
 
 

 
 
 
 
 
 
 
 
 
 
 
 

PART II 
 

SUMMARY RECORDS



 

 
- 105 - 

 

 

 

LIST OF MEMBERS AND OTHER PARTICIPANTS 
 
 

MEMBERS, ALTERNATES AND ADVISERS 
 

BOLIVIA 
 
Dr. F. ANTEZANA ARANÍBAR, Asesor Principal, Ministerio de Salud y Deportes, La Paz 

(Chairman) 
Alternates 
Sr. G. POGGI BORDA, Encargado de Negocios a.i., Misión Permanente, Ginebra 
Sra. A.C. LAHORE CALDERÓN, Segunda Secretaria, Misión Permanente, Ginebra 

 
 
AFGHANISTAN 
 
Dr F. KAKAR, Deputy Minister of Public Health, Ministry of Public Health, Kabul 

Alternates 
Dr A. OMER, Ambassador, Permanent Representative, Geneva 
Mr D. HACHEMI, Second Secretary, Permanent Mission, Geneva 

 
 
AUSTRALIA 
 
Ms J. HALTON, Secretary, Department of Health and Ageing, Canberra 

Alternates 
Ms C. MILLAR, Ambassador, Permanent Representative, Geneva 
Ms C. PATTERSON, Minister-Counsellor (Health), Permanent Mission, Geneva 
Ms J. HEFFORD, Assistant Secretary, International Strategies Branch, Department of Health 

and Ageing, Canberra 
Mr M. SAWERS, First Secretary, Permanent Mission, Geneva 
Advisers 
Mr G. ADLIDE, Counsellor (AusAid), Permanent Mission, Geneva 
Ms I. WETTENHALL, Manager, International Health Program, Health Task Force (AusAid), 

Department of Health and Ageing, Canberra 
Mr M. PALU, Counsellor (AusAid), Australian Consulate, Ho Chi Minh City,Viet Nam 
Ms L. OATES-MERCIER, Program Officer (AusAid), Permanent Mission, Geneva 
Ms C. HOLLIDAY, Assistant, United Nations Section, Permanent Mission, Geneva 

 
 
AZERBAIJAN 
 
Mr O. SHIRALIYEV, Minister of Health, Baku (Vice-Chairman) 

Alternates 
Mr E. AMIRBAYOV, Ambassador, Permanent Representative, Geneva 
Mr S. ABDULLAYEV, Head, Department for International Affairs, Ministry of Health, Baku 
Mr R. NOVRUZOV, Health Attaché, Permanent Mission, Geneva 



106 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

BAHRAIN 
 
Dr S.A. KHALFAN, Director of Public Health, Ministry of Health, Manama (alternate to 

Dr N.A. Haffadh) 
 
 
BHUTAN 
 
Dr JIGMI SINGAY, Minister for Health, Thimphu 

Alternate 
Dr D. WANGCHUK, Director General, Department of Medical Services, Ministry of Health, 

Thimphu 
 
 
BRAZIL 
 
Dr J. GOMES TEMPORÃO, Director-General, National Institute of Cancer, Brasilia (alternate to 

Dr P.M. Buss) 
Alternates 
Mr S. ALCÁZAR, Counsellor, Head, Department of International Affairs, Ministry of Health, 

Brasilia 
Mr P.M. DE CASTRO SALDANHA, Second Secretary, Permanent Mission, Geneva 

 
 
CHINA 
 
Dr REN MINGHUI, Deputy Director-General, Department of International Cooperation, Ministry of 

Health, Beijing 
Alternates 
Mr FU CONG, Counsellor, Permanent Mission, Geneva 
Mr YANG XIAOKUN, First Secretary, Permanent Mission, Geneva 
Dr DING BAOGUO, Deputy Division Director, Department of International Cooperation, 

Ministry of Health, Beijing 
Mr ZHANG ZE, Third Secretary, Permanent Mission, Geneva 

 
 
DENMARK 
 
Dr J.K. GØTRIK, Chief Medical Officer, National Board of Health, Copenhagen 

Alternates 
Ms M. KRISTENSEN, Senior Adviser, National Board of Health, Copenhagen 
Mrs M.-L. OVERVAD, Ambassador, Permanent Representative, Geneva 
Ms M. HESSEL, Counsellor, Permanent Mission, Geneva 
Mr S.J. JØRGENSEN, Senior Consultant, National Board of Health, Copenhagen 
Mr M.T. KORSLUND, Assistant Attaché, Permanent Mission, Geneva 

 
 



 MEMBERS AND OTHER PARTICIPANTS 107 
 
 
 
 
DJIBOUTI 
 
M. A.A. MIGUIL, Ministre de la Santé, Djibouti 

Alternate 
M. A.M. ABOUBAKER, Directeur de l'Etude et de la Planification, Ministère de la Santé, 

Djibouti 
 
EL SALVADOR 
 
Sr. R. RECINOS TREJO, Ministro Consejero, Misión Permanente, Ginebra (alternate to 

Dr J.G. Maza Brizuela) 
Alternate 
Sr. B.F. LARIOS, Embajador, Representante Permanente, Ginebra 

 
 
IRAQ 
 
Dr A.H.I. AL-SHAMMARI, Minister of Health, Baghdad 

Alternates 
Mr B. AL-SHIBIB, Ambassador, Permanent Representative, Geneva 
Miss M.A. YASS, First Secretary, Permanent Mission, Geneva 
Dr E. ATTA AZIZ, Director-General (Planning Department), Ministry of Health, Baghdad 
Mr M. SHUAAIB, Ministry of Health, Baghdad 

 
 
JAMAICA 
 
Dr B. WINT, Chief Medical Officer, Ministry of Health, Kingston 

Alternates 
Mr R.A. SMITH, Ambassador, Permanent Representative, Geneva 
Ms A. MORRIS, Counsellor, Permanent Mission, Geneva 
Mrs A. DUBIDAD-DIXON, First Secretary, Permanent Mission, Geneva 

 
 
JAPAN 
 
Dr H. SHINOZAKI, President, National Institute of Public Health, Ministry of Health, Labour and 

Welfare, Tokyo 
Alternates 
Mr Y. IWABUCHI, Director, International Affairs Planning Office, Ministry of Health, Labour 

and Welfare, Tokyo 
Dr H. INOUE, Deputy Director, International Affairs Division, Ministry of Health, Labour and 

Welfare, Tokyo 
Ms M. IMAI, Deputy Director, International Affairs Division, Ministry of Health, Labour and 

Welfare, Tokyo 
Dr R. AKIZUKI, Unit Coordinator, Intergovernmental Organization Unit, International 

Planning Office, Ministry of Health, Labour and Welfare, Tokyo 
Mr Y. ARAI, First Secretary, Permanent Mission, Geneva 
Ms T. TSUJISAKA, First Secretary, Permanent Mission, Geneva 

 
 



108 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

KENYA 
 
Dr T. GAKURUH, Deputy Director, Medical Services, Ministry of Health, Nairobi (alternate to 

Dr J. Nyikal) 
Alternates 
Dr A.E. OGWELL, Head, International Health Relations, Ministry of Health, Nairobi 
Dr T. MBOYA, Medical Attaché, Permanent Mission, Geneva 
Ms L. NYAMBU, First Secretary, Permanent Mission, Geneva 
 

LATVIA 
 
Dr V. JAKSONS, Adviser to the Director, State Agency for Health Statistics and Medical 

Technologies, Riga 
Alternates 
Mr J. KARKLINS, Ambassador, Permanent Representative, Geneva 
Ms I. DREIMANE, First Secretary, Permanent Mission, Geneva 
Ms G. VITOLA, Third Secretary, Permanent Mission, Geneva 

 
 
LESOTHO 
 
Mr T.J. RAMOTSOARI, Principal Secretary, Ministry of Health and Social Welfare, Maseru 

(alternate to Dr M. Phooko) 
Alternates 
Dr A.M. MARUPING, Ambassador, Permanent Representative, Geneva 
Dr A.T. MARUPING, Permanent Mission, Geneva 
Mrs M. PHEKO, Minister Counsellor, Permanent Mission, Geneva 

 
 
LIBERIA 
 
Dr W.T. GWENIGALE, Minister of Health, Ministry of Health and Social Welfare, Monrovia 

Alternate 
Mr S. TORNORIAH VARPILAH, Deputy Minister for Planning, Research and Human 

Resource Development, Ministry of Health and Social Welfare, Monrovia 
 
 
LIBYAN ARAB JAMAHIRIYA 
 
Dr A.H. SAHELI, Deputy Secretary, General People's Committee for Health and Environment, Tripoli 

(Rapporteur) 
Alternates 
Dr H. GASHUT, Counsellor, Permanent Mission, Geneva 
Dr B. ALLAGE, Department of Childhood, General People's Committee for Health and 

Environment, Tripoli 
Mr F. ABUSAA, Third Secretary, Permanent Mission, Geneva 

 
 



 MEMBERS AND OTHER PARTICIPANTS 109 
 
 
 
 
LUXEMBOURG 
 
Dr D. HANSEN-KOENIG, Directeur de la Santé, Direction de la Santé, Luxembourg 

Alternates 
M. M. DI BARTOLOMEO, Ministre de la Santé, Luxembourg 
M. J. FEYDER, Ambassadeur, Représentant permanent, Genève 
Mme C. GOY, Représentant permanent adjoint, Genève 
Mme E. COLOTTE, Secrétaire de Légation, Direction de la Coopération et de l'Action 

humanitaire, Ministère des Affaires étrangères, Luxembourg 
 
 
MADAGASCAR 
 
Dr M.P.O. RAHANTANIRINA, Directeur de la Santé de la Famille, Ministère de la Santé et du 

Planning familial, Antananarivo (alternate to Dr R.R. Jean Louis) 
Alternates 
M. A. RAMBELOSON, Ambassadeur, Représentant permanent, Genève 
M. J.-M. RASOLONJATOVO, Premier Conseiller, Mission permanente, Genève 
M. R. RAKOTONARIVO, Conseiller, Mission permanente, Genève 

 
 
MALI 
 
Dr S. DIALLO, Conseiller technique, Ministère de la Santé, Bamako (alternate to Dr Z.M. Youba) 
 
 
MEXICO 
 
Sr. M. BAILÓN, Director General de Relaciones Internacionales, Secretaría de Salud, México, DF 

Alternates 
Dr. J. FRENK, Secretario de Salud, México, DF 
Dr. C. ÁLVAREZ LUCAS, Director General Adjunto de Programas Preventivos, Centro 

Nacional de Vigilancia Epidemiológica y Control de Enfermedades, México, DF 
Sra. A. VELÁZQUEZ BERÚMEN, Directora General, Centro Nacional de Excelencia 

Tecnológica en Salud, Secretaría de Salud, México, DF 
Sra. D.M. VALLE ÁLVAREZ, Consejera, Misión Permanente, Ginebra 
Sra. A. GONZÁLEZ MOREL, Directora de Asuntos Multilaterales, Secretaría de Salud, 

México, DF 
 
 
NAMIBIA 
 
Dr K. SHANGULA, Permanent Secretary, Ministry of Health and Social Services, Windhoek 

Alternate 
Ms D. TJIHO, Ministry of Health and Social Services, Windhoek 

 
 
PORTUGAL 
 
Professeur J. PEREIRA MIGUEL, Haut Commissaire pour la Santé, Ministère de la Santé, Lisbonne 

Alternates 
M. J.C. DA COSTA PEREIRA, Ambassadeur, Représentant permanent, Genève 
M. C. PEREIRA MARQUES, Représentant permanent adjoint, Genève 



110 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

M. J. SOUSA FIALHO, Conseiller, Mission permanente, Genève 
Mme D. MAULIDE, Assesseur du Haut Commissaire pour la Santé, Ministère de la Santé, 

Lisbonne 
 
 
ROMANIA 
 
Professor V. PAUNESCU, Secretary of State for European Integration, Ministry of Health, Bucarest 

(alternate to Mr E. Nicolaescu) 
Alternates 
Mr D.R. COSTEA, Ambassador, Permanent Representative, Geneva 
Mr F. PIRONEA, Second Secretary, Permanent Mission, Geneva 

 
 
RWANDA 
 
Dr J.D. NTAWUKURIRYAYO, Ministre de la Santé publique, Kigali 

Alternate 
M. A. KAYITAYIRE, Premier Conseiller, Mission permanente, Genève 

 
 
SINGAPORE 
 
Dr B. SADASIVAN, Senior Minister of State (Health), Singapore (Vice-Chairman) 

Alternates 
Mr B. GAFOOR, Ambassador, Permanent Representative, Geneva 
Dr CHEW SUOK KAI, Deputy Director of Medical Services, (Epidemiology and Disease 

Control), Ministry of Health, Singapore 
Mrs J. TAN, Deputy Director, International Cooperation Division, Ministry of Health, 

Singapore 
Ms F. GAN, First Secretary, Permanent Mission, Geneva 
Mr M. BASHA, First Secretary, Permanent Mission, Geneva 
Ms KOONG PAI CHING, First Secretary, Permanent Mission, Geneva 
Ms D. TEO SU LIN, Health Policy Analyst, International Cooperation Division, Ministry of 

Health, Singapore 
 
 
SLOVENIA 
 
Dr B. VOLJČ, Director, Blood Transfusion Centre, Ljubljana 

Alternates 
Mr A. LOGAR, Ambassador, Permanent Representative, Geneva 
Mr I. JUKIČ, First Secretary, Permanent Mission, Geneva 

 
 
SRI LANKA 
 
Mr N.S. DE SILVA, Minister of Healthcare and Nutrition, Colombo 

Alternates 
Mrs S. FERNANDO, Ambassador, Permanent Representative, Geneva 
Dr P. ABEYKOON, Adviser to the Minister of Healthcare and Nutrition, Colombo 
Adviser 
Mr D.M.S.B. DISSANAYAKE, Second Secretary, Permanent Mission, Geneva 



 MEMBERS AND OTHER PARTICIPANTS 111 
 
 
 
 
THAILAND 
 
Dr SUWIT WIBULPOLPRASERT, Senior Adviser on Health Economics, Ministry of Public Health, 

Nonthaburi (Vice-Chairman) 
Alternates 
Mr CHAIYONG SATJIPANON, Ambassador, Permanent Representative, Geneva 
Dr VIROJ TANGCHAROENSATHIEN, Senior Policy and Plan Analyst, Bureau of Policy and 

Strategy, Ministry of Public Health, Nonthaburi 
Dr SOPIDA CHAVANICHKUL, Deputy Director, Bureau of Policy and Strategy, Ministry of 

Public Health, Nonthaburi 
Advisers 
Dr PHUSIT PRAKONGSAI, Medical Officer, Bureau of Policy and Strategy, Ministry of 

Public Health, Nonthaburi 
Ms WARANYA TEOKUL, Policy and Plan Analyst, Office of the National Economic and 

Social Development Board, Bangkok 
Ms PAWEENA TARNSONDHAYA, Foreign Relations Officer, International Health Group, 

Bureau of Policy and Strategy, Ministry of Public Health, Nonthaburi 
Ms PRANGTIP KANCHANAHATTAKIJ, First Secretary, Permanent Mission, Geneva 

 
 
TONGA 
 
Dr V. TANGI, Minister of Health, Nuku’alofa 
 
 
TURKEY 
 
Professor S. AYDIN, Deputy Undersecretary, Ministry of Health, Ankara 

Alternates 
Mr H. KIVANÇ, First Counsellor, Permanent Mission, Geneva 
Mr V.E. ETENSEL, Counsellor, Permanent Mission, Geneva 
Dr E.E. BOR, General Directorate of Health Education, Ministry of Health, Ankara 

 
 
UNITED STATES OF AMERICA 
 
Dr J. AGWUNOBI, Assistant Secretary for Health, Department of Health and Human Services, 

Washington, DC 
Alternates 
Miss L.L. CASSEL, Chargé d'affaires a.i.,  Permanent Mission, Geneva 
Dr W.R. STEIGER, Special Assistant to the Secretary for International Health, Department of 

Health and Human Services, Washington, DC 
Mr M. ABDOO, International Health Officer, Department of Health and Human Services, 

Washington, DC 
Ms A. BLACKWOOD, Director for Health Programs, Bureau of International Organization 

Affairs, Department of State, Washington, DC 
Ms M.L. VALDEZ, Deputy Director for Policy, Department of Health and Human Services, 

Washington, DC 
Ms D. GIBB, Senior Technical Adviser, Bureau of Global Health, United States Agency for 

International Development, Washington, DC 
Mr D. HOHMAN, Health Attaché, Permanent Mission, Geneva 

 
 



112 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

MEMBER STATES NOT REPRESENTED ON THE EXECUTIVE BOARD1 
 
 
ALGERIA 
 
M. I. JAZAÏRY, Ambassadeur, Représentant permanent, Genève 
Mlle D. SOLTANI, Secrétaire diplomatique, Mission permanente, Genève 
 
 
ANGOLA 
 
M. A.M. DO NASCIMENTO, Ambassadeur, Représentant permanent, Genève 
Mme S. NETO DE MIRANDA, Mission permanente, Genève 
 
 
ARGENTINA 
 
Srta. A. DE HOZ, Ministro, Misión Permanente, Ginebra 
Sr. S. ROSALES, Secretario de Embajada, Misión Permanente, Ginebra 
 
 
AUSTRIA 
 
Dr W. PETRITSCH, Ambassador, Permanent Representative, Geneva 
Ms M.-N. ADLER, Adviser, Permanent Mission, Geneva 
Dr C. LASSMANN, Minister Plenipotentiary, Deputy Head, Health and Social Affairs Division, 

Federal Ministry of Foreign Affairs, Vienna 
Dr C. KOKKINAKIS, Minister Plenipotentiary, Deputy Permanent Representative, Geneva 
Dr H. FRIZA, Health Attaché, Permanent Mission, Geneva 
Dr V. GREGORICH-SCHEGA, Director, International Health Relations, Federal Ministry of Health 

and Women, Vienna 
Dr J.-P. KLEIN, Department for Infectious Diseases and Immunization, Federal Ministry of Health 

and Women, Vienna 
Dr A. PUNZET, International Health Relations, Federal Ministry of Health and Women, Vienna 
Mr G. HOUTTIN, Head, Liaison Office, Council of the European Union, Geneva 
Mr J. LILLIEHOOK, Counsellor, Liaison Office, Council of the European Union, Geneva 
 
 
BANGLADESH 
 
Dr T. ALI, Ambassador, Permanent Representative, Geneva 
Mr MAHBUB-UZ-ZAMAN, Minister, Permanent Mission, Geneva 
Mr N.U. AHMED, Second Secretary, Permanent Mission, Geneva 
 
 

                                                           

1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 



 MEMBERS AND OTHER PARTICIPANTS 113 
 
 
 
 
BELGIUM 
 
M. F. ROUX, Ambassadeur, Représentant permanent, Genève 
Mme F. GUSTIN, Ministre Conseiller, Représentant permanent adjoint, Genève 
Mme L. MEULENBERGS, Conseiller, Service des Relations internationales, Service public fédéral 

Santé publique, Sécurité de la Chaîne alimentaire et Environnement, Bruxelles 
 
 
BELIZE 
 
Ms A. HUNT, Chargé d'affaires, Permanent Mission, Geneva 
Ms S.O. FIGUEROA, Permanent Mission, Geneva 
Mr M. TAMASKO, Permanent Mission, Geneva 
Mr T. TICHY, Permanent Mission, Geneva 
 
 
BOSNIA AND HERZEGOVINA 
 
Mrs J. KALMETA, Ambassador, Permanent Representative, Geneva 
Ms A. KUNDUROVIC, First Secretary, Permanent Mission, Geneva 
 
 
BOTSWANA 
 
Mr B. MOKGOTHU, Ambassador, Permanent Representative, Geneva 
Mrs M.S. MATLHO, Counsellor, Permanent Mission, Geneva 
 
 
BULGARIA 
 
Ms D. PARUSHEVA, Second Secretary, Permanent Mission, Geneva 
 
 
BURKINA FASO 
 
Mme E. BALIMA, Attaché d’Ambassade, Mission permanente, Genève 
 
 
CANADA 
 
Mr P. OLDHAM, Counsellor, Permanent Mission, Geneva 
 
 
CHILE 
 
Sr. B. DEL PICÓ, Segundo Secretario, Misión Permanente, Ginebra 
 
 
COLOMBIA 
 
Dra. L.E. ARANGO, Ministro Consejero, Misión Permanente, Ginebra 
 
 



114 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

COSTA RICA 
 
Sr. A. SOLANO, Ministro Consejero, Misión Permanente, Ginebra 
 
 
COTE D’IVOIRE 
 
M. B. N’GUESSAN, Conseiller, Mission permanente, Genève 
 
 
CUBA 
 
Sr. J.A. FERNÁNDEZ, Embajador, Representante Permanente, Ginebra 
Sr. O. LEÓN GONZÁLEZ, Segundo Secretario, Misión Permanente, Ginebra 
 
 
CZECH REPUBLIC 
 
Mr T. HUSÁK, Ambassador, Permanent Representative, Geneva 
Mr P. HRNČÍŘ, Deputy Permanent Representative, Geneva 
 
 
DEMOCRATIC PEOPLE'S REPUBLIC OF KOREA 
 
Mr JANG IL HUN, Counsellor, Permanent Mission, Geneva 
 
 
DOMINICAN REPUBLIC 
 
Sra. M. BELLO DE KEMPER, Consejera, Misión Permanente, Ginebra 
 
 
ECUADOR 
 
Dr. G. LARENAS SERRANO, Ministro, Encargado de Negocios a.i.,  Misión Permanente, Ginebra 
Dr. C. SANTOS REPPETO, Consejero, Misión Permanente, Ginebra 
 
 
ESTONIA 
 
Mrs K. SIBUL, Third Secretary, Permanent Mission, Geneva 
 
 
FINLAND 
 
Mrs S. SAMMALKIVI, Second Secretary, Permanent Mission, Geneva 
 
 
FRANCE 
 
M. J.-M. RIPERT, Ambassadeur, Représentant permanent, Genève 
M. M. GIACOMINI, Représentant permanent adjoint, Genève 



 MEMBERS AND OTHER PARTICIPANTS 115 
 
 
 
 
Dr J.-B. BRUNET, Chef de la Cellule des Affaires européennes et internationales, Direction générale 

de la Santé, Ministère de la Santé et des Solidarités, Paris 
Mme J. TOR-DE TARLÉ, Premier Secrétaire, Mission permanente, Genève 
 
 
GERMANY 
 
Mr M. STEINER, Ambassador, Permanent Representative, Geneva 
Ms B. SIEFKER-EBERLE, Minister, Deputy Permanent Representative, Geneva 
Mr M. DEBRUS, Head of Division, Federal Ministry of Health, Bonn 
Dr I. VON VOSS, Counsellor, Permanent Mission, Geneva 
Dr M. VAN DEN BOOM, Advisor, Permanent Mission, Geneva 
Dr W. MAIER, Advisor, Permanent Mission, Geneva 
 
 
GHANA 
 
Dr K. BAWUAH-EDUSEI, Ambassador, Permanent Representative, Geneva 
Ms M.A. ALOMATU, First Secretary, Permanent Mission, Geneva 
 
 
GREECE 
 
Mr T.N. SARRIS, Deputy Permanent Representative, Chargé d’affaires a.i.,  Geneva 
Mr A. CAMBITSIS, Minister Counsellor, Permanent Mission, Geneva 
Ms A. DAMIGOU, Counsellor (Health Affairs),  Permanent Mission, Geneva 
 
 
GUATEMALA 
 
Sr. C. MARTÍNEZ ALVARADO, Embajador, Representante Permanente, Ginebra 
Sra. S. HOCHSTETTER SKINNER-KLÉE, Consejera, Misión Permanente, Ginebra 
Srta. S. URRUELA ARENALES, Segundo Secretario, Misión Permanente, Ginebra 
 
 
HAITI 
 
M. J.-B. ALEXANDRE, Ministre Conseiller, Mission permanente, Genève 
M. P.M.G. SAINT-AMOUR, Conseiller, Mission permanente, Genève 
 
 
HUNGARY 
 
Mr G. SZELEI KISS, Ambassador, Permanent Representative, Geneva 
Mr B. RÁTKAI, Second Secretary, Permanent Mission, Geneva 
 
 
ICELAND 
 
Mr I. EINARSSON, Director of Department, Ministry of Health and Social Security, Reykjavik 
 
 



116 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

INDONESIA 
 
Mr S.M. SOEMARNO, Minister Counsellor, Permanent Mission, Geneva 
Mr A. SOMANTRI, Second Secretary, Permanent Mission, Geneva 
Mr A.C. SUMIRAT, Third Secretary, Permanent Mission, Geneva 
 
 
IRELAND 
 
Ms M. AYLWARD, Assistant Principal Officer, International Unit, Department of Health and 

Children, Dublin 
Ms S. BARNES, Assistant Principal Officer, International Unit, Department of Health and Children, 

Dublin 
Mrs F. FLOOD, First Secretary (Human Rights), Permanent Mission, Geneva 
 
 
ISRAEL 
 
Dr I. SEVER, Director, Department of International Relations, Ministry of Health, Jerusalem 
Ms N. FURMAN, Counsellor, Permanent Mission, Geneva 
Ms E. GOULDMAN ZARKA, Adviser, Permanent Mission, Geneva 
 
 
ITALY 
 
Mme L. FIORI, Ministre plénipotentiaire, Mission permanente, Genève 
Mme M.P. RIZZO, Ministère des Affaires étrangères, Rome 
Mme V. RUSSO, Mission permanente, Genève 
 
 
JORDAN 
 
Mr H. AL HUSSEINI, First Secretary/Deputy Permanent Representative, Geneva 
 
 
MONACO 
 
M. P. BLANCHI, Ambassadeur, Représentant permanent, Genève 
Mlle C. LANTERI, Représentant permanent adjoint, Genève 
M. A. JAHLAN, Troisième Secrétaire, Mission permanente, Genève 
 
 
NETHERLANDS 
 
Mr I. DE JONG, Ambassador, Permanent Representative, Geneva 
Mr H. DE GOEIJ, Director-General for Public Health, Ministry of Health, Welfare and Sport, The 

Hague 
Mr L. VAN DER HEIDEN, Coordinator, Global Public Health, International Affairs Department, 

Ministry of Health, Welfare and Sport, The Hague 
Ms G. VRIELINK, First Secretary, Permanent Mission, Geneva 
Mr H. VAN DER HOEVEN, Desk Officer, United Nations and International Financial Institutions 

Department, Ministry of Foreign Affairs, The Hague 
Ms N. JAGESSAR, Adviser, Ministry of Health, Welfare and Sport, The Hague 



 MEMBERS AND OTHER PARTICIPANTS 117 
 
 
 
 
NEW ZEALAND 
 
Dr D. MATHESON, Deputy Director-General, Public Health, Ministry of Health, Wellington 
 
 
NORWAY 
 
Mr W.C. STRØMMEN, Ambassador, Permanent Representative, Geneva 
Ms T. KONGSVIK, Counsellor, Permanent Mission, Geneva 
 
 
PAKISTAN 
 
Mr M.N. KHAN, Federal Minister for Health, Islamabad 
Mr M. KHAN, Ambassador, Permanent Representative, Geneva 
Ms T. JANJUA, Deputy Permanent Representative, Geneva 
Dr A. AHMED, Deputy Director-General Health, Ministry of Health, Islamabad 
Dr A. GHAFFAR, Health Policy and Systems Specialist, Global Forum for Health Research, Geneva 
Professor A.J. KHAN, Principal, Frontier Medical College, Abbottabad 
Mr A.A. KHOKHAR, First Secretary, Permanent Mission, Geneva 
Mr M.A. KHAN, First Secretary, Permanent Mission, Geneva 
Mr R.S. SHEIKH, First Secretary, Permanent Mission, Geneva 
Mr F.N. TIRMIZI, First Secretary, Permanent Mission, Geneva 
Mrs S. BALOCH, Consultant, Permanent Mission, Geneva 
 
 
PARAGUAY 
 
Sra. G. AMARILLA ACOSTA, Ministra, Misión Permanente, Ginebra 
 
 
PERU 
 
Sr. M. RODRÍGUEZ CUADROS, Embajador, Representante Permanente, Ginebra 
Sr. J.P. VEGAS, Consejero, Misión Permanente, Ginebra 
Srta. E. BERAÚN, Primera Secretaria, Misión Permanente, Ginebra 
 
 
REPUBLIC OF KOREA 
 
Mr PARK Hun-yul, Counsellor, Permanent Mission, Geneva 
Mr LEE Jae-yong, Director, International Cooperation Division, Ministry of Health and Welfare, 

Seoul 
Mr LEE Kang-hee, Deputy Director, International Cooperation Division, Ministry of Health and 

Welfare, Seoul 
Ms KIM Eun-hee, Assistant Director, International Cooperation Division, Ministry of Health and 

Welfare, Seoul 
 
 
RUSSIAN FEDERATION 
 
Mr O. CHESTNOV, Deputy Director, Department of International Cooperation and Public Relations, 

Ministry of Health and Social Development, Moscow 



118 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

Mr A. PIROGOV, Deputy Permanent Representative, Geneva 
Mr V. ZIMYANIN, Senior Counsellor, Permanent Mission, Geneva 
Mr N. LOZINSKIY, Senior Counsellor, Permanent Mission, Geneva 
Dr A. PAVLOV, Counsellor, Permanent Mission, Geneva 
Mr L. KULIKOV, First Secretary, Permanent Mission, Geneva 
Mr M. KOCHETKOV, Attaché, Permanent Mission, Geneva 
Mr P. SUSLOV, Chief Specialist, Department of International Cooperation and Public Relations, 

Ministry of Health and Social Development, Moscow 
Mr D. KHUDOV, Attaché, Permanent Mission, Geneva 
 
 
SOUTH AFRICA 
 
Dr G.J. MTSHALI, Ambassador, Permanent Representative, Geneva 
Ms D. MAFUBELU, Counsellor, Permanent Mission, Geneva 
 
