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

-ii -



PREFACE 

The seventy-third session of the Executive Board was held at WHO headquarters, Geneva, 
from 11 to 20 January 1984. The proceedings are published in two volumes. The present 
volume contains the resolutions and decisions,^ and relevant annexes. The summary records 
of the Board's discussions, list of participants and officers elected, and details regarding 
membership of committees and working groups, are published in document EB73/1984/REC/2. 

1 The resolutions, which are reproduced in the order in which they were adopted, have 
been cross-referenced to the relevant sections of the WHO Handbook of Resolutions and 
Decisions， and are grouped in the table of contents under the appropriate subject headings. 
Thisis to ensure continuity with the Handbook, Volumes I and II of which contain most of the 
resolutions adopted by the Health Assembly and the Executive Board between 1948 and 1982• A 
list of the dates of sessions, indicating resolution symbols and the volumes in which the 
resolutions and decisions were first published, is given in Volume II of the Handbook 
(pages xiii-xiv). 
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[EB73/1 Rev.1 - 11 January 1984] 
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5. [deleted] 
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regional committee matters 

11. Global Strategy for Health for All by the Year 2000 ; report on monitoring of 
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14. Action Programme on Essential Drugs (report by the Ad Hoc Committee on 
Drug Policies) 

15• Action in respect of international conventions on narcotic drugs arid psychotropic 
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16. International Programme on Chemical Safety 

1 As adopted by the Board at its first meeting (11 January 1984). 
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RESOLUTIONS 

EB73.R1 Members in arrears in the payment of their contributions to an extent which may 
invoke Artie le 7 of the Constitution 

The Executive Board, 

Having considered Chad1 s proposal for the settlement of its outstanding contributions as 
contained in the report of the Director-General on Members in arrears in the payment of their 
contributions to an extent which may invoke Artie le 7 of the Cons titution;^ 

RECOMMENDS to the Thirty-seventh World Health Assembly the adoption of the following 
resolution; 

The Thirty-seventh World Health Assembly, 

Having considered the recommendation of the Executive Board on Chad's proposal for 
the settlement of its outstanding contributions as contained in the report of the 
Director-General to the Executive Board on Members in arrears in the payment of their 
contributions to an extent which may invoke Article 7 of the Constitution; 

1. DECIDES not to suspend the voting privileges of Chad; 

2. ACCEPTS the proposal of Chad for the settlement of its outstanding contributions, 
i.e., to liquidate the outstanding contributions in respect of the period 1980 to 1984 
inclusive and totalling US$ 111 775 in 10 annual instalments, the first instalment in 
the amount of US$ 11 182 being paid in 1985 and the remaining nine instalments in the 
amount of US$ 11 177 each being paid in each of the years 1986 to 1994, subject to the 
provisions of Financial Regulation 5.6； 

3. DECIDES that, if the arrangements specified above are fulfilled by Chad, it will be 
unnecessary for future Assemblies to invoke the provisions of paragraph 2 of resolution 
WHA8.13 and that, notwithstanding the provisions of Financial Regulation 5.8, payment of 
the 1985 instalment of the contribution for the financial period 1984-1985 and 
contributions for subsequent periods shall be credited to the financial period concerned; 

4. REQUESTS the Director-General to communicate this resolution to Chad. 

Hbk Res., Vol.11 (5th ed.), 6.1.2.4 (Third meeting, 12 January 1984) 

EB73.R2 Appointment of the Regional Director for the Western Pacific 

The Executive Board, 

Considering the provisions of Artie le 52 of the WHO Constitution and Staff 
Regulation 4.5; 

Considering the nomination and recommendation made by the Regional Committee for the 
Western Pacific at its thirty-fourth session; 

1 Document EB73/37. 
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2 EXECUTIVE BOARD, SEVENTY-THIRD SESSION 

1. REAPPOINTS Dr Hiroshi Nakajima as Regional Director for the Western Pacific as from 
1 July 1984; 

2. AUTHORIZES the Director-General to extend the appointment of Dr Hiroshi Nakajima as 
Regional Director for the Western Pacific for a further period of five years from 
1 July 1984, subject to the provisions of the Staff Regulations and Staff Rules. 

Hbk Res., Vol. II (5th ed.), 4.2.6 (Sixth meeting, 13 January 1984) 

EB73.R3 The spiritual dimension 

The Executive Board, 

Having considered the report of the Director-General on the spiritual dimension of the 
Global Strategy for Health for All by the Year 2000;1 

1. CONCURS with the reflections contained therein, and in particular with its conclusion; 

2. RECOMMENDS to the Thirty-seventh World Health Assembly that it note the Board's 
conclusions. 

Hbk Res., Vol. II (5th ed. ) , 1.1 (Seventh meeting, 16 January 1984) 

EB73.R4 International standards and units for biological substances 

The Executive Board, 

Considering the need for providing a means for enabling the potency of biological 
substances used in prophylactic and therapeutic medicine to be designated in uniform terms 
throughout the world； 

Considering also the constitutional responsibility and authority of the World Health 
Organization for fulfilling that need by establishing and promoting the use of international 
standards and units for biological substances as references for assay ； 

2 
Having considered the report of the Director-General on the contribution made by the 

international standards and units already established for certain biological substances towards 
enabling an acceptable level of quality of those substances to be achieved ； 

Noting the changes that have been made in the definition of international units and the 
designation of international standards； 

RECOMMENDS to the Thirty-seventh World Health Assembly the adoption of the following 
resolution : 

The Thirty-seventh World Health Assembly, 

Considering Articles 2 (a), 21(d) and (e) and 23 of the Constitution; 

Considering resolutions WHA3.8, WHA18.7 and WHA26.32 adopted by the Third World 
Health Assembly, the Eighteenth World Health Assembly and the Twenty-sixth World Health 

See Annex 1. 
z Document EB73/17. 



RESOLUTIONS AND DECISIONS 3 

Assembly respectively, recommending the adoption of certain international standards and 
units for biological substances； 

I 

RECOMMENDS 

(1) that Member States of the Organization recognize officially the international 
standards and international reference preparations and units for biological 
substances enumerated in the two lists annexed to this resolution,^ which supersede 
the lists recommended in resolutions WHA3.8, WHA18.7 and WHA26.32 ； 

(2) that these standards and units or their equivalents be cited in the relevant 
national pharmacopoeias； 

(3) that, where applicable, these standards and units or their equivalents be 
recognized in relevant national regulations ； 

(4) that in those countries which do not possess a national pharmacopoeia or 
national standards, when it is necessary that the potency of the product should be 
stated on the label, such potency be expressed in international units ； 

II 

Considering also the need to make these internatio¿ial biological standards available 
to Member States in the most expeditious and convenient manner, as a contribution towards 
enabling an acceptable level of quality of biological substances used in medicine to be 
achieved ； 

Recognizing the value and utility to Member States of these international units, 
as well as of international units defined for a number of international reference 
preparations of biological substances, in the national control of biological products； 

1. AUTHORIZES the Director-General, where necessary for the use of regulatory agencies 
of Member States, to make additions to or replacements of these international biological 
preparations, subject in each case to the satisfactory completion of the technical 
procedures now established of international collaborative studies and assays and under 
the advice of the members of the Expert Advisory Panel on Biological Standardization or 
other experts designated to deal with the standardization of particular biological 
substances ； 

2. REQUESTS the Director-General to inform Member States periodically when such 
international biological preparations are established and their international units have 
been defined ； 

3. INVITES the Director-General to inquire periodically of Members regarding the use 
being made of these international standards and other biological preparations in their 
countries in the control of biological products. 

Hbk Res., Vol. II (5th ed.), 1.15.3.1 (Seventh meeting, 16 January 1984) 

See document A37/7. 



4 EXECUTIVE BOARD, SEVENTY-THIRD SESSION 

EB73.R5 Real Estate Fund and headquarters accommodation 

The Executive Board, 

Noting the report of the Director-General^" on the status of projects being financed from 
the Real Estate Fund and the estimated requirements of the Fund for the period 1 June 1984 to 
31 May 1985; 

RECOMMENDS to the Thirty-seventh World Health Assembly that it adopt the following 
resolution： 

The Thirty-seventh World Health Assembly, 

Having considered resolution EB73.R5 and the report of the Director-General on the 
status of projects financed from the Real Estate Fund and the estimated requirements of 
the Fund for the period 1 June 1984 to 31 May 1985； 

Noting the additional information provided by the Director-General concerning 
progress in the construction of a building to house the kitchen and restaurant at 
headquarters, as authorized by the Health Assembly in resolution WHA36.17 , and the 
restoration of the structural safety of the eighth floor of the main headquarters 
building； 

Noting also the status of the funding of the completed extension to the headquarters 
facilities authorized by the Health Assembly in resolution WHA34.10； 

Recognizing that certain estimates must necessarily remain provisional because of 
the fluctuation of exchange rates； 

1. AUTHORIZES the financing from the Real Estate Fund of the expenditures summarized 
in part V of the Director-Generalfs report, at the estimated cost of US§ 1 598 000. 

2. APPROPRIATES to the Real Estate Fund, from casual income, the sum of US$ 805 000. 

Hbk Res., Vol. II (5th ed.)， 6.1.7; 6.3.2 (Ninth meeting, 17 January 1984) 

EB73.R6 Monitoring progress in implementing strategies for health for all by the year 2000 

The Executive Board, 

Having considered the report of its Programme Committee on monitoring progress in 
implementing strategies for health for all by the year 2000；2 

Stressing the need for determined and rapid action by governments and WHO to strengthen 
the implementation, monitoring and evaluation of national, regional arid global strategies for 
health for all； 

RECOMMENDS to the Thirty-seventh World Health Assembly the adoption of the following 
resolution： 

The Thirty-seventh World Health Assembly, 

Reaffirming resolutions WHA30.43, WHA34.36 and WHA35.23 concerning the policy, 
strategy and plan of action for attaining the goal of health for all by the year 2000; 

1 See Annex 2. 
2 Document EB73/13. 



RESOLUTIONS AND DECISIONS 5 

Recalling resolution WHA33.17 concerning the concentration of the Organization's 
activities on support for the attainment of this goal； 

Noting that the attainment of the goal of health for all by the year 2000 is 
intimately related to socioeconomic development, and commitment to and the preservation 
of world peace； 

Recognizing that monitoring and evaluation are fundamental elements of the 
managerial process required for the implementation of the strategies, and that the 
commitment and courage of Member States and a spirit of mutual trust among them are 
essential for the effective implementation of the Strategy for Health for All; 

Mindful that only three-quarters of the Member States have submitted progress 
reports in due time on the implementation of their national strategies； 

Noting the progress made thus far in the implementation of the Strategy, but also 
being aware of the magnitude of the overall task and the relatively short period left to 
achieve the collectively agreed goal of health for all by the year 2000; 

1. URGES Member States： 

(1) to accelerate the reorientation and the modifications of health systems 
towards primary health care, further strengthen the managerial capacity of their 
health system, including the generation, analysis and utilization of the 
information needed, and emphasize continuing education of health personnel to 
support their health management process; 

(2) to accord the highest priority to and assume full responsibility for the 
continuing monitoring and evaluation of their strategies, individually as part of 
their managerial process for national health development, and collectively in a 
spirit of mutual trust in order to identify jointly factors which contribute to or 
impede the implementation of the Strategy； 

(3) to further refine and update as necessary their national strategies and plans 
of action for health for all, with clearly defined objectives and targets and 
appropriate allocation of resources, and apply corrective measures required for 
accelerating the pace of implementation of their national strategies； 

(4) to promote the importance of multisectoral approaches and their linkages to 
achieve health for all; 

(5) to pay attention to the planning and evaluation of health manpower development 
programmes consonant with the needs of their health systems； 

(6) to accelerate efforts to mobilize national and external resources in support 
of activities that are essential to the implementation of the strategies, ensuring 
that these resources are adequately directed towards underserved and socially and 
geographically disadvantaged groups； 

(7) to use WHO's resources optimally, directing them to the mainstream of 
activities required to implement, monitor and evaluate the national strategy;. 

(8) to consider the desirability of enacting health legislation incorporating the 
basic principles of health for all; 

2. URGES the regional committees： 

(1) to give increased attention to the review and analysis of the findings of the 
monitoring and evaluation of national strategies by Member States in the region; 

(2) to identify factors and issues facilitating or impeding the implementation of 
national strategies in the region and promote the required action to foster 
positive factors and to resolve impeding issues; 

(3) to stress 
process; 

the importance of mutual cooperation anong Member States in this 
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(4) to carry out a first evaluation of the regional strategy in 1985 in keeping 
with the plan of action for implementing the Global Strategy for Health for All; 

3. REQUESTS the Executive Board: 

(1) to continue to monitor actively the progress in implementing the Global 
Strategy, identifying issues and areas requiring action by Member States 
individually and collectively; 

(2) to participate actively in the Organization's efforts to support the Member 
States in the implementation of national strategies as well as the monitoring and 
evaluation activities； 

(3) to carry out a first formal evaluation of the Global Strategy and submit its 
report thereon to the Thirty-ninth World Health Assembly in 1986, in keeping with 
the plan of action； 

4. REQUESTS the Director-General: 

(1) to focus further the resources of the Organization to accelerate and improve 
the implementation of the Strategy for Health for All; 

(2) to ensure the provision of intensive, appropriate and targeted support to 
Member States for the implementation, monitoring and evaluation of the Strategy, 
especially in countries where the needs are greatest and which are ready for it; 

(3) to intensify technical cooperation with Member States in order to strengthen 
their managerial capacities, including monitoring and evaluation and the related 
generation, analysis and use of supporting information； 

(4) to further strengthen collaboration within the United Nations system and with 
other intergovernmental, nongovernmental and voluntary organizations in their 
respective fields of competence to support countries in attaining the goal of 
health for all. 

Hbk Res” Vol. II (5th éd.), 1. (Eleventh meeting, 18 January 1984) 

EB73.R7 Restructuring the Technical Discussions 

The Executive Board, 

Having considered the Director-General's report on restructuring the Technical 
Discussions；1 

Recalling resolution WHA36.16 and previous resolutions on the method of work and 
duration of the Health Assembly； 

2. 

CONCURS with the proposals made in the report； 

RECOMMENDS to the Thirty-seventh World Health Assembly the adoption of the following 
resolution: 

The Thirty-seventh World Health Assembly, 

Having considered the Director-General1 s report on restructuring the Technical 
Discussions, and the Executive Board's recommendations thereon; 

Recognizing that Technical Discussions continue to serve a useful purpose, since 
they provide an opportunity for participants to exchange views and experience on 
technical matters of global interest that are directly related to the objectives of the 

See Annex 3. 



RESOLUTIONS AND DECISIONS 17 

Organization, and constitute a valuable extension of the programme debates held at the 
Health Assembly itself； 

1. DECIDES： 

(1) that the Technical Discussions shall be continued and that they shall be held 
annually； 

(2) that future Technical Discussions shall be devoted to subjects crucial to the 
attainment of health for all by the year 2000; 

(3) that the duration of the Technical Discussions shall continue to be 
one-and-a-half days； 

2. REQUESTS the Director-General in future years to try out experimentally alternative 
arrangements for the organization, scheduling and methods of work of the Technical 
Discussions, as indicated in the Director-General1 s report. 

Hbk Res., Vol. II (3th ed•), 3.1.4 (Eleventh meeting, 18 January 1984) 

EB73.R8 Reports of the Joint Inspection Unit 

The Executive Board, 

Having considered the report of the Director-General-^ on the following reports of the 
Joint Inspection Unit： 

(1) report of the Joint Inspection Unit, 1 July 1982 - 30 June 1983; 

(2) second report on the career concept； 

(3) personnel policy options； 

(4) communications in the United Nations system; 

1. THANKS the Inspectors for their reports； 

2. TAKES NOTE of the comments of the Director-General on the reports presented to the Board； 

3. REQUESTS the Director-General to transmit his report and this resolution to： 

(1) the Secretary-General of the United Nations, for transmission to the Economic and 
Social Council through the Committee for Programme and Coordination; 

(2) the External Auditor of the World Health Organization; 

(3) the Chairman of the Joint Inspection Unit. 

Hbk Res., Vol. II (5th ed.), 7.1.2.2 (Twelfth meeting, 18 January 1984) 

1 Document EB73/30. 
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EB73.R9 Confirmation of amendments to the Staff Rules 

The Executive Board 

CONFIRMS in accordance with Staff Regulation 12.21 the amendments to the Staff 
Rules2 which have been made by the Director-General with effect from 1 January 1983 
concerning the conditions governing restoration of prior contributory service in the United 
Nations Joint Staff Pension Fund and the timing of contributions to the Pension Fund during 
leave without pay, and with effect from 1 January 1984 concerning the education grant and 
special education grant and minor corrections to two other Staff Rules. 

Hbk Res” Vol. II (5th ed.), 6.2.1 (Twelfth meeting, 18 January 1984) 

EB73.R10 International Programme on Chemical Safety 

The Executive Board, 

Recalling resolutions WHA30.47, WHA31.28 and EB63.R19 on 
of chemicals on health; 

Having considered the report of the Director-General-^ on 
on Chemical Safety; 

Stressing the importance of using chemicals in an environmentally sound manner； 

Recognizing that the international trade in chemicals is worldwide and increasingly 
involves developing countries； 

Aware that the use of chemicals and the pollution of the environment that can result 
from it do not recognize national boundaries and that it is essential to protect human health 
and the environment from the adverse effects of chemicals; 

Noting the progress already made in achieving the goals set for the Programme by the 
Executive Board in resolution EB63.R19; 

Noting further that the Programme is now established as a collaborative activity with 
the active participation of Member States and that memoranda of understanding have been 
signed on the one hand with 17 Member States for their active participation in the Programme 
and on the other hand between the United Nations Environment Programme, the International 
Labour Organisation and WHO, to make this Programme a broad international effort enabling it 
to address both human health and environmental aspects; 

Noting also that collaboration has been established with the Commission of the European 
Communities9 the Council for Mutual Economic Assistance and the Organisation fôr Economic 
Co-operation and Development; 

Recognizing the need for increased extrabudgetary resources, to allow flexible long-term 
programme development in the light of internationally agreed priorities and ensure continuity 
of staffing for effective implemantation of the Programme; 

1. RECOMMENDS that Member States： 

(1) consider establishing national focal points for the Programme in the light of their 
health priorities, if they have not yet done so, as well as appropriate mechanisms for 
coordinating work related to chemical safety； and that countries in a position to do so 
identify national institutions to collaborate with the Programme and provide them with 
the necessary resources for this purpose; 
1 WHO Basic Documents, 34th ed” 1984, p. 92. 
2 See Annex 4. 

the evaluation of the effects 

the International Programme 

3 Document EB73/20. 
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(2) ensure to the best of their economic ability the availability of institutional 
capacity to implement chemical safety measures such as those recommended by the 
Programme； 

(3) cooperate with WHO in conducting epidemiological studies with a view to identifying 
chemicals, acting singly or in combination, or combinations of chemicals and physical 
and biological factors, that may be detrimental to health and the environment； 

(4) consider, where the necessary scientific and other facilities exist, developing 
national toxicological programmes as a means of promoting comprehensive evaluations of 
the risk of chemicals to health and the environment； 

(5) consider, if they are in a position to do so, increasing their voluntary 
contributions to the Programme from all relevant sources, in a manner which allows 
flexible and long-term programme development； 

2. REQUESTS the Director-General: 

(1) to develop the Programme further along the lines proposed in his report； 

(2) to further encourage the active participation of developing countries in the 
Programme； 

(3) to give particular attention to： 

(a) short- and long-term priorities oil the basis of the needs of all Member States; 

(b) measures to cooperate with Member States in implementing the Programme, 
including the development of manpower and institutional capacity； 

(c) ensuring close coordination within the Programme and between it and other WHO 
programmes concerned at national, regional and global levels, including the 
application by those programmes of the evaluated information arising from the 
Programme； 

(4) to encourage the increasingly active involvement in the Programme of all the WHO 
regional offices with a view to strengthening technical cooperation with Member States 
with respect to chemical safety; 

(5) to give priority to continuing, together with the United Nations Environment 
Programme and the International Labour Organisation, negotiations with the Food and 
Agriculture Organization of the United Nations with a view to its joining this 
cooperative Programme； 

(6) to explore, with the United Nations Environment Programme, the International Labour 
Organisation and the donors, what efforts can be made to place funding for the Programme 
on a continuous long-term basis; 

(7) to seek support for the Programme from all other possible sources in a manner which 
guarantees its international character and independence； 

(8) to modify the organizational structure of the Programme as proposed in section 4 of 
his report； 

(9) to report to the seventy-seventh session of the Board on progress made in 
implementing the Programme. 

Hbk Res., Vol, II (5th ed.), 1.14.4 (Thirteenth meeting, 19 January 1984) 
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EB73.Rll Action in respect of international conventions on narcotic and psychotropic 
substances 

The Executive Board, 

Having examined the report of the Director-General,^ and appreciating the work done in 
the past; 

Recognizing the responsibilities assigned to WHO by the Single Convention on Narcotic 
Drugs, 1961, as amended by the 1972 Protocol, and the Convention on Psychotropic Substances, 
1971; 

Recognizing the importance of WHO's collaboration with Member States on measures to 
facilitate the rational use of psychoactive drugs； 

Recalling resolution WHA33.27 , and expressing satis faction that guidelines have been 
formulated to facilitate implementation of the treaties on international drug control ; 

Noting resolution 2(S-VII) of the United Nations Commission on Narcotic Drugs, in which 
the Commission made specific requests to WHO in relation to recommendations on the scheduling 
of narcotic and psychotropic substances, and the need to continue work on the review of 
substances for which the Secretary-General of the United Nations is currently gathering 
information for WHO; 

Expressing the wish to be kept fully informed of the activities of WHO in regard to this 
important function; 

1• APPROVES in principle the new procedure for the review of psychoactive drugs for 
international control proposed by the Director-General,^ and urges its rapid finalization 
and implementation, taking into account the Board's discussions; 

2. REQUESTS the Director-General: 

(1) to continue to work with Member States to carry out activities relating to. the 
responsibilities assigned to WHO under the Conventions and to implement the new 
procedure; 

(2) to seek, in this task, the further cooperation of the Secretary-General of the 
United Nations, the relevant bodies and organizations of the United Nations system, 
including the United Nations Commission on Narcotic Drugs and the United Nations Fund 
for Drug Abuse Control, national authorities, nongovernmental organizations, scientific 
institutions in both the public and private sectors, professional associations, 
institutions and industry; 

(3) to give priority to efforts to implement the guidelines for the control of narcotic 
and psychotropic substances in the context of the international treaties^ and in the 
spirit of resolution WHA33.27 and to support the enhancement of the capacities of Member 
States to prevent drug abuse and control its consequences. 

Hbk Res., Vol. II (5th ed • )，1.13.4.2 (Fifteenth meeting, 20 January 1984) 

1 Document EB73/19 and Add.1. 
2 See Annex 5. 
3 See Rexed, B. et al. Guidelines for the control of narcotic and psychotropic 

substances, in the context of the international treaties. Geneva, World Health Organization, 
1984. 
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EB73.R12 Relations with nongovernmental organizations 

The Executive Board, 

Having examined the report of the Standing Committee on Nongoverninental Organizations;1 

DECIDES to establish official relations with the following nongovernmental organizations; 

International Society for the Study of Behavioural Development 

World Organization of National Colleges, Academies and Academic Associations of 
General Practitioners/Family Physicians 

World Rehabilitation Fund 

International Academy of Legal Medicine and Social Medicine 

International Federation on Ageing 

International Centre of Social Gerontology. 

Hbk Res., Vol. II (5th ed.), 7.2.3 (Fifteenth meeting, 20 January 1984) 

EB73.R13 Sasakawa Health Prize 

Executive Board, 

Having noted the proposal presented by Mr Ryoichi Sasakawa, Chairman of the Japan 
Shipbuilding Industry Foundation and President of the Sasakawa Health Memorial Foundation, 
for the establishment of a Sasakawa Health Prize within the framework of the World Health 
Organization, to be funded by an endowment of US$ 1 million from the Japan Shipbuilding 
Indus try Foundation； 

Having examined the proposed Statutes of the Sasakawa Health Prize? 

