government had not been able to participate. Suggesting a gradual approach in future and 
proposing that the terms of reference of the expert group should be comprehensively discussed, he did 
not consider it appropriate for a new draft guideline to be issued as early as in May. Only with such a 
draft guideline could all issues connected with cloning, including the ethical aspects, be considered. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) underlined the need for WHO to take 
a leading.role in developing the ethical principles that must underpin the application for public health 
purposes of the advances made in genetics, cloning and biotechnology. 

Mt LIU Peilong (China) agreed with the previous speakers on the need to strengthen WHO's 
role in the development of bioethics, and called for particular attention to be given to developing 
countries. Much research in his country and international cooperation had convinced China of the need 
for guidance in bioethics. 

Professor BAMBA (Cote d'Ivoire) pointed out that developing countries were interested parties 
in the debate on cloning and bioethics. Given the international and global ramifications of the issue, 
the consequences could hold more significance for developing than developed countries, especially as 
products derived from biotechnology were distributed more widely in the former. He thus strongly 
supported the idea that WHO should take a leading role that would effectively bring the developing 
countries into the discussion. He regretted that the report on the consultation held in December 1999 
had not been distributed in time for the Executive Board's current session. 

DrFRENK (Executive Director) agreed with the comments on the importance of human cloning 
in the context of the broader bioethics debate. Although many WHO technical programmes already 
touched on bioethics, WHO must make greater efforts to tackle the challenges inherent in new 
biotechnologies. 

Several initiatives had already been taken. The Director-General had recruited an expert in 
bioethics to work at headquarters. The Global Cabinet had discussed and approved a plan of action, 
including cooperation with other organizations such as the National Institutes of Health in the United 
States of America to establish a global forum for bioethics in research, for discussion of the bioethical 
aspects of research on human beings with particular emphasis on the various concerns of developing 
countries. Finally, WHO had agreed to act as the secretariat to the Summit of National Bioethics 
Commissions, a group that had met regularly and that had great potential benefit for developing 
countries. Furthermore, the fact that several regional offices already had bioethics programmes 
indicated the Organization's awareness of the importance of the topic. 

A brief report on the consultation held in December 1999, to which would be attached a more 
extensive document prepared earlier, would soon be available.1 A major topic discussed at the 
December meeting had been WHO's future role. There, too, all those present had supported the idea 
that WHO should take a leading role in a sphere in which the challenges mounted constantly. The 

1 Document WHO/EIP/GPE/00.1 (in preparation). 
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consultation meeting had explored various strategies for strengthening WHO's internal capacity to 
deal with bioethical problems. 

The Board took note of section VII of the report. 

Section VIII. Poliomyelitis eradication (Resolution WHA52.22) 

Mr LIU Peilong (China) said that he had taken particular note of the reference in paragraph 7 to 
the risk of reintroduction of infection and of the recent major outbreaks of poliomyelitis in Angola and 
Iraq. In China, the first case of infection with wild poliovirus for five years had been detected in 
October 1999 in the remote province of Ching Hi. The Chinese Government had responded first by 
immunizing all children up to nine years old in the area and soon thereafter by extending such 
"mopping-up" immunization to the four surrounding provinces. Further investigation was being done 
in cooperation with a national laboratory in the United States of America. That had demonstrated the 
importance for Member States declared free of poliomyelitis to follow closely the action proposed in 
resolution WHA52.22, namely to maintain high quality surveillance for importation of wild poliovirus 
and establish action plans for rapidly responding to such events. China, thanking WHO for the 
valuable technical and financial support it had received during the recent incident, hoped that WHO 
would strengthen implementation of resolution WHA52.22, particularly paragraph 4(2), regarding 
coordinated mass immunization activities in bordering areas of Member States and WHO regions. 

Dr NOVOTNY (United States of America) noted that the report had made clear that the 
poliomyelitis eradication campaign had reached a vital point at which any hesitancy was likely to 
impede, and increase the resources needed for, poliomyelitis eradication. The projected cost of the 
worldwide poliomyelitis eradication campaign until 2005 was US$ 1000 million. About 
US$ 700 million had been committed or was likely to be available, and new sources of funding or 
increased contributions from bilateral partnerships would be required in order to make up the shortfall. 
He stressed that now was the time to act, not in five years' time. There should be no doubt that the 
campaign was effective. One of the best examples was provided by the Democratic Republic of the 
Congo where, in the face of great difficulties, three national immunization days had been held with 
full coverage. 

Professor BAMBA (Cote d'Ivoire) gave a brief update on the situation in his country, which 
had not been mentioned in the report. The final vaccination campaigns for eradication were planned 
for February and March 2000, after which Cote d'Ivoire would enter a five-year surveillance phase. 
He thanked WHO, UNICEF and Rotary International for their support during the campaign. 

Dr AL-JABER (Qatar) welcomed the major reduction in the number of cases of poliomyelitis 
through immunization and noted the stated shortage of resources for the eradication campaign in some 
regions. He appealed to the Director-General to mobilize additional resources for the campaign and 
thanked those donors that had already contributed. 

Dr FURGAL (adviser to Dr Fetisov, Russian Federation) said that his country considered 
monitoring of the poliomyelitis eradication programme to be of crucial significance. Within a national 
plan of action elaborated every year, national immunization days had been held in the Russian 
Federation for the past four years. In 1999, 99% of children under three years of age had been 
immunized. Epidemiological monitoring of acute flaccid paralysis was carried out. In the past three 
years, no new cases of poliomyelitis from wild poliovirus infection had been recorded. 