 
SPAIN 
 
Sr. J.A. MARCH PUJOL, Embajador, Representante Permanente, Ginebra 
Sr. G. LÓPEZ MAC-LELLAN, Consejero, Misión Permanente, Ginebra 
Sra. M.C. CAÑAVATE CAÑAVATE, Responsable, Centro Colaborador de la OMS para 

Leishmaniasis, Instituto de Salud Carlos III, Madrid 
Sr. O. GÓNZALEZ GUTIÉRREZ-SOLANA, Consejero Técnico, Dirección General de la Salud 

Pública, Ministerio de Sanidad y Consumo, Madrid 
Sr. S.S. PEÑA, Jefe de Area, Unidad de Apoyo, Dirección General de Salud Pública, Ministerio de 

Sanidad y Consumo, Madrid 
Sra. M. ESCUER, Misión Permanente, Ginebra 
 
 
SUDAN 
 
Mrs I. ELAMIN, Third Secretary, Permanent Mission, Geneva 
 
 
SWEDEN 
 
Mrs E. BORSIIN BONNIER, Ambassador, Permanent Representative, Geneva 
Ms H. PEDERSEN, First Secretary, Permanent Mission, Geneva 
Mr A. HILMERSON, Desk Officer, Ministry of Health and Social Affairs, Stockholm 
 
 
SWITZERLAND 
 
M. G. KESSLER, Chef, Section organisations internationales, Office fédéral de la Santé publique, 

Berne 
M. A. VON KESSEL, Chef suppléant, Section organisations internationales, Office fédéral de la Santé 

publique, Berne 
Mme B. SCHAER BOURBEAU, Deuxième Secrétaire, Mission permanente, Genève 
 
 



 MEMBERS AND OTHER PARTICIPANTS 119 
 
 
 
 
UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN IRELAND 
 
Mr T. KINGHAM, Head of Global Health, Department of Health, London 
Dr C. PRESERN, Counsellor, Permanent Mission, Geneva 
Ms C. KITSELL, First Secretary, Permanent Mission, Geneva 
Ms H. THOMAS, Attaché, Permanent Mission, Geneva 
Miss S. CHUBBS, Attaché, Permanent Mission, Geneva 
 
 
VENEZUELA (BOLIVARIAN REPUBLIC OF) 
 
Sra. R. POITEVIEN CABRAL, Embajadora, Encargada de Negocios a.i., Ginebra 
Sra. R. MATA, Directora General, Oficina de Cooperación Técnica y Relaciones Internacionales, 

Ministerio de Salud, Caracas 
Sr. E. BITETTO GAVILANES, Primer Secretario, Misión Permanente, Ginebra 
Dr. L.A. LIRA OCHOA, Coordinador Nacional, Proyecto de Salud, Ministerio de Salud, Caracas 
Dr. R. PADILLA, Coordinador Nacional del Plan Influencia Aviar, Ministerio de Salud, Caracas 
Sr. O. LUCES BRICEÑO, Politólogo de la Oficina de Cooperación Técnica y Relaciones 

Internacionales, Ministerio de Salud, Caracas 
Sr. J. ARIAS, Asesor del Sector Político, Misión Permanente, Ginebra 
 
 
ZIMBABWE 
 
Mrs P. NYAGURA, Counsellor, Permanent Mission, Geneva 
 
 

REPRESENTATIVES OF THE UNITED NATIONS 
AND RELATED ORGANIZATIONS 

United Nations 
 
Mr D. CHIKVAIDZE, Senior Officer, Office 

of the Director-General 
Mr A. SMITH SERRANO, External Relations 

and Inter-Agency Affairs Officer, Office of 
the Director-General 

Mr I. WANI, Chief, Research and Right to 
Development Branch, Office of the United 
Nations High Commissioner for Human 
Rights 

Ms D. KORLJAN, Office of the United 
Nations High Commissioner for Human 
Rights 

 
United Nations Conference on Trade and 
Development 
 
Ms S. TWAROG, Economic Affairs Officer, 

Division on International Trade in Goods 
and Services and Commodities 

Mr A. STEVENSON, Economic Affairs 
Officer, Division on International Trade in 
Goods and Services and Commodities 

 
United Nations Environment Programme 
 
Mr P. QUIBLIER, Programme Office, UNEP 

Office, Geneva 
 
United Nations Population Fund 
 
Ms S. TELLIER, Director, UNFPA Office, 

Geneva 
Dr V. FAUVEAU, Senior Maternal Health 

Advisor, UNFPA Office, Geneva 
Ms N. BOSMANS, UNFPA Office, Geneva 
 
World Food Programme 
 
Mr D. BELGASMI, Director, WFP Office in 

Geneva 



120 EXECUTIVE BOARD, 118TH SESSION  
 
 
 
 

 

Ms P. KENNEDY, Deputy Director, WFP 
Office in Geneva 

 
Office of the United Nations High 
Commissioner for Refugees 
 
Ms C. LINNÉR, Head, Inter-Organization 

Desk, Secretariat and Inter-Organization 
Service 

 
UNAIDS 
 
Dr P. PIOT, Executive Director 
Ms D. LANDEY, Deputy Executive Director 
Ms P. MANE, Director, Policy, Evidence and 

Partnerships Department 
Mr M. SIDIBE, Director, Country and 

Regional Support Department 
Mr R. SALLA NTOUNGA, Acting Director, 

Executive Office 
Mr E. MURPHY, Associate Director, Office of 

Governance, Donors and United Nations 
System Relations 

Ms S. MEHTA, Deputy Director, Country and 
Regional Support Department 

Ms E. TIMPO, Associate Director, Country 
Programming and Liaison, Country and 
Regional Support Department 

Mr L. LOURES, Associate Director, Global 
Initiatives Division 

Mr E. HAARMAN, Chief, Finance and 
Administration Team, Programme Support 
Department 

Ms J. GIRARD, Chief, Human Resources 
Management 

Ms B. DE ZALDUONDO, Associate Director, 
Epidemic Monitoring and Prevention 
Policy, Evidence and Partnerships 
Department 

Mr A. CHATTERJEE, Senior Advisor, 
Prevention and Public Policy, Prevention, 
Care and Impact Mitigation Department 

Mr B. N’DAW, Programme Development 
Adviser, Prevention, Care and Impact 
Mitigation Department 

Mr G. TEMBO, Team Leader, United Nations 
Action at Regional and Country Level 

Mr J. TYSZKO, External Relations Officer, 
Governance and United Nations System 
Relations 

 
 
 
 

 

SPECIALIZED AGENCIES 

International Labour Organization 
 
Mr A. DIOP, Executive Director, Social 

Protection Sector 
Dr S. NIU, Senior Specialist in Occupational 

Health, SafeWork 
Mr B. SALTER, Senior Adviser, Conditions of 

Work and Employment Programme 
Ms X. SCHEIL-ADLUNG, Health Policy 

Coordinator, Social Security Department 
Mr F. LEGER, Social Security Department 
Ms S. MAYBUD, Sectoral Activities 

Department 
 
 
 
 

Food and Agriculture Organization of the 
United Nations 
 
Mr T.N. MASUKU, Director, FAO Liaison 

Office, Geneva 
 
World Meteorological Organization 
 
Mrs L. MALONE, Scientific Officer, World 

Climate Programme Department 
 
United Nations Industrial Development 
Organization 
 
Ms K. UNO, Director, UNIDO Office at 

Geneva 
 

 



 MEMBERS AND OTHER PARTICIPANTS 121 
 
 
 
 

 

REPRESENTATIVES OF OTHER INTERGOVERNMENTAL 
ORGANIZATIONS 

League of Arab States 
 
M. S. ALFARARGI, Ambassadeur, 

Observateur permanent, Genève 
M. Y. TILIOUANT, Premier Attaché, 

Délégation permanente, Genève 
M. O. EL HAJJÉ, Délégation permanente, 

Genève 
 
African Union 
 
Mrs K. MASRI, Permanent Observer, Geneva 
Mr V.N. WEGE, Minister Counsellor, 

Permanent Delegation, Geneva 
Dr K. ESSEGHAIRI, Director, Social Affairs 
Dr G. KALIMUGOGO, Head, AIDS Watch 

Africa 
 
European Commission 
 
Mr C. TROJAN, Ambassador, Head of 

Permanent Delegation, Geneva 
 

Mr T. BÉCHET, Minister Counsellor, Head of 
UN Section, Permanent Delegation, Geneva 

Dr M. RAJALA, Minister Counsellor, 
Permanent Delegation, Geneva 

Mr N. FAHY, Deputy Head of Unit, 
Directorate General for Health and 
Consumer Protection, Brussels 

 
International Organization for Migration 
 
Dr D. GRONDIN, Director, Migration Health 

Department 
Ms J. WEEKERS, Migration Health Policy 

Advisor 
Dr A. DAVIES, Public Health Consultant 
 
Organization of the Islamic Conference 
 
Mr M.A. JERRARI, Minister Counsellor, 

Permanent Observer Mission, Geneva 
 
 

 

REPRESENTATIVES OF NONGOVERNMENTAL 
ORGANIZATIONS IN OFFICIAL RELATIONS WITH WHO 

CMC - Churches’ Action for Health 
 
Ms C. CEPUCH 
Dr M. KURIAN 
Mr P. MUBANGIZI 
Dr T. REED 
Dr M. SHIVA 
Mr A. WULF 
Ms S. SHASHIKANT 
Mr M. KHOR 
 
Consumers International 
 
Mr B. PEDERSEN 
Ms A. ALLAIN 
Dr M. ARENA 
Ms P. BALA 
Mr T. BALASUBRAMANIAM 
Ms M. CHILDS 
Ms C. DANIELS 

Ms N. DENTICO 
Ms N. EL RASSI 
Ms M. EWEN 
Ms E.F.M. 'T HOEN 
Dr T. HUBBARD 
Ms LIM LI CHING 
Ms A. LINNECAR 
Mr J. LOVE 
Ms M.S. MASAIGANAH 
Ms Y. MILLER BERLIE 
Mr B. MISRA 
Mr D. MWANGI 
Mr A. NIKIEMA 
Mr S. OCHIENG 
Ms C. PANAGIOTOPOULOS 
Ms C. PEREZ 
Ms J. RUIS SANJUAN 
Ms C. TAN 
Mr L. UPCHURCH 
Mr JOO KEAN YEONG 



122 EXECUTIVE BOARD, 118TH SESSION 
 
 
 
 

 

Council for International Organizations of 
Medical Sciences 
 
Dr J.E. IDÄNPÄÄN-HEIKKILÄ 
Dr J. VENULET 
Mr S. FLUSS 
 
Council on Health Research for 
Development 
 
Professor C. IJSSELMUIDEN 
Ms S. DE HAAN 
Mr M. DEVLIN 
Dr A. KENNEDY 
Ms G. MONTORZI 
Ms C. NIETO 
 
Global Forum for Health Research 
 
Professor S.A. MATLIN 
Ms M.A. BURKE 
Dr A. DE FRANCISCO 
Dr A. GHAFFAR 
Mr D. HAYWARD 
Ms S. OLIFSON 
Ms L. SUNDARAM 
 
Inter-African Committee on Traditional 
Practices affecting the Health of Women 
and Children 
 
Mrs B. RAS-WORK 
 
International Alliance of Women 
 
Ms M. PAL 
 
International Association for Maternal and 
Neonatal Health 
 
Dr R. KULIER 
 
International Association of Logopedics and 
Phoniatrics 
 
Dr A. MULLER 
 
International College of Surgeons 
 
Professor P. HAHNLOSER 
 

International Council for Control of Iodine 
Deficiency Disorders 
 
Dr G. BURROWS 
Professor J. LING 
Dr H. BUERGI 
 
International Federation for Medical and 
Biological Engineering 
 
Professor J. NAGEL 
Dr M. NAGEL 
 
International Federation of Biomedical 
Laboratory Science 
 
Ms L. MORGAN 
 
International Federation of Business and 
Professional Women 
 
Ms M. GERBER 
Ms G. GONZENBACH 
 
International Federation of Gynecology and 
Obstetrics 
 
Dr R. KULIER 
 
International Federation of Health Records 
Organizations 
 
Ms L. NICHOLSON 
 
International Federation of Medical 
Students Associations 
 
Mr A. NAGLA 
 
International Federation of Pharmaceutical 
Manufacturers and Associations 
 
Mr M. OJANEN 
Ms A. WASUNNA 
Mr R. BURDEN 
Mr G. SAMUELS 
Ms P. CARLEVARO 
Ms K. HOLM 
Ms C. RAMIREZ 
Ms L. AKELLO-ELOTU 
Mr E. NOEHRENBERG 
Dr H.E. BALE, Jr 



 MEMBERS AND OTHER PARTICIPANTS 123 
 
 
 
 
Dr R. KRAUSE 
Ms O. MORIN 
Mr F. SANTERRE 
Mr G. WILLIS 
Mr T. SANO 
 
International Federation of Surgical 
Colleges 
 
Professor S.W.A. GUNN 
 
International Hospital Federation 
 
Professor P.-G. SVENSSON 
 
International Lactation Consultant 
Association 
 
Ms M. ARENDT LEHNERS 
 
International Network on Children's 
Health, Environment and Safety 
 
Dr C. FALVO 
 
International Organization for 
Standardization 
 
Mr T.J. HANCOX 
 
International Planned Parenthood 
Federation 
 
Dr K. ASIF 
 
International Society for Preventive 
Oncology 
 
Dr E. NIEBURGS 
 
International Stroke Society 
 
Mrs I. BOURZEIX 

International Union of Architects 
 
Mr H. EGGEN 
 
OXFAM 
 
Mrs P. SAUNDERS 
Dr M.-K. SMITH 
 
 
Rotary International 
 
Mr G. COUTAU 
 
World Federation for Medical Education  
 
Dr H. KARLE 
Professor L. CHRISTENSEN 
 
World Federation for Mental Health 
 
Mrs M. LACHENAL 
Dr S. FLACHE 
Ms A. YAMADA-VETSCH 
 
World Federation of Public Health 
Associations 
 
Professor T. ABELIN 
Mrs J.B. DAVENPORT 
 
World Self-Medication Industry 
 
Dr D. WEBBER 
Ms S. DURAND-STAMATIADIS 
 
World Vision International 
 
Dr M. AMAYUN 
Mr T. GETMAN 
 

 
 
 

_______________



- 125 - 

 

 

 

COMMITTEES AND WORKING GROUPS1 
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Dr M. Phooko (Lesotho), Professor J. Pereira Miguel (Portugal), Dr J.D. Ntawukuliryayo (Rwanda), 
Dr Suwit Wibulpolprasert (Thailand), Dr V. Tangi (Tonga). 
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(Canada), Professor D. Houssin (France), Dr A.M. Ali Mohammed Salih (Iraq), Dr B. Wint (Jamaica), 
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1 Showing their current membership and listing the names of those members of the Executive Board who attended 

meetings held since the previous session of the Board. 
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3. Committee of the Executive Board to discuss the Report of the Commission on 
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Dr R.R. Jean Louis (Madagascar), Dr Suwit Wibulpolprasert (Thailand). 

________________ 

 

                                                      
1 Two members per region participated. 
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SUMMARY RECORDS 

FIRST MEETING 

Monday, 29 May 2006, at 09:40 

Chairman: Mr M.N. KHAN (Pakistan) 

later: Dr F. ANTEZANA ARANÍBAR (Bolivia) 

 
 
 
1. OPENING OF THE SESSION AND ADOPTION OF THE AGENDA: Item 1 of the 

Provisional agenda (Documents EB118/1 and EB118/1 (annotated)) 
 
 The CHAIRMAN expressed his sorrow and sympathy at the tragedy of the recent earthquake in 
Indonesia, in which more than 5000 people had lost their lives, over 20 000 had been injured and 
many more displaced. His country, Pakistan, had experienced a similar tragedy in 2005. 
 Declaring the 118th session of the Executive Board open, he invited members to consider the 
provisional agenda, with the exception of the two proposals for supplementary items. 
 
 Dr SHANGULA (Namibia) proposed that items 5.5 and 8.3 should be considered together, 
since they both concerned the Millennium Development Goals. 
 
 Professor PEREIRA MIGUEL (Portugal), speaking on behalf of the Member States of the 
European Union, requested that the European Commission should be invited to participate without 
vote in the deliberations of the meetings of subcommittees or other subdivisions of the Board at its 
118th session, in accordance with Rule 4 of the Rules of Procedure of the Executive Board. 
 
 Mr BURCI (Legal Counsel) recalled that the same request had been made at the Board’s 
117th session in January 2006, when the Board had agreed to the Commission’s participation for the 
relevant agenda item, subject to the provision of a clear statement of the distribution of competencies 
between the Community and its Member States.1 The Board might wish to proceed along the same 
lines at the present session. 
 
 The CHAIRMAN said that, as there were no objections, he took it that the Board wished to 
grant the request. 
 
 It was so agreed. 
 

                                                      
1 See document EB117/2006/REC/2, summary record of the first meeting, section 1. 
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 The CHAIRMAN, referring to documents EB118/17 and EB118/18, proposed the inclusion on 
the agenda of two supplementary agenda items entitled “Consideration of the acceleration of the 
procedure to elect the next Director-General of the World Health Organization” and “Deputy Director-
General of the World Health Organization”. As there were no objections, he took it that the Board 
wished to include both items, which would become agenda items 9 and 10, respectively. 
 
 The agenda, as amended, was adopted.1 
 
 
 
2. ELECTION OF CHAIRMAN, VICE-CHAIRMEN AND RAPPORTEUR: Item 2 of the 

Agenda 
 
 The CHAIRMAN invited nominations for the office of Chairman. 
 
 Dr GOMES TEMPORÃO (Brazil) nominated Dr F. Antezana Araníbar (Bolivia), the 
nomination being seconded by Dr WINT (Jamaica). 
 
 Dr Antezana Araníbar was elected Chairman. 
 
 The ACTING DIRECTOR-GENERAL thanked Mr Khan, outgoing Chairman, for his excellent 
work and leadership during the past year. He, too, had been shocked by the disaster in Indonesia. 
WHO would respond as it had to the disaster in Pakistan. 
 

The Acting Director-General presented Mr Khan with a gavel. 
 
 Mr M.N. KHAN (Pakistan) said that he had been honoured to take on the stimulating challenge 
of chairing the Executive Board, and thanked Board members and the late Director-General for their 
help. Conflicts, natural disasters and disease outbreaks were increasing in number and posing a great 
risk for health security. On such occasions, resources must be mobilized quickly in order to support 
recovery and the transition to a sustainable health system. For rapid, equitable and cost-effective 
action, emergency response centres needed to be set up around the world, such as that being 
considered for Pakistan by the Regional Office for the Eastern Mediterranean. In order to avoid the 
loss of precious time in mobilizing funds, it had been proposed by the Board at its 117th session that 
special funds should be placed at the disposal of the Director-General, allowing immediate action and 
subsequent accounting for expenditure.2 WHO and the United Nations system in general must 
intensify efforts in order to provide emergency relief to victims of conflicts and natural disasters. 
 He paid tribute to the late Director-General, who would remain in the thoughts of all members 
of the Board, commended the smooth transition of leadership, and welcomed the new Board members. 
 

Dr Antezana Araníbar took the Chair. 
 
 The CHAIRMAN said that he looked forward to contributing his experience to help the Board 
through the difficult situation it was facing, and to ensure the welfare of the Organization and its 
future. He was grateful for the wisdom and knowledge of the Board members, as he had been for that 
of the late Director-General, whose memory should inspire the Board’s work concerning the 
Organization’s management, leadership and future. He invited nominations for the four posts of 
Vice-Chairman. 

                                                      
1 See page 57. 
2 See document EB117/2006/REC/2, summary record of the second meeting, section 1. 
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 Dr SHANGULA (Namibia), seconded by Dr RAHANTANIRINA (Madagascar), nominated 
Dr Gakuruh (Kenya). 
 
 Dr HANSEN-KOENIG (Luxembourg), seconded by Professor PEREIRA MIGUEL (Portugal), 
nominated Mr Shiraliyev (Azerbaijan). 
 
 Dr SINGAY (Bhutan), seconded by Mr DE SILVA (Sri Lanka), nominated Dr Suwit 
Wibulpolprasert (Thailand). 
 
 Ms HALTON (Australia), seconded by Dr SHINOZAKI (Japan), nominated Dr Sadasivan 
(Singapore). 
 
 Dr Gakuruh (Kenya), Mr Shiraliyev (Azerbaijan), Dr Suwit Wibulpolprasert (Thailand) 
and Dr Sadasivan (Singapore) were elected Vice-Chairmen. 
 
 The CHAIRMAN noted that, under Rule 15 of the Rules of Procedure of the Executive Board, 
if the Chairman were unable to act between sessions, one of the Vice-Chairmen should act in his 
place; the order in which the Vice-Chairmen would be requested to serve should be determined by lot 
at the session at which the election had taken place. 
 
 It was determined by lot that the Vice-Chairmen should serve in the following order: 
Dr Sadasivan (Singapore), Mr Shiraliyev (Azerbaijan), Dr Suwit Wibulpolprasert (Thailand) 
and Dr Gakuruh (Kenya). 
 
 The CHAIRMAN invited nominations for the office of Rapporteur. 
 
 Dr AL-SHAMMARI (Iraq), seconded by Mr MIGUIL (Djibouti), nominated Dr Saheli (Libyan 
Arab Jamahirya). 
 
 Dr Saheli was elected Rapporteur. 
 
 
 
3. PROGRAMME OF WORK 
 
 The CHAIRMAN noted that the Board was scheduled to finish its work no later than 
1 June 2006. Members would be consulted should any unforeseen circumstances arise that might make 
it necessary to alter the timetable. He proposed that the Board consider the two supplementary items, 
consideration of the acceleration of the procedure to elect the next Director-General of the World 
Health Organization (item 9) and Deputy Director-General of the World Health Organization 
(item 10), following the conclusion of its discussion of agenda items 3 and 4. 
 
 Professor PEREIRA MIGUEL (Portugal), speaking on behalf of the Member States of the 
European Union and supported by Professor PAUNESCU (Romania), requested that consideration of 
supplementary agenda item 9 be taken up at the Board’s third meeting. 
 
 Dr STEIGER (alternate to Dr Agwunobi, United States of America), noting that the Board had a 
full timetable before it, expressed a strong preference for taking up the two supplementary agenda 
items during the first and second meetings. If a conclusion were to be reached, the necessary 
translation work could be done and revised texts prepared for consideration by the Board at its third 
meeting. 
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 Mr MIGUIL (Djibouti), Dr SHANGULA (Namibia), Dr KHALFAN (Bahrain), Ms HALTON 
(Australia) and Mr DE SILVA (Sri Lanka) endorsed the views of the Chairman and the member for 
the United States of America that it would be advisable to consider the supplementary agenda items 
expeditiously. 
 
 Dr GWENIGALE (Liberia) recalled that, at the Board’s special session, he had requested that 
the Secretariat should resolve the issue of the Deputy Director-General.1 He had noted the contents of 
the report contained in document EB118/20, but had not been able to find the item in the agenda. 
 
 The CHAIRMAN explained that the matter would be discussed during consideration of the two 
supplementary agenda items. 
 Referring to the request from the member for Portugal and highlighting the relevance of the 
subject matter to other agenda items, including technical matters, he said that most speakers had 
indicated their preference for taking up the two supplementary items immediately after consideration 
of agenda items 3 and 4. 
 
 Professor PEREIRA MIGUEL (Portugal) withdrew his proposal; its purpose had been to reflect 
the fact that there had not been enough time for consultation about the contents of document 
EB118/20. 
 
 The CHAIRMAN said that he took it that the programme of work he had proposed was 
accepted. 
 
 It was so agreed. 
 
 
4. OUTCOME OF THE FIFTY-NINTH WORLD HEALTH ASSEMBLY: Item 3 of the 
 Agenda (Document EB118/2) 
 
 The CHAIRMAN reminded members that the Board had been represented at the Fifty-ninth 
World Health Assembly by Ms Halton (Australia), Dr Hansen-Koenig (Luxembourg), Mr M.N. Khan 
(Pakistan) and Dr Shangula (Namibia), and he asked Dr Shangula to present a report. 
 
 Dr SHANGULA (Namibia) introduced document EB118/2 which summarized the work done 
during the Health Assembly. Further consideration of the destruction of variola virus stocks, health 
promotion in a globalized world, and WHO’s role and responsibilities in health research had been 
deferred until the session of the Board in January 2007. 
 
 Dr WINT (Jamaica) said that, in view of the exceptional circumstances in which the Health 
Assembly had opened, the Secretariat’s response had been commendable. Owing to its prompt action, 
Member States had been able to proceed with the work, despite their sadness at the untimely passing 
of Dr Lee. 
 
 The CHAIRMAN agreed that all credit was due to the Secretariat for the way in which it had 
handled the situation. He took it that the Board wished to take note of the report. 
 
 The report was noted. 
 
 

                                                      
1 See summary record of the special session, this volume, page 33. 
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5. REPORT OF THE PROGRAMME, BUDGET AND ADMINISTRATION COMMITTEE 
 OF THE EXECUTIVE BOARD: Item 4 of the Agenda (Document EB118/3) 
 
 Ms HALTON (Australia), speaking in her capacity as Chairman of the Programme, Budget and 
Administration Committee of the Executive Board, said that the Committee’s fourth meeting had been 
constructive and confirmed that the Committee had a genuine purpose and direction. Many items 
discussed at the meeting had been reported to the Health Assembly and did not require further 
comment. The Committee had continued to discuss the process of management reform in WHO. It 
was useful for the Committee, on behalf of the Board, to be able to provide feedback and guidance to 
the Secretariat on the need for continued efforts in that area. The suggestion to focus the January 2007 
meeting on the monitoring of WHO’s financial resources had been accepted by consensus. 
 The Committee had also discussed the report on progress of the medium-term strategic plan and 
acknowledged the plan’s close relation to the Eleventh General Programme of Work, which had 
subsequently been approved by the Health Assembly.1 The Committee had finalized that document on 
behalf of the Board. Members had also highlighted the Millennium Development Goals, the need for 
collaboration with other organizations in the United Nations system and the need for WHO to work 
more strategically with partners in public health and development. It had been requested that the 
medium-term strategic plan and the performance assessment report should be submitted to all the 
regional committees for their consideration. Regarding the confirmation of amendments to the Staff 
Regulations and Staff Rules, the late availability of document EB118/11 had obliged the Committee to 
forward the matter to the Board for consideration without discussion in the Committee. In regard to 
the strategic resource allocation (document EB118/7), a vigorous discussion had taken place on the 
validation mechanism, which had been amended after the Committee’s previous meeting to take 
account of concerns about least developed countries. There had been extensive discussion about the 
revised proposal submitted by the Secretariat and, in a spirit of compromise, the Committee had 
decided to accept it, and to treat all least developed countries as equal in weight to the neediest group 
of countries; however, the engagement factor would continue to be applied as in the earlier model. The 
Committee recommended that the Board should also consider the document in a spirit of compromise, 
as it ensured that the guiding principles on strategic resource allocation and the associated validation 
mechanism would, if adopted, provide a solid foundation on which to proceed. 
 
 The CHAIRMAN observed that it would be useful to discuss, at some future date, how strategic 
resource allocations would pass from headquarters to the regional offices and then to countries. 
 
 The Board noted the report. 
 
 
 
6. CONSIDERATION OF THE ACCELERATION OF THE PROCEDURE TO ELECT 
 THE NEXT DIRECTOR-GENERAL OF THE WORLD HEALTH ORGANIZATION: 
 Item 9 of the Agenda (Document EB118/20) 
 
 The CHAIRMAN recalled that the Board, at its special session the previous week, had asked the 
Secretariat to submit options at the current session for accelerating the procedure to elect the next 
Director-General. The various options were set out in document EB118/20. The Board might usefully 
start with a general debate on the concepts involved before discussing the options in detail, although 
members were free to give their views directly regarding the option they preferred. 
 

                                                      
1 Resolution WHA59.4. 
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 Dr SUWIT WIBULPOLPRASERT (Thailand) requested clarification from the Legal Counsel 
on the meaning of “next meeting” in Rule 109 of the Rules of Procedure of the World Health 
Assembly. As the 118th session was the next regular session of the Board after Dr Lee’s death, did it 
mean that the Board would have to proceed to nominations at the current session? Rule 108 of the 
same Rules of Procedure specified that the term of office of the Director-General was five years. The 
Board had before it three options: if it chose one that did not include the normal five-year time frame, 
it might affect the next Director-General’s term of office. Did that imply that the Board would also 
need to decide the term of the office of Director-General? If so it would have to propose that the next 
Health Assembly should suspend Rule 108. 
 
 Mr BURCI (Legal Counsel) said that Rule 109 had been drafted at a time when there was no set 
procedure for the presentation and screening of candidatures for the post of Director-General, and 
candidatures were presented directly to the Executive Board. Subsequent changes of approach were 
reflected in Rule 52 of the Rules of Procedure of the Executive Board but Rule 109 had remained 
unchanged, leaving the possibility, under special circumstances, of a contradiction between Rule 109, 
with its request for an immediate nomination, and Rule 52 with its six-month process to arrive at a 
nomination. According to the letter of Rule 109, the “next meeting” had been the meeting held on 
23 May, the day after the Director-General had died. That did not mean that the Executive Board was 
acting illegally. The rules should be interpreted flexibly in the light of their object and purpose, and 
bearing in mind the background he had described. In his view, therefore, the Board had the authority 
to defer consideration of the nomination until a later session if it considered that to be in the best 
interests of the Organization and to avoid incompatibility with the process set out in Rule 52 of the 
Board’s Rules of Procedure. 
 With regard to Rule 108, should the Director-General be appointed in October or December, his 
or her term of office would terminate in October or December five years later, in other words between 
Health Assemblies. The Health Assembly would therefore have to decide, on an ad hoc basis, to 
suspend that aspect of Rule 108 in order to waive the five-year rule and enable the Director-General’s 
term of office to run until a Health Assembly, back-to-back with the next appointment. The Board at 
its current session did not need to discuss the term of office, but it would be appropriate for it to 
recommend to the Health Assembly that the latter suspend Rule 108 and take the relevant ad hoc 
decision.  
 