1. EXPRESSES its gratitude to Mr Sasakawa; 

2. APPROVES the establishment of the Sasakawa Health Prize in accordance with the attached 
Statutes, as modified during its discuss ions. 

Annex 

Statutes of the Sasakawa Health Prize 

Article 1 

Establishment 

Under the title of the "Sasakawa Health Prize", a Prize is established within the 
framework of the World Health Organization, which shall be governed by the following 
provisions. 

document EB73/33. See also Annex 6. 
2 Document EB73/34. 
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Article 2 

The Founder 

The Prize is established upon the initiative of and with funds provided by 
Mr Ryoichi Sasakawa, Chairman of the Japan Shipbuilding Industry Foundation and President 
of the Sasakawa Memorial Health Foundation. 

Article 3 

Capital 

The Founder endows the Prize with an initial capital in Japan of US$ 1 million. The 
capital of the Prize may be increased by income from its undistributed reserves or by gifts 
and bequests. The Founder shall designate the Sasakawa Memorial Health Foundation to be 
responsible for investment of the capital and any undistributed reserves. 

Article 4 

Prize 

The Sasakawa Health Prize shall consist of a bronze statuette and a sum of money of the 
order of USÍ 100 000 to be given to a person or persons, an institution or institutions, or a 
nongovernmental organization or organizations having accomplished outstanding innovative work 
in health development, such as the promotion of given health programmes or notable advances 
in primary health care, in order to encourage the further development of such work. Current 
and former staff members of the World Health Organization, and current members of the 
Executive Board, shall be ineligible to receive the Prize. The sum of money, derived from 
the income and/or the undistributed reserves, shall be determined by the Prize Committee. 
The Prize shall be presented during a meeting of the World Health Assembly to the 
recipient(s) or to a person(s) representing the recipient(s). 

Article 5 

Prize Committee 

The Committee entitled the "Sasakawa Health Prize Committee" shall be composed of the 
following members： the Chairman and Vice-Chairmen of the Executive Board, and a representa-
tive appointed by the Founder. 

The presence of the Chairman of the Executive Board and at least two other members of 
the Committee including the representative appointed by the Founder shall be required for the 
taking of decisions. 

Article 6 

Proposal and selection of candidates for the Prize 

Any national health administration as well as any former recipient of the Prize may put 
forward the name of a candidate for the Prize. Proposals shall be made to the Administrator 
who will submit them to the Prize Committee together with his technical comments. The 
Committee will decide in private meeting, by a majority of the members present, on the 
recommendation to be made to the Executive Board of the World Health Organization, whose 
decision shall be final. 

Article 7 

Administrator 

The Prize shall be administered by its Administrator, namely the Director-General of the 
World Health Organization, who shall act as Secretary of the Prize Committee. 

The Administrator shall be responsible： 
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(1) for the execution of the decisions taken by the Prize Committee within the limits 
of its powers as defined in these Statutes； and 

(2) for the observance of the present Statutes and generally for the administration of 
the Sasakawa Health Prize in accordance with these Statutes. 

Article 8 

Accountability 

Reports on work carried out by recipients of the Prize shall, where appropriate, be 
submitted annually to the Administrator, who shall be accountable to the World Health 
Assembly for operations effected by virtue of these Statutes. 

Article 9 

Revision of the Statutes 

On the motion of one of its members, the Prize Committee may propose revision of the 
present Statutes. Any such motion, if endorsed by a majority of the members of the 
Committee, shall be submitted to the Executive Board for its approval. Any revision shall 
be reported for information to the next session of the World Health Assembly. 
Hbk Res., Vol. II (5th ed.), 8.1 (Sixteenth meeting, 20 January 1984) 

EB73.R14 Appointment of the Committee of the Executive Board to Consider Certain Financial 
Matters prior to the Thirty-seventh World Health Assembly ^ 

The Executive Board, 

Considering the provisions of Financial Regulations 11.3, 11.5 and 12.9 concerning the 
Director-General's final financial report, including the final accounts, and the report of the 
External Auditor ; 

Considering that there will not be a session of the Executive Board between the date of 
complet ion of the final financial report and the date of the convening of the Thirty-seventh 
World Health Assembly; 

1• ESTABLISHES a committee of the Executive Board, consisting of Dr A. Khalid bin Sahan, 
Professor A. Lafontaine, Dr D. G. Makuto and Mrs G. Thomas, to meet on Monday, 7 May 1984 to 
act on behalf of the Board in carrying out the provisions of Financial Regulation 12.9 in 
respect of the Director-General's final financial report for the financial period 1982-1983 
and the report(s) of the External Auditor for 1982-1983, and to consider the following matter 
on behalf of the Board prior to the Thirty-seventh World Health Assembly; Members in arrears 
in the payment of their contributions to an extent which may invoke the provisions of Article 
7 of the Constitution; 

2. DECIDES that, in the event that any member of the committee should be unable to serve, 
h is/her successor or the alternate member of the Board designated by the government concerned, 
in accordance with Rule 2 of the Rules of Procedure of the Executive Board, shall participate 
in the work of the committee. 

Hbk Res., Vol. II (5th ed • ), 6 .1.10.2 (Sixteenth meeting, 20 January 1984) 
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EB73.R15 Action Programme on Essential Drugs and Vaccines 

The Executive Board, 

Having reviewed the report of the Ad Hoc Committee on Drug Policies on the Action 
Progra^Tme on Essential Drugs and Vaccines ; ̂  

Noting the progress made in implementing the Programme in 1982 and 1983 in accordance 
with the plan of action endorsed by the Thirty-fifth World Health Assembly in resolution 
WHA35.27; 

1. THANKS the Ad Hoc Committee for its work； 

2. ENDORSES the report of the Ad Hoc Committee, subject to the Board's deliberations； 

3. RECOMMENDS to the Thirty-seventh World Health Assembly the adoption of the following 
resolution; 

The Thirty-seventh World Health Asembly, 

Recalling previous resolutions of the Health Assembly on this matter, and in 
particular resolution WHA35.27, in which the main lines of the Action Programme on 
Essential Drugs for the coming years and the plan of action for 1982 and 1983 were 
endorsed, subject to the Health Assembly1 s deliberations； 

Having reviewed the Executive Board1 s report on the Action Programme on Essential 
Drugs and Vaccines; 

Satisfied that the Programme is making progress along the lines endorsed by the 
Thirty-fifth World Health Assembly; 

Noting with satis faction that Member States, development agencies, the pharma-
ceutical industry and a number of other partners are increasingly responding to the 
challenge of the Programme； 

Welcoming in particular the close collaboration between WHO and the United Nations 
Children's Fund in carrying out the Programme； 

Recognising 广 .t the same time that a number of major issues remain to be resolved； 

1. ENDORSES the Executive Board's report; 

2. URGES Member States; 

(1) to intensify their action to introduce and implement drug policies along the 
lines endorsed by the Thirty-fifth World Health Assembly in resolution WHA35.27； 

(2) to intensify training of personnel to achieve the objectives proposed by the 
Programme ; 

(3) to strengthen cooperation among themselves for the implementation of the 
Programme； 

3. URGES the regional committees： 

(1) to encourage Member States in their region to give support to the Programme 
along the lines endorsed by the Thirty-fifth World Health Assembly; 

(2) to ensure adequate resources in their regional programme budgets to support 
Member States in their efforts； 

(3) to review periodically progress in implementing the Programme in their region 
and report thereon to the Executive Board； 

1 See Annex 7. 
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REQUESTS the Executive Board： 

continue to review closely progress in implementing the Programme； 

study major outstanding issues and define principles for resolving them; 

report periodically to the Health Assembly on the above； 

REQUESTS the Director-General： 

(1) to intensify WHO's technical cooperation with Member States that so desire in 
implementing national drug pplicies in conformity with the Programme； 

(2) to facilitate technical cooperation among countries in carrying out the 
Programme and specific components of it; 

(3) to foster coordinated action, including research, among all partners involved 
throughout the world in order to ensure the most effective and efficient implemen-
tation of the Programme; 

(4) to continue to ensure that adequate resources are provided to implement the 
Programme and to attract extrabudgetary funds to the programmes of developing 
countries； 

(5) to monitor and evaluate the Programme on a continuing basis； 

(6) to continue to report periodically to the Executive Board oil progress achieved 
and problems encountered. 

1) to 

2) to 

3) to 

Hbk Res. Vol. II (5th ed.), 1.15.2 (Sixteenth meeting, 20 January 1984) 



DECISIONS 

(]) Appointment of a representative of the Executive Board at the Thirty-seventh 
World Health Assembly 

The Executive Board appointed Dr D. G. Makuto as representative of the Executive Board 
at the Thirty-seventh World Health Assembly, in addition to its Chairman, Mrs G. Thomas, 
ex officio, and Dr A. Khalid bin Sahan and Professor A. Lafontaine, already appointed at its 
seventy-second session. 

(First meeting, 11 January 1984) 

(2) Work of the Programme Committee of the Executive Board 

The Executive Board, having been informed of the outcome of the work of the 
Programme Ccmmiittee, took note of the Committee's consideration of the methodology and 
content of the report on "Evaluation of the Strategy for Health for All by the Year 2000 -
Seventh Report on the World Health Situation",^ and of the methodology of future reviews 
and evaluation of programmes corresponding to the eight essential elements of primary ^ 
health care, with particular emphasis on adequate supply of safe water and basic sanitation, 
and requested it to continue this work at future sessions. 

(First meeting, 11 January 1984) 

(3) Report on meetings of expert committees and study groups 

The Executive Board considered and took note of the Director-General's report ̂  on the 
meetings of the following expert committees， study group and scientific group： the WHO Expert 
Committee on Biological Standardization, thirty-third report;^ the WHO Expert Committee on 
New Approaches to Health Education in Primary Health Care;5 the WHO Expert Committee on 
Smoking Control Strategies in Developing Countries;^ the WHO Expert Committee on Vector 
Biology and Control, seventh report (Integrated vector control)； 7 the Joint FAO/Í̂ HO Expert 
Committee on Food Additives, twenty-seventh report (Evaluation of certain food additives and 

Document EB73/PC/WP/3. 
2 n See Annex 8. 
Document EB73/3. 
WHO Technical Report Series, No. 687, 1983 

J WHO Technical Report Series, No. 690, 1983, 
6 WHO Technical Report Series, No. 695, 1983, 
7 WHO Technical Report Series, No. 688， 1983 

—16 -
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contaminants); 1 the WHO Study Group on Research for the Reorientation of National Health 
Systems;2 and the WHO Scientific Group on the Indications for and Limitations of Major X-Ray 
Diagnostic Investigations (A rational approach to radiodiagnostic investigations). 3 It 
thanked those experts who had taken part in the meetings, and requested the Director-General 
to follow up the experts' recommendations, as appropriate, in the implementation of the 
Organization's programmes, bearing in mind the discussion in the Board. 

(Second meeting, 11 January 1984) 

(4) Member s in arrears in the payment of their contributions to an extent 
which may invoke Article 7 of the Constitution 

The Executive Board, having noted the report of the Director-General on Members in 
arrears in the payment of their contributions to an extent which may invoke Article 7 of the 
Constitution，4 requested the Director-General to continue his contacts with these Members, 
with the exception of Chad,5 and to submit his findings to the committee of the Executive 
Board which is to consider certain financial matters prior to the Thirty-seventh World Health 
Assembly. That Committee would then make recommendations to the Health Assembly on behalf of 
the Board. 

(Third meeting, 12 January 1984) 

(5) Changes in the programme budget for 1984-1985 

The Executive Board took note of the Director-General's report on changes in the 
programme budget for the financial period 1984-1985 with respect to global and interregional 
activities, and of the Programme Committee's report thereon.6 The Board also noted the 
changes in regional programme budgets for 1984-1985 reported to it by the Regional Directors. 

(Fifth meeting, 13 January 1984) 

(6) Appointment of the General Chairman of the Technical Discussions at the 
Thirty-seventh World Health Assembly 

Following the recommendation of the President of the Thirty-sixth World Health Assembly,7 
the Executive Board approved the nomination of Professor D. A. Hamburg as General Chairman of 
the Technical Discussions to be held at the Thirty-seventh World Health Assembly, in place of 
Professor G. Soberon Acevedo, who was unable to accept this appointment.^ 

(Eighth meeting, 16 January 1984) 

1 WHO Technical Report Series, No. 696, 1983 
WHO Technical Report Series, No. 694， 1983 

3 WHO Technical Report Series, No. 689， 1983 
Document EB73/37. 

5 See resolution EB73.R1. 
0 See Annex 9. 
Document EB73/22. 

8 Decision EB72(10). 
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(7) Subject of the Technical Discussions at the Thirty-eighth World Health Assembly (1985) 

The Executive Board selected "Collaboration with nongovernmental organizations in 
implementing the Global Strategy for Health for All" as the subject for the Technical 
Discussions at the Thirty-eighth World Health Assembly. 

(Eighth meeting, 16 January 1984) 

(8) Annual WHO/UNICEF intersecretariat meeting 

The Executive Board appointed Dr J. M. Borgono, member of the UNICEF/iiHO Joint Committee 
on Health Policy, to attend the main annual WHO/UNICEF intersecretariat meeting in 1984. 

(Eleventh meeting, 18 January 1984) 

(9) Report of the International Civil Service Commission 

The Executive Board took note of the ninth annual report of the International Civil 
Service Commission，1 submitted in accordance with Article 17 of the Commission's Statute. 

(Twelfth meeting, 18 January 1984) 

(10) Financial Regulations - additional terms of reference governing the 
external audit of the World Health Organization 

2 
The Executive Board, having considered the Director-General's report on the proposed 

changes in the additional terms of reference governing the external audit of WHO, and the 
External Auditor's reasons for the proposals,decided to transmit the report to the 
Thirty-seventh World Health Assembly with the recommendation that it approve the proposed 
changes. 

(Twelfth meeting, 18 January 1984) 

(11) Contractual status of staff 

The Executive Board, having considered the Director-General's report on contractual 
status of staff and related matters,^ decided to approve his proposals with respect to the 
award of career service appointments to WHO staff members in the general service category 
and in professional grades up to and including grade P.3. It further decided that the 
Director-General's proposals with respect to staff in grades P.4 to P.б/ü.1 should be reviewed 
by him in the light of the Board's discussions, and that it should re-examine the matter at 
its seventy-fifth session in January 1985. 

(Twelfth meeting, 18 January 1984) 

1 Annexed to document ЕВ73/31. 
2 See Annex 10. 
3 See Annex 11. 
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(12) Award of the Léon Bernard Foundation Prize 

The Executive Board, after considering the report of the Léon Bernard Foundation 
Committee, awarded the Léon Bernard Foundation Prize for 1984 to Dr Mao Shou-pai for his 
outstanding service in the field of social medicine. 

(Fourteenth meeting, 19 January 1984) 

(13) Award of the Dr A. Shousha Foundation Prize 

The Executive Board, after considering the report of the Dr A. T. Shousha Foundation 
Committee, awarded the Dr A. T. Shousha Foundation Prize for 1984 to Dr Mohammad Ilyas Burney 
for his most significant contribution to public health in the geographical area in which 
Dr A. T. Shousha served the World Health Organization. 

(Fourteenth meeting, 19 January 1984) 

(14) Award of the Jacques Parisot Foundation Fellowship 

The Executive Board, after considering the report of the Jacques Parisot Foundation 
Committee, awarded the Jacques Parisot Foundation Fellowship to Dr A liant Menaruchi. 

(Fourteenth meeting, 19 January 1984) 

(15) Relations with nongovernmental organizations 

The Executive Board, having considered the report of the Standing Committee on 
Nongovernmental Organizations,^ decided to maintain official relations with 39 of the 40 
nongovernmental organizations reviewed at its current session, and expressed its appreciation 
to those organizations for their valuable collaboration. In the case of the International 
Society of Orthopaedic Surgery and Traumatology, with which it had suspended official 
relations at its seventy-first session in January 1983,^ the Board decided to defer its 
decision on the re-establishment of official relations for one further year. In the meantime, 
efforts should be made to develop concrete collaboration with that organization, 

(Fifteenth meeting, 20 January 1984) 

(16) Provisional agenda for and duration of the Thirty-seventh World Health Assembly 

The Executive Board approved the Director-General's proposals for the provisional agenda 
of the Thirty-seventh World Health A s s e m b l y . 3 Recalling its earlier decision厶 that the 

Document ЕВ73/33. See also Annex 6. 
2 

Decision EB71(10). 
Document EB73/36. k Decision EB72(11). 
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Thirty-seventh World Health Assembly should open at noon on Monday, 7 May 1984, the Board 
noted that the Thirty-fourth World Health Assembly had decided ̂  that, commencing in 1982，the 
duration of the Health Assembly should be limited to not more than two weeks in evea-numbered 
years and that, as a consequence, the Thirty-seventh World Health Assembly should close not 
later than the end of its second week. 

(Sixteenth meeting, 20 January 1984) 

(17) Date and place of the seventy-fourth session of the Executive Board 

The Executive Board decided that its seventy-fourth session should be convened on 
Monday, 21 May 1984， at WHO headquarters, Geneva, Switzerland. 

(Sixteenth meeting, 20 January 1984) 

1 Resolution WHA34.29. 
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ANNEX 1 

GLOBAL STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000； THE SPIRITUAL DIMENSION1 

[EB73/15 - 21 October 1983] 

During the Thirty-sixth World Health Assembly, the Director-General 
suggested that the question of the spiritual dimension in health be 
referred to the Executive Board.^ He has prepared the reflections that 
follow to facilitate the discussion in the Board. 

Definition 

1. Before reflecting on the spiritual dimension in health, one must first clarify what is 
meant by the word "spiritual", for it is the way in which that word has been understood by 
different people that has given rise to diametrically opposed views concerning the meaning of 
the spiritual dimension in health. 

2. The word "spiritual" is defined in a wide variety of ways by such authoritative sources 
as the Oxford and Webster1 s English dictionaries and the French dictionaries of Larousse and 
Robert. This shows that, at least in these two languages, the word has come to have many 
different meanings. These include： that which is not corporeal, or is not material, and 
does not belong to the physical world but rather to the world of ideas. Some more specific 
meanings are also given, such as: that which is related to the soul or to religion； that 
which is related not to the physical senses nor to external actions but to the intellect or 
the higher faculties of the mind or to higher moral qualities； and that which has a high 
refinement of thought or feeling. 

3. All of these meanings have one common denominator. They imply a phenomenon that is not 
material in nature but belongs to the realm of ideas that have arisen in the minds of human 
beings, particularly ennobling ideas. It is in that sense, and in that sense only, that the 
word "spiritual" is used in these reflections. 

Historical overview 

4. As far as can be gathered from the history of humankind, as soon as homo sapiens had 
enough food and shelter to survive, human beings were moved to action through ideas that 
arose in their mind. Often the material world formed the background or the stimulus for the 
development of these ideas； and often people developed their ideas in order to improve the 
material world in which they lived, and their lot within that world. This is where homo 
sapiens differs from all other known species. 

5. In addition, ideas have often been formed in people's minds following wonderment at the 
origin of the universe and of life on this earth, giving rise to different religious, moral 
or philosophical concepts. These in turn have had very practical implications for people1s 
daily lives, such as their rhythm of work and rest, their dietary practices, their hygienic 
habits, their social organization, their marriage laws and customs, their civil and criminal 
laws, and their treatment of offenders and dissenters. 

6. Moreover, ideas propounded by political philosophers have often been a source of 
political action. Examples of these are the ideas that led to such ideals as "All men are 
born free", "Liberty, equality, fraternity", and "Workers of the world, unite". These 
political ideals have given rise to vast material changes throughout the world, such as the 
abolition of slavery, the democratization of government, and the redistribution of wealth. 

1 See resolution EB73.R3. 
2 Document WHA36/1983/REC/3, p. 224; see also document WHA36/1983/REC/2, pp. 268-274. 
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7. By shaping people's action and ways of life, such philosophical, religious, moral or 
political ideologies have had a profound influence on the physical, mental and social 
wellbeing of the people concerned. 

Concept of health for all 

8. The concept of health for all by the year 2000 also arose as an idea in people's minds, 
against the background of the adverse health conditions of the vast majority of the world1s 
population. It was greatly influenced by such humane qualities as a sense of decency, 
empathy with the world's health underprivileged, compassion, and the desire for social 
justice regarding health. Considerations such as these laid the moral basis for the 
decision of the Thirtieth World Health Assembly in 1977 that the main social target of 
governments and WHO in the coming decades should be the attainment by all the citizens of the 
world, by the year 2000, of a level of health that will permit them to lead a socially and 
economically productive life.l 

9. Thus, non—material values led to a decision that has significant material value for 
people. By its very definition the attainment of the goal of health for all will ensure, as 
a minimum, such a level of health for people everywhere that they will be capable of working 
productively and thus contributing to their own economic development and to that of the 
community and country in which they live. 

10. However, the implications are not material alone, because the Health Assembly resolution 
also refers to a socially productive life 一 which in itself has a non-material connotation. 
A prerequisite for social productivity is awareness by people and communities of the factors 
affecting their health as well as their involvement in shaping their own health destiny. 
Community involvement is inherent in primary health care as defined in the Declaration of 
Alma-Ata. It implies social action in accordance with the social and cultural patterns of 
the country concerned. For communities can only become genuinely involved in any endeavour 
if they do so in ways that are commensurate with their value systems, their beliefs, their 
attitudes and their customs. Their value systems can express themselves in widely different 
ways y such as religious beliefs and practices, whether theistic or otherwise; political 
ideologies； moral sentiments； national, tribal or other group solidarity； the desire to 
perpetuate local and family traditions and cultural heritage； or concern for the future of 
the world's environment. For individuals, value systems can find expression in such ways as 
the reading or writing of literature or poetry； meditation； prayer; active or passive 
enjoyment of such arts as painting, sculpture, music and dancing; and the practice of sports. 

Strategy for Health for All 

11. The Strategy for Health for All was inspired by the above concepts and is therefore 
dependent oil a number of non-material factors in addition to such material factors as 
resources. For example, the aim of achieving total population coverage with primary health 
care is a corollary of the concept of social justice regarding health. This aim implies 
giving preferential care to the underprivileged - a manifestation of human compassion. 
Another feature of the Strategy, namely the commitment of governments by their constitution 
or otherwise to the above-mentioned aim, depends to a large extent on such factors as social 
conscience and decency at the central national level. 

12. An important feature of the Strategy is the social control of the health system through 
community involvement. Such control implies the public1 s participation in influencing the 
kind of health technology to be used; it also implies influencing the adoption by people of 
social and behavioural alternatives to technical measures in consonance with their rights and 
their freedom to choose. This brings the Strategy for Health for All into the homes, the 
fields, the factories, the schools and other education institutions, and also the streets. 

13. Social control also has the potential to make health delivery more humane, to care for 
people before they become patients, and if they do become patients, to treat them as feeling 
and thinking individuals with their own personalities, and not merely as impersonal "cases" 
or objects with diseased bodily organs in need of repair. Moreover, the humane approach 
implies taking full account of people's physical and psychological needs at different stages 
of their life - from conception, through gestation, and into infancy, childhood, adolescence, 
adulthood, and old age. It then permits people to die in a dignified manner. 

1 Resolution WHA30.43. 
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14. All this has important implications for health workers of all types. To fulfil their 
roles adequately in such a health system they have not only to possess the technical skills 
required but also to be motivated and socially attuned to their functions in society. In 
addition, they have to be able to transmit the necessary motivation and proper attitudes to 
those they serve, so that people can make the most of their social and technical skills• 

15. The above are intangible factors, and yet without them the Strategy for Health for All 
would have no meaning. Each society will have to ensure these intangible factors in a 
manner that is commensurate with its way of life. Hence, while the principles are 
universal, their application depends on the specific social and cultural patterns of the 
country and community concerned. By their very nature, these social and cultural patterns 
are group-specific and consequently not exportable to other groups. They have in themselves 
the capacity to contribute to individual and group feelings of wellbeing. Thus they 
illustrate the first principle in the Constitution of WHO - that health is not merely the 
absence of disease or infirmity, nor is it limited to a state of physical wellbeing but also 
includes mental and social wellbeing. 