The Ministry of Health was grateful to WHO for its support in equipping national laboratories 
for the diagnosis of poliomyelitis and for training of staff. Systematic efforts were being made jointly 
with the Regional Office for Europe to certify the territory of the Russian Federation as free of 
poliomyelitis. International efforts to support poliomyelitis eradication in regions where the disease 
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was endemic must be pursued to bring that important global initiative to a successful conclusion and 
avert the recurrence of the disease in regions where wild poliovirus was no longer circulating. 

Professor MAMDABA (Central African Republic), describing the situation in equatorial Africa, 
said that difficulties had been encountered in coordinating national immunization days in Cameroon, 
Central African Republic, Chad and Democratic Republic of the Congo. Travel in the Democratic 
Republic of the Congo was difficult because the country was at war and its territory was divided up 
among various warlords. Immunization days had most recently been held in the equatorial region 
when the Central African Republic's Expanded Programme on Immunization team had received a 
warlord's agreement to travel there. Reinfection from countries in a state of war was a problem. 

In his country, immunization coverage had reached nearly 70% of the population and, with the 
national immunization days to be held in February and March 2000, record rates were likely to be 
achieved. Excellent results would already have been registered if it had not been for the developments 
in equatorial Africa over the past three years. 

Epidemiological surveillance was of great importance. His country was fortunate in that the 
Institut Pasteur had been designated by WHO as a surveillance laboratory, but more laboratories were 
needed if poliomyelitis was to be eradicated, in accordance with the target, by 2005. 

Dr SCHOL TZ (Executive Director), speaking for the teams at WHO headquarters, in the 
regional offices and in the field working for poliomyelitis eradication, thanked Member States for their 
support. To complete the task more funds were needed. 

The Global Polio Eradication Initiative management team had recently concluded that: 
poliomyelitis eradication was progressing successfully, but more still had to be done; the year 2000 
target was feasible, but the greatest threat to its realization was imperfect implementation of the 
strategy in about 30 countries where more intensive efforts needed to be devoted. A potential shortfall 
in poliomyelitis vaccine posed an urgent problem, but strong efforts were under way to solve it, in 
cooperation with the pharmaceutical industry; and lastly, the framework for poliomyelitis eradication 
must be made sound. 

Dr MELGAARD (Vaccines and Biologicals) said that important lessons had been learned from 
the case of poliomyelitis in China described by Mr Liu Peilong. The partnership for poliomyelitis 
eradication had worked well: rapid detection, thanks to China's excellent surveillance system, had led 
to molecular epidemiological investigation of the virus which had shown that the wild poliovirus had 
probably been imported from the Indian subcontinent. The Chinese Government must be 
congratulated on its rapid response which had confined the virus. 

The case demonstrated the importance of maintaining a strong surveillance system; the fact that 
no country could be free of the risk of recurrence of poliomyelitis as long as the poliovirus was 
circulating somewhere in the world, and that high-quality immunization activities, such as national 
immunization days and campaigns, could stop transmission in all countries. 

The Board took note of section VIII of the report. 

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

The DIRECTOR-GENERAL said that, together with the World Health Assembly, the Executive 
Board was the heartbeat of the Secretariat's work. It received new proposals, gave guidance and 
shaped a consensus for global public health, a consensus that had proved powerful in the past and 
which many people would be counting on in future. 

For the Secretariat, it had been a session of extraordinary substance. The Board had supported 
the broad outline of the corporate strategy and its priorities. Progress had been made in the work 
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towards a unified budget structure, reflecting WHO's priorities. The regional composition of the 
Board provided a unique opportunity to take WHO's work forward in the regions and she looked 
forward to the discussion by regional committees of adaptation of those priorities in the regional 
contexts. Important matters had been dealt with, in particular food safety, HIV/AIDS, stopping 
tuberculosis, a global strategy against noncommunicable diseases, and administrative and management 
iSSUeS. 

She thanked the Chairman and the outgoing members of the Board, Dr Alvik, Dr de Silva, 
Mr George, Mrs Jean, Dr Komodikis (alternate to Mr Savvides), Dr Mboneko, Dr Meloni, 
Dr Al-Sallami, Dr van Etten and Mr Voigtliinder, for having served with dedication. She encouraged 
members of the Board to take home the spirit of one WHO to their countries. 

She thanked her staff for the preparatory work for the meeting, including the elaboration of 
documents and presentations. The staff of the governing bodies department deserved a special word of 
appreciation for keeping the work on track. Translators and interpreters also deserved thanks; 
statements had been made in all official languages, reflecting the diversity of the United Nations and 
the multiculturalism and language diversity in WHO. 

The CHAIRMAN thanked the Director-General for her comments on the importance of the 
Board and its interaction with the Secretariat. He also thanked the members of the Board for their 
effective contributions. They had raised new questions that would be included in future sessions. The 
question of priorities would be relevant when the regional committees submitted their views on the 
budget for the next financial period. 

He thanked the Chairmen and members of the Administration, Budget and Finance Committee 
and the Programme Development Committee who had done much to facilitate the Board's 
deliberations. The drafting groups had reconciled ideas, especially on technical matters, and had 
enabled the Board to arrive at agreed decisions. The Director-General and her team had provided clear 
and concise working papers that had aided Board members in developing their opinions. The 
interpretation and translation teams were effective instruments for the smooth transmission of ideas. 

With those comments, he declared the session closed. 

The meeting rose at 13:15. 