 Mr DE SILVA (Sri Lanka) said that no time should be lost in appointing a new Director-
General. A pragmatic approach should be adopted to changing the Rules if that was necessary. He 
supported Option 1, Timetable 1A. The cost would be high, but that was secondary to the importance 
of making the appointment as soon as possible in order to enable the new Director-General, equipped 
with a clear mandate, to take office as from 1 January. 
 
 Dr STEIGER (alternate to Dr Agwunobi, United States of America) said that he too preferred 
Option 1, Timetable 1A in the belief that a long campaign would paralyse the Organization. He had a 
strong preference for a special session of the Health Assembly lasting no more than one day, with only 
one agenda item, namely, the confirmation of the Executive Board’s nominee. Consideration might be 
given to reducing costs by renting facilities other than the Palais des Nations. His Government would 
be drawing to the extent possible on its Geneva-based mission for its delegation to the session, and he 
encouraged other countries to follow suit. 
 It should be made clear in the Board’s current deliberations that any member of staff of WHO 
intending to stand as candidate should take leave of absence for the duration of the campaign. 
 
 Dr WINT (Jamaica) supported Option 1, Timetable 1A. Unusual circumstances called for 
unusual responses. Given the ongoing changes within WHO, with the reform process and new budget 
preparation strategy, it was crucial to shorten the period during which there would be no Director-
General at the helm. 
 



 SUMMARY RECORDS: FIRST MEETING 133 
 
 
 
 
 Dr SHANGULA (Namibia) requested the Secretariat to provide the Board with an official 
staffing list of WHO, in particular at the level of the Assistant Directors-General, together with the 
names of the incumbents. He further requested a written definition – which should also be included in 
WHO’s Basic Documents – of the terms “senior officers” and “Secretariat”. Those terms appeared to 
be open to different interpretations, leading to confusion. 
 Was WHO facing a crisis or an emergency? The answer would help to determine how the 
process could be accelerated. Among the implications of the options presented was the question of the 
suspension of the Rules of Procedure. Recalling the emphasis placed on due process and acting in 
accordance with the Rules at the Board’s special session on 23 May, he was in favour of overriding 
existing Rules of Procedure only when absolutely necessary and minimum interference would be 
particularly important during the phase leading to the nomination of a candidate by the Executive 
Board. 
 
 Dr GOMES TEMPORÃO (Brazil) said that, at its special session, the Board had guaranteed 
sound technical and administrative governance; that had to be ensured. He therefore supported 
Option 1, Timetable 1A. 
 
 Dr KHALFAN (Bahrein) likewise supported Option 1, Timetable 1A. 
 
 Dr REN Minghui (China) endorsed the statement made by the member for Namibia. Certain 
basic principles were involved. Ample time was needed in order to assess the candidates for the post 
of Director-General. Every effort should be made in order to avoid amending or waiving the Rules of 
Procedure. The selection process should be efficient, but not unduly protracted. On the basis of past 
experience, what was the time frame for the Director-General to take office, once the Health Assembly 
had approved the Board’s nomination? 
 
 Mr RAMOTSOARI (Lesotho), also supporting the statement made by the member for Namibia, 
recalled that at the special session of the Board the African position had been that due diligence should 
be exercised with regard to compliance with the Rules of Procedure of the governing bodies, bearing 
in mind that, in exceptional circumstances, it might be necessary to amend or suspend those Rules. 
 Funding ought to be forthcoming to cover the costs indicated in some of the options proposed, 
and the implementation of programmes should not be affected. Looking to the future, he proposed that 
consideration should be given to regional rotation for the post of Director-General. He supported 
Option 1. 
 
 Dr GØTRIK (Denmark) agreed to an accelerated process, but emphasized that sufficient time 
was needed in order to find the right candidate. The process should involve the strictest compliance 
with the Rules of Procedure. Another important election was to be held in the United Nations system 
later in the year, and perhaps the two elections should not coincide. He agreed with the member for the 
United States of America that any extraordinary arrangement should be as inexpensive as possible, 
and could therefore support Option 1, Timetable 1B or possibly Option 2. 
 
 Dr HANSEN-KOENIG (Luxembourg) endorsed the comments made by the previous speaker 
and associated herself with the statement made by the member for Jamaica. Credit was due to the 
Secretariat for ensuring that the Health Assembly had proceeded smoothly in such difficult 
circumstances. WHO needed strong political leadership and a new Director-General should be 
appointed as soon as possible. She stressed the need to choose the best possible candidate. She would 
therefore prefer to avoid undue haste and also unnecessary interference with existing Rules of 
Procedure. She could therefore support Option 1, Timetable 1B, or possibly Option 2. 
 
 Dr SUWIT WIBULPOLPRASERT (Thailand) concurred with the view of the member for 
China on the importance of obtaining information on past experience of the time between the 
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appointment of the Director-General by the Health Assembly and the beginning of his or her term of 
office. 
 
 Mr AITKEN (Adviser to the Director-General) said that there was no specific rule governing 
that point. However, a two-month period had usually been observed. 
 
 Dr SUWIT WIBULPOLPRASERT (Thailand) said that, in the light of the current unstable 
global health situation, the impending avian influenza pandemic, and the recent series of natural 
disasters, a new Director-General should be appointed as soon as possible. However, none of the 
options proposed would sufficiently accelerate that process. Although he believed that the Rules of 
Procedure should not in principle be infringed, he agreed that a flexible interpretation could be 
justified in view of the urgency of the situation. He would thus prefer Timetable 1A, because 
Timetables 1B or 2 would delay the process considerably. He endorsed the proposal by the member 
for the United States of America that any candidate from the Secretariat should be requested to leave 
his or her post during the campaign period in order to ensure transparency. 
 
 Dr SHINOZAKI (Japan) agreed that, in order to ensure the stability and proper functioning of 
the Organization, a smooth and swift transition from Acting Director-General to elected Director-
General was essential. 
 
 Dr GWENIGALE (Liberia) said that, although certain members who supported Timetable 1A 
probably already knew who they wished to be elected as Director-General, it was important to 
examine all the candidates, since political considerations could be involved. He favoured Option 1B, 
since it did not contravene either Rule 52 of the Rules of Procedure of the Executive Board or Rule 
108 of the Rules of Procedure of the World Health Assembly, and would allow the new Director-
General to take up office immediately after his or her election. 
 
 Mr MIGUIL (Djibouti) strongly favoured Timetable 1A. Acceleration of the election process 
would lead to better governance of the Organization. Strong leadership and clear vision were needed 
as the world was faced with a series of pandemics and health crises, and the relevance and 
sustainability of WHO’s actions should prevail over any budgetary considerations. 
 He urged the Board to draw the appropriate lessons from the power vacuum generated by 
Dr Lee’s demise, which had led to loose interpretations of the Rules of Procedure, and he fully shared 
the views expressed by the member for Thailand. He endorsed the proposal that there should be 
rotation between regions at the higher management level, so as to reflect the different, yet 
complementary, contributions of Member States. 
 
 Professor PEREIRA MIGUEL (Portugal) said that there were three key priorities: to choose the 
best candidate, not to infringe the Rules of Procedure, and to speed up the election process. He 
supported the option proposed by the member for Namibia. 
 
 The CHAIRMAN stressed that no attempt was being made to infringe the Rules of Procedure. 
The suggestion was rather to modify them if the option selected meant that that was necessary. 
 
 Dr TANGI (Tonga) pointed out that Article 31 of the Constitution stated that the Director-
General should be appointed by the Health Assembly on the nomination of the Board on such terms as 
the Health Assembly might determine. There would thus be no need to suspend Rule 108 in that 
connection. The next Director-General should be in office in time for the January session of the Board, 
and should be involved in setting the agenda for both the Board’s session and the Health Assembly. 
Timetables 1A and 1B could thus both be envisaged; as the only factor distinguishing the two was the 
duration of the nomination process, he favoured Timetable 1A. 
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 Dr SINGAY (Bhutan) agreed that the aim should be to select the best candidate. The 
Organization was indeed facing a crisis. He endorsed the statement made by the member for Thailand. 
The new Director-General should be actively involved in the preparation of the programme budget and 
should have extensive knowledge of the General Programme of Work. He too supported 
Timetable 1A. 
 
 Dr JAKSONS (Latvia) associated himself with the views expressed by the members for 
Denmark and Luxembourg. He doubted whether Board members could complete the process within a 
two-month period, particularly during the less active season of summer in the northern hemisphere; 
trying to do so could lead to unexpected problems. Since Timetables 1B and 2 did not present major 
differences, he opted for Timetable 2. 
 
 Mr SHUAAIB (alternate to Dr Al-Shammari, Iraq) expressed support for Option 1, 
Timetable 1A, which would enhance the role of the Organization in the current difficult situation. 
 
 Dr VOLJČ (Slovenia) recalled the crucial question of whether the Organization was 
experiencing a crisis. If a crisis indeed existed, then speedy action should be taken; if not, the 
procedure should be normalized and time allowed for all regions and countries to propose their best 
candidates. 
 
 The CHAIRMAN pointed out that the special session of the Board had been convened in order 
to deal with a crisis, and to solve the problem of the lack of an automatic procedure for the 
replacement of the Director-General, owing to the absence of a Deputy Director-General. That 
problem had been resolved, but it was undeniable that an unusual situation, calling for unusual 
decisions, had arisen. 
 
 
 

The meeting rose at 12:30. 
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SECOND MEETING 
 

Monday, 29 May 2006, at 14:05 
 

Chairman: Dr F. ANTEZANA ARANÍBAR (Bolivia) 
 
 

1. CONSIDERATION OF THE ACCELERATION OF THE PROCEDURE TO ELECT 
THE NEXT DIRECTOR-GENERAL OF THE WORLD HEALTH ORGANIZATION: 
Item 9 of the Agenda (Document EB118/20) (continued) 

 
 Dr NTAWUKURIRYAYO (Rwanda) noted that the existing rules for the replacement of the 
Director-General were inadequate and an accelerated process was needed for good governance and 
effectiveness, particularly in the areas of budgetary and administrative management. He therefore 
supported Timetable 1A, which would ensure that the appointment was made as soon as possible. He 
also supported the proposal by the member for Namibia that the post of Director-General should be 
rotated among the various regions. 
 
 Professor AYDIN (Turkey) said that Timetable 1A appeared to be the best solution, but 
expressed concerns about the suspension and possible infringement of the Rules of Procedure. Would 
Timetable 1A infringe Article 31 of the Constitution? Although Timetable 3 was a safer option, it 
would not help to resolve the matter. Accordingly, he preferred Timetable 2. 
 
 Mr BURCI (Legal Counsel) said that both Rule 53 of the Rules of Procedure of the Executive 
Board and Rule 122 of the Rules of Procedure of the World Health Assembly provided for suspension 
of the Rules in specific circumstances, on condition that advance notice was given. Accelerating the 
process for the election of the next Director-General would not therefore be a breach of the Rules of 
Procedure. 
 
 Ms HALTON (Australia) said that confidence in WHO was paramount if global health was to 
be improved and health crises such as that caused by the recent earthquake in Indonesia were to be 
handled effectively. People around the world were becoming increasingly nervous as a result of the 
health threats posed by avian influenza and bioterrorism. A crisis of confidence or a constitutional 
crisis could arise from a lack of clarity as to how to proceed, given the absence of specific guidance in 
the Constitution and Rules of Procedure. A loss of confidence in WHO could affect its delivery of 
vital services and have an economic impact that made it unable to do its job. Accordingly, procedures 
had to be clarified not only for the current situation but also for the future. The Board would be failing 
in its responsibilities if it did not set out procedures for dealing with the current and with future 
situations. 
 In the current case, the Board must decide on a desired outcome and time frame. It must plan 
around the meetings of the regional committees, budgetary meetings and its own session in 
January 2007. It must consider the practical implications of the appointment process. There was no 
possibility of appointing a Director-General before the meetings of the regional committees, and there 
might even be some slippage with regard to the budgetary meetings, but the Board would be remiss if 
it failed to nominate a Director-General by its session in January 2007. Clearly, Member States would 
need time to consider candidates’ credentials thoroughly, especially as imminent summer holidays in 
the northern hemisphere might cause delays. Nonetheless, opting for Timetable 3 would be a breach of 
the Board’s responsibilities. Timetable 2 would be too slow because it might take two months for a 
new Director-General to take up his or her post. Timetable 1A might not give some countries enough 
time to look at candidates’ credentials. Timetable 1B might make it difficult to have the 
Director-General in place in time. If the Board wished to nominate the best candidate possible, it must 
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accept that the nominee would need a certain interval before taking up the post. She asked, therefore, 
whether there might be a compromise solution that fell somewhere between Timetable 1A and 
Timetable 1B. For instance, if the next session of the Board and the Health Assembly were convened 
in early November, the new Director-General would have two months in which to take up the post.  
 
 The CHAIRMAN commented that holidays might have to take second place when it came to 
considering candidates for such an important post. 
 
 Dr KAKAR (Afghanistan) noted that members’ preferences were guided by various 
considerations, such as the concern not to infringe Rule 52 and the need for sufficient time to identify 
the best candidate. The public interest, however, demanded that a new Director-General should be 
appointed as soon as possible. He favoured Timetable 1A but could support the compromise solution 
proposed by the member for Australia. He also supported the proposal that consideration should be 
given in the selection process to regions from which a Director-General had so far not been appointed. 
 
 Dr SAHELI (Libyan Arab Jamahiriya) said that global health needs arising from natural 
disasters, conflict and epidemics made it essential to accelerate the selection process. Like most 
members of the Board, he preferred Timetable 1A and felt that a period of eight to nine weeks was 
sufficient to conduct the process. 
 
 Mr AITKEN (Adviser to the Director-General), referring to the financial implications outlined 
in document EB118/20, said that there were two possible locations for the proposed special session of 
the Health Assembly, namely the Palais des Nations and the International Conference Centre, Geneva. 
The Swiss Government would not charge for the use of the Centre, but it would not be available on all 
the dates proposed in the various timetables. The cost of using the Palais des Nations would be 
US$ 30 000.  
 It was the practice for WHO to pay the travel costs of delegations from the least developed 
countries. The cost for all 50 such countries would be US$ 180 000, but if the 35 of those countries 
with missions in Geneva chose to be represented by their missions, the cost would be only 
US$ 60 000. The Secretariat had proposed the dates of October for Timetable 1A and December for 
Timetable 1B, but it might be possible for the special sessions to take place in November. The special 
session of the Health Assembly would be held on a Thursday, to follow the Board’s session held from 
Monday to Wednesday. It had been ascertained that both the Palais des Nations and the Conference 
Centre would be available on Thursday, 2 November and Thursday, 9 November. 
 
 Dr GWENIGALE (Liberia) said that the West African countries, which had to contend with 
transportation and communication difficulties, favoured Timetable 1B. However, he would not oppose 
a November session of the Board and the Health Assembly. 
 
 The CHAIRMAN said that there was agreement, first, that WHO must secure the best possible 
candidate for the post of Director-General, and secondly that such a candidate should be appointed as 
soon as possible. The new Director-General would have to be in place before the Board session in 
January 2007 in order to lead the programme budget process. Clearly, he or she would not be 
appointed in time for the Regional Committee meetings in September 2006. That narrowed the options 
down to Timetable 1A, Timetable 1B or some other alternative, such as that proposed by the member 
for Australia, which would reconcile the various interests involved. He suggested, therefore, that the 
Board consider a “Timetable 1A Plus” that would enable the best possible candidate to be appointed 
following the Board’s consideration of candidates at the most appropriate time, the objective being to 
have a new Director-General in place by January 2007. 
 
 Dr STEIGER (alternate to Dr Agwunobi, United States of America) said that that compromise 
seemed to be good. The nomination period would begin on 1 June 2006 and continue until the end of 
September. The special session of the Executive Board could be held from 6 to 8 November, followed 
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by the special session of the Health Assembly on 9 November. For financial reasons, he would prefer 
that the latter take place at the International Conference Centre, Geneva.  
 
 Dr GØTRIK (Denmark) endorsed that proposal, but queried whether the Board would need to 
meet for three days when two days might be sufficient. 
 
 Dr SHANGULA (Namibia) observed that the Board was discussing a further option, “Timetable 
1A Plus”, that did not exist in writing. Since all the other options and their financial implications had 
been submitted in writing, the same procedure must be followed with the latest proposal. He preferred 
Timetable 1B, which would involve the least disruption of the Rules of Procedure and at the same time 
allow sufficient time for candidates’ credentials to be considered and for a consensus to be reached on 
the best candidate for nomination. 
  
 Mr AITKEN (Adviser to the Director-General) said that the cost of the proposed “Timetable 1A 
Plus” would be the same as that of Timetables 1A and 1B. Written information about the intermediate 
timetable, together with a draft resolution for the Board's consideration, would be available the 
following morning. The Board was likely to need a full three days of meetings for the election process, 
as it would have to agree on a shortlist of candidates, decide how they were to be interviewed and 
conduct the election itself. 
 
 Mr MIGUIL (Djibouti) asked whether the elections could take place at the end of October, since 
many important meetings were scheduled for the beginning of November. 
 
 The CHAIRMAN said that members would have to decide which of the many calls on their 
time was the most important. 
 
 Dr SUWIT WIBULPOLPRASERT (Thailand) agreed to join the consensus on the intermediate 
timetable, although he would have preferred the election to take place sooner. 
 
 The CHAIRMAN said that, if he saw no objection, he would take it that the Board wished to 
postpone further consideration of the procedure for electing a new Director-General until the following 
morning, when information about the proposed intermediate timetable and a draft resolution would be 
available in writing. 
 
 It was so agreed. 
 
 (For adoption of the resolution, see summary record of the third meeting, section 2.) 
 
 
 
2. DEPUTY DIRECTOR-GENERAL OF THE WORLD HEALTH ORGANIZATION: 

Item 10 of the Agenda (Document EB118/19) 
 
 The CHAIRMAN explained that the item had been added to the agenda in order to clarify the 
status of the Deputy Director-General. 
 
 Dr SHANGULA (Namibia) recalled that at the previous meeting he had asked for information 
in writing about the number of posts at Assistant Director-General level and above, and the number of 
them that were currently vacant. He still needed that information. 
 
 Mr AITKEN (Adviser to the Director-General) listed the names and countries of origin of all 
staff at Assistant Director-General level and above, namely the Assistant Directors-General, including 
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himself, and the Regional Directors. The Acting Director-General had previously been Assistant 
Director-General for General Management. 
 
 Dr SHANGULA (Namibia) asked which post Dr Nordström formally occupied at present.  
 
 Mr AITKEN (Adviser to the Director-General) said that Dr Nordström’s formal position was 
that of Acting Director-General, which he had assumed on 22 May 2006. The Board had confirmed 
the appointment on 23 May.  
 
 The ACTING DIRECTOR-GENERAL said that in the light of his current position he would not 
continue to exercise the functions of Deputy Director-General. 
 
 Following a query by Dr STEIGER (alternate to Dr Agwunobi, United States of America), 
Mr AITKEN (Adviser to the Director-General) explained that legally Dr Nordström still occupied the 
post of Deputy Director-General. If it was deemed necessary for someone to exercise the functions of 
the occupier of that post, another staff member would have to be designated to act in Dr Nordström’s 
place. However, the current situation was unique in that, when a new Director-General was appointed, 
Dr Nordström would revert not to the position of Deputy Director-General but to his original post of 
Assistant Director-General. 
 
 Dr KHALFAN (Bahrain) asked whether an acting Assistant Director-General had been 
appointed. 
 
 The ACTING DIRECTOR-GENERAL said that three of his senior staff would exercise the 
function of acting Assistant Director-General, General Management, on a rotational basis.  
 
 Dr SUWIT WIBULPOLPRASERT (Thailand) asked what salary the Acting Director-General 
would receive. 
 
 Mr AITKEN (Adviser to the Director-General) said that, after three months, the Acting 
Director-General would receive the same salary as the Director-General, which was standard practice 
for any staff member acting in place of another. Until then, he should receive the salary of a Deputy 
Director-General. However, the salary of the Deputy Director-General had not been reviewed since 
1998 and the last available figure was lower than that of an Assistant Director-General. Dr Nordström 
would therefore continue to receive the salary of an Assistant Director-General for that three-month 
period. It was expected that the Health Assembly would decide on the salary of the Deputy 
Director-General at its next session in May 2007, and adjust Dr Nordström's salary retroactively. 
 
 Dr SUWIT WIBULPOLPRASERT (Thailand) said that, if Dr Nordström was Deputy 
Director-General, he should receive the salary for that post, even if it was lower than his previous one. 
 
 Dr GWENIGALE (Liberia) pointed out that not all members of the Board had accepted 
Dr Nordström's assumption of the position of Deputy Director-General. Personally, he considered 
Dr Nordström to be an Assistant Director-General acting as Director-General.  
 
 Replying to a question from Dr TANGI (Tonga), Mr AITKEN (Adviser to the Director-
General) said that, as stated in paragraph 8 of document EB118/19, the salary of the Deputy 
Director-General had traditionally been set at the same level as that of an Under-Secretary-General of 
the United Nations. However, the Health Assembly would need to take a formal decision to that effect. 
 
 Dr STEIGER (alternate to Dr Agwunobi, United States of America) agreed with the member for 
Thailand that, if Dr Nordström was Deputy Director-General, he should receive the salary for that 
post, and not be awarded a higher salary.  
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 However, he did not support the view expressed by the member for Liberia. The Executive 
Board could not challenge the late Dr Lee's designation of his deputy: its mandate was to appoint an 
Acting Director-General. 
 
 Mr AITKEN (Adviser to the Director-General) said that a staff member drawing a certain salary 
generally continued to be entitled to that salary even if he or she later took up a post at a lower level, 
unless he or she had been demoted because of misconduct. 
 
 Mr BURCI (Legal Counsel) confirmed that it was the prerogative of the Director-General to 
appoint his or her deputy. Under Rule 113 of the Rules of Procedure of the World Health Assembly, 
the Executive Board appointed the Acting Director-General. 
 
 Mr AITKEN (Adviser to the Director-General), in reply to a question by Dr KHALFAN 
(Bahrain), explained that Dr Nordström’s responsibilities as Acting Director-General and Deputy 
Director-General would cease on the appointment of a new Director-General, and that he would then 
revert to his post of Assistant Director-General with responsibility for General Management, as 
indicated in the late Director-General’s memorandum. 
 
 Mr SHIRALIYEV (Azerbaijan) said that it was fitting that Dr Nordström should receive the 
benefits of the post of Deputy Director-General while he was officially in that post. Consideration 
should also be given to his remuneration as Acting Director-General. Would there be a post of Deputy 
Director-General after the new Director-General had been appointed, and would such an appointment 
be at the discretion of the Director-General? 
 
 Dr TANGI (Tonga), recalling the terms of the late Director-General’s memorandum1 and 
drawing attention to Regulation 4.5 of the Staff Regulations, which referred to the appointments and 
terms of office of the Deputy Director-General, Assistant Directors-General and Regional Directors, 
said that it was important for the Board to take all aspects into account in reviewing the various 
procedures involved. 
 
 Dr FRENK (alternate to Mr Bailón, Mexico) remarked that the discussions at the current session 
and the special session had illustrated the need for an in-depth review, not only to clarify the present 
situation but also to determine what revisions were needed to remove any doubts and ambiguities in 
the relevant rules and regulations. He proposed that a working group should be established to clarify 
the definitions and procedures involved, so that the Organization could act more efficiently and with 
greater certainty in the future. 
 
 The ACTING DIRECTOR-GENERAL welcomed that proposal and suggested that the 
Secretariat might be requested to undertake such a review, which would include all relevant aspects of 
the situation that had arisen over the past week, including those pertaining to the post of Deputy 
Director-General, and to prepare a report for consideration by the Programme, Budget and 
Administration Committee of the Executive Board and subsequently by the Board at its session in 
January 2007.  
 
 Mr AITKEN (Adviser to the Director-General) confirmed the feasibility of that procedure. 
 
 Dr KHALFAN (Bahrain) said that a serious consideration should be whether the appointment 
of a Deputy Director-General should become mandatory or be left to the discretion of the 
Director-General. 

                                                      
1 Document EBSS/2. 
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 The CHAIRMAN proposed that the Board should proceed as suggested by the Acting 
Director-General. However, it would be necessary to coordinate the review with the procedures 
adopted for the selection of a new Director-General. 
 
 It was so agreed. 
 
 In reply to a question from Mr MIGUIL (Djibouti), the CHAIRMAN gave an assurance that all 
relevant aspects, including the earlier suggestion that nominations for the post of Director-General 
should be subject to regional rotation, would be taken into account during the review. 
 
 
 
3. TECHNICAL AND HEALTH MATTERS: Item 5 of the Agenda 
 
Control of leishmaniasis: Item 5.1 of the Agenda (Documents EB118/4 and EB118/4 Add.1) 
 
 Dr KAKAR (Afghanistan), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that several different forms of leishmaniasis occurred in 21 of those 
23 countries. There were regular severe outbreaks of anthroponotic visceral leishmaniasis in Somalia 
and Sudan with high mortality resulting from the difficulties of reaching people in affected areas and 
the high cost of diagnostic tools and medicines. Anthroponotic cutaneous leishmaniasis, caused by 
Leishmania tropica, was the second most important form of the disease in the Region, particularly in 
Afghanistan, the Islamic Republic of Iran, northern Pakistan and the Syrian Arab Republic. Since 
there was no effective preventive strategy for reducing or preventing transmission, control was limited 
to case detection and treatment, which constituted a heavy burden for health systems. Regular 
outbreaks of zoonotic cutaneous leishmaniasis occurred in desert zones across the Region and were 
usually the result of explosions in the population of the rodent reservoir in rainy years or after water 
resource development projects. Zoonotic visceral leishmaniasis, with a reservoir in dogs, occurred in 
18 Member States in the Region. The sporadic pattern of human disease made it difficult to develop 
cost-effective prevention strategies. 
 He supported adoption of the draft resolution in the report and stressed initiatives to reduce the 
prices of medicines. He commended the UNICEF/UNDP/World Bank/WHO Special Programme on 
Research and Training in Tropical Diseases for its promotion of new and affordable diagnostic and 
treatment tools. More field research was needed in affected areas in order to improve understanding of 
the ecology of the various Leishmania species and to develop cost-effective preventive strategies. 
Leishmaniasis deserved a more structured programme at the global level, with more ambitious 
long-term targets, given that there was no immediate prospect of any reduction in the transmission or 
burden of leishmaniasis. 
 
 Dr SHANGULA (Namibia) recalled that his country, in its statement made to the plenary of the 
Fifty-ninth World Health Assembly on behalf of the Member States of the Southern Africa 
Development Community, had argued for the development of appropriate and affordable technologies 
in order to combat neglected tropical diseases, including leishmaniasis. The report gave possibly 
undue emphasis to the association between leishmaniasis and HIV infection, providing little evidence; 
it was not clear whether persons who were HIV-positive were more susceptible to leishmaniasis or 
whether the association was coincidental. Moreover, countries where leishmaniasis was endemic were 
those with the lowest HIV prevalence rates. Leishmaniasis was a disease in its own right that had 
occurred long before the advent of HIV. 
 Supporting the draft resolution, he proposed that in the third preambular paragraph, the word 
“new” should be inserted before “cases”. The seventh preambular paragraph should be deleted, as 
should the words “bearing in mind the baseline status of malnutrition and HIV” in paragraph 1(4). 
Current research focused mainly on treatment and management of leishmaniasis. In order to give more 
emphasis to vector control, a new subparagraph should be inserted in paragraph 1(7) to read 
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“(a) identify appropriate and effective methods of vector control” and the existing paragraphs should 
therefore be renumbered. In the new paragraph 1(7)(b), “cheap” should be replaced by the more 
appropriate word “affordable”. 
 
 Professor PEREIRA MIGUEL (Portugal), supporting the draft resolution, said that human 
serological studies in endemic regions were expensive and not always cost-effective. The 
epidemiological assessments called for in paragraph 1(4) should therefore be multidisciplinary and 
seek to identify reservoirs of infection and determine the proportion of contaminated vectors in the 
areas surveyed. Difficulties arose mainly from the lack of access to health services and from 
non-adherence to treatment, which facilitated the development of drug resistance. Campaigns should 
be conducted in order to increase public awareness of leishmaniasis.  
 
 Dr PHUSIT PRAKONGSAI (adviser to Dr Suwit Wibulpolprasert, Thailand) said that cases of 
leishmaniasis had been reported by 33 countries. However, inconsistencies between reports from 
WHO and the Infectious Disease Research Institute (Seattle, Washington, United States of America) 
on the number of people at risk or infected confirmed the lack of reliable data for estimating the 
magnitude and impact of the disease, although the figures were clearly substantial.  
 Leishmaniasis was not included on the list of notifiable communicable diseases in Thailand, 
where only three cases had been detected since 1966. However, capacity for prevention and control of 
the disease was limited. His country was therefore strengthening surveillance of both humans and the 
sandfly vector, and undertaking field research on sandfly ecology and incidences of infection in the 
human population at risk and the animal reservoir. 
 The fact that the rapid diagnosis test and first-line treatment, costs for which were quoted in the 
report as US$ 1-3 and US$ 30-150, respectively, had to be administered in hospitals was an obstacle to 
access, since prevalence of the disease was highest in rural areas with peripheral health centres of only 
limited capacity. An alternative prevention method was the use of insecticide-impregnated bednets, 
which cost US$ 5 per unit and lasted for five years. 
 WHO and the Infectious Disease Research Institute had collaborated in clinical trials of a 
therapeutic vaccine in Brazil, Colombia and Peru. Leishmaniasis should therefore be included as one 
of the neglected diseases that required a strategic plan of action, and should be referred to the 
intergovernmental working group to be established in pursuance of resolution WHA59.24 on public 
health, innovation, essential health research and intellectual property rights in order to draw up a 
global strategy and plan of action in that respect. 
 He proposed 12 amendments to the draft resolution, which he would submit in writing. 
 