Cone lus ion 

16. To sum up, people's intangible ideas have given rise to health ideals which in turn have 
led to a practical Strategy for Health for All by the Year 2000. This Strategy incorporates 
the attainment of a goal that has both a material and a non-material component• If the 
material component can be "provided", the non-material or spiritual one cannot. It is 
something that arises within people and communities, and manifests itself in keeping with 
their social and cultural patterns. Moreover, the realization of these health ideals in 
itself contributes to people1 s intangible but highly salutary feelings of wellbeing. So it 
can justly be claimed that people1 s ennobling ideas have not only stimulated worldwide action 
for health but have also given to health, as defined in WHO1 s Constitution, an added 
spiritual dimension. 



ANNEX 1 

REAL ESTATE FUND AND HEADQUARTERS ACCOMMODATION1 

[EB73/28 - 1 December 1983] 

Report by the Director-General 

INTRODUCTION 

This report is divided into five parts : 
擊 

Part I provides information on the status of current projects financed from the Real 
Estate Fund and undertaken prior to 31 May 1984; 

Part II lists the requirements for activities which it is proposed to finance from the 
Real Estate Fund for the period 1 June 1984 to 31 May 1985; 

Part III contains a report on developments in the problem of water seepage between the 
eighth arid seventh flçors of the main headquarters building and on the construction of a 
building to house the kitchen and restaurant；^ 

Part IV provides information on the status of the approved extension to the headquarters 
facilities; 

Part V provides a summary of the estimated requirements of the Fund. (Its estimated 
situation is set out in Appendix 1, part 1.) 

I. STATUS OF CURRENT PROJECTS UNDERTAKEN PRIOR TO 31 MAY 1984 

1. Regional Office for Africa 

1.1 It had been proposed to increase the number of bedrooms in eight of the villas, to 
convert one block of six one-room studios into multi-bedroom apartments, and to build a new 
cesspool for the apartment complex, at a total estimated cost of USÍ 322 000.^ The plans 
submitted by the architect adviser for the villas and apartments had however to be revised. 
The work has now been put out to tender. As regards the construction of a cesspool, legal 
advice has been sought because of the slow progress made by the contractor. 

1.2 The street lighting at the car parking areas around the Regional Office and around the 
villas has been improved at a total cost of US¿ 90 880, as compared with the previous estimate 
of US泰 84 520.4 

1.3 The maintenance work on the roads immediately surrounding the Regional Office building on 
the Djoué Estate, estimated to cost US$ 13 000,^ which was suspended pending the completion 
of the installation of the lights around the parking area, will be resumed shortly. 

1.4 The replacement of the air-conditioning system of the office building has been completed 
at a total cost of ÜSÍ 148 513, as compared with the previous estimate of USÍ 200 ООО.5 

1 See resolution EB73.R5. 
2 Resolution WHA36.17 (document WHA36/1983/REC/1, p. 15). 
3 Document EB67/1981/REC/1, p. 141. 
4 Document EB69/1982/REC/1, p. 147. 
5 Document EB69/1982/REC/1, p. 148. 
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1.5 The enlargement of the capacity of the air-conditioning unit of the main Conference Hall 
has been completed at a cost of US¿ 114 ООО, as originally estimated.1 

1.6 The new stand-by generating equipment, which is designed to provide enough power for the 
Regional Office buildings, has been installed and put into operation at a total cost of 
US$ 240 131, as compared with the previous estimates of US¿ 286 ООО.1 

1.7 The construction of a small office building and staff housing in Malabo, Equatorial 
Guinea, at an estimated cost of US$ 480 000, which had been authorized by the Thirty-fourth 
World Health Assembly,^ has been completed. Due to inflation, currency fluctuations and 
unforeseen additional items required in view of the special circumstances in Malabo, the final 
total cost exceeds the original estimates by US¿ 131 000. 

1.8 The work on the roofs of the first blocks of apartments and studios which were built on 
the Djoué Estate in 1964 will begin at the end of the rainy season. The cost of this work is 
still estimated at US$ 200 000.3 

1.9 The repairs to the main road network outside the immediate periphery of the Regional 
Office building will be undertaken at the end of the rainy season. The estimated cost of 
US$ 100 0003 remains unchanged. 

2• Regional Office for the Americas/Pan American Sanitary Bureau (PASB) 

2.1 The Thirty-fifth World Health Assembly authorized a contribution of up to USÍ 300 0004 
towards the construction of a building for the Caribbean Food and Nutrition Institute, on the 
understanding that an equivalent contribution would be made by РАНО and that the Government of 
Jamaica would formally guarantee to participate in the financing of the construction of the 
building as planned.^ Confirmation of these contributions has been received,1 and a 
development construction agreement between РАНО and the University of the West Indies is being 
prepared. The construction should begin during the first quarter of 1984, and the building 
should be ready by the end of August 1985. 

2.2 The Thirty-fourth World Health Assembly authorized a contribution of USÍ 250 0002 
towards the construction of a building for the joint РАНО/WHO Publications and Documentation 
Service and the office of the РАНО representative for Area II in Mexico. The previous offer 
of land has been withdrawn,^ but a proposal has now been received from the National 
Autonomous University of Mexico indicating that the University is considering the construction 
of a building for the Service. РАНО is pursuing the matter and will keep the Director-General 
informed of developments. 

3• Regional Office for South-East Asia 

3.1 Construction of the planned extension to the Regional Office is nearly completed. The 
total cost is not expected to exceed the previous estimate of USÍ 675 000.' 

3.2 Electrical work in connection with the stand-by generator is still in progress. The 
total cost is expected to remain witMn the limits of the estimate of ÜSj 250 000 previously 
indicated.^ 

Document EB71/1983/REC/1, P. 87. 
2 Resolution WHA34.12. 
3 Document EB71/1983/REC/1, P. 89. 
4 
5 
Resolution WHA35.12. 4 

5 Resolution EB69.R24. 
6 Document EB71/1983/REC/1, P- 88. 
7 
8 
Document EB67/1981/REC/1, P- 142 7 

8 Document EB69/1982/REC/1, P- 150 
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A. Regional Office for Europe 

4.1 The improvements to the heating/ventilâtion system have been carried out at a total cost 
of US$ 49 709, as compared with the previous estimate of USÍ 130 ООО.1 

4.2 The further automation of the window screens in buildings "B" and "C", the estimated cost 
of which was USÍ 55 000, has been completed at a total cost of US¿ 46 550.1 

4.3 New grills have been mounted in the light fixtures of buildings "B" and "C" at a total 
cost of US$ 18 725, as compared with the previous estimate of USÍ 18 000.1 

The limestone tiles in the reception hall have been replaced at a total cost of 
US$ 14 387, instead of the US¿ 50 000 which had been estimated.1 

4.5 The insulation of the attic of the building at Strandpromenaden 31 has been carried out 
by Regional Office staff at a total cost of USÍ 106. The estimated cost of this work by an 
outside contractor was US$ 5000.! 

4.6 An elevator and toilet facilities for the disabled have been installed in the conference 
building at a total cost of US$ 38 574, as compared with the previously estimated cost of 
US$ 51 ООО.2 

4.7 Specifications are being prepared by the Government engineer for the installation of a 
fire alarm system. The total cost is not expected to exceed the sum of US¿ 45 000丄 
earmarked for this work. 

A.8 The basement of building "B", where staff are required to work for long periods, was 
designed as an air raid shelter. Permission to open 11 windows in the concrete walls of the 
basement is being sought from the local authorities. The cost remains estimated at 
US$ 41 000.3 

4.9 The roof of the villa at Strandpromenaden 33 has been repaired and the walls 
replastered. The roof of the villa at Strandpromenaden 39 will be repaired in 1984. The 
total cost of these items is not expected to exceed the previously estimated cost of 
US$ 67 000.3 

4.10 The flooring in building "C" will be replaced in 1984, when many units in that building 
will be relocated to the new building referred to in paragraph 4.11 below. The cost remains 
estimated at US$ 40 000.3 

4.11 The construction of the new three-storey building connected to building "C", financed by 
the Danish Government, is under way and was to be completed by December 1983. An electrical 
engineer has been appointed to prepare the specifications for the special installations 
(ducts, cables, etc.) to be mounted in the covered bridge connecting the two buildings. The 
estimated cost of US$ 100 000^ remains unchanged. 

4.12 The new lines connecting the telephone exchange with the new building have been 
partially drawn. This work will be completed when the covered bridge is finished. The total 
cost is not expected to exceed the previous estimate of US¿ 9500.^ 

5• Regional Office for the Eastern Mediterranean 

5.1 Because of the frequency of electricity failure, action has been undertaken to procure 
stand-by generating equipment which will cover the essential needs of the Regional Office. 
The total cost of this equipment is estimated at approximately USÍ 25 000, which is being 
financed from the Real Estate Fund in accordance with resolution ВДА23.14. 

1 Document EB69/1982/REC/1, p. 
2 Document ЕВ67/1981/REC/l, p. 
3 Document EB71/1983/REC/1, p. 

150. 
143. 
89. 
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6. Regional Office for the Western Pacific 

6.1 The construction of the extension to the 
installation of air-conditioning units in the 
total cost of US$ 1 090 141, as compared with 

Regional Office, including sound-proofing and 
new conference rooms, has been completed at a 
the previous estimate of US¿ 1 367 ООО.1 

6.2 Work on the various authorized improvements and alterations to the older part of the 
Regional Office building is still in progress. The final cost is not expected to exceed 
US$ 275 000, as previously indicated. 

6.3 The toilets of the Conference Hall have been repaired. The total cost is not expected to 
exceed US$ 13 000, as previously indicated.^ 

6.4 Plans have been submitted by the consultant engineer for the replacement of part of the 
air-conditioning system. The total cost is expected to remain within the limits of the 
estimate of US¿ 27 0003 previously indicated. 

7• Headquarters 

7.1 The renovation work on elevators 6, 7, 8 and 9 in the main building has been completed at 
a total cost of USÍ 206 562, as compared with the previous estimate of USÍ 215 000.^ 

II. ESTIMATED REQUIREMENTS FOR THE PERIOD 1 JUNE 1984 TO 31 MAY 1985 

8. Regional Office for Africa 

8.1 It has become necessary to repair the roofs of villas С 20 to С 23 and D 24 to D 26, 
which are in very poor condition and leak badly during the rainy season. The cost of the 
repairs is estimated at US$ 136 000. 

8.2 The corrugated aluminium roofs of blocks "D" and "E" of the Regional Office require 
replacement. The cost of this work is estimated at US¿ 57 000. 

8.3 It is proposed to build an extension to block "A" of the Regional Office building to 
provide 30‘additiontil offices. This would make it possible to relocate the computers and the 
offices of the data processing section as well as to relieve the cramped conditions in some 
other sections. The cost of the proposed extension is estimated at USÍ 750 000. 

9• Regional Office for Europe 

9.1 The attic of building "A", which is used for archives and storage of semi-active files, 
offers poor working conditions. In order to improve these conditions, proper insulation, 
lighting and heating will be required, as well as the extension of the existing small 
documents lift. The cost of this work is estimated at US¿ 65 000. 

9.2 It is proposed to connect a new set of emergency lights to the emergency power system. 
The cost of such an installation is estimated at USÍ 8000. 

9.3 The construction of a direct access for the present goods lilt in building "B", including 
a short ramp for trucks, had been estimated at USÍ 48 000.^ Further study proved that the 
proposed construction would be unpractical and dangerous for the staff when moving large 
pieces of furniture. A more rational solution, which would meet the standards of the Danish 
work inspection office, would be to build a larger industrial lift next to the existing one, 
which would remain unchanged. The additional cost is estimated at USÍ 112 000. 

10. Regional Office for the Western Pacific 

10.1 The telephone exchange installed in 1972 is subject to numerous breakdowns and 
failures. In view of the present and future development of the Philippine telephone network, 

1 Resolution WHA33.15. 
2 Document ЕВ67/1981/REC/l, p. 143. 
Document EB7l/l983/REC/l, p. 89. 

4 Document ЕВ69/1982/REC/l, p. 149. 
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which includes the installation of digital exchanges for the city of Manila, the Philippine 
Long Distance Telephone company (PLDT) is advising its customers to procure digital 
exchanges. The Regional Office will have to procure not only a new exchange but also new 
telephone sets for all offices, and technical equipment related to the new exchange. The 
total cost of this project is estimated at USi 350 000. 

10.2 The Conference Hall was built in 1958 and fitted with a fixed horseshoe seating 
arrangement• Because of the increase in the number of Member countries in the Region, the 
seating has become inadequate and has to be redesigned and rebuilt. Moreover, the 
interpretation equipment in the Hall, which was installed 15 years ago, is subject to 
breakdowns and spare parts are no longer available. The total cost of the renovation of the 
Conference Hall is estimated at USÍ 120 000. 

III. CONSTRUCTION OF A BUILDING TO HOUSE THE KITCHEN AND RESTAURANT AT HEADQUARTERS, AND 
RESTORATION OF THE STRUCTURAL SAFETY OF THE EIGHTH FLOOR OF THE MAIN HEADQUARTERS 
BUILDING 

11. Following the decision of the Thirty-sixth World Health Assembly,1 the final plans for 
the construction of a new building to house the kitchen and restaurant were prepared by the 
architect and approved by the Director-General on 30 September 1983. Site preparation began 
in November and construction work will start in February 1584. It is estimated that the new 
kitchen and restaurant will be ready by the end of 1984. 

12. Once the kitchen and restaurant become operational in the new building, work will begin 
on the restoration of the structural safety of the eighth floor of the main building. 

13. In the meantime, the condition of the beams underneath the eighth floor continues to be 
monitored by means of an electronic sensor system. This sensor system was overhauled by the 
consulting engineer in October 1983. 

14. As to financial arrangements, the Health Assembly in resolution WHA36.17 authorized the 
construction of a building to house the kitchen and restaurant, the cost of which is to be 
financed from the funds originally appropriated to the Real Estate Fund by the Thirty-fifth 
World Health Assembly in resolution WHA35.12, i.e., USÍ 2 606 000. On the basis of the final 
plans prepared by the architect, the cost of construction of the building to house the 
restaurant and kitchen is now Sw.fr. 5 897 000, i.e., USÍ 2 730 000, whereas the cost of 
restoring the structural safety of the eighth floor, but without rearrangement of the eighth 
floor into offices and meeting rooms, is estimated at Sw.fr. 798 000, i.e., USÍ 370 000. 
Accrued interest on the sum of USÍ 2 606 000 appropriated to the Real Estate Fund in May 1982 
will amount to approximately USÍ 550 000 by 30 June 1984, when disbursements will have to be 
made. Sufficient funds are thus expected to be available in the Real Estate Fund to cover 
the cost of the project. As the Thirty-sixth World Health Assembly was informed, the cost of 
the new kitchen equipment will be financed from the funds available in the Special Account 
for Operation of Concessions at Headquarters. 

IV. HEADQUARTERS EXTENSION 

15. The construction of the extension to building "L" at Headquarters, authorized by 
resolution WHA34.10 at an estimated cost of Sw.fr. 9 800 000, was completed by early 
June 1982. Final acceptance of the work took place in June 1^83. Subject to the settlement 
of unliquidated obligations, the anticipated final cost of the project is Sw.fr. 7 313 630. 
A report on the status of the funding of this project appears in Appendix 2. 

1 Resolution WHA36.17 (document WHA36/1983/REC/1, p. 15). 
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V. SUMMARY 

16. To summarize, on the basis of the foregoing considerations the estimated 
requirements of the Real Estate Fund for the period 1 June 1984 to 31 May 1985 are as 
follows : 

US j 

Repairs and alterations to the Regional Office for Africa 
(paragraphs 8.1-8.3) 943 000 

Repairs and alterations to the Regional Office for Europe 
(paragraphs 9.1-9.3) 1B5 000 

Alterations to the Regional Office for the Western Pacific 
(paragraphs 10.1-10.2) 470 000 

Total estimated requirements 1 598 000 

Estimated unencumbered balance of the Real Estate Fund, 
including accrued interest, as at 31 December 1983 
(see Appendix 1, part 1) rounded off at 793 000 

Shortfall which it is proposed to cover by appropriation 
by the Health Assembly 805 000 
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Appendix 1 
REAL ESTATE FUND 

ESTIMATED SITUATION AS AT 31 DECEMBER 1983 
(expressed in US dollars) 

1 January 1970 -
31 December 1979 

BALANCE AT 1 JANUARY 

1980-1981 

696 045 

Total 
1982-1983 - (from inception) 

3 190 205 -
2. INCOME 

Balance of Revolving Fund for Real Estate 
Operations (resolution WHA23.14) 

Casual income appropriated (resolutions WHA23.15, 
WHA24.23, WHA25.38, WHA28.26, WHA29.28).... 
WHA33.15 
WHA34.12 
WHA35.12 
WHA36.17 

Transfer from Part II of the Working Capital Fund 

68 990 

458 936 
290 000 
044 000 

409 000 
605 500 

68 990 

13 807 436 

(resolution WHA23.15) 1 128 414 1 128 414 
Rents collected 2 099 357 735 769 600 000 3 435 126 
Interest 1 346 905 475 460 1 155 000 2 977 365 
Other 1 567 1 567 

Total income 11 104 169 4 545 229 5 769 500 21 418 898 

Total funds available 11 104 169 5 241 274 8 959 705 

OBLIGATIONS AND EXPECTED OBLIGATIONS 
(see part 2 of this Appendix) 10 408 124 2 051 069 8 166 752 20 625 945 

BALANCE AT 31 DECEMBER 696 1 345 3 190 205 792 953 792 953 

—Estimated. 
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OBLIGATIONS AND EXPECTED OBLIGATIONS FROM INCEPTION (1 JANUARY 1970) TO 31 DECEMBER 1983 
(expressed in US dollars) 

Purpose 
Relevant 

authorization 
(resolution/ 
decision) 

Obligati 

1 January 1970 -
31 December 1979 1980-1981 1982-1983 - Total 

Maintenance, repairs and alterations to houses 
for staff 

WHA23. 
para. 

14, 
3(i) 

Regional Office for Africa 
Regional Office for the Eas Mediterranean 

2. Major repairs, and repairs to the Organization's WHA23.14, 
existing buildings para. 3(ii) 
Headquarters : 

Current repairs 
Restoration of the structural safety of the WHA35.12 and 
eighth floor of the main building WHA36.17 

Regional Office for Africa 
Regional Office for Europe 
Regional Office for the Eastern Mediterranean . 
Regional Office for the Western Pacific . . . . 

Acquisition of land, construction/extension of WHA23.14, 
buildings para. 3(iii) 
Headquarters 
Main building: 

Transfer to Headquarters Building Fund for 
part settlement of litigation with Compagnie 
française d'Entreprise WHA23.18 

Acquisition of land WHA23.17 
Second prefabricated building WHA24.22 
Third prefabricated building WHA28.26 
Architectural studies for proposed extension of WHA24.22 and 

main building WHA25.38 
Alterations to "V" building WHA33.15 
Additional car park WHA33.15 
Construction of a building to house the kitchen 

and restaurant . WHA36.17 
Regional Office for Africa 
Construction of additional staff housing . . . WHA2 3.16 
First extension of Regional Office building . . WHA23.16 
Second extension of Regional Office building . WHA28.26 
Acquisition of land for additional staff 

housing WHA24.24 
Conversion of staff housing WHA34.12 
Construction of small office building and staff 

housing in Malabo, Equatorial Guinea . . . . WHA34.12 
Regional Office for the Americas 
Construction of Zone Office, Brasilia (WHO1 s 

contribution) WHA25.39 
Construction of a building for the joint РАНО/ 

WHO Publications and Documentation Service 
and the Office of the РАНО representative for 
Area II in Mexico (WHO's contribution) . . . WHA34.12 

Construction of a building for the Caribbean 
Food and Nutrition Institute (WHO1s contribu-
tion) WHA35.12 

Regional Office for South-East Asia 
Extension of Regional Office building WHA24.25 
Fire-fighting equipment and emergency generator WHA28.26 
Installation of new telephone exchange . . . . Dec.EB63(8) 
Extension of Regional Office building, inclu-

ding new air-conditioning plant and electri-
cal substation WHA34.12 

Additional stand-by generator WHA35.12 
Regional Office for Europe 
Renovation of additional premises； WHA2 7.15 and 

39 Strandpromenaden WHA29.28 
33 Strandpromenaden Dec.EB63(8) 

Installation of new telephone exchange WHA29.28 
Preliminary architectural study for extension of 

Regional Office building WHA34.12 
Lift and toilet facilities for disabled persons 

in the Regional Office WHA34.12 

Regional Office for the Eastern Mediterranean WHA25.40 and 
Extension of Regional Office building WHA29.28 
Regional Office for the Western Pacific 
Installation of fire detection and control 

equipment WHA27.16 
Extension of Regional Office building . . . . _ • WHA29.28 
Additional extension of Regional Office 

building WHA33.15 

Total - acquisition of land,construction/extension 
of buildings 

TOTAL OBLIGATIONS AND EXPECTED OBLIGATIONS 

365 413 
4 095 

307 474 
2 145 

522 166 
62 000 

309 619 584 166 

138 237 

50 833 

655 140 
000 095 
689 791 
799 575 

243 832 

936 937 
751 585 
930 588 

13 517 

102 658 
104 564 

2 730 000 

322 000 

609 827 

137 331 
59 641 3 531 

96 536 

93 213 
84 696 
190 000 

39 634 

25 097 
537 437 

672 548 
250 000 

6 850 -

63 707 -

1 742 36 832 

038 350 

2 195 053 
68 240 

2 263 293 

370 000 370 000 
016 681 1 139 690 
480 427 480 A 27 
25 000 25 000 
301 755 484 626 

332 100 3 402 850 

655 1A0 
1 000 095 

689 791 
1 799 575 

243 832 
102 658 
104 564 

936 937 
751 585 
930 588 

13 517 
322 000 

250 000 

137 331 
63 172 
124 024 

675 000 
250 000 

93 213 
91 546 

190 000 

63 707 

38 574 

39 634 

25 097 
537 437 

8 2f 18 109 1 421 207 5 250 48f > 14 959 802 

10 4C )8 124 2 051 069 8 166 75Í ！ 20 625 945 

—Estimated. 
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Appendix 2 

SPECIAL ACCOUNT FOR HEADQUARTERS EXTENSION AND REPAYMENT OF THE SWISS LOAN 

as at 24 November 1983 

(expressed in US dollars) 

This Special Account was established to record income and expenditure in 
accordance with resolution WHA34.10, by which the Director-General was authorized 
to proceed with the construction of additional facilities at headquarters. The 
Special Account is credited with (a) the amounts provided or to be provided in the 
regular budgets for the period 1981 to 1987 in respect of the repayment of the 
Swiss Confederation loan for the construction of the main headquarters building, 
(b) the rental for office accommodation at headquarters in respect of staff 
financed from extrabudgetary funds, (c) the rental from the International Computing 
Centre for space occupied by its staff and installations in the WHO building, 
(d) interest earned on balances in the Special Account, and (e) short-term 
borrowing from the Working Capital Fund and other authorized available cash 
resources. The Special Account is debited with (a) the cost of the authorized 
construction of the additional facilities at headquarters, (b) the repayment of 
short-term loans from the Working Capital Fund and other available authorized 
resources, and (c) the maintenance costs of the additional facilities, including 
the cost of utilities, cleaning and repairs； in due course it will be debited with 
(d) the instalments for the repayment of the Swiss loan during the period 1988-1994. 

From 
inception 

1981 1982-1983 in 1981 

Income 
Regular budget provisions for repayment of the Swiss loan 
-1981 (Sw.fr. 1 325 000) 655 941 
-1982-1983 (Sw.fr. 2 650 000) 1 432 432 2 088 373 
Rents collected 1 659 392 1 659 392 
Advance from the Working Capital Fund towards the 
construction cost . . . 770 727 (601 099) 169 628 

Interest 18 190 45 220 63 410 

1 444 858 2 535 945 3 980 803 

Disbursements 
Construction cost . . . . 1 444 858 2 212 001 3 656/859 
Maintenance costs of the additional facilities ,including 

the cost of utilities, с leaning and repairs 323 944 .. 323 944 

1 444 858 2 535 945 3 980 803 

Balance at 24 November 1983 

In addition, as at 24 November 1983,the unliquidated obligations amounted to $ 57 179, 
of which $ 52 350 related to the construction cost and $ 4829 to the maintenance costs. 
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RESTRUCTURING THE TECHNICAL DISCUSSIONS1 

[EB73/21 - 9 November 1983] 

Report by the Director-General 

I. INTRODUCTION 

1. In January 1983, when the Executive Board at its seventy-first session examined the 
report of its Working Group on the Method of Work of the Health Assembly, it also considered 
the Working Groupf s views on the practice of holding Technical Discussions in connection with 
the Health Assembly.^ The Working Group believed that these Technical Discussions should 
be continued, since they provided an opportunity for participants to exchange views and 
experience on technical matters of global interest that were directly related to the 
objectives of the Organization. However, the consensus in the Working Group was that 
Technical Discussions should be held only in even-numbered years, when the Health Assembly 
would riot be reviewing the biennial programme budget. This would enable the Health Assembly 
to complete its work within two weeks also in odd-numbered years, when it had to review the 
programme budget. 

2. This latter opinion was not fully shared by all members of tt¡e Board. Whereas the 
Working Group had been asked to review the holding of Technical Discussions in the context of 
the duration of the Assembly, the Board now felt that the question should be seen in a wider 
perspective. A few Board members questioned the usefulness of continuing to hold Technical 
Discussions at all； others were in favour of holding them biennially, as proposed by the 
Working Group； and others suggested continuing to hold them annually. The Board concluded 
that before it decided on any final recommendation to the Health Assembly on this matter, it 
would be useful if such issues as the role, periodicity, duration and methods of work of the 
Technical Discussions were to be analysed by the Director-General, who would then make 
proposals to it. The following are the results of this analysis. 

II. ROLE OF THE TECHNICAL DISCUSSIONS AT THE HEALTH ASSEMBLY 

BackgrounH 

3. In the early years of the Organization, the proceedings of the Health Assembly were 
concentrated largely on administrative, budgetary, financial and legal matters. As it was 
recognized that the presence of a worldwide group of public health administrators offered a 
high potential for arousing interest in health matters and generating technical knowledge, it 
was agreed that this opportunity should be exploited through the holding of special Technical 
Discussions. In this connection the Executive Board in 1950 expressed the belief "that the 
technical proceedings of future Health Assemblies should progressively be concentrated on 
more thorough discussion of a small number of subjects, with a view to the application of 
existing knowledge in those fields to public health administration", and it accepted the 
principle "that there should be more technical discussion on a number of specified subjects 
of international interest" (resolution EB6.R37). 

4. A beginning was made at the Fourth World Health Assembly in 1951, when the first 
informal Technical Discussions were held on "The education and training of medical and public 
health personnel" as proposed by the Executive Board (resolution EB7.R51). The experience 
gained during that first year led to the decision to institutionalize Technical Discussions 

1 See resolution EB73.R7. 
? Document EB71/1983/REC/1, Annex 1, paras 16-18. 

- 3 5 -
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at subsequent Health Assemblies (resolution WHA4.9, 1951). It was felt that they 
"contributed substantially to the development and diffusion of technical knowledge" and 
offered "a unique opportunity for an informal exchange of views between public health 
administrators from all parts of the world" (resolution WHA6.60, 1953). 

5. In the years since, the Executive Board and the Health Assembly have periodically 
reviewed various aspects of the Technical Discussions, They have confirmed that these serve 
one of the most useful purposes of the Health Assembly by providing an opportunity to discuss 
subjects of international interest and that they help to create a worldwide understanding of 
common problems. 

6. However, more recently the Health Assembly itself has changed the form of its work in 
that it has concentrated more and more on discussing programme matters• This trend was 
particularly influenced by the development of the programme budgeting process, which aims at 
reaching the right balance between programme and budgetary issues. With the increasing 
involvement of Member States in the formulation of the policies and strategies of the 
Organization, this tendency has consistently increased during the past decade. 

7. From this perspective it would appear that the original purpose of the Technical 
Discussions to supplement the Health Assembly1 s proceedings with debates on technical 
programme issues has lost its relevance. However, even if in theory this argument sounds 
correct, practical experience has shown that the special characteristics of the Technical 
Discussions are a valuable extension of the programme debates held by the Assembly itself and 
are supportive to the discussion of specific detailed technical matters taking place 一 for 
example, in the WHO programme review (see resolution WHA31.9). The following paragraphs 
explain some of these characteristics and how they can be used effectively to enhance the 
work of the Member States and their Organization in achieving the goal of health for all. 

Specific characteristics of the Technical Discussions 

8. The Technical Discussions bring together participants from virtually all countries of 
the world and offer a unique opportunity for an informal high-level debate on technical 
health issues and problems. The openness with which sensitive issues can be discussed is 
enhanced by the fact that participants debate in their personal capacity, since they are not 
acting formally as delegates to the Health Assembly representing their governments. The 
Discussions can also serve to sensitize a worldwide audience to issues which may need further 
exploration before they can profitably be taken to any of the policy organs of the 
Organization. The subject of the Technical Discussions for 1984 is an excellent example of 
such a sensitive and complex issue： "The role of universities in the strategies for health 
for all".1 

9. In order to define further the role of Technical Discussions it is useful to point out 
clearly how their potential differs from that of the expert technical work of other existing 
WHO mechanisms of expert consultation and participation. 

10. Technical advice required by the Organization is primarily secured through the formally 
selected expert advisory panels, committees, study groups and scientific groups. It also 
originates informally from individual and group consultations. Scientific expertise in 
relation to research is also sought through the global and regional advisory committees on 
medical research, and various scientific meetings or individual consultations at national, 
regional and global levels. (These mechanisms have been thoroughly examined in a recent 
organizational study by the Executive B o a r d . T h e above-mentioned mechanisms have the 
advantage of bringing together a small select number of experts to consider technical 
subjects in which the Organization requires to inform Member States of the latest 
developments. Their purpose, therefore, differs from that of the Technical Discussions. 

11. If it is agreed that the Organization needs to make use of any medium at its disposal to 
sensitize a large audience to pertinent health-related issues, then the Technical Discussions 
- i n addition to the Health Assembly as such - serve this purpose in a way that cannot be 
matched easily by any other of the existing mechanisms. 

12. Notwithstanding the above, since doubts have been expressed by a number of delegates at 
recent Health Assemblies and by some Board members as to the usefulness of holding Technical 

1 Document EB71/1983/REC/1, decision EB71(A). 
2 Document EB65/1980/REC/1, Annex 6. 
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Discussions in the future, it may be necessary for the Board to make a specific 
recommendation to the Health Assembly concerning their continuation or otherwise. 

Role of the Technical Discussions in support of "Health for All" 

13. As a number of members of the Executive Board and delegates to recent Health Assemblies 
have pointed out, the main technical issues and common problems confronting the Organization 
today are directly related to the strategies for health for all. The high-level 
participation from around the world at the Technical Discussions, therefore, provides a 
unique forum to debate such issues. 

14. How then could the Technical Discussions be geared towards a supportive role in the 
implementation of the strategies for health for all? 

15. Keeping in mind that a monitoring and evaluation process at all levels of the 
Organization is an integral part of the Plan of Action for health for all, a normal outcome 
of this process should be the identification of major problems or particular reasons for 
success or failure in implementing the strategies, which then could be usefully discussed in 
Technical Discussions in order to alert countries to these problems or to inform them about 
positive experience gained. The subject selected for discussion, therefore, would be 
supplementary to the work of the policy organs in monitoring and evaluating the 
implementation of the strategies and not a duplication of effort. 

16. In line with the foregoing, it is therefore proposed that any future Technical 
Discussions should be devoted to subjects crucial to the attainment of health for all by the 
year 2000. 

III. PARTICIPANTS 

17. When the Health Assembly made the decision to hold Technical Discussions, it had in mind 
as participants the delegates present at the Health Assembly. The participants in the 
Technical Discussions were, therefore, usually the same persons as those taking part in the 
deliberations of the Health Assembly, that is, those formally appointed by Member States as 
members of their delegations or by invited intergovernmental and nongovernmental 
organizations. 

18. Following a suggestion by the Health Assembly, the Director-General at present, when 
inviting Member States to attend the Health Assembly, asks them to include in their 
delegations to the Assembly persons particularly qualified to participate in the Technical 
Discussions. Such persons should be familiar with the broad framework and implications of 
the issues to be discussed so that a substantive exchange of views can take place among 
participants with various backgrounds and experience. 

19. In this context, it should be recalled that one of the salient features of the 
strategies for health for all is that they are intersectoral by the very definition of 
primary health care. The latter involves, in addition to the health sector, all related 
sectors and aspects of national and community development (in particular agriculture, food, 
industry, education, housing, public works and communications) and demands the coordinated 
efforts of all those sectors) This prerequisite of intersectoral action will naturally 
influence the type of participant in many Technical Discussions. 

20. For Technical Discussions dealing with intersectoral issues arising out of the 
strategies for health for all, it would be highly desirable to involve participants from 
other relevant sectors and disciplines in addition to the health sector. This would, of 
course, affect the composition of national delegations to the.Health Assembly concerned. A 
good example of the need for such intersectoral participation is the subject chosen for the 
Technical Discussions at the Thirty-seventh World Health Assembly in 1984： "The role of 
universities in the strategies for health for all". 

21. It seems advisable that the Director-General, in his invitation to Member States to be 
represented at the Health Assembly, should also draw their attention to the types of 
participant he would consider ideal to attend the Technical Discussions. He would do so 
from the point of view not only of the contribution a particular participant could make, but 
also of his or her role in the national setting, keeping in mind that the results of the 
Technical Discussions should have a multiplier effect in the field being discussed. 

1 Declaration of Alma-Ata, Article VII.4. 
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22. It is therefore proposed that the Director-General, in inviting Member States to attend 
the Technical Discussions, should draw their attention to the types of participants who 
should attend them； and that Member States, when composing their delegations to the Health 
Assembly, should give careful consideration to the designation of individuals who are 
particularly fitted to participate in the Technical Discussions because of their knowledge 
and experience. 

23. Nevertheless, Member States with small delegations to the Health Assembly often find it 
difficult to add a person who would attend only the Technical Discussions. Moreover, the 
recently introduced practice of holding the Technical Discussions at the same time as a 
plenary meeting of the Health Assembly (Friday) or one of the main committees (Saturday) has 
led some small delegations to comment that they find it difficult to be represented at all 
activities. A partial solution to this problem might be for one of the regular members of 
each small delegation to be designated well in advance of the Health Assembly session to 
participate in the Technical Discussions and to be briefed by national staff in the 
disciplines or sectors concerned on the issues to be discussed. 

IV. PERIODICITY AND DURATION 

24. Since Technical Discussions were introduced at the Fourth World Health Assembly in 1951, 
they have become a recurring feature and have been held annually, with the exception of 1958, 
when the Eleventh World Health Assembly was held away from Geneva and no Technical 
Discussions took place (resolution WHA10.34). 

25. As mentioned in paragraphs 1 and 2 above, while the Working Group of the Executive Board 
considered that Technical Discussions should be held only every second year - specifically 
every even-numbered year, when there is no programme budget to consider - this opinion was 
not shared by the Board as a whole at its seventy-first session (January 1983)• 

26. The opinions expressed in the governing bodies on the periodicity of Technical 
Discussions indicate that there are three views: holding them annually； holding them in 
alternate years； and holding them less frequently. 

27. A factor that might influence the periodicity of Technical Discussions is their actual 
duration. The prevailing viewpoint in the Board and the Health Assembly is that the 
duration of one and a half working days now allocated is a suitable period for the Technical 
Discussions. Over the last few years, these have taken place all day on Friday and on 
Saturday morning of the first week of the Arsembly (resolution WHA31.1, 1978). 

28. The experience of the Thirty-fifth and Thirty-sixth World Health Assemblies has shown 
that if the duration of the Technical Discussions does not exceed one and a half days, they 
can be accommodated within the period allotted to the Health Assembly as it is now foreseen, 
that is, two waeks in even-numbered years and as near to two weeks as is consistent with the 
efficient and effective conduct of business in odd-numbered years, when a proposed programme 
budget is reviewed (resolution WHA36.16, 1983). 

29. It is proposed that the total duration of one and a half days for the Technical 
Discussions be continued. 

30. With respect to the periodicity of Technical Discussions, the Board may wish to decide 
whether it wants to recommend to the Health Assembly： 

(1) annual Technical Discussions； 

(2) biennial Technical Discussions (in even-numbered years)； or 

(3) less frequent Technical Discussions, e.g. , every four years. 

31. Should the Board decide to recommend to the Health Assembly not to hold Technical 
Discussions in any given year, this would release approximately one to one and a half days 
which could either be used to shorten the duration of the Assembly or be put at its disposal 
for other purposes. 

32. The Board may also wish to recommend an appropriate duration for the Technical 
Discussions. As indicated above, the one and a half working days that have been allocated 
to the Technical Discussions seem to have proved a reasonable duration. 
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V. ORGANIZATION, SCHEDULING AND METHOD OF WORK 

33. During most years up to 1982, it was the practice to hold Technical Discussions all day 
on Friday and on Saturday morning of the first week of the Health Assembly, at which time 
neither the plenary nor the main committees met. However, in 1982 the Thirty-fifth World 
Health Assembly decided inter alia that at the Thirty-sixth World Health Assembly in 1983, 
during the Technical Discussions held at the end of the first week of the Health Assembly, 
plenary meetings would be held all day on Friday and one main committee would meet on 
Saturday morning (resolution WHA35.1). The Thirty-sixth World Health Assembly decided that 
these arrangements, which had resulted in a saving in time of approximately one and a half 
working days, would apply to all future Health Assemblies (resolution WHA36.16). 

34. Although this decision could be considered to cause a problem for the smaller 
delegations in attending simultaneous meetings of the Health Assembly and the Technical 
Discussions, the same situation arises when the plenary and one of the main committees are 
both in session, as is the case during the general debate in plenary. 

35. Another effect of this decision is that the Technical Discussions now take place while 
the Health Assembly itself is in session. This means that they could in fact be scheduled 
ori any of the working days of the Assembly, i.e., not necessarily on the first Friday and 
Saturday. 

36. In this respect, it was proposed during the Boardf s discussion that the Technical 
Discussions should be deferred to the end of the Health Assembly. However, it was argued in 
reply that this would probably mean that fewer delegates would participate and would make it 
impossible for the results of the Technical Discussions to be reported to the current session 
of the Health Assembly, which would reduce their intended impact. It seems, therefore, that 
to schedule the one and a half days towards the end of the first week, as is now the 
practice, is useful. 

37. In recent years it has been the practice to start the Technical Discussions on Friday 
morning at 9h30 with an opening plenary meeting at which the General Chairman or a panel 
introduces the subject. The participants then divide into six multilingual groups and hold 
discussions for the rest of the day.^ On Saturday morning, the reports from each of the 
six groups, written and translated overnight, are distributed for the closing plenary meeting 
of the Technical Discussions. At this plenary the chairman of each group presents its 
report and a general discussion follows. A final report is then prepared and presented to 
the plenary of the Health Assembly by the General Chairman during the second week of the 
Assembly, 

38. This method of work has been criticized in that the feedback through written and oral 
reports on the Saturday morning has been considered unsatisfactory： on the one hand the 
reports of the working groups have to be prepared under considerable stress, without 
necessarily doing justice to the discussions； on the other hand, undue repetition has 
occurred by having the group chairmen report orally on what is already outlined in the 
written reports. 

39. It would not seem too difficult to overcome these difficulties. Among many possible 
options, one solution could be to have the main day of the Technical Discussions on Thursday 
of the first week instead of Friday, and the final session on Saturday； this would give time 
for a well prepared feedback, but it would mean delaying issues on the agenda of the Health 
Assembly itself. Even more effective might be a different way of organizing the feedback of 
the group discussions. For example, the congestion created by the overnight production of 
the groups' reports could be avoided if the rapporteur of each group would present a brief 
oral report to the plenary meeting of the Technical Discussions on Saturday morning. The 
groups1 written reports would be distributed at a later stage, or possibly used only to 
prepare the main report. This would probably also enhance the quality of the reports of the 
groups and thus the final report to be presented by the General Chairman. 

1 In 1980-1983 the total number of participants in the Health Assembly averaged 1155 a 
year, of whom about 300 participated in the Technical Discussions. The six multilingual 
groups thus had some 30 to 80 people each, which was considered the limit if there was to be 
reasonably active participation by individuals in the discussion. 
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40. There are various ways in which the Technical Discussions could be differently 
organized. For example, one could start with a plenary meeting at which a panel of experts 
would highlight in a dynamic manner, for some 15-20 minutes, the main issues to be 
discussed. This could set the tone for the group discussions, each group having one of the 
panel members as its moderator, who would help to guide the discussion along the issues 
raised in the panel session. At the final meeting on the Saturday, each group rapporteur 
could present to the plenary the salient points that had emerged in the group's discussion. 
The General Chairman could then invite the plenary to continue the discussion with particular 
emphasis on future action in the light of the groups1 reviews. 

41. It is evident that the above suggestions, which serve only as examples, would require 
sound preparation by the Secretariat. Over the years, the preparations have been criticized 
on such grounds as: too much background documentation was provided and was not read； 
participants did not feel involved in the over-long plenary meetings； last-minute selection 
of group chairmen led to frustration, since they sometimes lacked the experience to provide 
good discussion leadership； uncertain follow-up of the discussions and lack of 
identification of future action reduced the value of the Technical Discussions. 

42. In line with the foregoing, the Secretariat could pursue a number of possible approaches 
as follows： 

(1) prepare succinct background documentation highlighting essential issues for 
discussion, and avoiding over-detailed information； 

(2) maximize the flow of information and exchange of experience among participants in 
the Technical Discussions in the limited time available； 

(3) provide stimulating inputs from experts on the subject to enrich the discussions； 

(4) find ways of providing adequate group leadership to focus discussion on pertinent 
issues; 

(5) find experienced rapporteurs who have the necessary professional background and the 
ability to summarize discussions rapidly； 

(6) guarantee the best possible feedback, both to participants in the Technical 
Discussions themselves and to the Health Assembly in general. 

43. The Board is invited to comment on the above suggestion. 

VI. TECHNICAL DISCUSSIONS DURING REGIONAL COMMITTEE SESSIONS 

44. Regional committees have also introduced Technical Discussions to be held in connection 
with their sessions. The issue of regional Technical Discussions has not been considered in 
this report, since it is thought to be a matter to be discussed, if necessary, by the 
regional committees themselves. Suffice it to say that the Working Group of the Executive 
Board considered that Technical Discussions held in connection with regional committee 
meetings were of equal value to those held in connection with the Health Assembly, and that 
they should focus on topics of regional interest. Accordingly, it was not thought necessary 
for Technical Discussions at regional level to be directly or sequentially linked to 
Technical Discussions at the Health Assembly, although there should be awareness, at both 
levels, of the topics chosen and the relationships between them. In 1983, Technical 
Discussions were held at all six regional committee sessions. The Regional Committee for 
the Americas adopted a resolution in which it decided in future to hold Technical Discussions 
every second year, that is, when n£ programme budget is being reviewed. 

VII. CONCLUSIONS AND SUGGESTIONS 

45. From an analysis of discussions held so far in the Board and the Health Assembly, the 
prevailing opinion appears to be in favour of continuing to hold Technical Discussions. 
Proposals have been made by the Board to relate subjects for discussion even more closely to 
the overall objective of the Organization. So far there has been no consensus on the 
periodicity of Technical Discussions, whereas the present duration of one and a half days has 
not been queried. However, the wish has been expressed that the methods of work should be 
improved in order to derive maximum benefit from Technical Discussions. 
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46. The main issues on which decisions have to be taken are as follows: 

(1) Should Technical Discussions be continued or not? (See paragraph 12 above.) 

(2) If they are continued, should future Technical Discussions be devoted to subjects 
crucial to the attainment of health for all by the year 2000? (See paragraphs 13-16 
above.) 

(3) Should Member States, when composing their delegations to the Health Assembly, give 
careful consideration to the designation of individuals who are particularly fitted to 
participate in that year's Technical Discussions because of their knowledge and 
experience? (See paragraphs 17-23 above.) 

With respect to peri«—icity, should Technical Discussions be held： 

(i) annually； 

(ii) biennially; or 

(iii) less frequently, e.g., every four years? (See paragraphs 2A-26 and 30 above.) 

(5) Should the duration of one and a half days be continued or another duration 
adopted? (See paragraphs 27-29 and 32 above.) 

(6) Should the Secretariat be given a free hand in future years to try out 
experimentally alternative arrangements for the organization, scheduling and methods of 
work of the Technical Discussions, for example along the lines indicated in 
paragraphs 33-43 above? 
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CONFIRMATION OF AMENDMENTS TO THE STAFF RULES1 

Report by the Director-General 

[EB73/27 and Add.1 - 29 November 1983 and 7 January 1984] 

Amendments to the Staff Rules made 
submitted for confirmation by the Board 
Regulation 12.2.2 The effective dates 
or 1 January 1984 as appropriate. The 
are given in the Appendix to this annex, 

by the Director-General are 
in accordance with Staff 
of the changes are 1 January 1983 
texts of the new or amended Rules 

Amendments considered necessary in the light of decisions taken by the United Nations 
General Assembly at its thirty-seventh session on the basis of the recommendations of 
the United Nations Joint Staff Pension Board 

1•1 Conditions governing restoration of prior contributory service 

As a result of changes in the Regulations of the United Nations Joint Staff Pension 
Fund (UNJSPF) approved by the General Assembly with effect from 1 January 1983, the 
restoration of prior contributory service has become possible only under certain conditions, 
the most important of which is that such service has to be of less than five yearsf duration 
(Article 24(a) of the UNJSPF Regulations). Accordingly, Staff Rule 470.1 has been amended 
and new Rule 470.3 has been introduced with effect from 1 January 1983. 

This revision provides the opportunity to make an editorial amendment to Staff Rule 470.1, 
the word "terminal'1 being replaced by "separation" in order to ensure uniformity of terminology. 

1•2 Timing of contributions to the Pension Fund during leave without pay 

As a result of further changes introduced in the UNJSPF Regulations with effect from 
1 January 1983, contributions in respect of leave without pay are no longer to be paid at 
the end of, but concurrently with, such leave (Article 25(b)(i)). Accordingly, Staff 
Rule 655.2.2 has been amended by deletion of the reference to the timing of payment, with 
effect from 1 January 1983. 

2• Amendment s considered necessary in the light of decisions taken by the United Nations 
General Assembly at its thirty-eighth session on the basis of recommendations of the 
International Civil Service Commission 

2•1 Education and special education grants 

An upward adjustment of the reimbursable costs for education and special education grants 
has been made to maintain at about 73% of the total the system-wide reimbursement of educational 
costs, which have increased considerably since the present rates were established in 1981. 
Thus the maximum amount reimbursable under the education grant has been increased from 
US$ 3000 to US$ 4500, and that under the special education grant for disabled children from 
US$ 3750 to US$ 6000； the lump-sum reimbursement in lieu of boarding costs has also been 

1 See resolution EB73.R9. 
2 WHO Basic Documents, 34th ed., 1984, p. 92. 
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increased from US$ 1100 to US$ 1500. The currency-floor provision has been changed to use 
exchange rates in effect as of 1 March 1983. 

Staff Rules 350.1, 350.2.2 and 355 have been amended accordingly. 

3. Minor corrections with effect from 1 January 1984 

3.1 Staff Rule 330.2 is corrected so that the gross salary figure shown for level P-3, 
step XIII, of the schedule is US$ 43 375 instead of US$ 43 475. 