 Dr STEIGER (alternate to Dr Agwunobi, United States of America) suggested that the report 
should be revised before submission to the Sixtieth World Health Assembly in order to include 
information on therapeutic vaccines and prophylactic vaccination as part of a control strategy for 
cutaneous leishmaniasis, which had proved effective in parts of South America and Africa. Also, the 
importance of the development of immune-based therapies for treating patients with visceral 
leishmaniasis needed emphasis; current medicines reinforced immune responses in them, but worked 
only poorly in those coinfected with HIV. He was confident that the WHO Advisory Expert Panel for 
Leishmaniasis would provide sufficient guidance on a policy framework for leishmaniasis control, and 
that it should not be necessary to establish a global task force as called for in the draft resolution. 
However, he supported the suggestion by the member for Thailand that leishmaniasis should be 
considered by the intergovernmental working group. 
 The draft resolution should be amended by replacing the sixth preambular paragraph with 
“Noting the burden that treatment can place on families;”. In paragraph 1(6), “lower drug pricing” 
should be replaced by “advocate for high-quality and affordable drugs”. He supported the amendment 
to paragraph 1(7) proposed by the member for Namibia, and further proposed the addition of the 
words “safe, effective” after the word “alternative” in existing paragraph 1(7)(a). In paragraph 3(4), 
the words “set up a global task force in order to determine priorities and” should be deleted, and 
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paragraph 3(5) should be amended to read “to promote research pertaining to leishmaniasis control 
and the dissemination of the findings of that research”.  
 
 Dr GØTRIK (Denmark) pointed out that, although action on leishmaniasis was needed in some 
Member States, it was not a public health problem for all. The draft resolution might therefore be 
amended so that the action called for in paragraphs 1(1) to 1(5) was aimed at Member States where 
leishmaniasis was a substantial public health concern. He supported the draft resolution, but 
emphasized the need to take its financial implications into account, bearing in mind that the Board 
would have to consider how to change priorities from communicable diseases to noncommunicable 
diseases in discussing the budget. 
 
 The CHAIRMAN pointed out that document EB118/4 Add.1 contained details of the 
administrative and financial implications of the draft resolution. 
 
 Dr AL-SHAMMARI (Iraq) said that leishmaniasis remained a health concern in his country, 
particularly for children under five years of age. Although the number of people with visceral 
leishmaniasis had fallen from 2448 in 2004 to 2048 in 2005, the number of cases of cutaneous 
leishmaniasis had risen from 2137 to 2538 in the same period. The Ministry of Health was making 
efforts to fight the disease and screen for it on a regular basis. Two rounds of treatment were provided 
annually, in the spring and the autumn, with care being provided throughout the summer. Insecticides 
were also used in an effort to control the disease and medication was provided free of charge where 
needed. He supported the draft resolution. 
 
 Dr GOMES TEMPORÃO (Brazil) said that, in view of the spread of visceral leishmaniasis and 
its changing epidemiological profile in the Region of the Americas and the diversity of the Leishmania 
species, surveillance of cutaneous and human visceral leishmaniasis should take into account the 
different clinical, laboratory and epidemiological aspects. In the light of recommendations made at an 
expert consultation on visceral leishmaniasis in Brazil in 2005, a sustainable approach to leishmaniasis 
control and surveillance for continued research was needed. Given Brazil’s experience of research into 
alternative antileishmanial agents and serological diagnostic methods, he proposed that the words “and 
define appropriate doses and duration of therapy schedules for these medicines” should be added at the 
end of paragraph 1(7)(a) of the draft resolution, and that two new subparagraphs should be added that 
would read: “(c) evaluate and improve sensitivity and specificity of serological diagnostic methods for 
canine and human visceral leishmaniasis, including standardization and effectiveness evaluation;” and 
“(d) evaluate effectiveness of alternative control measures such as the use of bednets impregnated with 
long-lasting insecticide”. 
 
 Dr SHINOZAKI (Japan) acknowledged that leishmaniasis was a serious problem, particularly in 
Africa. Many difficulties remained, such as lack of appropriate epidemiological data, and 
unsatisfactory access to prevention, treatment and care. He supported the draft resolution, with the 
amendments proposed. 
 
 Dr HANSEN-KOENIG (Luxembourg) said that she would welcome action on leishmaniasis, 
which should be a public-health priority. There should be close coordination with the 
UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in Tropical 
Diseases in order to avoid duplication of efforts and ensure optimum use of limited financial 
resources. As the Director-General was requested to draft guidelines on prevention and management 
of leishmaniasis in paragraph 3(2) of the draft resolution, she asked whether the establishment of a 
global task force, referred to in paragraph 3(4), was necessary.  
 
 Dr FRENK (alternate to Mr Bailón, Mexico) expressed support for the draft resolution, as 
amended. An epidemiological surveillance system for leishmaniasis was in place in Mexico, providing 
for notification of the disease in all its clinical forms. It was difficult for countries where the 
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prevalence of the disease was low, such as his own, to produce medicines locally. Leishmaniasis was a 
high-priority disease for which collective action through WHO, in order to ensure access to 
high-quality, safe and effective medicines, including for low-prevalence countries, should be clearly 
stated. 
 
 Dr VOLJČ (Slovenia) said that, although leishmaniasis was not a public health concern in his 
country, there should be no adverse financial implications if the global task force was not established, 
and that the funds earmarked for controlling leishmaniasis itself would not be reduced. 
 
 Ms CAÑAVATE CAÑAVATE (Spain)1 said that, in view of the high cost of the medicines and 
the fact that the disease was often to be found in remote areas, appropriate treatment was often 
delayed, increasing morbidity and mortality and thus further impoverishment. Confection with HIV 
was a serious emerging public health problem that had begun in the endemic countries of southern 
Europe and extended to some 34 countries, most of which were developing countries. Spain, as an 
endemic country, had proposed that the topic should be included on the Board’s agenda, and had 
recently approved a donation of US$ 2.5 million for WHO to strengthen action against leishmaniasis 
in Ethiopia and Sudan. 
 
 Dr CHAN (Assistant Director-General) acknowledged the sound advice and guidance. The 
Department of Control of Neglected Tropical Diseases had been established by the late 
Director-General in order to place greater emphasis on diseases that affected the poorest of the poor. 
Efforts would be made to ensure synergy between relevant programmes, and to ensure optimum use of 
limited resources. She welcomed the strong support for the draft resolution and the amendments 
proposed.  
 
 The CHAIRMAN said that the item would be left open until the following day when the text of 
the amended draft resolution would be available. 
 
 (For adoption of the resolution, see summary record of the fourth meeting, section 2.) 
 
Thalassaemia and other haemoglobinopathies: Item 5.2 of the Agenda (Documents EB118/5 and 
EB118/5 Add.1) 
 
 Dr KHALFAN (Bahrain), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, expressed support for the draft resolution contained in document EB118/5. The 
prevalence of blood disorders varied greatly across the Region, ranging from 5% in countries of the 
Gulf Cooperation Council to 27% of the population in the eastern province of Saudi Arabia. In most 
countries where sickle-cell anaemia was a major concern, its management was inadequate, national 
control programmes had not been established, and there was a lack of reliable epidemiological data. 
However, the disease was preventable. Pre-marital detection was particularly important where 
consanguinity rates were high. Bahrain and Saudi Arabia had made pre-marital screening mandatory; 
other countries in the Region should do likewise. In Cyprus, Greece and Italy, countries where pre-
marital screening was promoted and where couples most at risk were identified before their first 
pregnancy, the number of children born with blood disorders had fallen by at least 75%. WHO must 
set strategies for genetic population screening, bearing in mind social and religious reservations about 
interventions during pregnancy. 
 The draft resolution was comprehensive, but the Eastern Mediterranean countries would find it 
challenging to implement all the actions proposed, as would most developing countries, owing to poor 
infrastructure and a lack of clear policies and strategies. The Region sought support in order to tackle 

                                                      
1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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sickle-cell anaemia at primary care level; to elaborate guidelines and cost-effective national policies 
for the prevention and care of blood disorders; to promote cooperation between WHO Collaborating 
Centres and institutions in the area of blood diseases; and to strengthen prevention and control 
programmes for blood disorders of public health importance. 
 
 Dr SADASIVAN (Singapore) said that thalassaemia was the most common genetic disease 
worldwide, occurring in some 60 countries, including Singapore. His country recognized the threat 
that the disease posed to future generations, and had established a national thalassaemia registry. 
Screening was recommended for pregnant women, especially those found to be anaemic, and any 
pregnant woman found to be a carrier was referred to the national thalassaemia registry for further 
screening of family members and genetic counselling. Rates of thalassaemia had declined significantly 
in Singapore over the previous decade, the incidence of beta-thalassaemia major having fallen to 
0.05 per 1000 live births from 0.14 per 1000 live births in 1987. He supported the draft resolution, 
which would help to highlight the importance of national policies that addressed hereditary diseases 
and ensure good health for future generations. 
 
 Dr RAHANTANIRINA (Madagascar) said that thalassaemia was a public health concern in the 
developing countries, particularly in Africa, where it was difficult for patients to access health-care 
services and treatment was often prohibitively expensive. Action should focus on prevention, while 
respecting individual autonomy, the right to appropriate and full information, and confidentiality. 
Diagnosis and treatment helped to lessen risks, and should be integrated at the primary health-care 
level in order to reach as many people as possible. Furthermore, world leaders should make more 
funds available for genetics, and national, regional and global partnerships should be developed to 
allow developing countries equal access to treatment. She supported the draft resolution.  
 
 Mr DE SILVA (Sri Lanka) said that there were about 2000 reported cases of thalassaemia in 
Sri Lanka. As the positive experience of other countries such as Cyprus and Singapore had shown, 
prevention, rather than treatment, was the key to success. National governments had a social 
responsibility to provide those suffering from thalassaemia with the necessary medication to enhance 
their quality of life. Unfortunately, that was often expensive, owing to the monopoly in the 
pharmaceutical industry. Supporting the draft resolution, he proposed that the text might be amended 
in order to indicate that WHO should promote research into the disease, and establish a public/private 
partnership with the pharmaceutical industry in order to ensure that the necessary medicines were 
made available at an affordable price. 
 
 Dr AL-SHAMMARI (Iraq) said that thalassaemia and haemoglobinopathies were genetic 
diseases for which prevention was preferable to treatment. Until a gene map was available that would 
allow a cure for such conditions to be found, efforts should be concentrated on prevention in view of 
the complications often involved in treatment. Prevention meant educating populations about the risks 
of intermarriage and identifying carriers through haemoglobin electrophoresis so that marriages 
between them could be avoided. The issue was complicated, requiring proper social and medical 
support. 
 
 Ms VALDEZ (alternate to Dr Agwunobi, United States of America), commenting on the 
ongoing scientific and ethical debate on the subject, said that community education, population 
screening, genetic counselling and early diagnosis were an effective part of any treatment strategy. In 
her country, targeted screening was available for haemoglobinopathies, including a simple blood test 
for sickle-cell anaemia on all neonates, using blood from samples taken for other routine tests. All 
Member States should adopt similar screening policies, based on the prevalence of disease in their 
populations or subpopulations, as resources permitted. Integrating educational, non-prescriptive, 
voluntary genetic counselling into primary health-care settings could be an effective way of reaching 
the general public. In countries with limited resources, local authorities should determine the 
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feasibility of training all medical staff, as called for in the draft resolution, taking into account other 
competing training priorities.  
 In areas of high prevalence, screening programmes and public education programmes should be 
available to inform individuals of their potential to pass on the diseases. In cases of prenatal diagnosis 
of haemoglobinopathies, ethical considerations should come first. She expressed concern that national 
programmes promoting carrier screening might be stimulating social change towards overall greater 
acceptance of pregnancy termination. The United States was at the forefront of genomics and 
biomedical research into the treatment and prevention of genetic diseases and associated congenital 
malformations. Incentives should be introduced in order to encourage the development of appropriate 
treatment. As indicated in the report, there were several problems with current methods of treatment 
which necessitated increased investment in targeted clinical research. 
 Revision of the report should give more attention to aspects such as the need for effective 
blood-safety surveillance programmes in order to prevent the spread of blood-borne illnesses among 
thalassaemics, and for substantive recommendations in order to prevent treatment complications and 
secondary conditions associated with thalassaemia. 
 In the draft resolution she proposed that the words “insufficiency of relevant epidemiological 
data” should be replaced by “insufficient epidemiological data” in the fourth preambular paragraph; 
that the word “officially” should be deleted from the fifth preambular paragraph; that the words “the 
current inequality worldwide” should be replaced by “the current worldwide lack of” in the sixth 
preambular paragraph; and that the words “particularly prenatal screening” should be inserted after 
“haemoglobinopathies” in the last preambular paragraph. The words “and support” should be deleted 
from paragraph 2(3); paragraph 2(4) should end with the word “haemoglobinopathies” and the 
remainder of the text should be deleted; and the words “support and coordinate” should be deleted 
from paragraph 2(5). 
 
 Professor AYDIN (Turkey) said that haemoglobinopathy was a major disease burden for public 
health in his country. Around 2.1% of the population, some 1.3 million people, were estimated to carry 
the beta-thalassaemia gene, and there were around 4000 patients with the condition. Turkey had 
initiated haemoglobinopathy control programmes in 27 provinces, and there were plans to extend 
coverage to 33 provinces where a high proportion of the population was at risk of thalassemia. The 
programme’s main aims were genetic counselling, public education, carrier screening and termination 
of pregnancies, if necessary, along with providing a better quality of life for sufferers. By the end of 
2005, 70% of couples were being screened before marriage in provinces where the programme had 
been established. To implement its goals, Turkey was establishing centres with the capacity to develop 
approaches to prevention and treatment. He expressed full support for the draft resolution. 
 
 Professor PEREIRA MIGUEL (Portugal), expressing a particular interest in the issues of health 
and migration as related to haemoglobinopathies, said that it was particularly important to focus on 
prevention, since carrier screening stimulated social changes. Portugal, with WHO support, had been 
operating a national programme for the control of haemoglobinopathies since 1984. Its current priority 
was better integration of control measures into primary health care, and its strategic goals included 
improving the quality of genetic services, creating conditions for the certification of genetic 
laboratories, particularly those targeting prenatal diagnosis, and establishing protocols for proven and 
cost-effective treatment. He expressed full support for the draft resolution. 
 
 Dr SHINOZAKI (Japan) recalled the regional characteristics of haemoglobinopathies; as a 
major cause of death in African and Asian countries was infectious disease, the importance of 
haemoglobinopathies was often overlooked. In an age with a high level of international interaction, 
however, the possibility of hereditary diseases spreading all over the world could not be denied. The 
report should act as a catalyst for WHO, other international organizations and donor countries to 
recognize the problem in countries affected. He supported the draft resolution. 
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 Mr RAMOTSOARI (Lesotho), observing that haemoglobinopathies were a major problem for 
Africa, expressed support for the draft resolution, but suggested that the wording of paragraph 1(7) 
should read: “to provide support for basic and applied research on thalassaemia, in collaboration with 
international organizations;”. 
 
 Dr PHUSIT PRAKONGSAI (adviser to Dr Suwit Wibulpolprasert, Thailand) said that 
thalassaemia was a significant health problem in Thailand, with more than 500 000 cases in 2005 and 
some 12 000 affected births every year. There was a high prevalence of both alpha- and beta-
thalassaemia, particularly in the northeast of the country, and the various combinations of defective 
genes could lead to more than 60 thalassaemia syndromes, ranging in severity from asymptomatic 
conditions to fatal diseases. All regions had centres offering prenatal diagnosis and prevention and 
control programmes for pregnant women. Efforts had been made by governmental and 
nongovernmental organizations to provide better care for thalassaemic patients and to promote 
prevention and control. Thailand’s comprehensive thalassaemia control strategy comprised several 
approaches, including educating people about the disease, screening, providing genetic counselling 
and family planning, detecting couples at risk and providing prenatal diagnosis. A simple screening 
tool had been used at community level and success had been achieved in early detection through 
cooperation between health volunteers and health-care providers at district level.  
 Knowledge of the cost-effectiveness of interventions was crucial for making informed and 
strategic decisions that would lead to improvements in preventing and controlling thalassaemia and 
other haemoglobinopathies. Such information could be used by all Member States, particularly 
developing countries in order to plan and implement effective and efficient policies. All WHO regions 
were affected by haemoglobinopathies and, although there was an annual International Thalassaemia 
Day (8 May), he suggested adding a new paragraph 2(6) to the draft resolution that would read “to 
consider having a World Health Day on haemoglobinopathy diseases such as thalassaemia and sickle-
cell anaemia in the near future”, in order to raise awareness and ensure political support for 
longer-term solutions to the problem.  
 
 Ms VALDEZ (alternate to Dr Agwunobi, United States of America) clarified that she supported 
the draft resolution on the understanding that nothing contained in it either advocated or supported 
abortion as a means to prevent or control thalassaemia and other haemoglobinopathies. 
 
 Mr SHIRALIYEV (Azerbaijan) attached great importance to the question of 
haemoglobinopathies, since around 80% of Azerbaijan’s population carried the gene. He supported the 
Secretariat’s programme for treatment and care and emphasized the role of WHO and 
nongovernmental organizations in tackling the problems. Azerbaijan was already creating a national 
thalassaemia centre in order to provide prophylactic treatment for those disorders. However, care of 
patients with the disease was also important, and an act had been passed in 2005 establishing the 
organizational and legal basis for State support and regulated treatment and prevention issues, 
ensuring that diagnosis and treatment for patients with inherited blood disorders would be financed 
from the State budget. Parliament had also passed an act on safe blood containing measures to phase 
out remuneration for blood donations. 
 
 The CHAIRMAN emphasized the importance of the Board’s discussion, which enabled 
members to learn from the experience of others and reflected the technical nature of the Organization’s 
work. In response to the concerns expressed by the member for the United States of America, he 
confirmed that nothing in the draft resolution or in the Board’s discussion conveyed any implication 
with regard to abortion. 
 
 Dr LE GALÈS-CAMUS (Assistant Director-General) welcomed the indications for future work, 
including the need for better epidemiological data and for public health policies not only to take 
account of prevention, early detection, treatment and general management of the disease but also to 
respect the social and religious values of communities. The importance of research in order to improve 
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the situation for sufferers and at-risk groups had been noted. If the draft resolution were adopted by the 
Health Assembly, the Secretariat would suggest that its implementation should be closely linked to 
that of resolution WHA59.20 on sickle-cell anaemia in order to maximize synergy and efficiency. 
 
 Dr KEAN (Executive Director, Office of the Director-General) said that it had been proposed 
that in the fourth preambular paragraph “insufficiency of epidemiological data” should be amended to 
read “insufficient epidemiological data”; in the fifth preambular paragraph, the word “officially” 
should be deleted; in the sixth preambular paragraph “inequality” should be deleted and “lack of” 
inserted after “worldwide”; in the last preambular paragraph, “particularly prenatal screening” should 
be inserted after “haemoglobinopathies”; in paragraph 1(7), the two phrases should be inverted; in 
paragraph 2(3), “and support” should be deleted after “promote”; in paragraph 2(4) the entire text after 
“haemoglobinopathies” should be deleted; in paragraph 2(5) “support and coordinate” should be 
deleted. A new subparagraph 2(6) had also been proposed, that would read: “2(6) to consider having a 
World Health Day on haemoglobinopathy diseases, such as thalassaemia and sickle-cell anaemia, in 
the near future”. Sri Lanka’s proposal might best be incorporated into paragraph 2(1), by inserting 
“and to drugs” after “health services”. 
 
 The CHAIRMAN invited the Board to adopt the draft resolution, as amended. 
 
 The resolution, as amended, was adopted.1 
 
 
 

The meeting rose at 17:30. 
 
 

 

                                                      
1 Resolution EB118.R1. 
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THIRD MEETING 
 

Tuesday, 30 May 2006, at 09:05 
 

Chairman: Dr F. ANTEZANA ARANÍBAR (Bolivia) 
 
 
 
1. TECHNICAL AND HEALTH MATTERS: Item 5.3 of the Agenda (continued) 
 
Rational use of medicines: progress in implementing the WHO medicines strategy (Documents 
EB118/6 and EB118/6 Add.1) 
 

The CHAIRMAN drew attention to the progress report and the draft resolution therein. 
 

Dr WINT (Jamaica) said that the report highlighted the large sums that countries spent on 
essential medicines. Countries like Jamaica, with no manufacturing capacity, had to find scarce 
foreign exchange in order to import most of their medicines. His Government had implemented many 
of the strategies suggested in the report. Registration and surveillance systems had been established, a 
national formula had been devised in order to limit the number of pharmaceuticals available to 
prescribers, and legislation had been enacted that required pharmacists to offer generic substitutes. 
Nevertheless, physicians were often influenced by representatives of the pharmaceutical industry and 
the small amount that countries invested in training and continuing education was not enough to 
change the situation. In Jamaica, reviews of the patterns of use of medicines had been introduced: 
prescriptions were examined and doctors informed of the findings of the survey. The results had 
thrown light on some irrational prescribing practices. However, consumer expenditure on over-the-
counter medicines exceeded the amount spent on prescribed medicines and such sales were subject to 
minimal controls. Because of insufficient investment in patient education, consumers were often 
unduly influenced by advertising campaigns organized by the pharmaceutical companies. The topic 
was vital, and he supported the draft resolution. 
 

Mr IWABUCHI (alternate to Dr Shinozaki, Japan) stressed the importance of the rational use of 
and access to medicines, as well as ensuring their quality, efficacy and safety, as set out in WHO’s 
medicines strategy for 2004-2007. He commended the current initiative and WHO’s activities over the 
past 10 years in order to promote the rational use of medicines. Health systems must adopt a 
comprehensive approach that included the strengthening of human resources and provision of 
information to consumers. Medicines policies should also include safety measures and mechanisms for 
monitoring promotional activities. He welcomed the draft resolution. WHO should continue to take 
the lead in fostering the rational use of medicines. Referring to paragraph 7 of the report and the 
eleventh preambular of the draft resolution, he pointed out that there were major global initiatives, 
such as the DOTS strategy against tuberculosis and the Global Malaria Programme, both of which 
included precautions in order to ensure that medicines were used rationally, and asked for a fuller 
explanation. 
 

Dr AL-SHAMMARI (Iraq), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the serious problem of irrational use of medicines might increase as a 
result of privatization of health-care services, deterioration in public health systems and the 
introduction of initiatives in order to increase access to medicine without investment in rational use. 
As a result, patients often suffered serious harm, for instance through antimicrobial resistance and 
adverse reactions, as well as wasted out-of-pocket payments. Despite the enormity of the problem, 
available WHO resources were scant; during the past two bienniums, only 0.2% of its overall budget 
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had been spent on the rational use of medicines. Although numerous resolutions had already been 
adopted on medicines strategies and specific aspects, none provided a practical approach to rational 
use, partly because a practical solution was lacking. However, the body of evidence on effective 
practical interventions in order to promote rational use was growing. The draft resolution was holistic, 
with practical and effective interventions. Its adoption would mandate the Organization to promote the 
rational use of medicines through increased resources to Member States and thus deal with the 
problem more effectively. 
 

Mr DE SILVA (Sri Lanka) emphasized the close connection between the rational use of 
medicines and WHO’s medicines strategy. Sri Lanka was experiencing problems arising from the 
irrational use of medicines, antibiotic resistance and use of too many drugs, all of which had led to a 
sharp increase in costs. The Government was overhauling its drug control authority in order to ensure 
better quality control. Countries should balance the cost of medicines against the benefits derived, but 
that would require increased technical assistance. The reported global sales of medicines in 2004 of 
about US$ 550 000 million made it the second most capital intensive trade in the world. In Sri Lanka, the 
influence of the multinational pharmaceutical companies on members of the medical profession was 
making it very difficult to implement the legislation on generic medicines. The focus should therefore be 
on educating health professionals to abide by the policies on essential medicines and rational use of 
medicines. 
 

Dr REN Minghui (China) said that in China expenditure on medicines accounted for half of all 
hospital costs. Among the consequences of irrational use were the improper use of antibiotics and, in 
rural areas, the availability of counterfeit and poor-quality medicines and lack of essential medicines. 
Hence, the provision of universal access to safe, effective and affordable medicines had become a major 
public health concern. Rational use could be achieved only through cooperation and the coordination of 
activities at all levels, from the technical and practical, encompassing research and development, 
production, prescription and delivery, to government, the pharmaceutical industry and civil society. 
Global cooperation also needed to be strengthened by more financial and technical support to developing 
countries. He supported the draft resolution with three amendments: the addition of “and medical 
students” after “health professionals” at the end of paragraph 1(3); the replacement of “programmes” in 
paragraph 1(5) by “policies, including programmes and clinical guidelines”; and the addition of new text 
after paragraph 2(3) to read “to strengthen the coordination of financial and technical support from 
developed countries to developing countries, in terms of rational use of medicines.” 
 

Dr SINGAY (Bhutan) noted that the draft resolution was broader than previous approaches. 
Previous resolutions had been relevant mainly to the medical profession, in particular prescribers and 
dispensers, who had vested interests; without pressure placed on them, the problem would persist. He 
emphasized the need for increased public, political and educational awareness. The growing involvement 
of the private sector in health-care delivery would necessitate better surveillance and monitoring so that 
medicines were used appropriately. He asked for more information regarding the reference in the report 
to shortcomings associated with many global initiatives, such as the delivery of treatment for HIV/AIDS, 
tuberculosis and malaria. 

He welcomed WHO’s health-system based approach and called for technical support to Member 
States, particularly developing countries, to be strengthened and more financial resources allocated for 
enhancing the rational use of medicines as part of WHO’s medicine strategy. He expressed support for 
the draft resolution. 
 

Dr RAHANTANIRINA (Madagascar) said that, in an effort to promote the rational use of 
medicines within the overall WHO medicines strategy, her Government had increased the allocation for 
medicines from 10% to 20% of the total health budget. In 2005, strategies to promote the rational use of 
medicines had also been strengthened through the application of a national medicines policy. Guidelines 
were available in order to provide assistance in the treatment of illnesses, particularly in the integrated 
management of childhood illness and the prevention and control of sexually transmitted infections. A 
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national medicines committee was responsible for the implementation of the medicines policy, and the 
list of essential medicines had recently been updated. Training for health workers promoted the use of 
effective, generic medicines in public health centres. The shortage of human resources in the health 
system limited the training follow-up and supervision, and that affected the distribution and prescribing 
of medicines, and the supervision and control of their use. The private sector tended to ignore the 
regulations and medicines could still be bought in the street despite the existence of legislation. She 
supported the draft resolution. 
 

Dr SHANGULA (Namibia) said that safe and effective medicines needed to be accessible and 
affordable, and used appropriately by prescribers, dispensers and patients. In the public sector in 
Namibia, the cost of medicine was included in the consultation fee. In order to implement WHO’s 
medicines strategy, in 1998 Namibia had introduced its national medicines policy accompanied by a 
national pharmaceutical plan with an annual budget. The division of pharmaceutical services was linked 
with the regions, government ministries, professional associations, councils, and medical aid funds 
which paid for generic medicines only when they were available. Patients who insisted on branded 
products had to pay the difference. The medicines control council was a regulatory body that required 
medicines to be registered before they were marketed. Only safe and effective medicines were registered. 
The essential medicines committee, composed of appropriately qualified health professionals, reviewed 
and approved medicines for inclusion on the national list. Other medicines could be obtained by 
following an agreed procedure. The national procurement agency purchased only those listed medicines 
through open international tenders from manufacturers that conformed to good practices. The use of 
medicines was monitored through surveys at public health facilities. An annual week-long public 
education campaign was conducted on themes such as the appropriate use of antibiotics, the pharmacist’s 
role and the treatment of HIV/AIDS. Implementation suffered from the acute shortage of pharmacists 
and health professionals. Namibia had to recruit health professionals from other countries whose training 
did not necessarily reflect its own policies and treatment guidelines. Moreover, private practitioners were 
reluctant to comply with national treatment guidelines. His country organized various events in order to 
encourage use of the guidelines. He supported the draft resolution, but proposed the deletion from 
paragraph 2(2) of the words “in collaboration with governments and civil society”. 
 

Dr STEIGER (alternate to Dr Agwunobi, United States of America) said that his country strongly 
supported the rational use of medicines by prescribers and patients, and recognized the huge costs caused 
by medication errors and other kinds of irrational medicine use; in the United States such costs amounted 
to 10% of health expenditure. However, the report illustrated philosophical differences among Member 
States and between the United States and the Secretariat on that matter. The solution to the problems 
identified in the report was not to limit consumer choice and restrict the information available to patients 
or the channels through which that information flowed. It was not a matter of “health-related human 
rights”, nor could the problem be blamed on the private sector, as the report appeared to suggest. 

The Secretariat could work with Member States in several ways. There was a need for commonly 
accepted standards to accurately measure compliance; for a focus in health systems on improving the 
quality of drug use; and for attention to solving medication errors and clinical problems through 
strategies such as disease management rather than through emphasis on medicine and medicine use 
alone. Member States and the Secretariat together should ensure that prescribers and dispensers had 
access to adequate education and to evidence-based practices concerning advances in prescription 
medicines. In many countries, pharmacies and pharmacists were not well regulated. Member States 
should also work with the Secretariat in order to develop strategies to educate patients about the need to 
take all medicines as prescribed. Consumer advertising could be part of that educational process, but 
should be monitored to ensure the accuracy and quality of drug advertising and promotional practices, 
with sanctions for violation of national law. He agreed that the appropriate use of generic medicines 
could be part of that strategy and that the emphasis on access to medication in certain international 
programmes, especially on HIV/AIDS, tended to deflect attention from the rational use of 
pharmaceuticals. 
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He proposed that in the seventh preamblular paragraph of the draft resolution, the words “as a 
prerequisite for achieving equitable access to essential medicines” should be deleted. In the tenth 
preambular paragraph, all the words following “recognizing that many countries” should be deleted and 
replaced by “do not have a national body mandating adherence to specific medical policy including 
medication use”. In the twelfth preambular paragraph beginning “Concerned that”, the words “political” 
and “economic investment” should be deleted. In the last preambular paragraph, the words “ensuring that 
sufficient investment is made for” should also be deleted. Paragraph 1(2) should be deleted. In paragraph 
1(3), he supported the amendment proposed by China to add “and medical students” at the end. In 
paragraph 1(5), the world “national” should be deleted and the amendment proposed by China 
introduced. In paragraph 2(1), the words “and advocacy” should be deleted. The whole paragraph 2(2) 
should also be deleted. Paragraph 2(3) should be amended to read “to promote research, particularly on 
development of sustainable interventions for rational medicine use at all levels of the health sector, both 
public and private”. 
 