3.2 Staff Rule 1110.1 is corrected. Since the Staff Regulations are arranged in articles, 
the reference to "Section I" of the Regulations in this Staff Rule is replaced by the more 
appropriate "Article Iм. 

4. Budgetary implications i 

The financial impact of the amendments to Staff Rules 350.1, 350.2.2 and 355 cannot be 
fully estimated, but it is expected that it will be of a limited nature. The budgetary 
implications of the other amendments are minimal. Any additional costs will therefore be 
absorbed within the averages established for staff costs. 

Appendix 

TEXTS OF THE AMENDED STAFF RULES 

[EB73/INF.DOC./1 and Add.1 - 29 November 1983 and 7 January 1984] 

The texts of the new or amended Staff Rules are given below, together 
with the minor correction to Rule 330.2. 

330. SALARIES 

In the schedule in Rule 330.2, the gross salary figure for level P-3, step XIII, reads 
"43 375". 

350. EDUCATION GRANT 

350.1 An internationally recruited staff member shall be entitled to an education grant, 
except as indicated in Rule 350.3. The amount of the grant payable under this Rule 
shall be 75% of the education expenses actually incurred and admissible under 
Rule 350.2, not to exceed a total payment of US$ 4500 per child per year. The rate 
of exchange to be applied for computing the amount to be reimbursed for expenses 
incurred in a currency other than the US dollar shall be the rate in force at 
1 March 1983 or that in force at the date when reimbursement is made, whichever is the 
higher. 

350.2 This grant is payable for: 

350.2.2 the cost of full-time attendance at an educational institution outside the 
country or area of the official station, including the cost of board if 
provided by the institution. Where board is not provided by the institution, 
a flat amount of US$ 1500 per year is paid in lieu; 
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355. SPECIAL EDUCATION GRANT FOR DISABLED CHILDREN 

A staff member, except for short-term staff members appointed under Rule 1320 or 
consultants appointed under Rule 1330， is entitled to a special education grant in 
respect of any physically or mentally incapacitated child, recognized as dependent 
under Rule 310.5.2, up to the end of the year in which such child reaches the age of 2 5, 
The amount of the grant shall be 100% of the special education expenses actually 
incurred up to US$ 6000， the maximum grant thus being US$ 6000 per child per year, 
subject to the exchange rate provisions of Rule 350.1. In cases where an education 
grant is payable under Rule 350， the total of the amounts payable under Rules 350 and 
355 shall not exceed US$ 6000. 

470. RE-EMPLOYMENT 

470.1 A staff member, other than one referred to in Rules 1320 and 1330, who is re-employed 
within one year of the termination of his appointment, may, at the option of the 
Organization, be reinstated. In such a case he shall have restored to him the status 
which he held upon termination, and the intervening absence shall be charged to annual 
leave and leave without pay as necessary ； he shall refund to the Organization all 
separation payments made to him. 

470.3 Restoration of prior contributory service in the United Nations Joint Staff Pension 
Fund is governed by the Regulations of the Pension Fund. 

655. LEAVE WITHOUT PAY 

655.2 During any leave without pay under Rule 655.1 the following conditions shall apply： 

655.2.2 no credit shall accrue for purposes of pensionable service time unless the 
staff member pays both his own and the Organization's contributions to the 
Pension Fund ； 

1110. DISCIPLINARY MEASURES 

1110.1 A staff member who fails to observe the standards of conduct as defined under Article I 
of the Staff Regulations and Staff Rule 110 shall be subject to disciplinary measures. 
According to the gravity of the offence, this may take the form of any one or a 
combination of the following： 

1110.1•1 oral reprimand； 

1110.1.2 written reprimand； 

1110.1.3 reassignment with or without reduction in grade ； 

1110.1.4 dismissal for misconduct ； 

0.1.5 summary dismissal for serious misconduct. 
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ACTION IN RESPECT OF INTERNATIONAL CONVENTIONS ON 
NARCOTIC AND PSYCHOTROPIC SUBSTANCES1 

[ЕВ73Д9, Part II - 1 November 1983] 

Extract from report by the Director-General 

PART II: PROCEDURE FOR WHO REVIEW OF PSYCHOACTIVE DRUGS FOR INTERNATIONAL CONTROL 

2.1 Directives for a new procedure 

2.1.1 The Thirty-third World Health Assembly, in resolution WHA33.27 on "Action in respect of 
International Conventions on Narcotic and Psychotropic Substances11, inter alia requested the 
Director-General "to promote the initiation and strengthening of national and international 
programmes for the assessment, scheduling, control and appropriate use of narcotic and 
psychotropic substances", so as "to maintain WHO1 s capacity to deal with this pressing health 
issue", and "to strengthen the coordination between the WHO programmes relating to narcotic 
and psychotropic substances, those dealing with drug policy and management, and other related 
programmes11 • 

2.1.2 The United Nations Commission on Narcotic Drugs, in resolution 2(S-VII) adopted at its 
Seventh Special Session, desiring to establish clearer procedures for its functions under 
the international drug control treaties with respect to the scheduling of substances, 
expressed concern about the timeliness and comprehensiveness of notifications, assessments 
and recommendations pursuant to the provisions of those treaties. The Commission noted 
that the rules of procedure of the functional commissions of the Economic and Social Council 
require that the documents shall be transmitted to Member States at least six weeks before 
the opening of the session in view of the need for Member States to consult within their 
own countries on proposals for the scheduling of substances . 

2.1.3 In the same resolution the Commission requested WHO to inform it in a timely manner 
of the various substances it plans to review for possible scheduling as well as the period 
within which it intends to carry out such review. This would make it possible for the 
Commission, at each session, to take note of Ш 0 review plans and, if appropriate, indicate 
subjects requiring WHO's attention . Furthermore, the Commission requested WHO to collect 
and analyse data on each subs tance concerning the likelihood of (liability to) abuse, the 
public health and social problems (ill effects) associated with such abuse, and the useful-
ness of the substance in medical therapy. WHO was requested to forward its recornmendations 
and assessments to the Secretary-General of the United Nations at least three months prior 
to the appropriate session of the Commission. 

2.2 Background 

2.2.1 WHO, as the special agency designated for evaluation of the scientific and medical 
aspects of psychoactive drugs under the international treaties, has had to carry out its 
responsibilities in a climate of changing health needs and restricted national economies. 

1 See resolution EB73 .Rll . 
-45 -
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2.2.2 The Single Convention, created as a unification of a number of successively widened 
treaties, came into existence to achieve a balance between production of substances and health 
needs for them. Among these substances were a large number of natural or synthetic 
opiates and opiate-like substances. The Commission at that time resisted bringing under 
control substances similar to cocaine and cannabis, in order to avoid broadening the 
scope of the Single Convention. This was indeed the reason for creating the Convention on 
Psychotropic Substances, amphetamine being the test case. 

2.2.3 The evaluation of the opiate-like substances for dependence-producing properties 
followed scientifically and clinically well-established procedures, and the "high-level" WHO 
Expert Committee on Drug Dependence of the 1960s enjoyed international authority. The 
pharmaceutical manufacturers accepted control of narcotic drugs, since no single drug dominated 
the market. 

2.2.4 Many circumstances have changed since then. Science in universities, and increasingly 
in industry, has made important break-throughs in psychopharmacology, and gradually large 
numbers of very varied psychoactive substances have become available for medical therapy. 
Unfortunately many of them have also given rise to widespread abuse, creating many public 
health and social problems. This situation forced the Convention on Psychotropic Substances 
into being - at that time largely to control central stimulants and hallucinogens . 

2.2.5 The development continues. The very great importance to therapy of many of these new 
drugs, and their ever more extensive use as medicaments and mood-changers, have made some of 
them the "biggest business" so far in pharmaceutics. The industry is more and more anxious 
to put its products to rapid use, and the competition is fierce. Whereas control under the 
Single Convention attaches a veritable stigma to the therapeutic use of a drug, inclusion in 
several of the schedules of the Convention on Psychotropic Substances serves more as a warning 
of a risk in using a drug. WHO, as the responsible health agency, has a difficult scientific 
task and a review problem, confronted as it is with a previously unknown variety of drugs, and 
being at the same time more and more closely and critically watched by the pharmaceutical 
industry. 

2.2.6 A WHO working group on guidelines for the WHO review of psychoactive substances 
(WHO document MNh/83.13) noted a number of relevant circumstances and discussed some changes 
in the review procedure to meet the new situation. The group's report is referred to at the 
appropriate points in the following sections • 

2.2.7 WHO has undertaken a number of country visits as part of its activities under 
resolution WHA33.27 , in order to study inter alia national drug control systems , licit and 
illicit drug use, epidemiology of drug abuse, limitations in control, and any other major 
problems. The 11 reports issued on such visits1 contain illuminating facts on the need for 
national and international control of psychoactive drugs• 

2.2.8 To make the evaluation speedier, more flexible and less formal, WHO decided to use 
review working groups of lesser organizational status than expert committees• There was a 
price to pay for this change, instituted under constraints of time and funds. The interested 
parties wanted detailed discussions of the procedure ； there was a feeling that the less 
formal procedure was also less objective ； and in some quarters there seemed to be less 
confidence in WHO recommendations. 

2.2.9 The number of substances to be evaluated by WHO increased, the earlier type of 
documentation accompanying the recommendations was seen as insufficient, and the pressure from 
the pharmaceutical industry rose. 

1 Argentina (WHO document MNH/80.15), China (WHO document MNH/82.45), Finland (WHO 
document MNH/7 9.25) , Jordan (WHO document MNH/81 .14) , Kuwait (WHO document MNH/82.9), 
Madagascar (WHO document MNH/79.42) , Malaysia (WHO document MNH/81 .27) , Morocco (Ш0 document 
MNH/82.42) , Nigeria (WHO document MNH/82.36), Pakistan (Bulletin on Narcotics , vol . XXIX:4), 
and Thailand (WHO document MNH/82.8). 
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2.2.10 In short, WHO has a heavy burden of responsibility under the Conventions, and its 
scientific authority in these matters is being threatened. There is no doubt that govern-
ments v̂ ant the Conventions to function as planned. It may be said, in a way, that a new 
philosophy is required in the case of the Convention on Psychotropic Substances . The 
governments - and also industry - are searching for a new role embodied in the Convention 
itself. A reform, even if cautious, and a strengthening of WHO'S procedure are plainly 
indicated . 

2.3 Principles governing the WHO review procedure 

2.3.1 The relevant documents and discussions - in the World Health Assembly, the Executive 
Board, the United Nations Commission on Narcotic Drugs and elsewhere - on the need for a new 
procedure for WHO's review of substances to be recommended for international drug control 
make it clear that such a procedure must be well planned, quite formal, and fully known to 
governments and all interested parties. The principles that might guide the setting-up of 
such a procedure can be summarized as follows . 

2.3.2 The procedure should be formalized: it should consist of a number of fixed stages 
whereby work is organized and performed within the defined structure of WHO (by designated 
divisions or individual officials) and guidance is given by scientists (consultants, working 
groups, expert committees)� 

2.3.3 The procedure should be clearly explained : it should be described, and its time-span 
determined, by the Director-General so as to give governments, scientific institutions and the 
pharmaceutical industry full knowledge of WHO'S structure and methods as they apply to the 
procedure. 

2.3.4 The procedure should be planned on a scientific basis: it should be guided by relevant 
scientific knowledge, systematically collected and screened through continuing collaboration 
with national scientific institutions (university departments, medical and natural-sciences 
research councils), industrial laboratories, health services, drug regulatory agencies, and 
government health and law enforcement authorities. 

2.3.5 The procedure should be collaborative within WHO: it should involve not only the 
Division of Mental Health, as the responsible division, but should obtain contributions from all 
divisions with relevant programmes, and from the regional offices. Specific aspects of the 
evaluation will involve, at the least, programmes on drug dependence, epidemiology, neurology, 
psychiatry and mental health, and also general therapeutic drug programmes in the pharmaco-
logical and pharmaceutical fields of drug evaluation, the essential drugs programme and the 
programme on international monitoring of adverse reactions to drugs. 

2.3.6 The procedure should utilize information and expertise from industrial research and 
development； through contacts with the biochemical and pharmaceutical industry, it should 
collect their experience from relevant projects for basic research and applied therapeutic 
drug development (mainly that gained in the screening phases) but it should also use the 
experience gained in evaluation carried out according to the rules of the Conventions . 

2.3.7 The procedure should be documented: relevant scientific information should not only be 
available to and used by WHO itself, but should also finally be put together and condensed in a 
dossier for each psychoactive substance recommended for control. 

2.3.8 The procedure should give ample time for government study of recommendations for 
control : time should be provided for governments' informal consultations with experts on the 
basis of the WHO dossier ； for their collection of information on legal, administrative, 
social and economic factors relevant to the Commission's decision on control ； and for 
consultations between individual governments. 

2.4 Mechanisms of the WHO review procedure 

2.4.1 The final decision for control of a psychoactive drug under the international treaties 
is taken by the United Nations Commission on Narcotic Drugs. A Party to the Convention on 
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Psychotropic Substances can, within a certain time, request a review of any such decision by 
the Economic and Social Council, which can confirm, alter or reverse the Commission1s decision. 
The Commission's decision is a consequence of notifications for control made to the Secretary-
General of the United Nations either by a State or by Ш 0 . The basis for the decision is a 
recommendation by WHO in line with certain criteria set forth in the Conventions . Under the 
Single Convention on Narcotic Drugs, the Commission may only accept or reject the WHO recom-
mendation ,whereas in the case of the Convention on Psychotropic Substances, it can also 
change the recommendation. The latter Convention states that WHO'S assessment shall be 
decisive in scientific and medical matters, but that the Commission's decision shall take 
into account also legal, administrative, economic and social factors (see Diagram 1). 

2.4.2 This process is described in detail in the WHO publication, Guidelines for the control 
of narcotic and psychotropic substances in the context of the international treaties Л A 
number of stages and components of this process are shown in simplified form in Diagram 2， 
along with some of the functions and interrelations of the various agents. 

2.4.3 WHO also performs a special review concerning preparations combining narcotic and 
psychotropic substances, which under certain rules of the Conventions can be exempted from a 
number of control operations (see the Guidelines) . This review does not involve such 
elaborate procedures as the original control decision on a substance, but it still constitutes 
a considerable workload for WHO. The situation will not be clear until the Commission on 
Narcotic Drugs decides what criteria for exempting combined preparations are to be followed 
by the Parties to the Conventions . WHO proposals for such criteria are contained in the 
report of the WHO consultation on development of further guidelines for the exemption of 
preparations under Article 3 of the Convention on Psychotropic Substances, 1971 (WHO document 
MNH/82.51). 

2.4.4 The whole process is based on information on each psychoactive substance considered for 
control： its pharmacological and clinical characteristics as well as its dependence-producing 
properties, and the public health and social problems caused by its abuse. This information 
is generated in many national activities (see the Guidelines). 

2.4.5 Scientific, medical and biological knowledge is generated in universities and other 
scientific institutions. Information from this area, vital to the functions of WHO, is 
collected as part of WHO's collaboration with those institutions, with scientific research 
councils , and with individual scientists . The biochemical and pharmaceutical industry performs 
basic and applied research work on a vast scale in order to develop, refine and test new 
psychoactive medicaments； this work produces uniquely important data. In the clinics and 
laboratories of the health services the psychoactive drugs are tested and their use and misuse 
are studied in the patients taking them; the resulting information is used, in turn,in general 
scientific studies, but also forms the basis of epidemiological data on drug abuse that are of 
importance to health authorities and governments in their efforts for drug control. 

2.4.6 The field of law enforcement provides data on illegal traffic and drug abuse. Such 
information is used by governments and by the drug control organs of the United Nations (see 
the Guidelines) in reaching national and international drug control decisions. Finally, the 
governments of States Parties to the Conventions have to evaluate the legal, administrative, 
economic and social factors of importance in changing the scope of control. They use the 
results of such evaluation in accordance with their positions as members of the Commission, or 
otherwise. Such information is also important as a basis for their notifications to the 
Secretary-General of the United Nations on individual psychoactive substances, their proposals 
for control and supporting data, as well as for their communications to the Secretary-General 
after WHO notifications on public health and social problems resulting from use or abuse of 
the substances mentioned in the evaluation reports. 

2.4.7 While the recommendations of WHO for control of a certain drug are influenced by a 
steady informal exchange of information with the Secretary-General as well as the International 

1 Rexed， В. et al. Guidelines for the control of narcotic and psychotropic substances 
in the context of the international treaties . Geneva, World Health Organization, 1984. 
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Narcotics Control Board (INCB), the main data for the deliberations of WHO come from the areas 
of scientific research, industrial development and health services work. A number of non-
governmental organizations in official relations with WHO contribute valuable information 
on many aspects of national arid international control of psychoactive drugs. 

2.4.8 The national reporting on illegal traffic and drug abuse to the Secretary-General, the 
United Nations Division of Narcotic Drugs and INCB is formalized in the Conventions and fixed 
in practice; it provides both direct and indirect evidence of abuse. The Commission on 
Narcotic Drugs also takes into consideration information regarding legal, administrative, 
economic and social aspects of a drug when making a decision concerning a psychotropic 
substance for control under the 1971 Convention. 

2.4.9 The principles behind a new WHO review procedure have been set down in section 2.3 
above. The procedure for scientific planning, collaboration within WHO headquarters and 
regional offices, and participation of the industry, and the timing of the process can, in 
accordance with these principles, be outlined as follows• The review of dependence-producing 
substances for international control is a part of the mental health programme performed in 
close collaboration with other WHO programmes. Data will be obtained through programmes 
dealing with the management of drug dependence, and through work in the epidemiology of drug 
use and abuse, in the treatment of neurological and psychiatric disorders, and in mental health 
aspects of health care. In gathering information, continued collaboration with governments 
in the general broad area of drug evaluation for therapeutic use is necessary, and contact is 
also to be made with the pharmaceutical industry. WHO programmes on monitoring of adverse 
reactions and on essential drugs can also provide important data. 

2.4.10 It is possible to distinguish three phases in the assessment procedure, namely a 
screening phase, an evaluation phase, and the final decision of the Director-General. In the 
following, a summary description is given of the procedure. Detailed statutes to guide its 
successive steps will have to be developed at a later date. 

2.4.11 A working group on programme planning will review the activities annually and will 
guide the programme. Its yearly meeting should fall after the session of the Commission on 
Narcotic Drugs, to which WHO would report on its priorities for review and its work plans in 
order to make it possible immediately to integrate into the ongoing work the Commission's 
formal proposals and comments on the screening programme. The programme planning group would 
also put together a list of substances to be discussed by the next expert committee oil drug 
dependence (see Diagram 2) with a view to informing the Secretary-General on the intention of 
WHO to review them for international control during the coming working year. This information 
would be added to any government notifications being made that same year, and would be included 
in the communication of the Director-General to the Secretary-General (see section 2.4.18 
below), enabling him to collect information from the governments on public health and social 
problems (e.g., abuse and illicit traffic) concerning the substances to be reviewed before 
the end of that year. 

2.4.12 During the screening phase, information on psychoactive substances from the literature 
and from research should be studied in the scientific and medical area and in the industrial 
development area. Recommendations that substances should be reviewed come from multiple 
sources• Clearly governments should be especially active and observant where phenomena of 
drug abuse are concerned, and should concentrate in their notifications on the need for inter-
national control� Priority should be given to notifications from governments and, following 
that, from WHO. 

2.4.13 The Working group on the guidelines for the WHO review, in its report (WHO document 
MNH/83 •13)， suggested that a set of criteria should be developed for selection of substances 
for review. The working group proposed the use of such criteria as, for example, high 
dependence-producing potential and abuse of substances； evidence that domestic controls 
failed to deter illicit distribution of drugs； evidence of public health and social problems 
in more than one part of the world; and evidence of illicit manufacture or diversion of a 
drug at international level. 

2.4.14 Extensive contacts are needed in this work, both of a specific kind (through different 
formalized programmes and projects) and in more general scientific areas. Direct contacts 



50 EXECUTIVE BOARD, SEVENTY-THIRD SESSION 

with the pharmaceutical manufacturers are necessary in many countries, and the nongovernmental 
organization, the International Federation of Pharmaceutical Manufacturers Associations (IFPMA), 
may be helpful on behalf of that part of the industry which it represents. The working group 
(see WHO document MNH/83.13) suggests that when WHO has the intention of reviewing a substance, 
the industries concerned and/or IFPMA should be notified in order (1) to advise manufacturers 
on the review process； (2) to invite submission by manufacturers of specific information about 
the substances, as follows : first, detailed background information, including material to which 
WHO has not made reference; second, a summary report dealing with specific questions raised 
by WHO; and third, additional points of particular, importance for the industry; (3) to ensure 
that reports from the pharmaceutical manufacturers are sent to WHO 12 weeks before the review 
meeting, so that they can be forwarded to the participants by WHO well in advance of that 
meeting. 

2.4.15 The screening programme should be flexible, taking advantage of the current activities 
of WHO and fully utilizing its existing programmes. WHO will maintain and continually renew 
a panel of renowned scientists of proven merit for collaboration in the programme. 

2.4.16 All the approaches mentioned should be utilized in the screening work, which should 
constitute a continuing process as part of the WHO review. Substances or groups of substances 
indicated by formal notifications and by discussions in the Commission on Narcotic Drugs should 
be reviewed by individual consultants, who would thus build up a basis of analysed data for 
evaluation. Their reports, and other available material (for instance from the manufacturers) 
should be critically studied, as appropriate, by ad hoc working groups with a view to specific 
considerations and recommendations for control. The subjects to be discussed by such working 
groups may be exemplified by the proposals of the Eighth Review of Psychoactive Substances for 
International Control (see WHO document MNH/83.28). 

2.4.17 It will also be useful to carry out occasional general reviews of chosen subjects 
such as : trends in certain aspects of psychopharmacology, or special fields thereof; industrial 
priorities, etc. Scientists from the pharmaceutical industry might take part in these 
activities, as appropriate. 

2.4.18 The evaluation phase of the review procedure should begin with the meeting of the 
working group on programme planning (see section 2.4.11 above) on about 1 March in a given 
year. The working group, taking into account the government notifications, the Commission's 
recommendations and the priorities of the Conventions, will, fcr the discussions in the 
expert committee on drug dependence, put together a list of substances as a basis for WHO 1 s 
communications to the Secretary-General, indicating its plan to review them during the coming 
year. Furthermore it will analyse the progress of the review process with a view to 
compiling as complete a data base as possible, and propose a number of drugs for a final 
discussion on international control in the expert committee on drug dependence. The criteria 
for the selection of drugs for consideration by the expert committee should be further 
defined but would include, for example, the availability of information necessary for 
decisions, and the urgency of assessment as judged from a review of tasks faced by WHO. All 
scientific material available from the screening process on the selected substances should then 
be put together in a first attempt to produce for each substance a scientific dossier for 
final evaluation. The dossier should not be made public at this stage in the review 
procedure， but should be used only for the deliberations of the expert committee. 

2.4.19 The final decision on draft proposals for international control will be reached 
by an annual meeting of the expert committee on drug dependence. Its members should be 
chosen by the Director-General from an expert advisory panel of we11-qualified scientists in 
relevant fields of research. The chairman of the expert committee should be a research 
scientist with high scientific authority and international standing, whose term of office 
should be long enough to ensure continuity in the review procedure. The material for the 
expert committee would be the scientific dossiers on the substances, compiled by the working 
group on programme planning. 

2.4.20 The working group on guidelines for the WHO review, in its report (document MNH/83.13), 
recommended that except under extraordinary circumstances the meetings of the expert 
committee should be at least yearly, and that the review of a substance initiated by WHO 
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should be done within two years after WHO makes its intention known. The deliberations 
leading to a recommendation on control should be formal and should first determine whether 
international control is necessary, and then examine the applicability of (1) the Single 
Convention on Narcotic Drugs, and (2) the Convention on Psychotropic Substances, according 
to their respective criteria. The report of the deliberations would follow the same order 
of priorities. 

2.4.21 Enough time must be provided in the review procedure, first, to compile an internal 
dossier as a basis for the discussion in the expert committee, and then, after its meeting, 
to condense and analyse the material relating to the substances proposed for international 
control into a volume and a form suitable for a public dossier - intended for discussion by 
governments during the period after the Director-General ' s formal recommendations to the 
Secretary-General but before the Commission's session. The meeting of the expert committee 
might take place in early June. Thus, each of the processes mentioned would cover almost two 
months. 

2.4.22 The Director-General will consider the recommendations made by the expert committee 
as to which drugs are to be scheduled or descheduled. He will also decide whether the dossier 
containing scientific information is to be made public. 

2.4.23 The decision of the Director-General would be taken before the end of June. This 
would give time for the Secretary-General of the United Nations and the Division of Narcotic 
Drugs to send the WHO recommendations to the Commission delegations by the end of August. 
Thus the Member Governments in the Commission would have five months (September to February) for 
their study of the WHO recommendations. That is not too long, considering the complex 
questions to be decided, and considering that the complexity is likely to be greater in the 
future. Moreover, most governments will evidently wish for various reasons to consult other 
governments over the recommendations for control, and that may be a time-consuming process. 

2.4.24 WHO'S phased internal procedure and its timing must be carefully planned in the ways 
which have been discussed above so as, first, to utilize to the maximum WHO1 s limited 
manpower resources for concentrated screening and evaluation work in alternating periods 
adjusted to the rhythm of the Commission's sessions and governments1 deliberations; secondly, 
to facilitate the dissemination of knowledge of the progress of WHO1 s work to all Interested 
parties ； and, thirdly, to give ample time for governments to consider and react to WHO 's 
recommendations for control before the Commission's session. 

2.4.25 The logical end-point for a planned cycle of the WHO review procedure is the 
Commission's February session. Working backwards from this point and allowing for the work 
necessary at each stage might produce a timetable as given in Table 1, where government study of 
WHO recommendations has been set at five months - which is longer than the Commission itself 
proposed ("at least two months") but which corresponds to experience over the last few years. 
The phases of screening and evaluation are logically calculated so that successive cycles of the 
review procedure would alternate at half-yearly intervals. 
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TABLE 

Agent 

Government 

WHO 

WHO working group on 
programme planning 

WHO expert committee 

WHO, Division of 
Mental Health 

WHO, Director-General 

United Nations 
Secretary-General 

Goverranent 

Commission on 
Narcotic Drugs 

MODEL TIMETABLE FOR REVIEW OF DRUGS FOR INTERNATIONAL CONTROL 

Phased action 

Notification to the Secretary-General 
of the United Nations 

Screening activities by Division of 
Mental Health and other divisions 

Work plan for year X-l and year X in 
preparation for recommendations to the 
Commission on Narcotic Drugs year X 
and year X+l 

Draft proposals to the Director-General 

Dossier to the Director-General 

Recommendations for control and public 
dossier to the Secretary-General of the 
United Nations 

WHO recommendations and dossier to 
Member governments on the Commission 

Study of WHO recommendations and dossier 

Timing 

At the latest 
August 31， year X-2 

September, year X-2, 
to January, year X-l 

Decision on control 

April 30， year X-l 

May-June, year X-l 

June 30， year X-l 

August 31， year X-l 

September 1, year X-l: 
to January 31， year X 

February, year X 

The review process, with WHO evaluation and goverrrnient study, will thus take a minimum 
of 18 months, for example from September 1984 to February 1986. Only in exceptional cases, 
when governments feel the need for rapid international control, should an attempt be made to 
shorten this period - and then only if WHO has already carried out a preliminary study of the 
substances notified. The working group on guidelines for the WHO review, in its report (UHO 
document MNh/83.13) , indeed considers the period for WHO study to be a minimum of two years -
which means that the review process, from notification to the Commission's decision, would 
last 30 months. To try to proceed faster than now proposed would inevitably lead to 
unsatisfactory preparation for the Commission1s deliberations. Some recent views expressed 
in the Commission concerning WHO recommendations related to benzodiazepines illustrate this 
risk. 

The resulting schedules, if Table 1 is followed, are illustrated in Diagram 3 (for one 
work cycle) and in Diagram 4 (for three consecutive cycles). 
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1 
Diagram 1 

WHO EVALUATION PROCEDURE 

Selection of drugs 
for review on the 
basis of scientific 
information, noti-
fications from 
countries, or CND 
requests 

DG's decision 
to recommend 
control and the 
dossier 

CND • ECOSOC 

Governments 
Information on the legal, 
administrative, economic 
and social aspects 

In the four diagrams, the following abbreviations are used : 
CND 
DND 

United Nations 
United Nations 

Commission on Narcotic Drugs 
Division of Narcotic Drugs 

ECOSOC - Economic and Social Council (of the United Nations) 
INCB - International Narcotics Control Board 
MNH - WHO Division of Mental Health 
PPWG - WHO working group on programme planning 
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Diagram 2 

CHANGE IN SCOPE OF INTERNATIONAL DRUG CONTROL : 
FUNCTIONS OF THE VARIOUS AGENTS 
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Diagram 3 

REVIEW OF DRUGS FOR INTERNATIONAL CONTROL : 
TIME SCHEDULE FOR ONE WORK CYCLE 
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REVIEW OF DRUGS FOR INTERNATIONAL CONTROL : 
TIME SCHEDULE FOR THREE ANNUAL CYCLES 
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RELATIONS WITH NONGOVERNMENTAL ORGANIZATIONS 1 

At its sixty-first session, in January 1978, the Executive Board decided (resolution 
EB61.R38) to spread its triennial review of nongovernmental organizations in official 
relations with WHO over the three-year period, reviewing one-third of the organizations each 
year. The following 39 nongovernmental organizations were accordingly reviewed by the 
Standing Committee on Nongovernmental Organizations at its meeting on 12 January 1984.¿ 
They relate in the main to programmes 10 (Protection and promotion of mental health), 11 
(Promotion of environmental health), and 12 (Diagnostic, therapeutic and rehabilitative 
technology). 

er-American Association of Sanitary and Environmental Engineering 
Association for Child and Adolescent Psychiatry and Allied Professions 
Association of Environmental Mutagen Societies 
Association of Medical Laboratory Technologists 
Association for Suicide Prevention 
Association on Water Pollution Research and Control 
Astroriautical Federation 
Brain Research Organization 
Committee for Standardization in Haematology 
Council on Alcohol and Addictions 
Council for Laboratory Animal Science 
Federation of Clinical Chemistry 
Federation of Fertility Societies 
Federation for Housing and Planning 
Federation for Medical and Biological Engineering 
Federation of Multiple Sclerosis Societies 
Federation of Pharmaceutical Manufacturers Associations 
League against Epilepsy 
Pharmaceutical Federation 
Society of Biometeorology 
Society of Blood Transfusion 
Society of Endocrinology 
Society of Hematology 
Solid Wastes and Public Cleansing Association 

for Child Welfare 
for Conservation of Nature and Natural Resources 
for Health Education 
of Local Authorities 
of Pharmacology 
of Pure and Applied Chemistry 
Surply Association 
International Aspects of Mental Retardation 
Associations of Clinical Toxicology Centers and Poison Control 

Centers 
World Federation of Hemophilia 
World Federation for Mental Health 
World Federation of Neurology 
World Federation of Neurosurgical Societies 
World Federation of Proprietary Medicine Manufacturers 
World Psychiatric Association 

Union 
Union 
Union 
Union 
Union 
Union 
Water 

In addition, in accordance with decision EB71(10), the Standing Committee reviewed 
relations with the International Society of Orthopaedic Surgery and Traumatology. 

1 See resolution EB73.R12 and decision EB73(15). 
See document EB73/33. 
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I. INTRODUCTION 

1. The objective of the Action Programme on Essential Drugs and Vaccines is to ensure the 
regular supply to all people of safe and effective drugs of acceptable quality at the lowest 
possible cost, in order to reach the overall objective of health for all by the year 2000 
through health systems based on primary health care. The global drug bill is estimated at 
US$ 100 000 million (ex-factory prices) annually, of which developing countries with 
three-quarters of the world1 s population account for USt 15 000-20 000 million. The cost to 
the ultimate consumer,, the patient, may be two to three times higher, whether paid for 
directly or indirectly• There is intensive discussion in many developed countries on ways to 
reduce the national drug bill without surrendering quality or limiting availability. Most of 
the developing countries face a major challenge in allocating their limited financial and 
technical resources in order to meet their health needs. 

2. The concept of essential drugs and vaccines, conceived and developed in WHO over the 
last five years, forms one of the basic components of primary health care. The availability 
of essential drugs is one of the indicators of the success of the Global Strategy for Health 
for All by the Year 2000. WHO1s Seventh General Programme of Work clearly indicates the 
objectives and targets for the WHO Action Programme on Essential Drugs and Vaccines in 
support of the primary health care strategy• 

3. Resolutions EB61.R17, WHA31.32, EB63.R20, WHA32.41 and WHA35.27 laid the basis for the 
establishment in 1981 of the WHO Action Programme on Essential Drugs and Vaccines• Document 
A35/7, which was prepared by the Executive Board Ad Hoc Committee on Drug Policies on behalf 
of the Executive Board and endorsed by the Thirty-fifth World Health Assembly, defines 
objectives, targets, approaches and activities•^ 

4. Many countries have already adopted the concept of essential drugs, and significant 
progress is being made toward the implementation of their drug policies in accordance with 
their health needs and priorities. 

5. Governments committed to an essential drug programme decide on and implement further 
action. The establishment or improvement of national drug policies, mobilization of national 
and international financial and technical resources, training of manpower, and development of 
health care infrastructure are necessary requisites for successful implementation of national 
essential drugs programmes• 

6. The WHO Action Programme on Essential Drugs and Vaccines, which is a dynamic instrument 
for the development of national drug polices, operates in a highly complex technological, 
social, political and economic environment• To be effective, the policy and strategy 
decisions must fully reflect the realities of the supply and utilization of pharmaceutical 
products as an issue for society. At the country, regional and global level, the policy and 
strategy on essential drugs address the need for a change in resource allocation to ensure 
the regular supply of essential drugs and vaccines preferentially to the primary health care 
system. 

7. The Action Programme is therefore a comprehensive response to an unbalanced economic and 
technological situation - as well as differences in national health policies - that has 
hitherto denied large segments of the world1 s population access to the most essential drugs 
and vaccines. 

8. Most countries are expected to convert their national drug policies into action on their 
own. However, intensive collaboration is foreseen with those countries seeking support as a 
priority and which have already committed national resources. This collaboration, in which 
WHO will have a leading and coordinating role, is expected to involve a variety of 
governments, UNICEF and other United Nations organizations, bilateral and multilateral 
funding agencies, and the pharmacertical industry. 

II. PROGRESS AT THE GLOBAL AND REGIONAL LEVELS, 1982-1983 

9. The purpose of this report is to review progress achieved in the period 1982-1983 by the 
Action Programme in relation to the action plan outlined in document A35/7 (see paragraph 3 
above). 

1 Reproduced in document WHA35/1982/REC/1, Annex 6. 
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10. Country, regional and global activities in action programmes on essential drugs are now 
so numerous that a single report cannot describe them all. This report will therefore 
highlight a few country experiences, with particular emphasis on those involving WHO, as 
examples of recent developments. This is consistent with the 1982 report (document A35/7). 

11. Despite the short life of the Action Programme and its complex nature, two major general 
achievements must be credited to it: 

-it has helped to create an awareness of the essential drugs problem in a number of 
countries, leading to the definition and start of implementation of national drug 
policies； 

-it has contributed greatly towards creating international awareness of the possibility 
of harmonizing the interests of a majority of developing countries (in the search for 
ways to implement strategies of health for all by the year 2000) and the interests of 
major producers of drugs (usually also linked to the source of technical and financial 
capabilities)• This, in turn, has prepared the way for a mutually beneficial 
cooperation with those countries which have clearly defined national drug policies and 
which are ready to implement them. 

Thus, both Member States and industry have responded to the challenge of the Action Programme. 

12. During 1982-1983 additional countries adopted the concept of essential drugs and many 
made significant progress in implementing national drug policies• Progress and experience, 
although not completely satisfactory, have provided key elements for further and more dynamic 
implementation of the Action Programme both at country and at regional levels. 

13. Earlier expectations have been only partly met• However, in those cases where 
substantial bilateral support has been given to national action programmes, WHO is now 
playing a more active role as partner and participant• This has certainly been the case in 
Kenya and the United Republic of Tanzania. WHO has taken upon itself some of the tasks of 
making the Kenyan experience more widely known to other countries• The United Republic of 
Tanzania has demonstrated a successful method of international, competitive procurement. One 
illustrative example of a country developing a national drug policy is the new Bangladesh 
drug policy, which is consonant with the WHO Action Programme. WHO is at present actively 
collaborating with Bangladesh, together with the Danish International Development Agency 
(DANIDA) and the Swedish International Development Authority (SIDA). 

14• Opportunities for promoting consolidated procurement within individual countries, as 
well as among groups of countries through pool procurement schemes, have been explored in the 
African, American and Western Pacific Regions. Further studies are in progress in order to 
strengthen existing schemes or establish new schemes. 

15• During the biennium, experience with essential drug schemes indicated that the cost of 
procuring the drugs essential for meeting the most pressing primary health care needs is 
around USÍ 1 per person per year. 

16. Partly because of the economic recession, the concept of essential drugs goes well 
beyond the issue of improvements in drug supplies to developing countries• Generic 
substitution,^ including aspects of bioavailability, quality and cost, is under debate in 
several developed countries, and the market share of generic drugs is increasing in several 
countries. National drug administrations are applying more stringent criteria for approval 
of new drugs, and attempts are being made to remove drugs without documented therapeutic 
effect. 
17. Several industrialized countries operate with limited national formularies without 
adverse effects on public health. Some of these countries use international price 
comparisons and negotiate with drug manufacturers before the market prices are accepted, also 
taking into account the safety and efficacy of drugs. 

1 Generic drugs are products marketed under their nonproprietary or approved names 
rather than their proprietary or brand name. Generic substitution is the practice of 
substituting a product whether marketed under trade name or generic name by an equivalent 
product, usually a cheaper one, containing the same active principle(s)• 
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18. In spite of these complexities it has been encouraging to observe in the last two years 
that important improvements can be made in the pharmaceutical supply system, particularly in 
developing countries. Opportunities for improvement are becoming evident not only because of 
the extension of primary health care, opening new and diverse approaches, but also because of 
the socioeconomic and technological demand for essential drugs. Every country has some way 
of delivering drugs and other supplies for health care. It is possible with careful planning 
to improve the quality, coverage and efficiency of the drug supply system. 

19. The following activities were given priority in accordance with the plan of action for 
1982-1983. 

Training and manpower development 

20. Experience has shown that manpower development in the field of essential drugs should 
also be considered at the academic level. Universities, especially schools of public health, 
schools of medicine and pharmacy, economics, and other social sciences, could play an 
important role in introducing and promoting the concept of essential drugs and the practical 
application of this concept linked to primary health care. The subject of the Technical 
Discussions to be held at the Thirty-seventh World Health Assembly - "The role of 
universities in the strategies of health for all" is a very good example of ways and means to 
disseminate the concept of essential drugs. 

21. In an effort to strengthen national manpower capabilities for the selection, 
procurement, distribution and usage of drugs, the Programme has started collaboration with 
individuals, institutions, industry and other WHO programmes to prepare training material. 
This includes training material to support national training activities as part of country 
programmes. The overall objective l̂ f training is to reach solutions, to identify and analyse 
problems, and to alleviate or eliminate most of the problems in the pharmaceutical supply 
chain. Groundwork for the training modules was laid by a working group which met in Kenya in 
December 1983. 

22. Training is carried out either individually, or at workshops and seminars based on the 
concept of "train the trainers", and directed towards senior and mid-level management 
personnel. Close collaboration is foreseen with the Expanded Programme on Immunization, the 
Diarrhoeal Diseases Control Programme, and the Divisions of Strengthening of Health Services 
and Health Manpower Development, which have long experience in field training. It is 
expected that certain well-functioning drug services, such as the Lesotho Dispensary 
Association and the Kenya Essential Drugs Programme, will act as foci for collaboration and 
training for some of the courses. The Barbados Drug Service has already been designated as a 
WHO collaborating centre for drug management. 

Dissemination of experience and information 

23. One objective common to most countries that embark on an action programme is to extend 
coverage of selected drugs for primary health care and to train health workers in diagnosis 
and better prescription. The Kenya programme meets this objective. Essential drugs - 30 for 
dispensaries and 40 for health centres 一 are supplied monthly in ration kits based on patient 
attendances. A kit consists of drugs prepackaged in sealed boxes to cover the needs for a 
given number of patients. Shortage of drugs is no longer an ever-recurring problem. The 
ingredients contributing to the successful Kenya experiment are： a drug management unit in 
the Ministry responsible for procurement and distribution of drugs； preparation of standard 
treatment schedules； manuals for clinical diagnosis； training and supervision of health 
workers； monitoring of the scheme； and information of the public. 

24. To share KenyaT s experience with others the Government of Kenya and WHO have organized 
three demonstration workshops in 1982 and 1983. Eighty participants in key positions in the 
national drug programmes of more than 30 countries took part in five-day workshops with field 
demonstrations. The representatives of other United Nations organizations and bilateral 
donors were present as observers. 

25. Following the 1983 workshops, a working group was convened to address problems relating 
to the estimation of drug requirements and the procurement, distribution, prescription and 
dispensing of drugs. 

26. A series of information brochures is being developed to explain the principles, 
objectives and strategies of action programmes on essential drugs. With different audiences 
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in mind, these brochures will be widely distributed during 1984-1985. Staff of the WHO 
Action Programme have been invited to present its activities to different professional groups 
(medical associations, world federations of pharmacists, academies of medicine, development 
agencies, etc.) in many countries. Of particular importance was the Director-General1 s 
address to the Eleventh Assembly of the International Federation of Pharmaceutical 
Manufacturers Associations (IFPMA) in Washington, DC, in 1982. This information activity 
will be actively accelerated as an important tool to spread the concept of essential drugs. 

27. Preparations are under way to hold an international conference at the Harvard School of 
Public Health, USA, in April 1984. The conference will consider case studies of national 
action programmes on essential drugs. Schools of medicine and public health from five 
developing countries are expected to participate. This is a first step towards introducing 
the teaching of essential drug principles in schools of public health. Activities to 
introduce such teaching into both schools of medicine and pharmacy will follow. 

Guidelines 

28. Guidelines, handbooks, reference material and manuals have been developed and continue 
to be refined. Many exist in two or three languages. Examples of topics dealt with are: 

-selection of drugs and objective drug information accompanying the essential drugs in 
the model list (The use of essential drugs, WHO Technical Report Series, 
No. 685, 1983); 

-national drug policies, drug legislation and regulations; 

-management of drug supplies, training and retraining of manpower, and guidelines 
related to pharmaceutical technology and quality assurance. 

These guidelines are being actively disseminated and are freely available on request to 
countries and interested agencies. 

Procurement and production of essential drugs 

29. With two years' added experience it is becoming clear that a number of points require 
selective emphasis and attention. 

Procurement 

30. Too often purchasers pay far more than necessary for their drugs. Tendering mechanisms 
have often become ensnared in their own procedures： the purpose is defeated if the most 
advantageous suppliers do not bid； there is little scope for open competition, and bids are 
final. If the best prices are to be secured changes are indicated. Some countries have 
already tried the following with success: 

(a) Aggressive, active "shopping around" - all potential suppliers with a known record 
of competitive prices are approached. A price is solicited from them, given the 
size of the purchase and an indication of probable subsequent orders. 

(b) Stimulation of competition - either for individual items on the list or preferably 
in the light of possible combined purchases. Suppliers are encouraged to modify 
prices if this could result in additional contracts for other drugs. 

31. Each sale is often considered an isolated event and prices are regarded as 
confidential. Exchange of information on prices can reduce price differentials and lead to a 
lowering of costs when comparable orders are placed, taking into account aspects such as 
quality, geographic location and size of the order. 

32. Low prices are not necessarily to the detriment of the supplier. They may lead to 
higher turnover arid thus increase profit. As far as supply to developing countries is 
concerned, profits on drug sales depend more on size of turnover than on profit margins. For 
most essential drugs there are enough manufacturers to ensure that the fruits of some degree 
of competition are not out of reach. 

33. The cost of drugs for each effectively treated patient should fall if drugs are 
restricted to a wisely chosen list of indispensable generics. However, the aggregate cost 
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will rise with increasing coverage; moreover, the better the service, the higher the 
demand. There are several modalities to face this； one of them is through cost-sharing by 
consumers. No medical care can be really free. Even state-provided "free" services are paid 
for. A number of countries have already recognized the need for cost-sharing. Its early 
introduction can accelerate the process whereby essential drugs reach the people. 

34. An effective procurement system is a prerequisite for obtaining low prices. Assured 
financing increases competition. Many developing countries issue regular tenders for their 
quarterly or annual drug purchases through national tender boards. Nevertheless, it is not 
unusual to find prices paid which are two to three times higher than those prevailing in 
international competitive markets. Few countries have access to continuous market 
surveillance. 

35. Several attempts have been made to pool procurement on a large scale among countries. 
Such schemes have yet to materialize. Many countries are not even consolidating procurement 
within the country. The hospital sector, the military, social security systems and other 
departments may purchase the same product separately and thus miss the opportunity of lower 
prices through consolidated procurement. 

36. UNICEF1 s system of international procurement has consistently been able to obtain good 
prices for a limited number of items. However, few countries can avail themselves of it, 
since it requires prepayment. In 1983, a system of international bidding for about 40 
essential drugs was tested. The United Republic of Tanzania called for bids for a three-year 
period for its primary health care system. UNICEF executed the tender on behalf of the 
country. Technical support was provided by WHO, and DANIDA assured financing. The 
competition was fierce and prices for most items were the lowest ever seen for essential 
drugs. Several prices were well below those quoted by UNIPAC.1 UNICEF in collaboration 
with WHO is planning to have its annual drug procurement with interested developing countries 
on one large annual international tender. International competitive bidding on vaccines has 
produced equally low prices for the most common vaccines. 

37. WHO and UNICEF are collaborating to standardize labels, and an easily identifiable logo 
for essential drugs is being tested in the field. Methods are being developed to refine and 
improve national, regional and international procurement and make long-term financing 
arrangements. Continuous market information should also be provided. At the present time, 
the best method of procurement appears to be large-scale, multi-year contracts based on 
international bidding with assured financing. 

38. WHO is working with the World Bank and other development banks to devise revolving funds 
or credit lines for long-term procurement. 

Production 

39. Another complex aspect of many action programmes on essential drugs is local production 
or formulation of drugs. National aspirations in this regard are understandable. Many 
countries feel that one or more local production or formulation plant will solve their import 
problems, reduce foreign exchange difficulties, provide employment, and contribute to an 
improvement in the balance of external trade through exports. Developing countries 
interested in undertaking local production should take into account the following factors: 

(1) Feasibility studies for local industries must be more complete and realistic, 
covering the chances of success ful trans fer of technology and overcoming local 
problems, including finance (external and domestic). 

(2) Command of technology is only one factor - managerial maturity and skills are just 
as important. 

(3) The capacity and willingness of the local market to absorb production is often 
overlooked. The public sector of the home market often operates on limited 
budgets, while on the private market domestic products are at a disadvantage 
compared with imported goods. 

1 UNICEF Packing and Assembly Centre, Copenhagen. 
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(4) Exports to neighbouring countries can only be expected if there is a demand and if 
prices and quality compare favourably with other sources. This requires practical 
rationalization of production to fill needs within economic zones of cooperation 
instead of producing identical, rather than complementary, items, especially those 
easiest to formulate. 