Professor PEREIRA MIGUEL (Portugal), speaking on behalf of the Member States of the 
European Union, recalled the Board’s resolution EB115.R6 on the containment of antimicrobial 
resistance, adopted in January 2005. That being only one aspect of the subject, the time had come to take 
a wider view. The irrational use of medicines was a global public health problem, with severe health 
consequences and costs. It was an important aspect of patient safety, discussed the previous week by the 
Health Assembly. The Health Assembly had adopted seven resolutions on the matter, but the situation 
had not improved. Greater efforts were needed, since solutions were known but there was only partial 
compliance with guidelines and recommendations. The European Union was strengthening its system of 
health-technology assessment in order to gather evidence on the rational use of medicines which could 
contribute to the technical support given by WHO in that area. The draft resolution would give WHO a 
new mandate to promote the rational use of medicines by advocating a health system and medicines 
policy in order to tackle a growing global crisis. Its adoption would be timely as 2007 would be the 
thirtieth anniversary of the adoption of the Essential Drugs Concept and the first Model List of Essential 
Drugs. 

Speaking as the member for Portugal, he said that promotion of the rational use of medicines 
depended on a proactive attitude by the health authorities in each country, including a well-prepared 
technical staff and a reliable information system. Portugal shared the concerns expressed in the report. Its 
new regulations in that field advocated the rational use of medicines and its national institute for 
medicines was monitoring hospital consumption of antimicrobial agents, evaluating the economic impact 
and studying the correlation between the level of consumption and the prevalence of resistant microbial 
strains. Although commending the draft resolution, he suggested the inclusion in paragraph 2 of a further 
request to the Director-General, to read: “to promote an international discussion among health 
authorities, professionals and patients, on general criteria for the preparation and communication of 
information on the rational use of medicines to specific patient groups”. 
 

Dr VOLJĆ (Slovenia) said that he would submit his comments in writing to the Secretariat. 
 

The CHAIRMAN thanked him for his pragmatism but said that he would not prevent any member 
from speaking. 
 

Dr GAKURUH (Kenya) said that Kenya was currently experiencing drug-resistant tuberculosis. 
In Kenya the main problem was access to essential medicines in the private sector. Where there was 
no access to affordable medicines, the public sector was providing them in appropriate dosages. A 
small pilot project had been introduced in which medicines were provided to the private sector where 
they were prescribed free of charge. The results had been encouraging, indicating that a common 
problem in that sector was the provision of essential medicines. He supported the draft resolution, but 
proposed an amendment to operative paragraph 1(5) in which the words “and the provision of 
essential medicines to the private sector” should be inserted after “national medicines progammes”. 
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Dr SUWIT WIBULPOLPRASERT (Thailand) said that, contrary to other members, he had 
been disappointed by the work of the Secretariat and Member States, including his own country, on 
the rational use of medicines. He recalled that the present Chairman of the Board had been responsible 
in WHO for that area around 20 years previously, a time when WHO had been much more active than 
at present. Since the adoption of resolution WHA39.27, more than 13 related resolutions had been 
adopted, yet only 28% of countries had national medicine policies with national monitoring systems, 
and in 75% of countries, antimicrobial medicines were still available over the counter for self-
medication. Ample evidence existed to support the rational use of medicines, but policies were not 
implemented effectively. The fee-for-service method perversely encouraged overprescription and 
overuse of medicines and wastage of resources, whereas capitation payments promoted the rational 
use of medicines and other health resources. Yet fees for services remained the prevalent payment 
method in most countries. The private sector’s increasing role in developing countries, inadequate 
regulation and increasing irrational use of medicines in the private sector constituted the biggest 
problems; moreover, in almost all countries, the private sector did not respect the national essential 
medicines list unless the medicines were reimbursable by insurance agencies. Special attention and 
action were needed for that sector. Promoting the rational use of medicines required a major reform of 
health policy and systems. The power of vested interest groups, especially the pharmaceutical industry 
and health professionals, should not be underestimated – the pharmaceutical industry invested more in 
marketing than in research and development and had a large number of parliamentary lobbyists. The 
irrational use of medicines could not be corrected by education or the health system alone: close 
cooperation with consumer groups and local and multinational industry was essential in order to 
improve transparency and social accountability. He proposed 14 amendments to the draft resolution, 
which he would submit in writing. In view of the large number of other amendments, he suggested 
that a drafting group should be constituted. 
 

Dr TANGI (Tonga) expressed surprise that, after 20 years and many resolutions, so little had 
been achieved. He had been struck by the Chinese member’s reference to medical students; WHO 
adopted many resolutions, but many thousands of students were unaware of them and even medical 
and pharmaceutical schools were ignorant of their details. The sound principles concerning the rational 
use of medicines must be included in the educational system of health professionals, otherwise the 
same problem would persist in 15 years’ time. 
 

Dr GOMES TEMPORÃO (Brazil) stressed the need for doctors and patients to have 
independent information about medicines. He was concerned about the statement in the report 
(paragraph 7) that the irrational use of medicines was significantly worse in the private sector. In 
Brazil their use was irrational in both the public and the private sectors. He did not agree with the 
statement in the same paragraph on increased access to essential medicines in relation to certain 
neglected diseases; the main problem was not inappropriate use but difficulty of access. The paragraph 
should be redrafted. In regard to the draft resolution, he proposed that the eleventh preambular 
paragraph beginning “Aware that many global initiatives” be deleted and replaced by the words 
“Emphasizing that global initiatives to increase access to essential medicines should also address the 
fundamental and widespread problem of irrational use of medicines;”. 
 

Dr ÁLVAREZ LUCAS (alternate to Mr Bailón, Mexico) said that Mexican health institutions 
had learnt to cooperate actively and transparently with the private sector, as in the case of tuberculosis, 
for which the cost of treatment had been reduced by some 40%. He supported the draft resolution and 
proposed the addition of wording to paragraph 2 to the effect that transparent and equitable strategic 
alliances should be concluded with the manufacturers of medicines, and policies promoted in order to 
influence awareness of the costs, access and promotion of rational use of medicines, particularly those 
related to priority programmes of international public health. 
 

Dr ZUCKER (Assistant Director-General) said that he had noted members’ concerns, including 
collaboration between national agencies and international partners; correct formulations, properly used 
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and available to all who needed them; the great potential for better treatment; the need for adherence to 
treatment regimens; and containment of drug resistance; that setting and applying commonly accepted 
standards were crucial in ensuring the rational use of medicines; and that disease management was 
appropriate. Experience in some countries had shown that programmes on rational medicine use had 
great economic potential and could lead to savings amounting to at least three times the cost of the 
programme.  

The Secretariat was working on education and public-private partnerships, both crucial areas. 
Some of the concerns regarding HIV/AIDS and tuberculosis were similar to those relating to other 
diseases and, there again, education was essential. Concerns about private practitioners existed at all 
levels and ought to be examined. With regard to the proposal to promote an international discussion, 
meetings were organized by WHO and should perhaps be more widely publicized. He shared the 
concerns about information given to medical students and the role of physicians in the use of 
medicines. Patients, their family members and prescribers needed to be educated about the effects of 
irrational use in terms of outcomes, drug resistance and cost. 

With the 30th anniversary of the Essential Medicines List to be celebrated in October 2007, the 
adoption of the draft resolution would attest to the commitment of all Member States in order to 
ensure that the irrational use of medicines would be eliminated as a factor in illness. 
 

Mr REED (Churches Action for Health), speaking at the invitation of the CHAIRMAN, 
commended WHO’s efforts to facilitate access to essential medicines and to ensure that the medicines 
were safe, effective and of good quality. The Health Assembly’s recent call for reorientation of 
research and development into the neglected diseases of the world’s poor would certainly promote 
such access. Access to essential medicines would remain limited if medicines were not used rationally. 
Medicines must be prescribed in a therapeutically appropriate and cost-effective way, and with 
monitored adherence to treatment regimens. Noting the evidence of such limitations as described in 
document EB118/6, the Board should recommend that the next Health Assembly consider urging 
Member States to promote and implement rational use; strengthen training; and limit promotional 
activity which might distort the prescribing habits of doctors or the treatment adherence of patients. 
WHO’s advocacy and leadership in promoting the rational use of medicines, and its technical support 
for monitoring of medicine use should be strengthened. Research should be conducted into sustainable 
interventions.  
 

Dr KEAN (Executive Director, Office of the Director-General) suggested that, given the many 
proposed amendments to the draft resolution, a drafting group should convene following the afternoon 
meeting to consider a fresh draft to be prepared by the Secretariat, incorporating all the amendments.  
 

The CHAIRMAN took it that the Board agreed to the convening of an open-ended drafting 
group. He drew attention to the financial implications of the draft resolution, as contained in document 
EB118/6 Add 1.  
 

It was so agreed. 
 

Professor PEREIRA MIGUEL (Portugal) asked for the proposed amendments to the draft 
resolution to be circulated among Board members before the drafting group’s meeting. 
 

The CHAIRMAN said that an amended text would be produced for consideration. 
 

(For continuation of the discussion, see summary record of the fifth meeting, section 4.) 
 
Arsenic mitigation for safe groundwater: Item 5.4 of the Agenda (Document EB118/14) 
 

Mr IWABUCHI (alternate to Dr Shinozaki, Japan), recognizing the damage to health caused by 
exposure to arsenic in drinking-water, said that prevention and control involved coordination between 
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such areas as health and the environment. Effective policies were needed: provision of safe drinking-
water through the establishment of alternative, arsenic-free water sources; a system for measuring 
concentrations of arsenic in water; public health awareness-raising; and the treatment of arsenic-
poisoned patients. WHO should take the lead in strengthening capacity in order to deal with arsenic 
contamination and promote the sharing of information. 
 

Dr SOPIDA CHAVANICHKUL (alternative to Dr Suwit Wibulpolprasert, Thailand) said that 
in the previous 20 years Thailand had experienced two episodes of drinking-water contamination, 
prompting long-term health surveillance among the affected population. The first, in 1986, had 
concerned arsenic contamination of surface-water sources from tin-mining activities and had led to 
cases of basal-cell carcinoma. The second event, in 1998, concerned contamination of natural creek 
water from lead-mining activities. Thailand therefore welcomed the concept of preparedness for 
similar problems and recommended simple tools for rapid assessment and screening. Furthermore, 
cancer registration, cancer screening and early diagnosis were necessary for the long-term 
management of a population chronically exposed to high concentrations of arsenic in drinking-water. 
For such predictable health risks, resources and a clean water supply were needed. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) said that her country was assisting 
countries in South Asia and the Mekong area in facing the risk posed to health by arsenic-
contaminated groundwater. One key strategy was a risk-management approach to water quality. A 
safe-water guide had been issued and was being used in programmes in the Asia-Pacific region. She 
urged all stakeholders to adopt that approach in order to identify and mitigate risks at each stage of 
water supply from catchments to consumer. 
 

Dr AL-SHAMMARI (Iraq), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the provision of safe drinking-water was central to improving the 
health conditions of populations. Although the most conspicuous risk was the transmission of water-
borne diseases, the example of the presence of arsenic in groundwater used for drinking in Bangladesh 
and elsewhere demonstrated that the chemical risk required equally careful attention. The few records, 
if any, of health concerns related to the presence of high concentrations of arsenic in drinking-water in 
the Region prompted the question whether the problem was indeed minor or nonexistent or if 
drinking-water quality monitoring and surveillance were insufficient to identify the problem. Fluoride 
was another chemical whose presence in water had recognized adverse health effects and whose 
occurrence in high concentrations in groundwater in some areas of the Region was likely. The 
Secretariat should recommend Member States specifically to target arsenic and other risk chemicals in 
their water quality monitoring programmes. Use of simple, inexpensive analytical methods should be 
encouraged in order to ensure the widest possible coverage by monitoring programmes in all 
countries. 
 

Dr REN Minghui (China) said that arsenic contamination was a serious problem in China, 
affecting 500 000 people across more than half its territory, and threatening drinking-water safety and 
the economic development of the contaminated areas. Surveys conducted with UNICEF on 
contaminated groundwater and the pattern of arsenic poisoning had led to investment in arsenic 
mitigation and the improvement of groundwater quality. Water improvement surveillance and research 
had been conducted and the programme in all affected areas should be completed by 2010. China 
welcomed the report and was willing to continue its cooperation with WHO and other international 
organizations. 
 

Mrs WEBER-MOSDORF (Assistant Director-General) replied that the response to arsenic 
contamination demonstrated the value of WHO’s cooperation with other organizations and partners. In 
Bangladesh, environmental and health specialists had worked closely with advisers in the regions and 
at WHO headquarters. The same applied to WHO’s partnership programme, an example being its 
partnership with Australia in the Asia-Pacific region, focusing on the quality of drinking-water, 
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including arsenic-contaminated drinking-water. Such cooperation was to be seen in conjunction with 
WHO’s standard-setting role, which it implemented through its International standards for drinking-
water and Guidelines for drinking-water quality. The risk-management approach was embedded in the 
guidelines. Drinking-water quality was an area in which WHO exerted leadership and leverage. It was 
also associated with a large and preventable burden of disease: diarrhoea alone accounted for 
1.6 million deaths a year. One of WHO’s core activities was to monitor progress in the implementation 
of Target 10 of the Millennium Development Goals to halve, by 2015, the proportion of people 
without sustainable access to safe drinking-water and sanitation. 

As there was no cure for arsenicosis, prevention was crucial. The key was to reduce water-
related disease by raising awareness, developing and providing analytical methods to detect 
concentrations of arsenic in drinking-water and, where necessary, removing arsenic from drinking-
water. The Secretariat was ready to provide technical support to any Member State that required it. 
 

The Board noted the report. 
 
 
 
2. CONSIDERATION OF THE ACCELERATION OF THE PROCEDURE TO ELECT 

THE NEXT DIRECTOR-GENERAL OF THE WORLD HEALTH ORGANIZATION: 
Item 9 of the Agenda (Documents EB118/20 and EB118/20 Add.1) (continued from the second 
meeting, section 1) 

 
The CHAIRMAN drew attention to the note by the Secretariat (document EB118/20 Add.1) 

containing “Timetable 1A plus”, in respect of the proposal by some members to conduct the process 
for nomination and appointment of the next Director-General in November 2006, together with its 
financial implications and a draft resolution.  
 

Professor PEREIRA MIGUEL (Portugal), speaking on behalf of the European Union and its 
Member States, said that a postponement of the final date for receipt of proposals for the post of 
Director-General had been requested from 22 August 2006 to the beginning of September, in view of 
the somewhat slack period in August when it would be difficult to make the necessary contacts and 
complete formalities. 
 

Dr SHANGULA (Namibia), speaking on behalf of the Member States of the African Region, 
said that the countries of his Region likewise sought an extension of the deadline for receipt of 
proposals on account of national and regional processes that needed to be completed during that 
period. Their preference was to extend the deadline until the beginning of October, but they would be 
prepared to agree to an extension until the end of September. 
 

Dr GWENIGALE (Liberia) suggested extending the deadline for the submission of candidatures 
until after the meeting of the Regional Committee for Africa, scheduled between the end of August 
and the beginning of September. 
 

The CHAIRMAN said that all regional meetings were held in September, which might entail 
some sacrifice on the part of Member States, although he believed that decisions in the present case 
were required by Member States rather than at regional level. 
 

Dr STEIGER (alternate to Dr Agwunobi, United States of America) said that he was willing to 
compromise regarding the deadline for the submission of proposals, but warned that sufficient time 
should be allowed for consideration of the candidates before the session of the Board, including time 
for the potential arrangement of interviews with Board members. That would be difficult if the 
deadline was in October and the Board was to meet in early November. Moreover, he proposed 
amending the draft resolution by inserting a new paragraph 5 to read “REQUESTS the Acting 
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Director-General to place staff members who are candidates on a temporary leave of absence from 
their current posts during the period following the deadline for nominations until the World Health 
Assembly appoints a new Director-General”. 
 

Dr REN Minghui (China) said that flexibility could be considered with regard to Timetable 1A 
plus, but he also stressed that sufficient time should be allowed between the deadline for submission of 
proposals and the Board session. He supported the amendment proposed by the member for the United 
States of America, but wondered whether the Acting Director-General would have the authority to 
place regional directors who were candidates on a temporary leave of absence from their current posts. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) supported the timetable proposed by the 
Secretariat with flexibility surrounding the deadline. She welcomed the amendment proposed by the 
member for the United States, which would contribute to the stable functioning of the Organization 
during that period. She proposed to amend paragraph 2 of the draft resolution by inserting “to Member 
States” after “supporting information”, in order to ensure consistency with the rest of the document. 
 

Dr SUWIT WIBULPOLRASERT (Thailand) believed that Timetable 1A plus provided a 
satisfactory compromise. He agreed with a flexible approach, but concurred with the member for 
China that sufficient time must be allowed between the deadline for submission and the session of the 
Board. That session should not be postponed. Flexibility should apply instead to the deadline for 
submission of proposals and dispatch of materials. Before considering the proposal by the member for 
the United States of America, and in the light of the question raised by the member for China, he 
asked for clarification of the definition of “staff member”, and whether that included the Acting 
Director-General, since his understanding had been that the latter would not stand for election. 
Furthermore, did leave of absence apply from the deadline for submission of proposals or from the 
date of submission of an application? 
 

Dr KHALFAN (Bahrain) drew attention to the extraordinary nature of the process, which would 
normally take place at a slower pace than currently envisaged. He approved the request of the member 
for Namibia, provided that the date of the special session of the Health Assembly, scheduled for 
9 November, was not affected. He endorsed the amendments proposed by the members for the 
United States of America and Australia. 
 

Dr GØTRIK (Denmark) strongly supported the view that the final date for receipt of proposals 
should be postponed until the beginning of September 2006, at the earliest. In reference to the 
amendment proposed by the member for the United States of America, would it then be mandatory or 
optional for the members of staff concerned to take leave? Taking the question further, in the 
hypothetical case in which the Director-General stood for re-election, would he or she be expected to 
take leave of absence in the run-up to the election? 
 

Professor PAUNESCU (Romania) considered that the most suitable option was to set the 
deadline for submission at the beginning of September. 
 

Dr WINT (Jamaica) endorsed Timetable 1A plus, and requested that the last two dates listed in 
the timetable be fixed, although the preceding dates could be flexible. He supported the amendment 
proposed by the member for Australia, and awaited clarification regarding the amendment proposed 
by the member for the United States of America. 
 

Mr MIGUIL (Djibouti) said that he would support a consensus among Board members, but 
would prefer that the special session of the Health Assembly was not delayed beyond 9 November, as 
set out in Timetable 1A plus. With regard to the question of staff members who were candidates being 
placed on leave, he said that candidates should voluntarily free themselves from all their WHO duties, 
but leave could not be imposed on them. He requested clarification on that point. He wished the 
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declaration by the Acting Director-General that he would not stand for election to the post of Director-
General to be stated in the document so that the situation was clear. 
 

Dr KAKAR (Afghanistan) said that the final date for receipt of proposals could be flexible and 
suggested 1 September 2006. In connection with the amendment proposed by the member for the 
United States of America, did WHO’s Constitution not contain provisions governing WHO staff 
members who were candidates? 
 

Dr TANGI (Tonga) said that he favoured Timetable 1A plus. Under the terms of Rule 52 of the 
Rules of Procedure of the Executive Board, a period of six months was required before the date fixed 
for the opening of a session of the Board at which a Director-General was to be nominated. That 
consisted of four months between the time of notification to Member States that they might propose 
candidates and the final date for receipt of proposals for nomination, followed by two months for the 
work of the Board. Did Member States really wish to maintain a period of four months for the 
submission of proposals and then shorten the period of work of the Board, thus exerting extraordinary 
pressure on the latter? 

He was willing to accept the timetable, with the proviso that the materials on the proposals 
should be dispatched to Member States speedily and adequately provide for their consideration. He 
agreed with the amendment proposed by the member for the United States of America requiring staff 
members who were candidates to be placed on a leave of absence. 
 

Dr SADASIVAN (Singapore) accepted the compromise represented by Timetable 1A plus. 
Some flexibility could apply to the final date for receipt of proposals, but the dates indicated for the 
special sessions of the Board and Health Assembly should be adhered to. 
 

Dr SHANGULA (Namibia), speaking on behalf of the Member States of the African Region, 
expressed appreciation on the flexibility shown by Board members concerning the final date for 
receipt of proposals. Flexibility was needed in view of the differences in regional procedures for the 
submission of nominations. By requesting an extension of the deadline, the countries in his Region 
sought to ensure that they had the same opportunities as other regions in order to identify and put 
forward appropriate candidates. 
 

Dr KHALFAN (Bahrain) asked whether leave of absence would be paid. 
 

Dr NTAWUKULIRYAYO (Rwanda) favoured postponing the final date for receipt of 
proposals until the beginning of September 2006 and endorsed the amendment proposed by the 
member for the United States of America. Referring to the question raised by the member for Bahrain, 
he said that he saw no reason why leave of absence should not be paid. 
 

Dr STEIGER (alternate to Dr Agwunobi, United States of America) said that he had proposed 
the amendment because the provisions of WHO’s Staff Rules governing leave for staff members while 
running for political office did not apply in the current case since they referred to political elections in 
a staff member’s home country rather than election in the Organization. While he expected any WHO 
staff member standing for election, whether in a regional office or headquarters, to take leave, and his 
Government would not support any candidate that did not, the amendment as formulated left the 
implementation of the resolution to the discretion of the Acting Director-General. He expected that 
such leave would be paid. As it would be difficult to establish the exact date on which a staff member 
became a declared candidate and therefore obliged to take leave, it would be appropriate for leave to 
take effect from the final date for the submission of nominations which, in the light of the current 
discussion, would probably be at the beginning of September. 
 

Mr BURCI (Legal Counsel), in reply to questions raised, said that the possibility of placing staff 
members on special leave with pay was already foreseen in Rule 650 of WHO’s Staff Rules, which 
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stated that the Director-General may, at his or her initiative, grant such leave if he or she considered it 
to be in the interest of the Organization. It was therefore fitting for the Board to make such a request. 
However, he questioned the suitability of the wording of the proposal, which obliged the Acting 
Director-General to grant special leave. He thus suggested replacing the words “REQUESTS the 
Acting Director-General to place staff members” by “REQUESTS the Acting Director-General to 
consider placing staff members”. He also suggested that the Acting Director-General might consider 
granting the staff member concerned the opportunity to attend special events, such as an important 
conference, if he considered that to be in the interest of the Organization, during his or her leave. He 
concurred with the member for the United States of America on the date from which the period of 
leave should take effect, since the envelopes containing the proposals were opened only on the expiry 
of the period for submission of proposals. The definition of staff members was contained in WHO’s 
Constitution, Articles 30 and 35 referring. Staff members were broadly defined as all those persons in 
the service of the Organization who had received a contract of appointment by the Director-General 
and served the Organization, subject to the provisions of the Staff Regulations and Staff Rules. 
 

Dr REN Minghui (China) said that the requirement of special leave would create a temporary 
vacancy in a regional office if its director was nominated for the post of Director-General. He 
therefore asked whether the Acting Director-General would have the authority to nominate someone to 
replace that regional director during the leave period. Currently, the nomination of regional directors 
was the responsibility of the Regional Committees. 
 

Dr KHALFAN (Bahrain) sought clarification as to whether the Acting Director-General would 
have the authority to place elected officers on leave of absence with pay. 
 

Dr GØTRIK (Denmark) asked whether the Director-General would have to take leave of 
absence during a process of re-election. 
 

Dr SUWIT WIBULPOLPRASERT (Thailand), after echoing the questions raised by the 
members for China and Bahrain, asked why the names of candidates could not be released before the 
envelope was officially opened on the last day of the nomination period. 
 

Dr GWENIGALE (Liberia) suggested that the final date for receipt of proposals should be 
5 September, as that would give the Member States in the African Region time to transmit any 
nominations that the Regional Committee might decide to submit at its meeting on 2 September. He 
echoed the question raised by the member for Denmark. 
 

Dr STEIGER (alternative to Dr Agwunobi, United States of America) clarified that his proposed 
amendment had not been intended to set a precedent regarding the re-election of the Director-General, 
but rather to address the current, specific situation. Should the Director-General decide to stand for 
re-election, the Board could make another decision on that matter and on his or her leave of absence. 
The amendment had been intended to cover all people on WHO contracts, and he asked whether the 
definition of WHO “staff members”, and thus the requirement to take leave of absence, could extend 
to those staff covered by administrative service agreements. 
 

Mr AITKEN (Adviser to the Director-General) said that, if the final date for receipt of proposals 
was to be 5 September, the date for the dispatch of materials on the proposals to Member States should 
be 5 October, as experience had shown that the Secretariat would need one month to carry out the 
substantial work involved. In response to the question raised by the member for China, he affirmed 
that the Director-General could request regional directors to take leave of absence; in that case they 
would usually nominate their own replacements. In order to clarify the fact that the draft resolution 
applied only to the current election process, he suggested amending the new paragraph proposed by 
the member for the United States of America to include a reference to the “present election”. 
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The ACTING DIRECTOR-GENERAL said that he would not be a candidate for the post of 
Director-General, but would be responsible for overseeing a clear, transparent election process. He 
confirmed that, because of the considerable amount of processing work involved, the Secretariat 
would need one month between the receipt of proposals and the dispatch of materials to Member 
States, but the dates could be changed. With regard to the status of WHO staff members under 
administrative service agreements, those staff members might not have access to the same job 
opportunities as other WHO staff members. 
 

Mr BURCI (Legal Counsel), in response to the question raised by the member for Thailand, said 
that waiting until all applications had been received before releasing the names of candidates was a 
requirement of Rule 52 of the Rules of Procedure of the Executive Board, and was in the interest of 
greater transparency and legitimacy. 
 

Dr SUWIT WIBULPOLPRASERT (Thailand) said that, if he had understood correctly, the term 
“staff member” applied from the most senior position, that of the Director-General, through Assistant 
Director-General and Regional Director, to the position of janitor. He agreed with the proposed dates 
concerning receipt of proposals and dispatch of materials. If, in accordance with Rule 52 of the 
Board’s Rules of Procedure, the amendment proposed by the member for the United States of America 
would apply from the date of closure of applications, he agreed to the amendment. He drew attention 
to the need for vigilance concerning use of WHO’s resources for election campaigns, and suggested 
that the Board might wish to set up a mechanism in order to deal with that matter. 
 

Mr AITKEN (Adviser to the Director-General) said that the Secretariat was extremely vigilant 
on that matter and that he would re-circulate a memo that had been issued before Dr Lee’s election, to 
the effect that it was a serious offence to use WHO’s resources for election purposes. 

Turning to the draft resolution, as amended, he said that paragraph 2(b) would read: “final date 
for receipt by WHO of proposals for nominations: 5 September 2006”. Paragraph 2(c) would read: 
“date of dispatch of proposals, curricula vitae and supporting information to Member States: 
5 October 2006”. The new paragraph proposed by the member for the United States of America, as 
amended, which would be inserted after paragraph 4, would read: “REQUESTS the Acting Director-
General to consider placing staff members who are candidates for the election referred to in the 
present resolution on temporary leave of absence with pay from their current posts during the period 
from 5 September 2006 until the World Health Assembly’s appointment of a new Director-General”. 
 

Dr KHALFAN (Bahrain) proposed inserting in the new paragraph the words “officers and” 
before “staff members”. 
 

Dr SHANGULA (Namibia) supported the draft resolution, as amended, and said that the dates 
in paragraph 3 of document EB118/20 Add.1 would have to be changed accordingly. 
 

Dr GOMES TEMPORÃO (Brazil) asked the Legal Counsel to reply to the question raised by 
the member for the United States of America as to whether the special leave provisions would apply to 
staff members employed under administrative service agreements. 
 

Mr BURCI (Legal Counsel) replied that WHO staff members under administrative service 
agreements, such as those with UNAIDS and the Global Fund to Fight AIDS, Tuberculosis and 
Malaria, were subject to certain restrictions, which did not apply to other staff members, as the Acting 
Director-General had explained. At the same time, they remained WHO staff members, and the 
provisions covering leave of absence of candidates could, in principle, be applicable to them. That was 
his preliminary response, subject to further reflection. 
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Mr MUGUIL (Djibouti) said that the Board should discuss the important matter of regional 
rotation in relation to the appointment of the Director-General before considering the adoption of the 
draft resolution. He requested that a date should be set for that discussion. 
 

The CHAIRMAN recalled the decision to set up a working group on the necessary changes to 
the Rules of Procedure in relation to the election of the Director-General. That would be set up shortly, 
and would examine regional rotation. Its work would be forward-looking, and not related to the 
current election. 
 

Dr AL-SHAMMARI (Iraq) endorsed the view expressed by the member for Djibouti. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) said that she had understood that the 
proposed changes to the Rules of Procedure would be referred to the Programme, Budget and 
Administration Committee. She sought clarification of the mandate and timing of the working group 
concerned, if that was the case. 
 

The CHAIRMAN emphasized that the draft resolution was not necessarily linked to the matter 
of changes to the basic texts. Its purpose was to examine an exceptional situation. 
 

Mr AITKEN (Adviser to the Director-General) recalled that it had been the view of the 
Chairman that the Programme, Budget and Administration Committee would be the most appropriate 
body to deal with the proposals relating to regional rotation and other similar matters. The Board could 
make a decision the following day as to when that Committee should meet. The Committee could then 
report back to the Board in January 2007, on the basis of a report by the Secretariat. 
 

Dr NTAWUKULIRYAYO (Rwanda) said that, although he endorsed the principle of regional 
rotation, the Board should be pragmatic and adopt the draft resolution. The working group would 
examine regional rotation, a separate matter from the draft resolution. 
 

Dr SHANGULA (Namibia) concurred with the previous speaker that the two matters were 
separate. The matter of regional rotation did not need a working group, since the practice already 
existed within the United Nations system. The Board could simply decide whether to embrace that 
principle and, if it did not decide, could apply it where appropriate. 
 

Dr TANGI (Tonga) agreed that there was no link between the draft resolution and the matter of 
regional rotation. He questioned the compatibility of the principle of regional rotation with Rule 52 of 
the Rules of Procedure. In his view, the main criterion to be taken into account in the election of the 
Director-General was that the best possible candidate should be chosen. 
 

The resolution, as amended, was adopted.1 
 

Dr KHALFAN (Bahrain) suggested that the matter of rotation should be postponed until the 
session of the Executive Board to be held on 6 to 8 November 2006. 
 
 
 

The meeting rose at 12:35. 
 

                                                      
1 Resolution EB118.R2. 
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FOURTH MEETING 
 

Tuesday, 30 May 2006, at 14:05 
 

Chairman: Dr F. ANTEZANA ARANÍBAR (Bolivia) 
 
 
 
1. CONSIDERATION OF THE ACCELERATION OF THE PROCEDURE TO ELECT 

THE NEXT DIRECTOR-GENERAL OF THE WORLD HEALTH ORGANIZATION: 
Item 9 of the Agenda (Documents EB/118/20 and EB118/20 Add.1) (continued)  

 
Mr MIGUIL (Djibouti) recalled that the matter of the geographical rotation of the post of 

Director-General was to be discussed by the Programme, Budget and Administration Committee. In 
view of the importance and political nature of the matter, it should also be discussed by the Board at 
its session in January 2007. 
 

The CHAIRMAN said that he believed the Board to be so disposed. 
 

It was so agreed. 
 
 
 
2. TECHNICAL AND HEALTH MATTERS (continued)  
 
Control of leishmaniasis: Item 5.1 of the Agenda (Documents EB118/4 and EB118/4 Add.1) 
(continued from the second meeting, section 3) 
 

The CHAIRMAN drew attention to the revised draft resolution, which involved no additional 
financial implications for the Organization and read as follows: 
 

The Executive Board, 
Having considered the report on control of leishmaniasis,1 

 
RECOMMENDS to the Sixtieth World Health Assembly the adoption of the following 

resolution: 
 

The Sixtieth World Health Assembly, 
Having considered the report on control of leishmaniasis; 
Recognizing that leishmaniasis is one of the most neglected tropical diseases, with 

more than 12 million people worldwide currently infected, and two million new cases each 
year; 

Noting with concern that 350 million people are considered at risk and the number 
of new (Namibia) cases is on the increase; 

Recognizing the lack of accurate information on the epidemiology of the disease for 
better understanding of the disease and its control (Thailand); 

                                                      
1 Document EB118/4. 
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Noting with concern that the disease affects the poorest populations in 
88 countries, placing a heavy economic burden on families, communities and countries, 
particularly in developing countries; 

Noting with concern that treatment is either unaffordable, may be toxic, cause 
resistance leading to suboptimal treatment, or results in  a heavy economic burden, 
including substantial loss of wages, plunging families into a vicious circle of disease-
poverty-malnutrition-disease (Thailand); 

 
OR 

 
Noting  the burden that treatment can place on families (USA); 
 (Namibia) 
Bearing in mind that malnutrition and food insecurity are often identified as major 

causes of disposition to, and severity of, leishmaniasis; 
Acknowledging the significant support extended by Member States and other 

(Thailand) partners and appreciating their continuing cooperation, 
 

1. URGES Member States where leishmaniasis is a substantial public health problem 
(Denmark): 

(1) to reinforce efforts to set up national control programmes that would draw 
up guidelines and establish systems for surveillance, (Thailand) data collection and 
analysis; 
(2) to strengthen prevention, active detection and treatment (Thailand) of cases 
of both cutaneous and visceral leishmaniasis in order to decrease the disease 
burden; 
(3) to strengthen the capacity of peripheral health centres to provide appropriate 
affordable (Thailand) diagnosis and treatment, and to act as sentinel surveillance 
sites; 
(4) to conduct epidemiological assessments in order to map foci and calculate 
the real impact of leishmaniasis through accurate studies of prevalence and 
incidence, socioeconomic impact and access to prevention and care 
(Thailand);(Namibia) 
(5) to establish a decentralized structure in areas with major foci of disease, 
strengthening collaboration between countries that share common foci, increasing 
the number of WHO collaborating centres for leishmaniasis and giving them a 
greater role, and relying on initiatives taken by the various actors; 

 
2. FURTHER URGES Member States (Denmark): 

(1) to advocate l high quality and affordable medicines, (USA) and appropriate 
national drug policies; 
(2) to encourage research on leishmaniasis control in order; 

(a) to identify appropriate and effective methods of vector control; 
(Namibia) 
(b) to find alternative safe, effective (USA) and affordable (Namibia and 
USA) medicines for oral, parenteral or topical administration involving 
shorter treatment cycles, less toxicity, (Thailand) and new drug 
combinations, and to define appropriate doses and duration of therapy 
schedules for these medicines (Brazil); 
(c) to determine mechanisms to facilitate access to existing control 
measures, including socioeconomic studies and health-sector reform in 
some developing countries; 
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 (d) to evaluate and improve sensitivity and specificity of serological 
diagnostic methods for canine and human visceral leishmaniasis, including 
evaluation of standardization and effectiveness (Brazil); 
(e) to evaluate effectiveness of alternative control measures such as use of 
bed nets impregnated with long-lasting insecticide (Brazil); 

 
3. CALLS ON partner bodies to maintain and extend their support for national 
leishmaniasis prevention and control programmes, and to speed up research on, and 
development of, leishmaniasis vaccine (Thailand); 

 
 4. REQUESTS the Director-General: 

(1)  to raise awareness of the global burden of leishmaniasis, and to promote 
equitable access to health services for prevention and disease management; 
(2) to draft guidelines on prevention and management of leishmaniasis, with 
emphasis on updating the report of WHO’s Expert Committee on Leishmaniasis,1 
with a view to elaborating regional plans and fostering the establishment of 
regional groups of experts; 
(3) to strengthen collaborative efforts among multisectoral stakeholders, 
interested organizations and other bodies in order to support the development and 
implementation of leishmaniasis control programmes; 
(4) to (USA) frame a policy for leishmaniasis control, with the technical support 
of the WHO Advisory Expert Panel for Leishmaniasis; 
(5) to promote research pertaining to  leishmaniasis control and dissemination of 
the findings of that research (USA); 
(6) to monitor progress in the control of leishmaniasis in collaboration with 
international partners; 
(7) to report to the Sixty-third World Health Assembly on progress achieved, 
problems encountered and further actions proposed in the implementation of 
leishmaniasis programmes (Thailand). 

 
Professor PEIREIRA MIGUEL (Portugal) proposed addition of the following phrase at the end 

of paragraph 1(4): “and the extent of malnutrition and HIV in the disease”, or words to that effect. 
Coinfection with leishmaniasis and HIV was an important issue in some areas. 
 

Dr SHANGULA (Namibia) accepted the proposed amendment. He had suggested deleting the 
original wording related to HIV, which might have given the impression that leishmaniasis and HIV 
were associated. There was no scientific evidence that they were. 
 

Ms VALDEZ (alternate to Dr Agwunobi, United States of America) drew attention to the new 
version of the sixth preambular paragraph that she had proposed, which was of wider scope, since it 
referred only to the “burden” which treatment might place on families, rather than specifying issues 
such as expence, toxicity and resistance, which might only be part of the burden. In paragraph 3, 
“expand their support” would be preferable to “extend their support” and, since research could not 
always be speeded up, she supported the wording “and, as appropriate, to accelerate research”. 

The CHAIRMAN invited the Board to consider the draft resolution, with the amendments 
proposed by the members for Portugal and the United States of America. 
 

                                                      
1 Control of leishmaniasis. Report of a WHO Expert Committee. Geneva, World Health Organization, 1990 (WHO 

Technical Report Series, No. 793). 
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The resolution, as amended, was adopted.1 
 
Essential health technologies: Item 5.5 of the Agenda (Documents EB118/15 and EB118/15 Corr.1) 
 

The CHAIRMAN said that the current agenda item would be considered jointly with item 8.3 
on health information systems in support of the Millennium Development Goals. It might also be 
relevant to item 5.3 on the rational use of medicines, which had been discussed the day before. He 
invited the Board to consider the following draft resolution, submitted by Mexico, and its 
administrative and financial implications for the Secretariat: 
 
  The Executive Board, 
  Having considered the report on essential health technologies,2 
 
  RECOMMENDS to the Sixtieth World Health Assembly the adoption of the following 

resolution: 

   The Sixtieth World Health Assembly, 
   Having considered the report on essential health technologies; 

 Defining health technologies as all those applications of knowledge used in order 
to meet the health needs of healthy or sick people, either individually or collectively, such 
as medicines, medical equipment and devices, medical procedures and the organizational 
models and support systems employed; 
 Further defining essential health technologies as those technologies that contribute 
to attaining the internationally agreed health-related development goals, including those 
contained in the Millennium Declaration; those that, through a dynamic process, are 
adapted to the needs and epidemiological, demographic, cultural, ethical, legal and 
economic context of Member States, considering that they are safe, cost-effective, based 
on scientific evidence and comply with international standards; 
 Noting that essential health technologies are used at all levels of health systems, for 
prevention, diagnosis, treatment and rehabilitation in order to improve equity, 
accessibility and quality of life, especially for vulnerable groups, helping to strengthen 
solidarity and fundamental human rights; 
 Recognizing that evaluation, incorporation, access to, and operation, maintenance 
and replacement of, medical equipment and devices are a challenge to many of the health 
systems of Member States on account of the inadequacy of mechanisms for managing, 
evaluating, rationalizing, distributing and planning such health technologies in order 
better to benefit from, and use them while ensuring quality, efficiency and safety, in 
accordance with the necessary clinical procedures and infrastructure available; 
 Further recognizing that essential health technologies must be appropriate and 
relevant to, and in keeping with, the local and regional needs of each health system, and 
linked to training in order to ensure the best use thereof in terms of quality, efficiency and 
safety; 
 Mindful that technologies are evaluated in order to provide guidance for 
decision-making, on the basis of risk/benefit analysis and the clinical, ethical and social 
impact of their use, and that such evaluations are important when human, technical and 
financial resources are limited, in order to seek the optimum use thereof, 

 
  1. INVITES Member States: 

                                                      
1 Resolution EB118.R3. 
2 Documents EB118/15 and EB118/15 Corr. 1. 
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(1) to establish or adapt national interdisciplinary agencies linked to the 
ministries of health, whose purpose is to determine policies and guidelines for 
rational planning, management and safe use of health technologies, including 
medical equipment and devices, implementation of interoperable eHealth systems 
and medical protocols suited to their needs, together with the corresponding 
organizational models; 
(2) to assess and use essential health technologies in order to improve equity, 
and access to health care and quality of life, with emphasis on meeting the needs of 
vulnerable groups; 
(3) to recognize both the importance of health technologies and the limits to 
their application at the different levels of health care, and to define and adapt 
technologies to the specific preventive, diagnostic, treatment and rehabilitation 
activities for each level and region; 
(4) to formulate local strategies so that health technologies are subject to 
appropriate regulation and surveillance; 
(5) to apply, adopt or design methodology for evaluating health technologies, 
undertaking clinical, financial, ethical and social evaluations that facilitate 
decision-making in order to give priority to essential health technologies that are 
safe, offer the best available solution, improve access, equity and quality of life, 
and strengthen problem-solving, efficiency and the health-care follow up; 
(6) to determine criteria and agreements that facilitate use of essential health 
technologies and strengthen national awareness of their benefits; 
(7) to facilitate the exchange of information on essential health technologies 
regarding safety, effectiveness, standards, public-health policies and indicators, 
with a focus on medical devices and equipment, eHealth/telemedicine and clinical 
practice guidelines; 

 
  2. REQUESTS the Director-General: 

(1) to encourage the establishment and organization of information networks on 
health technologies at local, regional and global levels for the purpose of 
decision-making at all levels; 
(2) to set up a committee of experts with collaborating centres to advise on the 
definition of norms and standards for essential health technologies, and in 
particular for medical devices, clinical practice guidelines and eHealth systems; 
(3) jointly to work with other bodies of the United Nations system and other 
international organizations in order to consolidate projects relating to essential 
health technologies in Member States; 
(4) to report on implementation of this resolution to the Sixty-first World Health 
Assembly. 
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1. Resolution Essential health technologies 

2. Linkage to programme budget 

 Area of work  

Essential health technologies 

Expected result 

1. Appropriate strategies promoted and support 
provided for blood safety and availability, injection 
safety and prevention of blood-borne infections, 
including HIV and hepatitis B and C, in health-care 
settings. 

2. Capacity strengthened and quality and safety of, and 
access to, appropriate diagnostics, laboratory services 
(including basic laboratory tests and screening for HIV, 
hepatitis B and C) and cell, organ and tissue 
transplantation services improved. 

3. Guidance and support provided for implementation 
of safe, efficient and appropriate essential emergency 
and surgical care at first-level referral health facilities. 

4. Support provided to capacity building and to 
development of standard procedures, and model lists of 
essential medical devices used.  

5. Establishment of appropriate components of 
electronic information for use in health-care systems 
promoted and effectively supported. 

 (Briefly indicate the linkage with expected results, indicators, targets, baseline) 

The resolution is fully consistent with the expected results mentioned above and is linked to all the 
indicators in the Programme budget 2006-2007 for this area of work. There are also linkages to the 
technology-related indicator in the other areas of work; furthermore, the resolution calls for a 
technology programme with an even broader base, covering health technologies as a whole and 
focusing on needs at country level. 

3. Financial implications 

 (a) Total estimated cost for implementation over the “life-cycle” of the resolution (estimated 
to the nearest US$ 10 000, including staff and activities) Implementation of the resolution is 
not limited in time. US$ 5.2 million are required per biennium (US$ 4.1 million for staff costs 
and US$ 1.1 million for operational costs, including provision of technical support to Member 
States). 

 (b) Estimated cost for the biennium 2006-2007 (estimated to the nearest US$ 10 000, including 
staff and activities) Estimated total cost is US$ 3.9 million 

 (c) Of the estimated cost noted in (b), what can be subsumed under existing programmed 
activities? US$ 1.7 million can be subsumed under existing headquarters funds for human 
resources and activities. 

4. Administrative implications 

 (a) Implementation locales (indicate the levels of the Organization at which the work will be 
undertaken and identify the specific regions where relevant) 

  Work will be carried out at global, regional and country levels; attention will be paid to the 
regions and countries that do not have the resources to support an effective health technology 
programme. 

 (b) Additional staffing requirements (indicate additional required staff full-time equivalents, 
noting necessary skills profile) 



168 EXECUTIVE BOARD, 118TH SESSION 
 
 
 
 

  Six additional full-time professional staff will be required across the Organization, together with 
six half-time general service staff. One professional staff member and one of the general service 
staff will be required at headquarters to support the development of norms and standards for 
health technologies, and five regional advisers will be needed, together with the remaining five 
support staff, at regional offices in order to facilitate regional and country work. 

 (c) Time frames (indicate broad time frames for implementation and evaluation) 
Implementation of the resolution will be part of the continuing programmatic activities and 
services of this area of work. Monitoring will therefore be subject to the periodic evaluation of 
WHO’s essential health technology activities. 

 
 

Ms VELÁSQUEZ BERUMEN (alternate to Mr Bailón, Mexico), introducing the draft 
resolution, said that her country was greatly concerned by the problem of assessing and managing 
health technologies, especially medical equipment and devices, eHealth and telemedicine systems, 
medical procedures and support systems. The draft resolution did not deal with pharmaceuticals. 

Patient care should be safe, effective and of high quality, and use appropriate, cost-effective and 
minimally invasive technology. Telemedicine and eHealth networks should provide access to 
diagnosis and treatment. Unfortunately, these goals could not be attained because equipment was often 
out of date or not properly maintained, medical staff and technicians were not trained in its use, and it 
was overused, underused or inaccessible to users. There were many incidents or threats to the safety of 
patients and health workers and a lack of information about new medical procedures. Sometimes, a 
patient’s file was unavailable because it had been sent to the wrong department. 

The draft resolution called upon Member States to determine policies and guidelines for the 
management of health technologies. Biomedical engineers in health facilities should manage health 
technologies, including planning, acquisition, maintenance and training of staff in the safe and 
effective use of medical equipment. It also called upon Member States to evaluate health technologies, 
taking into account ethical, social, economic and cost considerations, for decision-making and 
policy-making. 

Essential health technologies should be those which were indispensable for the achievement of 
the Millennium Development Goals. Other technologies were required for the implementation of 
health-care protocols and for the achievement of health-care goals in a specific region. 
 

Mr MIGUIL (Djibouti), speaking on behalf of the Member States of the Eastern Mediterranean 
Region, said that, despite the billions of dollars spent every year on health technologies, many 
Member States still did not recognize their management as an integral part of public health policy. In 
his Region, national policies and regulations were lacking, and examples of inequitable access, 
unavailability of medical technologies, a lack of monitoring and safety of use, and evidence of 
mismanagement and defective maintenance. The Region had some experience in the selection, 
procurement, installation, use, maintenance and repair of medical technology, particularly during the 
period of international sanctions against Iraq. 

He recalled resolution WHA55.18 on “Quality of care: patient safety”, which urged Member 
States to develop national regulations, systems for quality assurance and procedures for procurement 
and risk assessment. Strategies relating to cost inflation and inefficiencies in the management of 
medical technology should be made available to all the countries of the Region. Also needed were 
tools for updating and refining the regional data set; establishment of national and regional centres of 
excellence; and national guidelines and sharing of information within and across regions. In 
September 2006, the Regional Committee would discuss medical devices and equipment in 
contemporary health-care systems. 
 

Dr VOLJĆ (Slovenia) said that he had been shocked to read in the report that almost 95% of 
medical technology imported into developing countries was unsuited to the needs of national health 
systems. 
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Professor PEREIRA MIGUEL (Portugal) said that many Member States of the European 
Region felt that consideration of essential health technologies should be postponed until the Board’s 
session in January 2007. That would allow matters such as the one just raised by the member for 
Slovenia to be discussed in more detail. 
 

Dr PHUSIT PRAKONGSAI (alternate to Dr Suwit Wibulpolprasert, Thailand) said that 
developing countries were consumers rather than producers of medical technologies and were open to 
exploitation. Technology was sometimes overconcentrated in urban areas. Some technologies, such as 
computerized tomography, magnetic resonance imaging and X-radiology, were underused or misused, 
particularly in private-sector facilities where governments found it difficult to regulate their use. Such 
technologies should be registered for safety monitoring. WHO should examine the matter of donations 
of second-hand or renovated equipment and contributions of unwanted medicines by developed 
countries, especially since some lacked the laboratory capacity to verify safety and efficacy. Agencies 
that used health technology should produce an annual report showing their caseload and other 
information. Stakeholders in the management of health technologies included national regulatory 
authorities, which ensured that technologies were safe, effective and suitable for the health needs of 
the population; they might consult national laboratories about the safety and efficacy of the technology 
before licensing it. The regulatory authority and laboratories were responsible for post-marketing 
surveillance, adverse-event reporting and safety, and took immediate legal action where necessary. 
The health ministry laid down standards governing the mix of services, human resource needs and 
medical technologies at primary, secondary and tertiary levels. Where necessary, it issued a 
“certificate of need” for a specific technology, based on evidence of the burden of disease and the 
existing distribution of medical technology. 

An oversupply of medical technology should be countered by increased regulatory capacity. In 
countries with sufficient institutional capacity, a national health technology assessment system should 
be set up, in order to compare the cost-effectiveness of existing and new technology. That evidence 
should be passed on to public and private health-care purchasers. 

The report was not comprehensive enough and dealt inadequately with the certificate of need or 
strengthening institutional capacity for technology assessment. Management of health technologies 
required a multiple approach, including the legislative framework and its enforcement, and sufficient 
institutional capacity to produce evidence about cost-effectiveness and burden of disease; certification 
of need; post-marketing surveillance; and immediate action to withdraw unsafe products from the 
market. 

In paragraph 2(4) of the draft resolution, the Director-General should be asked to report on 
implementation of the resolution to the Sixty-second World Health Assembly, rather than the 
Sixty-first. With that change, he supported the draft resolution. 
 

Dr REN Minghui (China) said that the matter of essential health technologies raised questions 
of basic health care and accessibility. The concept was not clear: different countries understood the 
term differently. He welcomed WHO’s essential health work on technologies, leading to the 
preparation of guidelines. Since there was little time to discuss the matter at the present session, the 
Board should take it up again at its session in January 2007. 
 

Ms VALDEZ (alternate to Dr Agwunobi, United States of America) agreed that the matter 
should be held over to the Board’s session in January in order to allow the report to be revised and to 
give members the opportunity to consult the relevant agencies in their own countries. The draft 
resolution had been submitted very recently and required further consideration. The Secretariat should 
substantiate some of the statements in the report, including that in paragraph 7 that almost 95% of 
medical technology in developing countries was unsuited to the needs of national health systems, and 
the assertion in paragraph 14 that the acquisition and use of essential health technologies should be 
determined by the needs of patients and by the best evidence available. 
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Mr IWABUCHI (alternate to Dr Shinozaki, Japan) said that safe, affordable and effective health 
technology for people around the world was essential for the attainment of health-related development 
targets such as the Millennium Development Goals. He welcomed the draft resolution but, as it had 
only just been issued, more time was needed to consider it. 
 

Dr MBOYA (alternate to Dr Gakuruh, Kenya) observed that for developing countries most 
health technologies, especially medical equipment, were imported or donated, and required different 
expertise for use and maintenance, resulting in high costs. A list of essential health technologies that 
could be adapted by countries to their own needs should be drawn up urgently. Kenya had an essential 
health package that specified interventions at the various health-care levels from the community 
upwards. Essential technologies were listed for each level. An international review, with consideration 
of eHealth technologies and how Member States could be supported in implementing them, would 
provide useful guidance and harmonization. 
 

Mr RAMOTSOARI (Lesotho) supported the calls for more time to consider the item. Should 
the Board wish to take a decision at the current session, however, he would propose some amendments 
to the draft resolution. 
 

Dr GØTRIK (Denmark) also thought that more time should be allowed for the consideration of 
such an important item and suggested its inclusion in the agenda of the session in January 2007. 
 

Dr JAKSONS (Latvia) supported the previous speaker. In order to facilitate further discussions 
the term “health technologies” should be clearly defined. If it comprised processes, including 
treatment procedures, in addition to equipment and staffing, the draft resolution would require much 
closer scrutiny. 
 

Dr SHANGULA (Namibia) also agreed that more time was needed. The Secretariat should 
revise the report, clarifying the definition of health technologies and reviewing paragraphs 6 and 7, so 
that the matter and the draft resolution might be considered at the Board’s session in January 2007. 
 

Mr MIGUIL (Djibouti) supported the draft resolution in principle but agreed that it would be 
better to postpone further consideration until the session of the Board in January 2007. 
 

Dr ZUCKER (Assistant Director-General), observing that no disease prevention or control 
programme would be successful without diagnostic services and safe medical devices and equipment, 
gave the example of emergency relief to Indonesia after the recent earthquake, which was relying 
heavily on health technologies in dealing with injuries and providing blood transfusions, diagnostic 
and laboratory tests, and imaging and surgical devices. Similar technologies were required in the 
prevention and control of communicable and noncommunicable diseases. The Secretariat was seeking 
to ensure appropriate transfer of technology to all countries. It was also working on definitions of 
health technologies and preparing a list of 100 essential health technologies to which all communities 
should have access, with more sophisticated equipment such as computerized tomography scanners 
and magnetic resonance imaging equipment perhaps being restricted to the tertiary level.  
 

Professor NAGEL (International Federation for Medical and Biological Engineering), speaking 
at the invitation of the CHAIRMAN, said that his nongovernmental organization had been cooperating 
with WHO for more than 20 years in policy and planning, quality, safety, norms and standards, 
technology management and capacity-building, mainly in respect of medical devices. Those devices 
and equipment safety were covered by the WHO Essential Healthcare Technology Package, a set of 
guidelines for improved management of physical resources in health care, which included software for 
resource planning and management. The Federation had the necessary expertise, resources, research 
capabilities and delivery potential to provide support for maintaining and managing the scientific, 
engineering and technological aspects of essential health technologies and to facilitate their transfer to 
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developing countries. It could also provide training in the proper and efficient use of health 
technologies, including the newer electronic applications, and support the development of 
maintenance policies; it offered further collaboration with WHO in those matters. It was collaborating 
with industry, the World Standards Cooperation and the regulatory authorities in Member States to 
foster good manufacturing and regulatory practices, including before- and after-sales surveillance and 
measures to curb misuse of health technologies. The report should have provided more guidance for 
the development and planning of future activities and for links to other WHO initiatives such as the 
World Alliance for Patient Safety and the Global Health Workforce Alliance. The Federation offered 
its support in devising a comprehensive strategy for safe and efficient health technologies and their 
management and suggested that the strategy should cover health technologies as a whole, without the 
qualification “essential”. Regrettably, the draft resolution had been received too late for detailed 
comment, but the Federation endorsed it in principle and was willing to collaborate in taking the 
proposal further and in working to achieve the stated goals. The Board might consider including 
provisions to regulate the profession of clinical engineer. 
 

The CHAIRMAN said that there appeared to be a consensus that more time should be allowed 
for consideration of such a complex topic and that a decision at the current session would be 
premature. The Secretariat should therefore be asked to revise and expand the report to reflect the 
members’ concerns and to take into account any relevant additional material. The item, together with 
the draft resolution, should be included in the agenda of the Board’s session in January 2007. 
 

It was so agreed. 
 
 
 
3. MATTERS FOR INFORMATION: Item 8 of the Agenda 
 
Health information systems in support of the Millennium Development Goals: Item 8.3 of the 
Agenda (Document EB118/16) 
 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegations 
of Afghanistan, Bhutan, Kenya, Madagascar, Mexico, Sri Lanka and Thailand, and a report on its 
administrative and financial implications for the Secretariat: 
 

The Executive Board, 
Having considered the report on health information systems in support of the Millennium 

Development Goals,1 
 

 RECOMMENDS to the Sixtieth World Health Assembly the adoption of the following 
resolution: 

 
 The Sixtieth World Health Assembly, 
 Recalling resolution WHA58.30 on achieving internationally agreed health-related 
development goals, including those contained in the Millennium Declaration;  
 Noting resolution WHA58.28 on eHealth, and mindful of resolution WHA58.34 on 
the Ministerial Summit on Health Research; 
 Acknowledging that sound information is critical in framing evidence-based health 
policy and making decisions, and fundamental for monitoring progress towards 

                                                      
1 Document EB118/16. 
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internationally agreed health-related development goals, including those contained in the 
United Nations Millennium Declaration;  
 Recognizing that health information systems in most developing countries are 
weak, fragmented, understaffed, and inadequately resourced; 
 Convinced of the importance of health information, especially about inequities, to 
inform decisions on delivery of interventions to those who need them most; 
 Acknowledging that health information and research are complementary as 
foundations for strengthening health systems and health policy; 
 Mindful of the key role of national statistics offices in developing and 
implementing national statistical strategies and contributing to population health 
information; 
 Noting the constitutional normative mandates of WHO in health information and 
epidemiological reporting and reaffirming the Organization’s role as a founding partner 
of and hosting secretariat for the Health Metrics Network which has determined core 
standards for health information systems, 

 
1. URGES Member States to mobilize the necessary scientific, technical, social, 
political, human and financial resources in order: 

(1) to develop, implement, strengthen and assess plans to strengthen their health 
information systems through collaboration between health and statistics sectors and 
other partners;  
(2) to bring together technical and development partners around a coherent and 
coordinated country-led strategy and plan for strengthening health information 
systems that is fully integrated in the mainstream of national health programmes 
and plans; 
(3) to strengthen the capacity of planners and managers at national and local 
levels to synthesize, analyse, disseminate and use country evidence to inform 
decision-making and raise public awareness; 
(4) to link strengthening of health information systems to policies and 
programmes for building of statistical capacity in general; 

 
2. CALLS UPON the health information and statistical communities, other 
international organizations, including global health initiatives and funds, the private 
sector, civil society and other concerned stakeholders to provide strong, sustained support 
for strengthening of information systems using the standards and guiding principles set 
out in the framework of the Health Metrics Network, and covering the spectrum of health 
statistics, including health determinants; health resources, expenditures and system 
functioning; service access, coverage and quality; health outcomes and health status; and 
according particular attention to information on poverty and inequity in health; 

 
3. REQUESTS the Director-General: 

(1) to strengthen the information and evidence culture of the Organization and to 
ensure the use of accurate and timely health statistics to generate evidence for 
major policy decisions and recommendations within WHO; 
(2) to further strengthen WHO’s activities in health statistics at global, regional 
and country levels and provide support to Member States to build capacities for 
development of health information systems and generation, analysis, dissemination 
and use of data; 
(3) to promote better access to health statistics, encourage information 
dissemination to all stakeholders in appropriate and accessible formats, and foster 
transparency in data analysis, synthesis and evaluation, including peer review; 
(4) to promote improved alignment, harmonization and coordination of health 
information activities, bearing in mind the Paris Declaration on Aid Effectiveness - 
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Ownership, Harmonization, Alignment, Results and Mutual Accountability (2005) 
and the Best Practice Principles for Global Health Partnership Activities at country 
level1; 
(5) to undertake regular reviews of country experiences, to provide support for 
updating the framework of the Health Metrics Network in line with lessons learnt 
and evolving methodologies, and to report on progress as from the Sixty-second 
World Health Assembly. 