40. Local pharmaceutical plants have their place to be considered in the context of 
essential drugs on a large scale for primary health care. The feasibility of establishing 
production facilities in developing countries for such drugs should be evaluated within the 
socioeconomic context of each country• 

Technical cooperation among developing countries (TCDC)l 

41. The complexity of the subject, its international nature, and the need for exchange of 
knowledge, information and experience makes the essential drug programme one of the most 
favourable areas for application of technical and economic cooperation among developing 
countries in health. 

42. All WHO regions nave already investigated this, in different fashions, and many have 
applied the TCDC approach. The focus in TCDC in recent years has mainly been directed to 
five elements of essential drugs: quality control； reference standards, procurement, 
information, and manpower development• 

43. In addition there are indications that Member States are interested in the possibilities 
of joint production of essential drugs by smaller countries. In Africa, within the Economic 
Community of the Great Lakes Countries (CEPGL), and in the Americas in the Caribbean 
subregion， this interest has been pursued and subregional schemes are in the process of 
implementation. During 1982-1983 the following were the most relevant TCDC developments; 

(1) Within CEPGL, Burundi was studying the feasibility of enlarging its production 
capacity in order to supply also the needs of Zaire and Rwanda. The study, which 
is being carried out in collaboration with a United States pharmaceutical company, 
is expected to be completed in 1984. 

(2) The Caribbean countries are preparing a subregional drug formulary, to be completed 
by mid-1984. 

(3) The Regional Office for the Americas has increased its cooperation with the 
secretariat of the Hipólito Unanue Agreement, which is responsible for implementing 
the Andean subregion1s pharmaceutical policies• The Organization also has close 
ties with the health desk of the Caribbean Community (CARICOM) secretariat, and is 
financially supporting the completion of a Caribbean drug formulary. 

Nongovernmental organizations 

44• At global level, contacts with relevant nongovernmental organizations further 
strengthened collaboration on essential drugs at country level. Such organizations include 
the Christian Medical Commission, which is active especially in the African Region. The 
League of Red Cross and Red Crescent Societies has officially adopted the list of essential 
drugs for its relief and development operations. 

45• In order to improve availability of meaningful information, technical skills and 
managerial processes, positive contacts have been made with scientific and professional 
institutions, including academic associations, consumer unions, and other interested 
institutions• 

Pharmaceutical industry 

46. The dialogue with the pharmaceutical industry continues• Contacts with non-IFPMA 
companies will be expanded to identify additional potential sources of dr.ugs and technical 
assistance. Cooperation with IFPMA continues. For example, companies from the Federal 
Republic of Germany, Switzerland and the United Kingdom have supplied antimalarial drugs to 

1 See also paras. 142-143. 
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WHO at low prices; and the tender for the United Republic of Tanzania attracted 62 bids, 
more than half of the successful ones from IFPMA member companies. 

A7. Currently IFPMA's support of the Action Programme includes offers from nearly 60 
companies to supply some 250 drugs and vaccines (including 150 included in the model list 
contained in the latest report1 on the use of essential drugs) at favourable prices. In 
addition, those offers include the provision of expert assistance in drug management and 
distribution. The IFPMA offer, made in 1982, to supply essential drugs at favourable prices 
has, however, not yet been applied. Member States, in collaboration with WHO, are evaluating 
the magnitude and details of this offer in favour of developing countries and how to make the 
maximum use of it. IFPMA anticipates that pilot projects for individual least developed 
countries will be launched shortly, and discussions, at different stages, are under way with 
Bangladesh, Bhutan and Haiti. It should be noted that the IFPMA offer is at present 
restricted to the public sector in least developed countries, based on the principles of the 
Action Programme. IFPMA has indicated to WHO its willingness to be flexible on the 
coaditions of its proposal. 

48. IFPMA and WHO encourage governments to submit applications for training in quality 
control lasting three to six months, with free tuition and living expenses provided by 
IFPMA. A total of 32 people from 19 developing countries have been trained, are now in 
training, or have applications pending. 

49. As to the technical assistance, 13 United States companies have assisted Gambia's drug 
management and distribution systems and also provided buffer stocks of drugs. A similar 
scheme is under way in Sierra Leone. A United States firm is also supporting a training 
programme in Ivory Coast, the Republic of Cameroon, Senegal, and Zaire. Three Swiss and one 
United States companies have been engaged for some time in organizing a pilot project in 
Burundi. A group of Italian companies has assisted the Government of Somalia with its local 
action programme. 

50. The assessable cash value of IFPMA member companies' contributions is difficult to 
estimate, but it may be of the order of one million US dollars. 

IFPMA Code of Pharmaceutical Marketing Practices 

51. In 1981 IFPMA established a voluntary Code of Pharmaceutical Marketing Practices. The 
WHO Secretariat has collaborated with IFPMA by submitting to it information reaching the 
Organization concerning possible infringements of the Code. All complaints have so far been 
dealt with promptly and the companies concerned have issued assurances that the promotional 
material in question has been modified or recalled. At the Thirty-sixth World Health 
Assembly (1983), IFPMA requested Member States of WHO to submit to the Federation cases of 
possible infringement of the Code. IFPMA has also expressed officially its willingness to 
report to the Health Assembly in the future on the progress made in the application of its 
Code of Marketing Practices. 

Programme monitoring and evaluation 

52. Progress in implementing the Action Programme will be monitored at country level through 
a new approach now being developed. Tailored to specific programme needs, this approach is 
tentatively based on five indicators: 

1) government commitment to the programme； 

2) existence of a country plan of action; 

3) existence of a national list of essential drugs； 

4) availability of funds； 

5) availability of 20 essential drugs in terms of population coverage. 

1 WHO Technical Report Series, No. 685, 1983. 
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53. These indicators are consistent with the list of 12 global indicators in the Global 
Strategy for Health for All1 and with the 1984-1989 medium-term programme targets• The 
indicators are now being tested at country and regional levels. 

54. The indicators will help to establish baseline data for each country in preparation for 
an overall evaluation of the Action Programme's progress; for example, the number of 
countries committed to a national drug policy based on the essential drugs concept, and the 
percentage population coverage achieved by each country participating in the Programme• The 
worksheets used to monitor the indicators of a country also provide an opportunity to 
identify work priorities, key issues, and further action required to achieve programme 
targets. The tentative format is illustrated in the Appendix to this report (see page 78). 

55• Evaluation will be carried out both at country and aggregate levels through regular 
reviews and appraisals of country information. In addition, a global review and evaluation 
of operations has been provided annually by the Executive Board Ad Hoc Committee on Drug 
Policies• The consolidated conclusions of this review lead, if necessary, to periodic 
updating and adjustment of the Action Programme. This monitoring and evaluation procedure 
will become an integral part of the Programme1 s management process. 

Other developments and activities 

56. The issue of essential drugs is attracting increasing attention from intergovernmental 
institutions, mass media, academic institutions, international journals and consumer groups. 

57• The journal World Development published a special issue on this subject in 1983. 
Numerous books in English, German, French and Spanish have been published on the subject over 
the last few years. The question of essential drugs, generic substitution, and prices of 
pharmaceutical products are being discussed in many medical journals. 

58. There has been a trend of growing interest on the part of consumer organizations in 
supporting the principles and activities of the Action Programme. For example, the 
International Organization of Consumers Unions (IOCU) has formed an extensive network which 
issues regular bulletins focusing on the use of both essential and nonessential drugs. 

59• Several drug regulatory agencies have expressed interest in supporting the Action 
Programme. The United States Food and Drug Administration is collaborating with WHO in both 
Asia and South America. The national boards of health in Denmark, Norway and Sweden have 
arranged for their senior staff to work as consultants in Asia and Africa on essential drug 
programmes • 

60. In September 1983， the Parliamentary Assembly of the Council of Europe made 
recommendations to the Committee of Ministers on the sale of European pharmaceutical products 
in developing countries• 

61. The recommendations strongly support the principles of WHO'S Action Programme, stating 

(1) that producing countries have a moral responsibility in assisting developing 
countries in their efforts to provide better health care through drugs of good 
quality available at favourable prices； 

(2) that the Assembly welcomed IFPMA1s self-regulatory Code of Pharmaceutical Marketing 
Practices and suggested that WHO should monitor such practices; 

(3) that governments of Member States should be invited to give their full political 
support to the development of an effective code of marketing practices in the field 
of pharmaceuticals. 

Any decision of the Committee of Ministers of the Council of Europe regarding the 
above-mentioned recommendations will be reported to the Thirty-seventh World Health Assembly 
in May 1984. 

1 Global Strategy for Health for All by the Year 2000. Geneva, World Health 
Organization, 1981 ("Health for All" Series, No. 3), pp. 75-76. 



ANNEX 11 67 

III. PROGRESS AT COUNTRY LEVEL, 1982-1983 

Activities in the African Region 

62. The African Region is receiving particular attention from WHO. This reflects the 
greater problems and difficulties facing governments and people in Africa in their quest for 
access to health services at reasonable cost. A number of countries are making good progress 
on their own. The number of those with their own list of essential drugs or drugs for 
primary health care has risen to 24. (This also shows that a number of countries have not 
taken this important step.) Moreover, many countries have proceeded to quantify their needs 
for essential drugs. 

63. In some countries, WHO is pursuing a variety of collaborative national drug programmes 
in response to requests. In others, WHO is collaborating with a variety of partners, 
preference being given to countries with a growing primary health care base and with a 
well-defined drug strategy. 

64. Mozambique is an example of what countries can do on their own (see paragraph 81 
below). Some countries have gone ahead with their essential drug programmes and since found 
that progress can be accelerated with additional external support； there are several 
examples of countries making progress with bilateral cooperation. Five countries in Africa 
will receive support from Italy through a collaborative scheme with UNICEF and WHO. The 
approach pioneered in Kenya and embodied in the "ration kit" method, with modification, is 
being tried in the United Republic of Tanzania and in Zambia (a form of TCDC). 

65. There are several examples of countries making good use of bilateral cooperation. 
Ethiopia has three existing levels of primary health care and has drawn up three lists of 
drugs. each appropriate for a particular level. Following an estimation of the needs for 
each of these drugs in relation to the workload at primary health care service points, a 
number of elements of the drug systems will receive a boost from external support. This 
includes retraining of health staff in the use of drugs, improvements in the supply system, 
expansion of local formulation plants, and the supply of raw materials. The Ethiopian 
pharmaceutical sector was also the subject of an extensive UNCTAD study in 1983. 

66. In Guinea-Bissau there is a graded provision of drugs according to the level of care 
furnished, and local communities raise money by a variety of means for the purchase of drugs 
used in village units. Activities to be supported by external partriers include a further 
specification of needs based on workloads, training of health workers, improvements in the 
supply chain and logistics, and the provision of drugs, particularly against the sums raised 
by the village communities. 

67. A risk inherent in generous but time-limited bilateral collaboration is dependence on 
such help; this may happen at a time when the public is becoming accustomed to a more 
regular and abundant supply of drugs for primary health care• One way to prevent this 
dependence is for the burden of the cost of drugs to be shared by the beneficiaries• 

68. Reimbursable procurement is being practised by WHO/UNICEF in Gambia, Sierra Leone and 
Zambia to an extent limited by the amount of local currency that WHO/UNICEF can use in these 
countries• 

69. Eighteen African countries have been considering the possibility of pooling their 
resources in order to obtain drugs at low prices from a range of suppliers. The Regional 
Office for Africa, charged by its Regional Committee with the investigation of large-scale 
procurement, has carried out a detailed inquiry into this matter through a consultant team. 
The team's report concluded, on the basis of country visits, that pooled procurement is still 
some way off, even in countries that are already linked by existing trade pacts or common 
markets. However, international procurement based on an annual turnover of considerable 
magnitude is a distinct and promising possibility. Such international procurement should be 
set in motion very rapidly as an extension of UNICEF*s reimbursable purchase scheme. In the 
course of any one year UNICEF might then buy, on behalf of a number of countries, substantial 
quantities of a limited range of drugs, thus enabling it to obtain advantageous international 
prices. 

70. Individual countries may well be able to benefit from short-term financial bridging 
arrangements from development banks. Such arrangements may overcome difficulties where there 
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is a discrepancy in time between the annual national revenue cycle and the drug procurement 
and payment cycle. The consultant team found that drugs are frequently being purchased at 
high prices. It also found that apparent difficulties with foreign exchange and with import 
restrictions can often be improved by joint planning between health ministries and 
ministries of finance and trade. 

71. The next 12 months could see the establishment of international procurement on a larger 
scale and a few test cases of financial facilities being granted by international development 
banks to solve temporary liquidity problems. 

Kenya 

72. Kenya has made substantial progress with its essential drugs programme. The drug 
management system is now a full component of the national integrated rural health/family 
planning programme. A policy and strategy for rural health has been adopted and is being 
financed by the Ministry of Health budget, with external support from a consortium led by the 
World Bank. 

73. Kenya does not have a full national essential drugs policy. Such a policy may emerge 
from the implementation of the rural health essential drugs programme. A new national drug 
registration system attempts to rationalize the drugs available. 

74. A list of 39 essential, generic drugs has been established for primary health care in 
the above programme. The project has expanded from the initial two pilot districts to cover 
half of all the districts by the end of 1983; coverage of the rural population has thus 
increased from 10% to about 50%. The plan envisages a total coverage of all 41 districts by 
1 July 1985. 

75. Despite economic difficulties in Kenya, the Ministry of Health budget allocation for the 
rural health essential drugs programme is assured for the financial year 1983-1984. 
Supplementary financing for the next three years will be provided by SIDA and DANIDA, but 
over two-thirds of the total expanding costs will be borne by the Ministry of Health. 

76. Drugs are now procured on a competitive basis and good prices have been obtained through 
a joint Ministry of Health/donor procurement team using a new method of "request for 
proposals". Technical support for tender procedures, labelling, and quality control is 
provided by SIDA/DANIDA/UNICEF. More than half the volume of the 39 drugs is procured from 
domestic sources, but limited concessions are required to make domestic sources of drugs 
competitive. Drugs continue to be supplied in ration kits tailored to rural epidemiology and 
patient load at health centres and dispensaries. A ration kit packaging facility is under 
construction. Contraceptives are to be included in these kits. 

77. Training programmes using manuals financed by WHO are being used throughout the 
country. Training materials and teaching modules being developed for use in other countries 
draw heavily on Kenyan sources. 

78. The Kenyan drug management programme has had considerable success. Some key issues 
remain unresolved： for example, can the Government continue to offer free health services in 
the light of its budgetary limitations while health care expands? Other areas of attention 
are the prescribing patterns of health workers, and the attitude and compliance of patients. 

79. Kenya started an important study of the financial and economic aspects of a national 
implementation of its drugs programme in November 1983. This study is expected to yield 
important data for future planning and may later address the question of cost recovery in 
health services. 

80. WHO assigns high priority to the Kenya programme and will continue to give technical 
support as needed since it hopes that the implementation of the Kenyan programme can continue 
to be used as an example for other countries of an efficient strategy and programme. Only 
limited direct technical assistance is expected to be needed by Kenya after 1985. An 
interregional demonstration workshop with over 20 participants was hosted by the Ministry of 
Health in December 1982. Further workshops in both French and English were held in December 
1983. 
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Mozambique 

81. The national drug policy drawn up a few years ago in Mozambique is now bearing fruit in 
the form of tangible and beneficial results. There is a national formulary which is 
currently restricted to well under 500 therapeutic, prophylactic and diagnostic substances, 
including about 340 drugs. In addition, a therapeutic guide provides a solid basis for 
improved health and medical care throughout the country. The drugs available are graded 
according to level of care and degree of training of health personnel, ensuring appropriate 
use. A number of the items on the formulary are suitable for local packing and formulation, 
and production of one has started. A great measure of economic success has been obtained by 
the purchase of drugs in generic form from selected supplies. Mozambique is spending no more 
on drugs than it did in the early 1970s, but is getting substantially greater quantities of 
essential drugs for its money, while the flow of proprietary medicines, brand-name drugs, and 
unessential forms of therapy has been virtually stopped. 

Rwanda 

82. As a result of recommendations made by a WHO fact-finding mission to the country in 
1980, a workshop organized by WHO and the Rwanda Ministry of Health and financed by DANIDA 
was held in November 1982. The proceedings and the recommendations by the participants in 
key government and other positions were recently published and are serving as a "white paper" 
for a national drug policy. 

83. Essential drug principles are embodied and emphasized in the country1 s third development 
plan (1982). A Medicines Act is being drafted, standard treatment schedules for the 
different levels of health care are in preparation, and a National Advisory Committee on 
Drugs and Therapeutics has been formed. A national list of essential drugs exists, but is 
not yet fully operational at the different levels of health care. 

84. Several problems remain； attention is now being directed towards a country plan of 
action to be worked out in cooperation with WHO for the purpose of extending drug coverage 
and training health workers in drug usage. Financial partners may be sought once the costs 
are worked out. 

United Republic of Tanzania 

85. Since 1980, the United Republic of Tanzania has developed a national drug policy. A 
national list of essential drugs under generic names has been drawn up and a country plan of 
action is being implemented, with initial emphasis on the primary health care system. A 
massive public information and crash training programme of health staff is being carried 
out. Finance has been secured through the Government's regular budget supplemented by a 
generous grant from DANIDA (USÍ 30 million over three years). Finland, the Netherlands and 
Sweden are also collaborating in the drug sector. UNIDO has made a study of the 
pharmaceutical sector and supported the establishment of a drug plant in Zanzibar. 

86. Drug requirements have been estimated on the basis of rural epidemiology, population 
coverage, and attendance rates. Drugs are being supplied in kits along the lines used in 
Kenya. The kits are being distributed in sequence with the training programme, and full 
national primary health care coverage is planned in less than two years. UNICEF is 
collaborating in the implementation of the programme and WHO is providing technical support. 
The work plan envisages a complete reorganization of the drug supply system, with major 
emphasis on improved management technique. 

87. The scheme was very successful in its first international competitive tender and 
obtained extremely low prices for essential drugs in generic form on the basis of a 
three-year contract. 

88. The United Republic of Tanzania has two domestic formulating plants： both have been 
working below capacity for various reasons, including difficulties in obtaining foreign 
exchange for raw materials. Discussions are under way with UNICEF to reactivate the larger 
plant in Arusha. 

Other countries 

89. The Lesotho Dispensary Association's manufacturing plant was certified in 1983 as 
conforming to good manufacturing practice. Malawi has received a credit from the World Bank 
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to improve health planning and drug distribution in primary health care. The World Bank is 
also processing or appraising programmes on essential drugs for Comoros, Mali, Sierra Leone 
and Upper Volta. 

90. In Burundi, the government has been receiving cooperation from the Swiss pharmaceutical 
industry, together with a subsidiary of an American pharmaceutical company, under the general 
umbrella of WHO. Progress, as evidenced by two annual reports put out by the pharmaceutical 
group, has been made on a modest scale in assessing the pattern of drug imports and in 
assessing the needs to improve storage facilities. A start has also been made with a 
training programme for drug chain personnel. In addition, Burundi is to handle the regional 
centre for pharmaceutical products in the Economic Community of the Great Lakes Countries. 

91. Another example of a country making its own way with the judicious use of external ideas 
and help is Zambia. Following participation at the 1982 Kenya workshop (paragraph 80， 
above), Zambia has started a pilot drug project on Kenyan lines. In addition, Zambia is 
receiving SIDA support to improve its drug supply system as part of primary health care. 
Finally, the country has received from UNIDO a comprehensive account of what the development 
of local industry can contribute to the supply of drugs• 

Activities in the Region of the Americas 

Development of national drug policies 

92. In Colombia, critical areas requiring study and analysis are being identified prior to 
developing a coherent national drug policy. In Brazil, a broad national drug policy has been 
drafted to improve self-reliance in the pharmaceutical sector and ensure the availability of 
essential drugs. The proposal has been submitted to the decision-making levels of the 
Government. The Government of Peru has formally launched an essential drugs programme for 
the public health sector• In Nicaragua, a programme and workplan has been developed with the 
Organization1 s collaboration. The formulation of a national drug policy will receive 
priority. An intersectoral committee has been established in Venezuela in order to monitor 
the implementation of the national drug policy as regards essential drugs. 

93. Regional working groups on essential drugs have been held for Latin American and for 
English-speaking Caribbean governments. These reviewed national drug policy components and 
encouraged the development of country programmes. 

94. As already mentioned, the Regional Office for the Americas has increased its cooperation 
with the secretariat of the Hipólito Unanue Agreement, which is responsible for implementing 
the Andean subregion's pharmaceutical policies. The Organization also has close ties with 
the health desk of the CARICOM secretariat, and is financially supporting the completion of a 
Caribbean drug formulary, 

95• The Technical Discussions at the 1983 session of the Regional Committee for the Americas 
were on the subject of "Policies for the production and marketing of essential drugs". The 
discussion reiterated the importance of intersectoral policies and programmes, and requested 
the Regional Director to support Member countries in this direction. 

Procurement 

96. The pooled procurement scheme set up by CARICOM has had limited impact. Increased 
participation by Member countries is being studied. The secretariat of the Hipólito Unanue 
Agreement has recently completed studies for the pooled procurement of selected active 
ingredients for local production of essential drugs in the Andean subregion. The Agreement 
is exploring how to finance the planned procurement. 

97. Peru has centralized procurement for the various Government institutions on the basis of 
a common formulary. Mexico has approved a drug list common to all public sector institutions 
to facilitate central procurement. 

98. Mexico is planning a substantial reduction in the number of drugs on the market. Other 
countries, such as Colombia, Costa Rica, El Salvador, and Panama, some of them with the 
Organization1s collaboration, have revised or will revise their national drug lists to reduce 
the number of items. 
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99. The Barbados Drug Service continues to procure and distribute formulary drugs for the 
public sector satisfactorily. It has been designated a WHO collaborating centre for drug 
management. Saint Vincent and the Grenadines, and Dominica, are improving their 
pharmaceutical supply systems with the Organization1 s collaboration. Broader projects are 
being formulated for the English-speaking Caribbean. 

100. The Regional Office for the Americas has greatly increased its procurement of essential 
drugs on behalf of governments. It is identifying qualified suppliers from the developing 
countries in the Region with the help of more detailed criteria and specifications for the 
items to be purchased. 

Manpower development 

101. The Central de Medicamentos of Brazil (СЕМЕ) and the Regional Office have signed a 
letter of understanding for the training and education of the national staff responsible for 
the storage, distribution and supervision of the pharmaceutical products provided by СЕМЕ. 
The latter will also participate in regional training programmes to be organized in 1984. 

102. A regional consultation in November 1983 developed a core curriculum for training by 
national institutions in drug supply management• Subregional and national short courses in 
1984 have been funded and teaching institutions for organizing such courses are being 
selected. 

103. A manual on Managing drug supply is being published in Spanish under the sponsorship of 
USAID and the Pan American Health and Education Foundation, The book will be used for 
courses during 1984 and will also be distributed as a reference book to government officials 
concerned. 

Financial resources 

104. Bilateral agencies have significantly increased resources to a number of Member 
governments for essential drugs and/or the strengthening of the pharmaceutical supply 
systems. Bolivia, Costa Rica, El Salvador, Honduras, Jamaica and Peru are receiving, or 
being considered for, USAID support in these areas• The Organization has taken part in the 
process, for example in the selection of drugs, quality control, and procurement. 

105• The Regional Office is helping the secretariat of the Hipólito Unanue Agreement in 
negotiations with a development bank, the Corporación Andina de Fomento, for the funding of 
raw materials for production of essential drugs in the Andean subregion. Also, Regional 
Office representatives met in November 1983 with staff from the Banco Centroamericano de 
Integración Económica and discussed that bank1 s possible support for production of generic 
drugs in Central America, e.g., as a joint initiative with РАНО. 

106. The regional funds allocated to the Region1s drug programme for 1984-1985 represent a 
significant increase on the sums made available from the regular budget in previous years• 

Legislation and drug control 

107 • In Peru, a decree establishing an essential drugs programme has been issued. National 
health legislation in Mexico is being revised to provide for improved coordination and 
integration of health sector institutions, to facilitate joint purchases of essential drugs. 
In Chile, regulations for the control of pharmaceutical products, medicated foods and 
cosmetics were revised and published in 1982. 