 

1. Resolution Health information systems in support of the Millennium Development Goals 

2. Linkage to programme budget 

 Area of work Expected result 

 Health information, evidence and research 
policy 

1. Strengthened and reformed country health-
information systems that provide and use quality and 
timely information for local health problems and 
programmes and for monitoring of major international 
goals 

(Briefly indicate the linkage with expected results, indicators, targets, baseline) 
The resolution is fully consistent with the expected result through its focus on strengthening country 
health-information systems in keeping with international standards defined in the Health Metrics 
Network, together with the priority given by WHO to evidence-based decision-making. The resolution is 
in line with indicators and targets concerning both a WHO database of core health indicators with 
metadata, focusing on the health-related Millennium Development Goals, and the development and 
implementation by countries of norms and standards, such as the International statistical classification of 
diseases and related health problems and the International classification of functioning, disability and 
health, and reviews of health status and health-systems metrics. 

3. Financial implications 

 (a) Total estimated cost for implementation over the “life-cycle” of the resolution (estimated to 
the nearest US$ 10 000, including staff and activities) US$ 40 million (does not include the 
Health Metrics Network budget) 

 (b) Estimated cost for the biennium 2006-2007 (estimated to the nearest US$ 10 000, including 
staff and activities) US$ 11 million (does not include the Health Metrics Network budget) 

 (c) Of the estimated cost noted in (b), what can be subsumed under existing programmed 
activities? About US$ 7 million of the proposed expenditure for the current biennium can be 
absorbed under existing programmed activities. Additional funding of US$ 4 million is required 
to enable WHO to play a lead role at global, regional and country levels and continue to be a key 
player in the Health Metrics Network. 

4. Administrative implications 

(a) Implementation locales (indicate the levels of the Organization at which the work will be 
undertaken and identify the specific regions where relevant) 

  Headquarters, in collaboration with the regional offices, will continue to develop and test tools 
and methods and set normative guidance. Globally, WHO will continue to serve as the 
repository of sound health statistics and evidence. Adaptation of normative guidance and 
implementation of plans to strengthen health information systems will take place at country 
level with strong regional office support. 

                                                      
1 Best Practice Principles for Global Health Partnership Activities at Country Level. Report of the Working Group on 

Global Health Partnerships. Paris, High-level Forum on the Health MDGs, 14-15 November 2005. 
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(b) Additional staffing requirements (indicate additional required staff full-time equivalents, 
noting necessary skills profile) 

 A total of seven full-time equivalent professional staff are required to enable the regional offices 
to provide strong support to country implementation (one in each region, with two in the 
Regional Office for Africa). The staff concerned require skills in statistics, epidemiology, 
planning and monitoring and evaluation. 

 Limited additional staffing is required at headquarters (two full-time equivalent professional 
staff) in order to ensure quality technical work on health statistics at global level and adherence 
to agreed standards. The staff concerned require skills in statistics, epidemiology, biostatistics, 
demography and health economics. 

 (c) Time frames (indicate broad time frames for implementation and evaluation) 
  Implementation of normative work and support to regions and countries will start immediately, 

in collaboration with Health Metric Network activities. Support to country implementation will 
commence in the current biennium and accelerate subsequently as capacity increases and as a 
function of needs of country level. Evaluations of progress will be undertaken at regular 
intervals in the context of the biennial reviews of the programme budget. 

 
Dr KAKAR (Afghanistan), speaking as a sponsor of the draft resolution, said that every good 

health system was associated with a good information system. Better measurement required good 
information. He urged the Board to support the draft resolution. 
 

Ms WARANYA TEOKUL (adviser to Dr Suwit Wibulpolprasert, Thailand), also speaking as a 
sponsor, underlined the importance of evidence for decision-making. It could also be used for 
advocacy in parliaments, civil society and the international community, besides helping set 
programme priorities and targets, guiding resource allocation, and serving as a monitoring and 
evaluation tool. The report emphasized that information collected in the health sector and by national 
statistical offices should be combined. Health information systems required strengthening in most 
developing countries in order to provide baseline data on health status and access to health services, 
and their distribution across population groups. 
 

Dr ABEYKOON (alternate to Mr de Silva, Sri Lanka) said that health information systems had 
been repeatedly discussed over the years yet further work was needed. With support from WHO and 
other partners, Sri Lanka had launched initiatives in order to obtain reliable disaggregated data more 
quickly; strengthen its public health information system; strengthen the hospital information system 
with its two components, patient records and the management information system; and increase the 
use of information technology for electronic consultation with peripheral areas and continuing staff 
development. Those activities required considerable effort. The report could have provided further 
guidance on processing and dissemination of health information and the draft resolution should be 
amended in order to draw attention to those aspects, including more use of information technology. 
 

Dr KHALFAN (Bahrain) supported the draft resolution. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) said that Australia had identified 
strengthening of health systems, including health information systems, as essential to achieving the 
Millennium Development Goals and a core element of its increased health support to the Asia-Pacific 
region over the four years ahead. She proposed that, in the fifth preambular paragraph of the resolution 
recommended in the draft resolution, the words “especially about inequities” should be replaced with 
“disaggregated by gender, age and key socioeconomic factors”. A new paragraph 1(4) should read “to 
strengthen the capacity of health workers to collect accurate and relevant health information”. 
 

Professor PEREIRA MIGUEL (Portugal) said that Member States of the European Union, 
recognizing the importance of the topic, wanted more time to consider the draft resolution. 
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Dr SINGAY (Bhutan) endorsed the views of previous speakers on the importance of health 
information systems and supported the draft resolution. 
 

Dr WINT (Jamaica) said that health information systems were crucial for health systems 
development, and especially for evidence-based decision-making. They were part of all the work done 
in health, not only the efforts to achieve the Millennium Development Goals. He supported the draft 
resolution with the amendment suggested by the member for Australia, and proposed substituting 
“increase” for “further strengthen” in paragraph 3(2). 
 

Dr MBOYA (alternate to Dr Gakuruh, Kenya) said that Kenya had sponsored the draft 
resolution because insufficient investment in health information systems was compromising the 
capacity of countries to prevent disease. High-quality information was needed in formulating policy 
and directing the implementation of programmes. 
 

Ms VALDEZ (alternate to Dr Agwunobi, United States of America) said that her country 
strongly supported the use of health information technology in order to improve the quality and 
efficiency of health-care, and to provide crucial vital statistics and epidemiological data. The report 
highlighted the many challenges that countries faced in collecting and analysing data for use in 
national policy and decision-making. The United States supported the role of WHO and of its regional 
offices in exploring ways to use health information technology and systems in order to improve the 
delivery of primary health care, particularly in resource-poor settings. She welcomed the draft 
resolution, as amended by the members for Australia and Jamaica. Because there were standards and 
guiding principles other than those framed in the Health Metrics Network mentioned in paragraph 2, 
she suggested inserting the word “including” after “information systems”. 
 
 Mr MIGUIL (Djibouti) supported the draft resolution. Reliable, timely and relevant information 
was essential for enlightened decision-making, particularly as WHO had just adopted a results-based 
management approach in planning its activities. However, the title of the resolution was too restrictive: 
the topic of health information systems was much broader in scope than the three Millennium 
Development Goals relating to health. A list of indicators should be drawn up in order to ensure better 
follow-up for WHO’s activities at all levels. As for the Millennium Development Goals, WHO should 
be making an annual report to the United Nations on progress in achieving the three health-related 
ones. 
 
 Dr KAKAR (Afghanistan) accepted the proposed amendments. Referring to paragraph 1(3), he 
said that planners and managers were sometimes found at provincial level, as well as the national and 
local levels; the paragraph should therefore read: “to strengthen the capacity of planners and managers 
at various levels of the health system to utilize health information for evidence-based decision-making 
and for raising public awareness”. 
 

Professor PEREIRA MIGUEL (Portugal) said the proposed amendments made the draft 
resolution acceptable. 
 

Dr REN Minghui (China) supported the draft resolution and emphasized the importance of 
establishing health information systems, especially for obtaining evidence on which to base decision. 
He asked for clarification of the role of the Health Metrics Network. 
 

Dr GØTRIK (Denmark), supported by Mr PIRONEA (alternate to Professor Paunescu, 
Romania), supported the draft resolution, with the amendments proposed. However, the practice of 
submitting draft resolutions to the Board at very short notice, as in the present case, should not be 
followed in future. 
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The CHAIRMAN, speaking in his capacity as the member for Bolivia, agreed with the member 
for Djibouti. However, the three principal Millennium Development Goals were related to health and 
so were the goals for education, because without proper nutrition education was of little use. He 
welcomed the amendments suggested by the members for Australia and Jamaica. There was a direct 
relationship between international health matters and legislation relating, in particular, to endemic 
diseases. Sound, accurate national information systems on health were a prerequisite for the 
development of international policies. He endorsed the draft resolution, with the amendments 
proposed. 

Speaking in his capacity as Chairman, he agreed with the member for Denmark about the late 
submission of documents and draft resolutions which did not leave enough time for the members 
themselves, let alone national experts, to form a view on them. Nor should the Board be submitting to 
the Health Assembly resolutions that it had not had sufficient time to study. It was the quality, not the 
quantity, of decisions that mattered, and it might be preferable to have fewer but more representative 
and more realistic resolutions. 
 

Dr KEAN (Executive Director, Office of the Director-General) read out the proposed 
amendments. In the fifth preambular paragraph the words “especially about inequities” should be 
replaced by “disaggregated by gender, age and key socioeconomic factors”. Paragraph 1(3) would 
read: “to strengthen the capacity of planners and management at various levels of the health system to 
utilize health information for evidence-based decision-making and for raising public awareness”. An 
additional paragraph 1(4) would read: “to strengthen the capacity of health workers to collect accurate 
and relevant health data”. The present paragraph 1(4) would become 1(5). In paragraph 2, the word 
“including” would be inserted after “information systems”. In paragraph 3(2) the words “further 
strengthen” would be replaced by “increase”. The title of the resolution would be amended to read 
“Strengthening of health information systems”. 
 

Dr WINT (Jamaica) mentioned the importance of analysing information. He would prefer to 
retain the reference in paragraph 1(3) to the analysis of evidence. 
 

Dr KAKAR (Afghanistan) said that in his experience it was difficult to find professionals at the 
local level able to analyse statistics. 
 

Dr KEAN (Executive Director, Office of the Director-General) suggested rewording paragraph 
1(3) to read “to strengthen the capacity of planners and managers at various levels of the health system 
to synthesize, analyse, disseminate and to utilize health information systems for evidence-based 
decision-making and for raising public awareness”. 
 

The CHAIRMAN said that he took it that the Board wished to adopt the draft resolution, as 
amended. 
 

The resolution, as amended, was adopted.1 
 

Dr EVANS (Assistant Director-General) quoted the late Director-General who, when referring 
to the fundamental value and ethic of strengthening health information systems, had said that if people 
were to count, it was first necessary to be able to count people. The present focus on outcomes was an 
opportunity to strengthen health information systems. Everything done in order to track particular 
interventions could enhance health information systems. 

The Secretariat was using information technology for disseminating health information, 
especially knowledge management and eHealth, in order to facilitate access to information. Those 

                                                      
1 Resolution EB118.R4. 
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activities were fully compatible with the results-based management framework. Progress on 
implementing the General Programme of Work and the medium-term strategic plan was being actively 
monitored. 

With regard to reporting on progress in achieving the health-related Millennium Development 
Goals, the Secretariat already contributed significantly to reports to the United Nations on the subject. 
Other bodies, including UNICEF and UNFPA, collaborated with WHO on specific types of data 
relevant to the indicators for the health-related Millennium Development Goals. The Secretariat 
would, however, look for a more specific reporting opportunity. 
 The Health Metrics Network aimed to strengthen country health information systems. A set of 
tools had been developed, and the Network was operating in 50 to 60 countries in order to promote 
greater investment in health information systems. 
 
 
 
4. MANAGEMENT, BUDGET AND FINANCIAL MATTERS: Item 6 of the Agenda 
 
Strategic resource allocation: Item 6.1 of the Agenda (Document EB118/7) 
 

Dr JAKSONS (Latvia) emphasized evaluation of country needs, identifying outcomes, 
preparing programmes, and the cross-checking of outcomes described in paragraph 19 of the report. 
The Board could discuss the results of the cross-checking within the proposed programme budget. A 
validation mechanism that had nothing to do with the allocation of resources was valuable. If there 
were significant discrepancies between the results of resource allocation and the validation, it could be 
decided which of the two sets of indicators should be amended in future. The test of one process was 
its application in practice. 
 

Mr IWABUCHI (alternate to Dr Shinozaki, Japan) enquired how the guiding principles would 
work. Principle 3 appeared to mean that both assessed and extrabudgetary contributions would be 
allocated in accordance with the guiding principles, and thus with the validation mechanism. However, 
according to the Eleventh General Programme of Work, the Secretariat expected to consult with 
individual donors in order to align extrabudgetary contributions with WHO’s priorities. It was not the 
role of donors to adapt themselves to the validation mechanism. It was also unclear how the switch 
would be made from a resource-based to a results-based approach. Planning in any organization, 
including WHO, had to respect resource limitations. 
 

Mr SHUAAIB (alternate to Dr Al-Shammari, Iraq), speaking on behalf of the Member States of 
the Eastern Mediterranean Region, commended the late Director-General’s efforts to decentralize the 
Organization and develop results-based budgeting. The Secretariat had to work together at all levels in 
order to improve performance. More would be expected of WHO regional and country offices, and 
resources transferred from headquarters to the regions should be distributed fairly.  

Decision WHA57(10) emphasized support to countries in greatest need, as did the validation 
mechanism. He agreed that emergencies and the Global Polio Eradication Initiative should be 
excluded from the validation mechanism. Health needs not properly captured by the indicators used in 
the validation mechanism should be dealt with as separate entities. He supported the validation 
mechanism, on various conditions: that the distribution of resources between headquarters and the 
regions was apportioned and took full account of changes resulting from decentralization; that the 
regions in greatest need received their fair share of resources and were not deprived of new resources 
raised through the regular budget and voluntary contributions; that resources allocated for emergencies 
and poliomyelitis eradication and not covered by the needs assessment models were treated as a 
separate component of resource allocation; that the Human Development Index was used to assess the 
health needs of countries; and that countries with large populations were not unfairly treated. 
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Dr KHALFAN (Bahrain) disagreed with the statement in paragraph 19 in the Annex to the 
report that education was only one of many social determinants of health. Education was sometimes 
even more important than socioeconomic status. 
 

Dr SUWIT WIBULPOLPRASERT (Thailand) recalled the intensive negotiations on the 
formula for regional resource allocation at the Fifty-second World Health Assembly in 1998. They had 
almost torn the Organization apart. The new validation mechanism and resource allocation did not 
show any redistribution of resources among WHO regions. No region would have its budget reduced 
because about 5% of the headquarters budget would be allocated to the regions, but he was not 
convinced of the benefits. At country level, funding from WHO’s regular budget was negligible in 
comparison to that received from other sources. Moreover, the Organization’s main function was 
knowledge generation, management and sharing and advocacy, and for those purposes it needed a 
Secretariat that was both technically and academically strong. However, headquarters was 
continuously being eroded by reductions in its budget, and that ran contrary to countries’ expectations 
of the Organization.  

WHO was increasingly being financed from extrabudgetary sources. In 1998, two-thirds of the 
Organization’s resources had come from assessed contributions, compared with 25% in 2006. Nearly 
all the 75% from other contributions was earmarked for particular programme areas, rather than for the 
Organization as a whole. In having to negotiate with individual donors, the Secretariat had to strive 
merely to keep the Organization going. That was not healthy because the contributions from Member 
States were increasingly being used in compliance with the wishes of donors, whereas the 25% of 
resources raised from assessed contributions were used mainly in order to maintain the Secretariat, 
leaving very little money for programme activities. In order to do any actual work, the Organization 
had to negotiate with donors for assistance. That situation could be exploited in future by donors in 
order to further their own agendas. The Secretariat should find strategic directions to solving the 
problem in the long term, advise the Board accordingly, and ensure that the tax revenue given to the 
Secretariat was used to respond to the needs of Member States. Only thus would WHO sustain its 
social credibility. 
 

Dr SHANGULA (Namibia) recalled that the contents of the report had been discussed on 
several previous occasions and common ground had been reached on some matters. Consultations with 
the regions had been taken into account. The Board should not reopen those discussions but should 
concentrate on items that had been referred back for further clarification. Chief among those was the 
validation mechanism, and the Board had to decide whether further work needed to be done on the 
report. Once the complex process was in operation, it could be monitored and adjustments made. 
 

Mr RAMOTSOARI (Lesotho) proposed that the Board note the report, which dealt with 
previously raised concerns. Results-based management was important and its implementation should 
be monitored and reviewed if necessary. 
 

Dr TANGI (Tonga) agreed with the two previous speakers. 
 

Dr GØTRIK (Denmark) said that the preparation of the report had been long and complex, 
especially the task of devising the validation mechanism. The Programme, Budget and Administration 
Committee had discussed the guiding principles in detail, and had reached a conclusion based on 
consensus. He was willing to accept the report as it stood. 
 

Dr REN Minghui (China) said that the preparation of the report had been a transparent process, 
taking into account the views of all parties. He expressed his support for the report and would be 
following its implementation. 
 

The CHAIRMAN, speaking in his capacity as the member for Bolivia, said that the report was 
valuable and represented the accomplishment of the task assigned to the Secretariat. It should be 
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remembered that resources were more than money. In addition to budgetary and extrabudgetary funds, 
the Organization had a wealth of knowledge on science, public health and medicine. It also had its 
collaborating centres and relations with academic and scientific institutions and nongovernmental 
organizations. In dealing with the needs of developing countries and working towards the Millennium 
Development Goals, the Organization should take all its resources into account. 
 

The ACTING DIRECTOR-GENERAL remarked on the observation of the member for Latvia 
that the validation mechanism was not the same as resource allocation. Great progress had been made 
in understanding the practical implications of a results-based management approach and the value of a 
validation mechanism as part of that system. The preparation of the Proposed programme budget 
2008-2009 would involve recognizing the technical and substantive needs of both Member States and 
the Secretariat.  

With regard to the concerns expressed by the member for Japan, progress had been made in 
managing the regular budget and extrabudgetary contributions within a single framework, although 
more remained to be done. All the Organization’s financial resources had to be taken into account, 
because even with a results-based approach to budgeting, it was necessary to know what resources 
were available in order to draw up a realistic budget. The process should be driven by the desired 
results, rather than by taking the allocation of resources as a starting point.  

Replying to the member for Iraq about results-based management, decentralization and the 
effective transfer of resources within the Organization, he said that most of WHO’s work was done at 
country level, but that did not imply that the headquarters structure would be dismantled. The strategic 
directions agreed for the Organization’s work required a balance between a strong headquarters, 
performance of global functions, and proper implementation of programmes at country level. 
Resources should be transferred to countries where they were needed.  

The comment about education in the Annex on guiding principles was inappropriate and would 
be deleted.  

The overall financing of the Organization, mentioned by the member for Thailand, had been 
discussed by the Programme, Budget and Administration Committee, in both general terms and with 
respect to specific management reforms. The effectiveness of WHO’s financing, including alignment 
of resources and results and the administrative burden on the Organization of managing voluntary 
contributions, would be on the agenda of that Committee’s next meeting.  

Combining medical science with management had perhaps resulted in a rather simplistic 
overview of progress but, with regard to alignment between resources and results, the standard 
deviation had been reduced by half. However, monitoring of progress would require more time, a 
separate report and a different kind of consultation. The financing of the Organization could be 
discussed in the regional committees when they considered the Proposed programme budget, by the 
Programme, Budget and Administration Committee and the Board in January 2007.  

Monitoring the results-based approach would be important.  
Responding to the comments made by the Chairman, he said that the Organization’s priorities 

were not expressed only in monetary terms. Some areas of work were of considerable technical and 
political importance, yet did not have large budgets. 
 

The CHAIRMAN said that, if there were no objections, he took it that the Board wished to 
endorse the contents of the report. 
 

It was so agreed. 
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Committees of the Executive Board: filling of vacancies: Item 6.2 of the Agenda (Documents 
EB118/9 and EB118/9 Add.1) 
 

• Standing Committee on Nongovernmental Organizations 

Dr KEAN (Executive Director, Office of the Director-General) drew attention to paragraph 2 of 
document EB118/9 Add.1, which contained the Chairman’s proposals for filling the four vacancies on 
the Standing Committee on Nongovernmental Organizations. 
 

Decision: The Executive Board appointed Dr P.M. Buss (Brazil), Dr Ren Minghui (China),  
Dr R.R. Jean Louis (Madagascar), and Dr Suwit Wibulpolprasert (Thailand) as members of its 
Standing Committee on Nongovernmental Organizations for the duration of their term of office 
on the Executive Board, in addition to Mr O.K. Shiraliyev (Azerbaijan), already a member of 
the Committee. It was understood that if any member of the Committee was unable to attend, 
his or her successor or the alternate member of the Board designated by the government 
concerned, in accordance with Rule 2 of the Rules of Procedure, would participate in the work 
of the Committee.1 

 
• Programme, Budget and Administration Committee 

Dr KEAN (Executive Director, Office of the Director-General) said that the Chairman’s 
proposals for filling the six vacancies on the Programme, Budget and Administration Committee were 
contained in paragraph 3 of document EB118/9 Add.1. 
 

Decision: The Executive Board appointed as members of the Programme, Budget and 
Administration Committee Dr F. Kakar (Afghanistan), Ms J. Halton (Australia), Dr J.K. Gøtrik 
(Denmark), Dr W.T. Gwenigale (Liberia), Mr N.S. de Silva (Sri Lanka) and Dr J. Agwunobi 
(United States of America) for a two-year period or until expiry of their membership on the 
Board, whichever occurs first, in addition to Dr Jigmi Singay (Bhutan), Dr A.H.I. Al-Shamari 
(Iraq), Dr B. Wint (Jamaica), Professor J. Pereira Miguel (Portugal), Dr J.D. Ntawukuliryayo 
(Rwanda) and Dr V. Tangi (Tonga), already members of the Committee, and 
Dr F. Antezana Araníbar (Bolivia), Chairman of the Board, member ex officio, and Dr J. Nyikal 
(Kenya), Vice-Chairman of the Board, member ex officio. It was understood that if any member 
of the Committee was unable to attend, his or her successor or the alternate member of the 
Board designated by the government concerned, in accordance with Rule 2 of the Rules of 
Procedure, would participate in the work of the Committee.2 

 
Dr KEAN (Executive Director, Office of the Director-General) said that, as Australia’s 

membership of the Executive Board would expire in one year, the Western Pacific Region would need 
to nominate two members in 2007. He proposed that Dr J.N. Nyikal (Kenya), in his capacity as 
Vice-Chairman of the Executive Board, should, like the Chairman of the Executive Board, be a 
member ex officio of the Committee. 
 

It was so decided. 
 

• Foundation Committees 

The CHAIRMAN announced that there was no vacancy on any of the Foundation Committees. 

                                                      
1 Decision EB118(1). 
2 Decision EB118(2). 
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Representatives of the Executive Board at the Sixtieth World Health Assembly 
 

Dr KEAN (Executive Director, Office of the Director-General) drew attention to the proposals 
in document EB118/9 Add.1 for the appointment of representatives of the Executive Board at the 
Sixtieth World Health Assembly. 
 

Decision: The Executive Board, in accordance with paragraph 1 of resolution EB59.R7, 
appointed its Chairman, Dr F. Antezana Araníbar (Bolivia), and its first three Vice-Chairmen, 
Mr O.K. Shiraliyev (Azerbaijan), Dr B. Sadasivan (Singapore) and Dr Suwit Wibulpolprasert 
(Thailand), to represent the Board at the Sixtieth World Health Assembly. It was understood 
that if any of those members were not available for the Health Assembly, the other 
Vice-Chairman, Dr J. Nyikal (Kenya), and the Rapporteur, Dr A.H. Saheli (Libyan Arab 
Jamahiriya), could be asked to represent the Board.1 

 
Future sessions of the Executive Board and the Health Assembly: Item 6.3 of the Agenda 
(Document EB118/10) 
 

Dr KEAN (Executive Director, Office of the Director-General) stated that, following the 
Board’s decision to convene its next (119th) session in November 2006, the first of the decisions 
contained in paragraph 5 of the report would have to be amended by reference to both that and the 
120th session in January 2007. The decision concerning the Sixtieth World Health Assembly would be 
unchanged. 
 

Dr SHANGULA (Namibia) asked why the Sixtieth World Health Assembly would last 10 days 
when the Fifty-ninth Assembly had taken only six days to complete its work. Efforts should be made 
to manage the Health Assembly’s time better, especially in Committee A. 
 

Dr REN Minghui (China) asked why the session of the Board scheduled was numbered as a 
regular session. 
 

Mr BURCI (Legal Counsel) explained that it would be a regular session convened under Rule 5 
of the Rules of Procedure. 
 

Dr REN Minghui (China) said that the Board’s decision to accelerate the procedure to elect the 
next Director-General referred to the November 2006 session as a “special session”.2 
 

The CHAIRMAN noted that the discrepancy would have to be rectified. 
 

Ms BLACKWOOD (alternate to Dr Agwunobi, United States of America) queried the 
numbering of the special session of the Executive Board held on 23 May 2006 and that of the special 
session of the Health Assembly to be held in November 2006. 
 

Dr KAKAR (Afghanistan), referring to the statement by the member for Namibia, said that he 
would have preferred the two most recent Health Assemblies to have been given more time, because 
some decisions had been too precipitate because of lack of time, and several decisions had had to be 
referred back to the Executive Board. 
 

                                                      
1 Decision EB118(3). 
2 Decision EBSS(2). 
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Mr BURCI (Legal Counsel) explained that a special session of the Executive Board was one 
convened under Rule 6, namely either at the joint request of any 10 members and held within the 
following 30 days or by the Director-General, in consultation with the Chairman, if events occurred 
that required immediate action under Article 28(i) of the Constitution. The special session held on 
23 May 2006 clearly fell into that category. The November 2006 session of the Health Assembly was 
to be convened under Rule 2 of the Rules of Procedure of the World Health Assembly, according to 
which the Director-General could convene a special session of the Health Assembly “at the request of 
the Executive Board at such time and place as the Board shall determine”. The November session 
would in fact be the first special session of the Health Assembly. 
 

Dr GØTRIK (Denmark) asked that serious consideration be given to the duration of the Health 
Assembly. Time management was indeed part of the problem. He congratulated the Chairman on his 
excellent time management, achieved by adhering strictly to the starting times of meeting; much time 
would be saved at the Health Assembly by doing the same. 
 

Dr KEAN (Executive Director, Office of the Director-General) pointed out that the length of 
sessions of the Executive Board and the Health Assembly had been gradually reduced over the past 
10 years. However, the Sixtieth World Health Assembly would be longer than the Fifty-ninth because 
it would be dealing with the Proposed programme budget. 
 

The CHAIRMAN confirmed that programme budget sessions lasted longer because so many 
Member States wished to make statements. 
 

Dr SHANGULA (Namibia) said that he accepted that explanation, but continued to believe 
there was scope for better time management. 
 
 Decision: The Executive Board decided that its 119th session should be convened on Monday, 

6 November 2006, at WHO headquarters, Geneva, and should close no later than Wednesday, 
8 November 2006. It further decided that its 120th session should be convened on Monday, 
22 January 2007, at WHO headquarters, Geneva, and should close no later than Tuesday, 
30 January 2007.1 

 
 Decision: The Executive Board decided that the Sixtieth World Health Assembly should be 

held at the Palais des Nations, Geneva, opening on Monday, 14 May 2007, and that it should 
close no later than Wednesday, 23 May 2007.2 

 
Professor PEREIRA MIGUEL (Portugal), speaking on behalf of the European Union and its 

Member States, expressed regret over the late dispatch of documents for the session, especially as it 
was a recurrent problem. Paragraph 15 of document EB118/2, on the outcome of the Fifty-ninth World 
Health Assembly, referred to an amendment to Rule 14 of the Rules of Procedure of the World Health 
Assembly to the effect that documents should be available six weeks in advance of a regular session of 
the Health Assembly. The report of the Programme, Budget and Administration Committee of the 
Executive Board, contained in document EB118/3, noted that one item of the Committee’s agenda had 
been forwarded to the Board for review as a result of the late distribution of the relevant document. 
Rule 5 of the Rules of Procedure of the Executive Board stated that documents for a regular session of 
the Board should be dispatched not less than six weeks before its commencement. In future, there 
should be better compliance with those Rules, and the only documents the Board should consider with 
less notice should be those relating to the Health Assembly immediately preceding its session. 

                                                      
1 Decision EB118(4). 
2 Decision EB118(5). 
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The CHAIRMAN said that those comments would be noted by the Secretariat. The relevant 
Rules should be observed, but the Board should bear in mind that it took time to prepare documents, 
which needed to be as up-to-date as possible. 
 
 
 
5. MATTERS FOR INFORMATION: Item 8 of the Agenda (resumed) 
 
Progress report on implementation of resolution: Disability, including prevention, management 
and rehabilitation (resolution WHA58.23): Item 8.1 of the Agenda (Document EB118/12) 
 

The Board noted the report. 
 
Expert committees and study groups: Item 8.2 of the Agenda (Document EB118/13) 
 

Ms VALDEZ (alternate to Dr Agwunobi, United States of America), referring to the report of 
the Joint FAO/WHO Expert Committee on Food Additives, noted that over the past few years WHO 
and FAO had successfully increased the transparency of the Committee’s decisions and the process by 
which its experts were selected. She supported that and emphasized continuing vigilance in order to 
ensure the integrity of the Committee’s programme. Expert committees had to be geographically 
balanced and accepted internationally. The Secretariat had to reconcile those needs with the 
requirements of high standards of scientific expertise; it should ensure that the Committee had the best 
scientists from around the world when shaping evidence-based safety standards for additives and 
contaminants. Maintaining such a standard of excellence would raise consumer confidence in the 
global food supply. Unfortunately the Committee’s financial viability had recently been called into 
question. She urged the Secretariat and Member States to prioritize financial support for the 
Committee, so that the Member States and the Codex Alimentarius Commission could rely on sound, 
science-based advice on food safety issues. 
 

The CHAIRMAN agreed that the panel of experts must be constantly updated and urged 
Member States to provide names of scientists to serve on the Committee, so that the Secretariat could 
achieve the desired geographical balance while keeping the requirement of scientific expertise 
paramount. Experts from developing countries without an international reputation should also be 
considered for the panel. 
 

The Board noted the report. 
 
 
 

The meeting rose at 17:25. 
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FIFTH MEETING 
 

Wednesday, 31 May 2006, at 09:05 
 

Chairman: Dr F. ANTEZANA ARANÍBAR (Bolivia) 
 
 
 
1. TRIBUTE TO DR LEE 
 

The CHAIRMAN said that a five-minute video film would be shown as a tribute to the late 
Director-General of WHO. 
 

The film was projected. 
 

The CHAIRMAN spoke of the gap left by the unexpected death of Dr Lee. He had held the 
office of Director-General for only three years, but had made a considerable mark on public health. 
The best tribute that could be paid to his memory would be to continue working for health for all, and 
especially for those most in need of it. The Board would pursue its efforts in that direction, and in so 
doing render a permanent and worthy testament to Dr Lee. 
 
 
 
2. STAFFING MATTERS: Item 7 of the Agenda 
 
Statement by a representative of the WHO staff associations: Item 7.1 of the agenda (Document 
EB118/INF.DOC./1) 
 

Ms LALIBERTÉ (representative of the WHO staff associations), speaking at the invitation of 
the CHAIRMAN, expressed the sadness felt by all WHO staff members at the untimely passing of the 
Director-General. 

She thanked the Chairman for enabling the staff of WHO to exercise their fundamental right of 
freedom of expression. The staff felt honoured to serve WHO and the headquarters Staff Association 
was seeking to promote an efficient, fair and rules-based Organization conducive to productive work 
in a climate of confidence and mutual respect. Solutions were sought to the staff’s concerns. There 
was evidence of abuse of rules and procedures and gross inequalities in the treatment of staff in several 
departments, and productive work was often hampered by repeated restructuring exercises. The Staff 
Association objected strongly to a process of review that was non-transparent, arbitrary and unjust, 
particularly when the process excluded senior managers. Four specific concrete suggestions to 
improve staff/management relations were proposed in the document. 

The Staff Association at headquarters wished to pioneer a new era of staff/management 
relations in the context of the United Nations reform process, and requested the Board to establish 
mechanisms to monitor progress and ensure a rules-based Organization. She invited the Chairman to 
mediate in the efforts to improve staff/management relations. 
 

The CHAIRMAN said that, after consultations, it was evident that nothing had been done to 
prevent the representative of the staff associations from making her statement. The Board wished to 
foster good relations between the staff and the administration, and would be ready to take any action 
required. He welcomed the assurances of the cooperation and solidarity of the staff, not only during 
the current period of transition, but throughout the life of the Organization. As Dr Lee had said, the 
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progress achieved by WHO could not have been made without the dedication, skills and work of all 
the staff. 

 
The ACTING DIRECTOR-GENERAL confirmed that the administration welcomed the strong 

engagement of the staff and the staff associations. Dr Lee had encouraged that engagement and the 
staff’s representation. No attempt had been made to prevent the staff associations from making a 
statement to the Board. Concern had been expressed that the statement was not fully supported by the 
regional staff associations. It was important for staff members who represented all the staff 
associations, not just the headquarters Association, to be able to address the Board. However, staff 
concerns about the situation in Geneva should be voiced to the Board. The administration was 
committed to improve the functioning of the Organization and its results-based management approach. 
The Secretariat’s work was driven by the need to respond to Member States. The competencies 
required had been defined in recruitment policy and performance assessment. Much had been invested 
in the past 18 months in management and leadership training and in staff development. Gaps and 
challenges remained. A major review had been made of the functions of the different departments at 
headquarters and of the necessary staff, within the budget. There was a steering committee to ensure 
close cooperation with the Staff Association. Problems had been addressed, perhaps not fully, and the 
input of the staff associations was valued. 

He was willing to review the internal justice system. On the issue of direct appointments, 
Dr Lee had had a meeting with the Staff Association just before he died. He had expressed a clear 
preference for a standard selection process, but had said that sometimes direct appointments were 
more appropriate. Compared with other international organizations WHO had a low rate of direct 
appointments (7.8%), and Dr Lee had never initiated a direct appointment himself. Such appointments 
had always been based on a thorough process and proper documentation. 

In an earlier submitted version of the statement, there had been very serious allegations about 
corruption in the Organization. Dr Lee, who had been committed to ethical conduct, had asked the 
Internal Auditor to investigate the allegations and had called for staff to come forward. In that 
particular case, it was agreed that, exceptionally, they could report to the External Auditor. The Acting 
Director-General undertook to pursue the matter. Any abuse of the rules must be investigated. Some 
instances might have occurred, but on balance, managers at WHO were fulfilling their functions 
responsibly. 

The request for participation by the headquarters Staff Association in the Programme, Budget 
and Administration Committee had been forwarded to the Chairman of that Committee. It was for the 
Board to decide whether to overturn the existing decision on the matter. 
 

The CHAIRMAN commented that that statement showed the good faith of the administration 
and its concern to maintain dialogue with the staff. 
 

Dr SHANGULA (Namibia) queried an apparent contradiction between the phrase “on behalf of 
WHO staff members worldwide” and the footnote at the bottom of the first page of the statement to 
the effect that it did not reflect the view of the staff associations at WHO regional offices. 
 

Dr TANGI (Tonga) stressed the principle that all WHO staff, at all levels, were accountable to 
the Member States and therefore to all the taxpayers in the world. The role of the staff was moreover 
to fulfil WHO’s mission. Any statement on behalf of the staff should represent the majority view of all 
staff, including staff members working at regional offices – he proposed the figure of at least 70% of 
members. As for staff representation in the Programme, Budget and Administration Committee of the 
Executive Board, the decision should be left to the Committee itself. On the subject of performance 
management, it was important for Board members to be informed of all aspects, including the views of 
those assessing performance. As for appointments, he drew attention to Article 35 of the Constitution, 
which provided the regulatory framework. 
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Mr MIGUIL (Djibouti) asked why the independent audit requested in paragraph 6(b) of the 
statement should apply only to staff below D1 level. If an audit took place, it should apply to all levels 
of staff. 
 

Dr SUWIT WIBULPOLPRASERT (Thailand) recalled the theme of World Health Day 2006, 
“Working together for health”. Member States should take good care of WHO staff, their recruitment, 
retention and productivity. He agreed with the member for Tonga that WHO staff, being paid for by 
taxpayers’ money, were also the staff of Member States. 

He supported the four recommendations and said that he was pleased to hear that Dr Lee had 
never prevented the staff from speaking out. He had, however, witnessed instances of bias among 
senior officers of WHO, who had forbidden staff members, directly or indirectly, to do so. Clear 
accountability and transparency were needed for WHO to maintain its credibility. All staff members 
were international civil servants and should be loyal to their organization and all its Member States, 
which in turn should maintain vigilance on staff matters. 

He shared the concerns expressed by the previous speaker about the scope of the proposed 
independent audit. Ungraded staff appointments were much more important for the work of the 
Organization. He also wanted to know why the staff associations should not be represented in the 
Programme, Budget and Administration Committee. There was no apparent reason why 
representatives of all the staff associations should not be allowed to attend meetings of Board 
committees, for example as observers. The serious matter of nontransparent financial transactions, 
nepotism, cronyism and other unethical conduct had been raised by the Internal Auditor and discussed 
by the Health Assembly. The Secretariat should follow up with action, and report to the Board and the 
Health Assembly on the steps taken. The credibility of WHO must not be put at risk by the actions of 
individuals or parts of the Organization. 
 

Ms LALIBERTÉ (representative of the WHO staff associations), responding to comments about 
the non-representation of the views of staff in WHO regional offices, said that the headquarters Staff 
Association had followed a democratic decision-making process. Other staff associations had been 
asked on two occasions to submit their views so that a more representative statement could be 
produced but only that of IARC had done so. 

She wished to make available to Board members the written refusal issued by the 
administration, on behalf of the Acting Director-General, to allow the Staff Association to address the 
Board. She assured the members for Tonga and Thailand that the Association had great concern for 
taxpayers’ money and even greater concern for the poor of the world who did not pay taxes and were 
affected by disease; she called for greater democracy in the Organization, to ensure that their voices 
too could be heard. 

In the course of the preparation of its statement to the Board, the Staff Association had 
encountered a number of problems in regard to its freedom of speech and that situation was not 
acceptable. The concerns raised about corruption, nepotism and cronyism had not related to Dr Lee, 
but other parts of the Organization. The Association would willingly provide evidence in support of its 
statement to Board members on request, with adequate staff protection. 
 

The ACTING DIRECTOR-GENERAL stressed that the Organization promoted and upheld 
freedom of expression, but certain technical aspects of the work of an international civil servant 
entailed specific responsibilities. Copies could be provided to all members of the message he had sent 
to staff, stating that the Staff Association was not and would not be prevented from presenting its 
statement to the Board. The concern that he had raised was whether the statement submitted 
represented the views of all the staff associations. Responsibility for the decision to submit a statement 
that provided only a partial view did not lie with him but with the elected members of staff 
associations across the Organization. He had consulted the Chairman about the submission of the 
statement in the light of the right conferred on him by the Executive Board to submit, through the 
Director-General, a statement reflecting the views of the staff associations on such matters. The 
Chairman had not objected to the submission of the statement. 
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In his previous capacity, he had appreciated collaborating with Board members to improve the 
working conditions of the Organization and its staff. He welcomed discussion on ways of improving 
the internal justice system. He did not consider it appropriate to conduct an independent audit only of 
staff below D1 level, for reasons that Dr Lee had explained to the headquarters Staff Association the 
previous week. That did not preclude the possibility of reviewing individual cases as necessary, and 
processes for such reviews were already in place. A major exercise had been undertaken to provide a 
significant number of staff members on short-term contracts with the opportunity of applying for 
fixed-term positions. With regard to the investigation of allegations of misconduct, mechanisms 
including recourse to the Office of Internal Oversight Services and the Internal Auditor also existed, 
and these could be further strengthened. Staff protection was a priority and he was committed to 
providing yet further guarantees in that respect, particularly where suspicions of misconduct arose. 
Representation in the Programme, Budget and Administration Committee was a matter for the Board 
itself to consider. 
 

The CHAIRMAN, in reply to a question from Mr MIGUIL (Djibouti), said that the issue of the 
proposed audit had been taken into account in the Acting Director-General’s response. It was clear that 
any such audit should apply to all staff.  

There had been positive and open dialogue on both sides, and the Board could help to foster that 
dialogue, as the well-being of staff was central to the functioning of the Organization. 
 

The Board noted the statement by the representative of the WHO staff associations. 
 
Confirmation of amendments to the Staff Regulations and Staff Rules: Item 7.2 of the Agenda 
(Documents EB118/11 and EB118/11 Add.1) 
 

Ms BLACKWOOD (alternate to Dr Agwunobi, United States of America) noted that the report 
contained a large number of amendments. It also indicated (paragraph 2) that the International Civil 
Service Commission had made numerous recommendations that awaited decisions by the 
United Nations General Assembly. Since the proposed date for the amendments to become effective 
was 1 January 2007, she preferred to defer its approval until those decisions had been taken. The 
additional costs that had not been foreseen in the Programme budget 2006-2007 would be subject to 
the availability of funds. Consideration of the amendments could thus be proposed to the Board at its 
January session and, if approved, they could be applied retroactively rather than prematurely. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) asked how the Secretariat planned to 
absorb the additional costs of US$ 22.8 million in 2007, and whether efficiency and productivity 
enhancement strategies would be applied. If the amendments were approved, she would welcome an 
update, perhaps at the January session of the Board, on the absorption of those costs. 
 

Dr GØTRIK (Denmark) asked whether the matter under consideration had been discussed in the 
Programme, Budget and Administration Committee, and whether a recommendation should have been 
made by the Committee to the Board. 
 

Mr HENNING (Human Resources Services), in response to the comments by the member for 
the United States of America, said that approval of the recommendations by the United Nations 
General Assembly had been delayed until later in the year as a result of the recent reform proposals by 
the Secretary-General. Those proposals were entirely independent of the recommendations of the 
International Civil Service Commission. One reason for submission of the recommendations ahead of 
the General Assembly had been that they were expected to be approved effective as from 
1 January 2007. However, the lack of synchronization did not allow the Secretariat to plan the 
implementation procedures well in advance. One alternative would be to endorse the recommendations 
on condition that the General Assembly approved the Commission’s recommendations. That would 
still provide an opportunity to prepare and introduce some measures, for instance the waiving of the 



188 EXECUTIVE BOARD, 118TH SESSION 
 
 
 
 
44-month rule to which many staff members were subject under the present contractual arrangements, 
provided that a framework for the implementation of such measures was in place by 1 January 2007. 

In response to the questions raised by the member for Australia, the cost had not been 
contemplated at the time, owing to the late submission by the Commission of the recommendations on 
contract reform, and thus the calculations presented in document EB118/11 Add.1 reflected a 
maximum expenditure scenario. Some entitlements would not be applied with immediate effect in 
2007, since all depended on the duration of contracts. If the Board was not ready to recommend an 
increase in the budget of the Organization, other strategies would have to be resorted to, in 
consultation with regional partners. Turning to the question posed by the member for Denmark, he 
said that, owing to the delays already mentioned, the Programme, Budget and Administration 
Committee had not received the document sufficiently early to be able to consult and had 
consequently referred the matter to the Board. 
 

The ACTING DIRECTOR-GENERAL said that he hoped that the Board would endorse the 
amendments to the Staff Rules subject to approval by the United Nations General Assembly of the 
Commission’s recommendations, which constituted an important management reform for the United 
Nations system and would improve the functioning of the Organization. The previous speaker had 
outlined the favoured approach to the associated costs. Following confirmation by the Board, the 
amendments could be implemented on 1 January 2007, subject to a review of financial feasibility. 
 

Dr SHANGULA (Namibia) asked whether staff members would be negatively affected if the 
decision to confirm the amendments were postponed. He had reservations about endorsing the 
amendments subject to conditions. What would happen if those conditions were not met? Given that 
the date for implementation of the amendments was 1 January 2007, could the Board not take a 
decision at its meeting in January 2007 and apply it retroactively? If the amendments were 
implemented at the end of January, for example, surely no staff member would be negatively affected. 
He would have preferred the Programme, Budget and Administration Committee to have dealt with 
the matter and submitted a recommendation to the Board. 
 

Ms BLACKWOOD (alternate to Dr Agwunobi, United States of America) agreed on the 
undesirability of a conditional decision, but said that she understood the need to set certain processes 
in motion between that decision and January 2007. She could be flexible, but sought clarification from 
the Secretariat as to what those processes were. It was important that the associated costs be absorbed 
as far as possible. 
 

The CHAIRMAN, speaking as the member for Bolivia, concurred with the member for Namibia 
on the importance of an opinion from the Programme, Budget and Administration Committee, 
particularly in view of the cost implications, which had not been taken into account in the current 
budget. The possible savings and efficiency measures mentioned should help, although in that case 
approval for the amendments be less urgent. He also asked what processes remained to be carried out. 
No member of the Board wanted to slow down the Organization’s work, especially in regard to 
country cooperation. 
 

Mr HENNING (Human Resources Services) said that one process concerned the global 
management system, which was at the final design stage. The procedures to be used by the system had 
to be defined by 30 June. If the proposed amendments to the Staff Rules were not approved by then, 
the system would reflect current policies and procedures and would subsequently have to be 
redesigned, at great expense. Implementation of all the contract changes had to be put in place. 
Straightforward conversions into continuing appointments would not involve extra cost. Review of 
fixed-term appointments might not have financial implications, but would require practical measures. 
Temporary appointments were the main problem because of the 44-month rule and the desirability of 
starting the year 2007 with the new type of contract with its economies of scale and based on the 
proposed amendments to the Staff Rules. That would be in the best interests of the Organization and 



 SUMMARY RECORDS: FIFTH MEETING 189 
 
 
 
 
its programme delivery, as it had been identified, in some regions, that WHO was losing highly 
competent staff to competitors, including nongovernmental organizations, which were offering more 
attractive salaries and conditions of service. The International Civil Service Commission’s 
recommendations were global and were expected to apply to all organizations. The proposed 
amendments to the Staff Rules did, however, have financial implications arising from the alignment of 
short-term staff with fixed-term staff, including compensation payments, in order to attract and retain 
staff members of the highest calibre. 
 

Dr TANGI (Tonga) expressed surprise that the proposed amendments to the Staff Rules had 
been submitted to the Programme, Budget and Administration Committee at the last minute since, in 
the context of the reform process, they must have been under consideration for some time. In his view, 
the Board probably had no choice but to endorse the amendments, but he hoped that in future such 
decisions would go through the proper channels and be allocated the time they required. 
 

Dr GØTRIK (Denmark) said that, if he had understood correctly, there were insufficient funds 
in the 2007 budget for the measures proposed. He asked whether by endorsing the proposed 
amendments to the Staff Rules the Board was endorsing a budget increase, or whether the proposed 
measures could be covered by the existing budget. 
 

Mr HENNING (Human Resources Services) said that, in accordance with the revised 
procedures, the administrative and financial implications of the proposed amendments to the Staff 
Rules had been submitted to the Board. Members had to decide whether the Board wanted to approve 
a budget increase or whether it wished to recommend, as proposed by the member for Australia, that 
the proposed amendments to the Staff Rules be covered by economies of scale to be made by the 
Organization. 
 

Mr AITKEN (Adviser to the Director-General) confirmed that the costs for the current 
biennium would have to be absorbed through savings and efficiencies related to the current reform 
process, since any budget increase would have to be approved by the Health Assembly. The cost 
implications for the 2008-2009 biennium would be presented to the Executive Board and the Health 
Assembly the following year. 
 

Dr SHANGULA (Namibia) asked whether the measures which, in Mr Henning’s view, needed 
to be taken between then and implementation of the amendments in January 2007 could not be taken 
in anticipation of the Board’s subsequent approval at its meeting in January 2007. 
 

Dr NTAWUKULIRYAYO (Rwanda) agreed in principle with taking a conditional decision, but 
to implement the amendments to the Staff Rules on that basis would be impossible. The matter should 
be referred to the Programme, Budget and Administration Committee, which could report to the Board 
in January 2007, with a corresponding budget. The Board could then make a decision, which could be 
applied retroactively, as the member for Namibia had suggested. 
 

The ACTING DIRECTOR-GENERAL apologized for the late transmission of the document 
under discussion to the Programme, Budget and Administration Committee, and explained that it had 
been hoped to know the outcome of the United Nations General Assembly before submitting the 
proposals. There was nothing to stop the Board endorsing the proposal without approval by the 
General Assembly; the Board’s decision did not have to be a conditional one. There was a desire, 
however, for continuity and coherence within the general United Nations reform process, in which 
WHO had been actively involved. The cost implications were considerable, but in fact they 
corresponded to an increase Organization-wide of at most 2% in staff costs. There had been 
constructive cooperation with staff associations on the matter of improving conditions for staff. 

The Board could endorse the amendments to the Staff Rules and ask him to report back to the 
Programme, Budget and Administration Committee in January 2007 on their implementation. The 
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Board could, at its session in January 2007, endorse the de facto implementation of those amendments. 
A major factor to be taken into account was the global management system and the need to avoid extra 
costs in that regard. The 2% maximum increase would have to be absorbed, while safeguarding the 
functioning of the Organization to the maximum extent possible way. 

 
Ms BLACKWOOD (alternate to Dr Agwunobi, United States of America) said that she was 

prepared to confirm the amendments to the Staff Rules on condition that the United Nations General 
Assembly approved the International Civil Service Commission’s recommendations. She asked the 
Secretariat to report back to the Programme, Budget and Administration Committee and to the 
Executive Board in January 2007 on that matter. 
 

Dr SHANGULA (Namibia), noting that certain processes would have to be completed that 
would require the Board’s approval before the amendments to the Staff Rules could take effect in 
January 2007, repeated his earlier question: whether, in order to avoid further delays, it would be 
possible for those processes to be carried out on the assumption that they would be approved. 
 

Dr NTAWUKULIRYAYO (Rwanda) said that as Health Minister he recognized the problems 
associated with the loss of qualified staff. He therefore agreed that the proposed amendments should 
be approved in principle, on the understanding that the budgetary implications would be made 
available to the Board at its session in January 2007, together with an indication of where cuts might 
be made. 
 

The CHAIRMAN, speaking as the member for Bolivia, agreed with the member for Tonga that, 
if the Board did not approve the proposed amendments during the current session, the Organization 
would suffer as a result. The financial implications would then have to be dealt with at the Board’s 
session in January 2007. 

The Secretariat would be unable to move forward without a clear indication that the Board had 
no objections to the proposed reform. The Board had three options, therefore: to give its approval 
subject to the conditions mentioned by the members for the United States of America and Namibia; to 
give its approval unconditionally; or to defer the matter to its session in January 2007. 
 

Mr HENNING (Human Resources Services), replying to the member for Namibia, said that, 
without the necessary changes to the Staff Rules, even changes to official procedures and manuals 
could not be implemented. It would also be impossible to define the Rules for the global management 
system, which were needed to set the parameters of the information technology component of the 
human resources programme, or to offer staff appointments under the proposed new contract format, 
as all those changes depended on the changes to the Staff Rules. 
 

Dr SHANGULA (Namibia) clarified that he had asked whether it would be possible to make the 
necessary changes in anticipation of approval so that the relevant processes could be completed and 
ready for implementation on the appointed date. 
 

Mr HENNING (Human Resources Services) said that changes to the Staff Rules had to be 
approved before the procedures could be changed. Any attempt to change the procedures otherwise 
would not be possible. 
 

Dr NTAWUKULIRYAYO (Rwanda) expressed his support, in principle, for the proposed 
amendments. However, their implementation would have to wait until after the Board’s session in 
January 2007 when the budgetary implications became clear. If the Board did not approve the 
amendments at its current session, their implementation would be still further delayed. He therefore 
proposed that the Board should give its approval subject to the budgetary implications being agreed by 
the Programme, Budget and Administration Committee and pending a decision by the United Nations 
General Assembly. 
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The CHAIRMAN said that he took it that the Board wished to approve the proposed 
amendments to the Staff Rules subject to approval by the United Nations General Assembly and 
approval of the budgetary implications by the Health Assembly, following their consideration by the 
Programme, Budget and Administration Committee. 

 
It was so agreed. 

 
 
 
3. MATTERS FOR INFORMATION: Item 8 of the Agenda (continued) 
 
eHealth: standardized terminology: Item 8.4 of the Agenda (Document EB118/8) 
 

The CHAIRMAN said that as it was World No Tobacco Day he wished to take the opportunity 
to pay tribute to all who worked to reduce tobacco use throughout the world, in particular for the 
benefit of passive smokers, who were all too often children. 

He invited comments on the report on standardized terminology in eHealth. 
 

Dr RAHANTANIRINA (Madagascar) welcomed the valuable information on new 
developments in health-related information technology and stressed access to reliable data for 
decision-making. WHO should be involved in the further standardization of terminologies and 
nomenclatures through participation in an expert working group or independent commission, as 
outlined in paragraphs 13 and 14 of the report. 
 

Dr GØTRIK (Denmark), endorsing the comments of the previous speaker, expressed the hope 
that eHealth would be taken up again by the Board at its session in January 2007 and that WHO’s role, 
as outlined in paragraphs 13 and 14, would be further developed. 
 

Ms VALDEZ (alternate to Dr Agwunobi, United States of America) said that she favoured the 
option set out in paragraph 14, but more details were needed on the role envisaged for WHO in terms 
of technical requirements and financial implications. 
 

Professor AYDIN (Turkey) agreed that health systems benefited from digitalization, but 
improvements in the field would depend on the determination of common standards. WHO’s expertise 
in international health systems, health information systems and in establishing international 
classifications would facilitate such an undertaking which, in turn, could enhance electronic health 
information systems and activities such as global surveillance and patient safety. WHO’s leadership 
would ensure equal access to a standardized terminology for all Member States. Many countries had 
eHealth plans and would welcome guidance from WHO. The development of standardized 
terminologies needed further discussion by the Board. Consideration might also be given to the 
drafting of a resolution on WHO’s involvement in line with the options described in 
paragraphs 14 or 15. 
 

Ms PATTERSON (alternate to Ms Halton, Australia) said that she was committed to the greater 
use of eHealth tools and services, and the development and maintenance of international clinical 
terminology. International progress should be in line with national developments. WHO’s approach 
should neither delay international initiatives nor have substantial financial implications. She supported 
the call for further information on the technical and financial implications of the report’s options. 
 

Dr ABEYKOON (alternate to Mr de Silva, Sri Lanka) said that eHealth technologies and the 
need for consistent terminology were of increasing importance. He therefore supported WHO’s 
participation in that area. He favoured the options set out in paragraphs 13 and 14 of the report and 
looked forward to further information. 
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Mrs VELÁZQUEZ BERÚMEN (alternate to Mr Bailón, Mexico) supported the proposals in the 
report and asked whether a working group would be set up in order to define specific applications: 
electronic medical records; hospital information and diagnostic imaging systems; confidentiality; 
patient safety and the security of information. Countries that were considering using electronic 
administration and hospital information systems and, in particular, telemedicine as part of clinical 
information systems, could make use of eHealth programmes and systems in order to improve the 
quality of treatment for patients, as well as their access to information. 
 

Dr HANSEN-KOENIG (Luxembourg) said that WHO should emphasize the development of 
the new eHealth technologies and a decision on future activities should be taken soon. She favoured 
the options set out in paragraph 14 and requested further information for a more detailed discussion by 
the Board at its January 2007 session. 
 

Dr SINGAY (Bhutan) agreed that eHealth technologies had great potential, especially for 
countries such as his own, and that WHO should play a leading role in that area. He favoured the 
options set out in paragraphs 13 and 14 and joined in calls for further information to be submitted to 
the Board at its session in January 2007. 
 

Mr FAHY (European Commission) said that the European Community was undertaking work in 
the area of standardized terminology and welcomed the reference in the report to the European 
Committee for Standardization. The European Commission would be pleased to collaborate with 
WHO in order to avoid duplication of effort. He favoured further consideration of the item by the 
Board and offered his support in the preparatory work. 
 

Dr EVANS (Assistant Director-General) noted the preference for the options set out in 
paragraphs 13 and 14 of the report. Work on WHO’s future role would continue. Further information 
on that, the technical requirements and financial implications of the options, the recent survey 
undertaken by the WHO Global Observatory for eHealth, and the other matters raised during the 
discussions would be submitted to the Board at its session in January 2007. The offer of support from 
the European Commission was greatly appreciated. 
 

The Board noted the report. 
 
 
 
4. TECHNICAL AND HEALTH MATTERS: Item 5 of the Agenda (continued) 
 
Rational use of medicines: progress in implementing the WHO medicines strategy: Item 5.3 of 
the Agenda (Documents EB118/6 and EB118/6 Add. 1) (continued from the third meeting, section 1) 
 

The CHAIRMAN said that a drafting group had met in order to consider the proposed 
amendments to the draft resolution. The group had not completed its work and had suggested deferring 
the matter for the Board’s consideration at its session in January 2007. Rational use of medicines was 
a wide-ranging topic and the resolution should be given a specific focus rather than repeating aspects 
covered in previous texts. 
 

Dr GØTRIK (Denmark) said that the Member States of the European Union would also be 
prepared to defer further consideration. 
 

Dr SOPIDA CHAVANICHKUL (alternate to Dr Suwit Wibulpolprasert, Thailand) expressed a 
flexible preference for deferring consideration by the Board to its January 2007 session. 
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Dr SHANGULA (Namibia) said that if the matter was deferred Board members should be 
provided with further information on the focus of the draft resolution. 
 

The CHAIRMAN said that he took it that the Board wished to defer further consideration of the 
matter to its session in January 2007, and requested the Secretariat to provide Board members in the 
meantime with a text of the draft resolution incorporating the amendments, together with the 
additional information requested. 
 

It was so agreed. 
 
 
 
5. CLOSURE OF THE SESSION 
 

The ACTING DIRECTOR-GENERAL recalled that one of Dr Lee’s last actions had been to 
invite the new High-level panel on UN System-wide Coherence in areas of Development, 
Humanitarian Assistance, Environment to a meeting with the Geneva-based organizations. WHO 
would host that meeting on 2 June 2006. 

After reviewing work during the session, including consideration of the procedure to elect a new 
Director-General, he said that discussions had already taken place as to how the Secretariat could 
move ahead as a result of the decisions taken at the Health Assembly, for example in respect of the 
International Health Regulations (2005). The Secretariat had also taken swift and effective action in 
response to the recent earthquake in Indonesia, with the involvement of the country office, the 
Regional Office for South-East Asia and headquarters. 
 

The CHAIRMAN said that the Board had successfully fulfilled its role at the present session in 
clarifying procedures and must next shoulder the great responsibility of selecting a new 
Director-General. While remembering the spirit in which the late Director-General had influenced the 
Organization, the Board should move ahead constructively to meet the important challenges of the 
forthcoming sessions. 

After the customary exchange of courtesies, he declared the session closed. 
 
 
 

The meeting rose at 12:00. 

_______________ 
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