108. The Government of Colombia is interested in limiting the number of marketed products as 
well as in reducing the price of essential drugs. A review of registration criteria is under 
way. In Guatemala, a UNDP-funded project with provision for consultants and fellowships 
aims, inter alia, at updating the legislation and regulations for drug approval and 
strengthening the official control laboratory. A UNDP-funded project in Brazil is 
strengthening the federal laboratory responsible for the control of food, drugs and 
biologicals, including the quality control of the essential public sector drugs purchased by 
the Central de Medicamentos (СЕМЕ). 

109. A number of countries in the Region have adopted stricter criteria for the registration 
and approval of essential drugs. The Regional Office has contributed to a draft on "Model 
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drug legislation and regulatory control for countries in the Caribbean" prepared by the 
CARICOM secretariat. 

Activities in the South-East Asia Region 

110. There have been a number of activities in the Region, both at country and at 
intercountry level. In Indonesia a new drug policy has been adopted and published. Efforts 
in this country have concentrated on .improving the regulatory mechanisms for drug evaluation, 
registration, information, utilization, and adverse reaction monitoring. Drug quality 
control and good manufacturing practices are other areas attended to in Indonesia, which has 
over 260 pharmaceutical manufacturers. UNDP and WHO give technical and financial support for 
Indonesia1s activities. With WHO assistance, the Maldives is implementing a recently-adopted 
national drug policy, which is built around central procurement and distribution. 

111. In Nepal the Government has established a drug control administration for quality 
assurance and drug evaluation and has set up advisory committees. Following the enactment of 
a new drug act in 1978, regulations on drug registration have been published. Proposals for 
regulations on inspection and standards, drug policy, a list of essential drugs, codes for 
good manufacturing practices, sales and distribution, and advertising are in the final stages 
of approval. An orientation course for drug retailers and wholesalers has been initiated and 
will expand to cover the whole country by 1985. Logistics of distribution is a major problem 
in Nepal. The Netherlands Government is improving logistics in Nepal by building stores in 
three districts and through training of nationals in storage and distribution. Nepal acted 
as host to a regional consultation on drug legislation in April 1983, following an earlier 
global consultation in 1981. In Bhutan, a situation analysis carried out in 1983 will lead 
to studies quantifying the country's primary health care drug needs in 1984. 

112. In 1983 the Regional Office also organized an intercountry consultation in New Delhi on 
the implementation of national drug policies. 

Bangladesh 

113. In June 1982 the Government of Bangladesh promulgated a new drugs control ordinance. 
The ordinance removed from the market some 1700 drugs which were considered to be harmful, 
useless or non-essential. Combinations of drugs are no longer allowed. A schedule of 
further removals over a period of 18 months (ending 12 December 1983) has reduced the 
national formulary to about 250 drugs (active substances), of which 42 are for primary health 
care, about 100 for the secondary and tertiary levels of care, and 100 for specialist use. 
The new drug policy tolerates trade names but aims at gradually changing to generic names； 

it also covers indigenous medicines. 

114. The new drug policy is consistent with the policy and strategy promoted by WHO, 
although in respect of industrial policy it goes even further. It attracted international 
attention from transnational pharmaceutical industries, consumer unions and governments. In 
spite of pressures to modify it, the Government held firm on its essential drugs policy. 
Resistance has now apparently waned and collaboration is under way with domestic and 
transnational manufacturers for the supply of essential drugs allowed under the new 
ordinance. Domestic production of essential drugs is increasing and prices remain stable or 
are actually dropping. The new policy was reviewed in December 1982 by a SIDA/DANIDA team 
which endorsed it, pointing out that one of the major problems of implementation was the low 
rural coverage achieved by primary health care with the drugs at its disposal. 

115. In October 1983, at the request of the Government, a project team from SIDA/DANIDA/WHO 
formulated a project for quality control and inspection and one for an area project. An area 
with a population of about 8 million people was selected for testing ways of assuring total 
rural coverage with essential drugs. Project activities should start in the second quarter 
of 1984 with a total foreign contribution of about US¿ 8 million over five years. UNICEF is 
assisting with the supply of drug kits and WHO is giving technical assistance for local 
pharmaceutical formulation, procurement and distribution, as well as monitoring and 
evaluation. 

116. The Government has restructured its former production unit into a limited company, now 
called the Essential Drugs Company. The company is being assisted by an Asian Development 
Bank loan of US$ 8 million for raw materials. 
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117. The Government has plans to start another essential drugs plant. A USÍ 8 million 
agreement has been signed with Japan for this purpose. Belgium is also considering assisting 
smaller production units. 

Activities in the European Region 

118. Owing to the different conditions in the European Region, approaches to the Action 
Programme must be different. However, countries of the Region continue to show keen interest 
in the Action Programme as it applies elsewhere, and the bulk, of international resources in 
support of developing countries come from the Region. Denmark, France, Italy, and Sweden 
have also made direct contributions to the Programme and it is anticipated that more 
countries will increase support for the development of country programmes or contribute to 
meet the extrabudgetary needs of the Action Programme. Consumer groups are very active in 
Europe, in particular in the Federal Republic of Germany, the Netherlands and the United 
Kingdom. 

119. Since 1980, the Regional Office has been conducting a series of European studies of 
drug regulation to measure the effect of control on the efficacy, safety, quality, pricing, 
distribution and advertising of pharmaceutical products. The influence of these processes is 
assessed with respect to public health, research and the economy. 

120. A series of papers has already been published, providing important data which should 
help in devising patterns of drug control attuned to the needs of society. (It should be 
noted that much more restrictive policies on registration of drugs apply in northern than in 
southern Europe.) Using analogous techniques, other regions might be able to develop their 
own pattern of drug control. This activity will result in the publication of a comprehensive 
study in book form in 1984. 
121. In the framework of the above studies, special attention has been given to the 
Norwegian "need clause" (paragraph 14 in the Norwegian Act relating to Medicinal Goods and 
Poisons of 20 June 1964). It refers to approval of pharmaceutical specialties to be marketed 
and sold in Norway: "Approval is granted on the basis of an evaluation of the nature of the 
preparation, its contents, quality and keeping quality. Approval shall only be given for 
preparations which are medically justified and which are considered to be needed". The 
application of this clause has resulted in considerable limitation in the number of products 
in the Norwegian market. 

122. Data on limited lists of drugs for special purposes used in European countries are 
being collected and collated. They include the selection of drugs for emergency stockpiling, 
drugs for distribution in isolated areas, and drugs to be kept on lifeboats, sea-going 
vessels and passenger aircraft. Interesting data are emerging, and the Regional Office will 
issue annotated comparative lists in 1984. 

Activities in the Eastern Mediterranean Region 

123. There has been an extension of activities in the traditional field of drugs 
(registration, quality control, effectiveness and side effects), with the steady resumption 
of contacts between the Regional Office and countries in the Region. A notable advance in 
1983 was a workshop held in Amman in September at which the prospects for developing action 
programmes on essential drugs on a foundation of primary health care were discussed at 
length. A number of countries gave convincing indications of interest and commitment 一 some, 
on the lines of the approach pioneered in Kenya. Others indicated that they were interested 
in the more accurate specification and quantification of drugs essential to primary health 
care in particular. The Amman workshop endorsed a set of drug information sheets covering 
the range of drugs suitable for community health workers in a number of countries of the 
Region. This range consists of 37 drugs, of which 26 are to be used by community health 
workers with full secondary schooling, while 11 are to be used by community health workers 
with more restricted schooling. 
124. Two countries in particular (Somalia and Democratic Yemen) have given an indication of 
interest in embarking on a comprehensive action programme on essential drugs, to achieve 
improved supply and utilization of drugs through primary health care. The action programme 
would be phased so that it would ultimately reach the whole population. In Somalia, the 
action programme is taking shape on a sound policy basis and at least some of the key 
activities will be implemented with help provided multilaterally by Italy through WHO and 
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UNICEF. Democratic Yemen will probably start a similar action programme early in 1984. Such 
programmes should provide a stimulus for other countries in the Region. 

Development of national drug policies 

125. Several countries in the Region (e.g., Afghanistan, the Islamic Republic of Iran, and 
Sudan) have defined, or are developing, national drug policies, sometimes with WHO1s help 
(e.g., Lebanon and Yemen). In Lebanon an overall plan for reconstruction of the national 
pharmaceutical supply system was drawn up in 1983 and is being partly implemented. The next 
steps will aim at reducing the number of drugs used in the country in order to arrive at an 
essential drugs list• 

126. Eighteen countries in the Region have now developed lists of essential drugs or 
national formularies• The number of drugs now being used in several countries has shown a 
remarkable decline: in Jordan the number of drugs on the market has decreased from 15 000 in 
1963 to 1800 in 1983, while in Saudi Arabia there has been a decrease from 12 000 to 3700 in 
the last five years. Several countries, e.g., Sudan, are now curtailing the number of drugs 
being bought by tender• 

127. At the workshop in Amman， representatives of 16 countries drew up a regional core list 
of essential drugs to be used by the primary health worker, 

128. A meeting at Bahrain in November 1983 identified mechanisms for exchange of information 
and made recommendations for more effective exchange of information between national drug 
regulatory agencies. The same meeting drew up a plan for a WHO programme for strengthening 
such agencies• 

129. Data on the use and consumption of drugs could enable national drug policies to be 
framed on the basis of the proper utilization of essential drugs• Following a successful 
pilot study on drug utilization, representatives of four countries in the Region (Bahrain, 
Egypt, Sudan and Yemen) met in March 1983 to draw up a basic protocol for carrying out 
further drug utilization studies. A few countries will probably initiate drug consumption 
studies in 1984 with a common protocol, permitting an international comparison of results• 

130. Several countries in the Region, including Afghanistan, Lebanon and Somalia, have 
effectively functioning committees dealing with the planning, execution and monitoring of 
national drug policies and programmes. 

131. A collaborative programme in the field of drugs and pharmaceuticals is being developed 
in Saudi Arabia, with emphasis on the use of essential drugs and further development of drug 
quality control facilities at Riyadh. 

Procurement 

132. Models for procurement, storage and distribution of drugs at the primary health care 
level have been developed and are to be implemented in the coming year in Democratic Yemen 
and Somalia as part of more comprehensive action programmes (paragraph 124 above). 
Democratic Yemen has successfully introduced a computerized inventory of medical supply 
stores with WHO support. Representatives of Democratic Yemen arid Somalia participated in a 
workshop in Kenya in December 1983 (see paragraph 80, above). 

Development of drug quality control laboratories 

133. WHO has been actively collaborating with countries in the development of a network of 
drug quality control centres• "Guidelines for development of drug quality control centres11 
were issued and distributed following a consultation held at Alexandria in May 1983• 

134. Afghanistan and Sudan carry out chemical analysis of about 75 drugs, while laboratories 
in Jordan can now carry out chemical analysis tests for about 120 drugs. Reference materials 
for quality control analysis of antibiotics are now being produced in Egypt. Microbiological 
quality control analysis of drugs is being developed at laboratories in Amman and Khartoum. 

135. A complementing network of drug analysis facilities for chemical, microbiological and 
pharmacological quality control analysis of all essential drugs is being developed, linking 
the laboratories already mentioned to other existing centres such as those in Baghdad, 
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Damascus, Islamabad, Kuwait, Nicosia, Riyadh and Tunis. In the meantime, WHO is assisting 
countries to have samples of drugs tes ted elsewhere if necessary. 

Manpower development 

136. Fellowships continue to be provided in such areas of expertise as drug regulation, 
quality control of drugs, drug procurement and its logistics, storage and distribution of 
drugs, arid drug policies, while special attention is being paid to clinical pharmacology in 
different centres in the Region, e.g., those in Jordan, Lebanon, Pakistan, Saudi Arabia, and 
Sudan. 

137. A national course on chemical quality control analysis of drugs was organized in Amman 
in December 1983 • A course in drug regulation is planned for 1984, together with national 
courses for storekeepers (e.g., in Sudan). Agencies such as the Crown Agents in the United 
Kingdom will help in developing modules for such courses• 

138. The "Drug Information Sheets" published in November 1983 will be used in training 
community health workers in the use of drugs. A further publication for community health 
workers on the management of symptoms at the primary health care level is in preparation and 
will provide a guide for therapeutics and drug management. 

Dissemination of objective information on drugs to doctors end pharmacists 

139. Because of the need for dissemination of 
doctors and pharmacists, WHO is bringing out a 

Self-reliance in the manufacture of drugs 

objective, unbiased information about drugs to 
quarterly drugs digest as from January 1984. 

140. Efforts towards self-sufficiency in the manufacture of the essential drugs needed for 
primary health care are being stepped up through coordination with regional drug 
manufacturing units such as the Arab Company for Drug Indus try and Medical Appliances 
(ACDIMA) and other public and private drug manufacturing units. 

Activities in the Western Pacific Region 

141. The proposed joint pharmaceutical purchasing scheme for developing countries in the 
South Pacific encountered difficulties with the withdrawal of Fiji, Papua New Guinea, and 
Samoa. However, since the remaining countries and territories, whose aggregate purchasing 
power is small, wanted the scheme to be established, a pharmacist was recruited to organize 
it and advise generally on drug management. A survey of the drugs supply system in Fiji, 
Vanuatu and Solomon Islands was carried out in 1983. A set of teaching modules for drug 
supply systems was developed during the survey. 

Association of South East Asian Nations - TCDC in pharmaceuticals 

142. Following a decision by the ASEAN ministers of health, taken during the Thirty-second 
World Health Assembly (1979), to extend their cooperation to the field of pharmaceuticals, 
four meetings were held to put the programme into operation, the last of them in Singapore 
(August 1983). 

143. Six activities are being implemented under this programme, namely: 

(1) Development of guidelines for the implementation of good manufacturing practices 
(coordinator, Indonesia): 

-Three documents have been prepared with the help of consultants : (i) general 
guidelines on good manufacturing practices for sterile medicinal products, 
(ii) practical guidelines for the implementation of such practices, and 
(iii) guidelines for self-inspection of the products• 

- A meeting for the adoption of the guidelines on good manufacturing practices was 
held in Jakarta (December 1983)， with one participant from each of the five ASEAN 
countries• 

- A training course for drug inspectors was held in Jakarta (December 1983), again 
with one participant from each of the ASEAN countries• 
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(2) Exchange of information on drugs, including information on essential drug lists 
(coordinator, Indonesia): 

~ Preparatory documents on the reporting, storage and retrieval of information on 
adverse reactions to drugs were prepared ( in addition, sоше equipment W3S 
procured)• 

- A workshop for exchange of information on drugs was held in Jakarta 
(December 1983)， with one participant from each ASEAN country. 

(3) Development of adequate quality control laboratories (coordinator, Malaysia): 

-Arrangements were made for fellows from each of the ASEAN countries to be trained 
in advanced analytical techniques (one has already completed the training). 

(4) Drug evaluation and control (coordinator, the Philippines): 

一 A seminar/workshop on drug evaluation and control was held in Manila 
(October 1982)， with one participant from each country. Practical 
recommendations for further development of the activity were made at the meeting. 

- A consultant from Japan was assigned to visit the ASEAN countries and recommend 
procedures for implementing evaluation and control. 

- A study tour was made in Japan, the participants (one from each country) visiting 
institutions dealing with drug evaluation, between 21 November and 
2 December 1983. 

(5) Training and exchange of expertise in drug supply and management (coordinator, 
Singapore): 

-Training programmes are being implemented with in arid among the ASEAN countries, 
and in the more developed countries. Four fellows (two each from Indonesia and 
the Philippines) have completed a month's training in Singapore, Malaysia and 
Thailand. Three fellows from the last three countries were sent to Europe for 
training. 

(6) Production and utilization of regional standards and reference substances 
(coordinator, Thailand)； 

-Three technical meetings on the establishment of ASEAN reference substances were 
held - in 1980，1982 and 1983. At least eight chemical reference substances 
were produced. Arrangements have now been finalized for training in the 
production of biological reference substances in Australia. 

The above activities were financed by UNDP or WHO in the first phase of certain projects. 
For the second phase (1984-1986) a project document has been submitted to UNDP for approval 
of funding. 

China 

144. In March 1983, five fellows were sent to Japan to study clinical pharmacology and 
laboratory analysis of therapeutic substances in a six-month course. To strengthen national 
capability in clinical diagnosis, two fellows went to France for four months, and three to 
the United States of America, to study clinical chemistry. 

145. A noteworthy activity was the UNDP-supported project for the national drug 
standardization research centre. 

Malaysia 

146. To strengthen national capability, the following training was organized; 

-Drug quality control : a fellow from the National Pharmaceutical Control Laboratory 
was sent to London in 1983 for training in techniques of biological assay, 
pharmacological and toxicological tests, and pyrogen control methods. 
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-Evaluation of medicinal plants and herbal medicines ; a fellow was sent to London for 
24 months to study analytical techniques in phytochemistry. 

-Control of biological subs tances ; a fellow was sent to the United Kingdom and 
elsewhere in Europe for six months to study various aspects of the subject. 

Viet Nam 

147. Viet Nam is receiving the collaboration of SIDA both for the local production of 
essential drugs and for their distribution. 

IV. FUTURE PERSPECTIVE 

148. On the bas is of present experience and growing interest in the improvement of drug 
supply systems in both developed and developing countries, it appears that the present policy 
and strategy for essential drugs is basically sound. Future developments in health care 
systems and socioeconomic development may require adjustments and refinements in both policy 
and strategy, 

149. The challenge of health for all by the year 2000 assumes, among other things, the 
availability of essential drugs to all people. Is this an achievable goal some 16 years from 
now? 

150. A number of major issues on the future perspective of the Action Programme on Essential 
Drugs and Vaccines have to be studied and discussed. The Executive Board Ad Hoc Committee on 
Drug Policies, recognizing this fact, will therefore consider in the future such issues as； 

-national political will and technical know-how; 

-national drug formularies adapted to national needs, and their definition; 

-distribution, logistics support, manpower training, primary health care and health 
education ; 

-good prescribing and dispensing practices ; 

-mass product ion of essential drugs ; 

-research and development of drugs, with emphasis on the health needs of the 
populations of all WHO1s Member States. 



Appendix 

WORKSHEETS FOR PROGRAMME MONITORING 
AND EVALUATION: TENTATIVE FORMAT1 

COUNTRY STATUS 
DRUG ACTION PROGRAMME 

INDICATORS * 
(See details on Worksheet C) 

STATUS AT PREVIOUS REVIEW 
(1 April 1982) 

STATUS TODAY 
(1 October 1983) 

1. Government commitment 
- Fully informed 
- Planning meeting held 
- Focal point established 

-Workshop in 1979 on rural 
drug supplies defined 
object ives 

-Ministry of health in 1979 
took responsibility for 
drug policy development 
and implementation in 
rural area 

-Interregional workshop 
hosted by ministry of 
health, December 1982 

2. Plan of action 
- D r a f t e d 
一 Launched 

-Dru^ policy and plan re 
management system of drug 
supplies to rural health 
facilities prepared by 
task force in 1979 

-Updated in 19 81 

-Largely implemented and 
now integrated with 
rural health and family 
planning programme 

-Updated in 1983 

3. National list of essential 
drugs 
一 Formulated 
- Adopted 

-List containing 39 
essential drugs 
established 

-Implemented in rural 
areas only 

No change 

A. Financial resources assured 
- Government/Institutions 
- Ad hoc donors 

- P i lot project government -
financed in 1981 

-Programme only donor-
finaneed in 1982 

Total budget 
主 1 0 million for 1983-1985 
(3 years) of which 
农 6 mill ion funded 
by Government 

5. At least 20 essential drugs 
are available to % of the 
population, within one 
hour's walk or travel. 

-Available to approx. 10% 
rural population 

-Rural areas are the main 
target, accounting for 80% 
of total population 

-Available to approx. 50% 
of rural population 

- 1 5 of 厶 1 rural districts 
covered by 1 July 1983 

WORKSHEET 
COUNTRY： A real life nple 

ARGUMENTS RE TECHNICAL 
COOPERATION NEXT A-6 YEARS** 

Pro 

Programme collaboration through 
1985 already agreed 
Remaining 50X coverage a challenge 
Recent progress seems to justify 
continued support 
Dominating public drug sector will 
contribute to feasibility 

Contra 

-Country nearly self-reliant 1986 
onwards, but request for regular 
check-ups by external agenc1гя 
is anticipated 
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Assessment of Progres s Indicator Emphasis for Next 24 Months 

一 Substantial progress in only 18 months 
- On schedule relative to 1981 plan 

-Increase coverage to 100% by end 1985 
-Ensure continued government financing 
-Develop management structure to cope 
with increased coverage 

Overall Priority set by Regional Office 
for WHO Collaboration, relative to other 

Countries (High, medium, or low) 

-1983-1985: High 
-1986 onward s: Medium and 

eventually Low 

Indicators 1-4 support the global 198A-1989 medium-term programme (MTP) target for 
formulation of national drug policies ； indicator 5 supports the MTP target for 
drug supply. 

Prepared by: 

Date： 

** - Base on criteria that show recent progress as regards indicators and existing con-
ditions ,e.g., drug accessibility, size of country and population, government 
commitment to primary health care concept, geopolitical status, financial resources, 
public/private sectors. 

See para. 54 above. 



.於 
IMPLEMENTATION: PROGRESS MEASURED AGAINST PLAN 

DRUG ACTION PROGRAMME 

WORKSHEET В 
COUNTRY： A real life example 

MTP APPROACHES 
OR ACTIVITY AREAS 

PROGRESS MADE SINCE PREVIOUS REVIEW (Date： 1 April 1982) 

Development of National 
Drug Policy 

- Formulation of explicit policy programme emerging from 
implementation of rural health essential drugs programme. 

Procurement - New Мон/donor procurement team set up for health drugs 
- Competitive prices obtained 
- Domestic sources now account for over half volume of 39 drugs 
- Technical support from donors (specify) and WHO 
- Drugs continue to be supplied in "tailor-made" ration 

kits (contraceptives in future) 
- Ration-kits packaging facility under construction 

Manpower Development - Training programme manual s, financed by WHO, have 
been used on a national basis 

- Interest in training modules expressed by other countries 

Mobilization of Financial 
Resources 

- Full government contribution (over 2/3) allocated in new 
budget, 1983-1984 

- External support provided by consortium under a World 
Bank agreement 

Legislation 一 New drugs registration system implemented , with attempt 
to rationalize drugs available 

Monitoring and Evaluation - Approval given to cost/benefit evaluation of national 
implementation of drug programme 一 important for future 
planning and question of cost recovery 

Major Constraints 
- Sufficient funds from government 

sources stretched by objective 
of free health services 

Factors for Success 
- Financing by donors 
- R a t i o n kits 
- Commitment of MoH and field 

staff 

Key Issues to be Resolved 
- Main issue: how should continued 

government funding best be assured? 
- Other issue concerns 

training of health workers 

Ideas for Solution 
- Joint review meeting 

As relevant, make brief statements reflecting the approaches or activities 
outlined in the 1984-1989 MTP (the present example refers to previous planning 
document, A35/7, from 1982). 

Prepared by: 

Date： 
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INDICATORS 

CHECKPOINTS (•*) 

INDICATORS 8A 85 86 87 88 89 

1. Government committed to drug action programme 
as demonstrated by： 
- Government fully informed about programme's 

concept and benefits 
- Planning meeting held in country to define 

programme objectives and approaches 
- Focal point committed as responsible for drug 

policy development and implementation 

2. Plan of action established in primary health care 
context, including explicit objectives and a date for 
preparing a national list of essential drugs. 
- Plan drafted 
- Plan launched g 

3. National list of essential drugs for different levels 
of health care, established by Ministry of Health. 
- Formulated 
- Adopted S 

‘'‘.Financial resources assured next 2-3 years, by: 
- Government and/or financing institutions 
- Ad hoc donors g У 

• 
/ 
л/ 

5. At least 20 essential drugs are available to % of 
the population, within one hour's walk or travel. 
-Minimum 30X © 

• 
6. Any other indicator. 

* - Subject to agreement by country ' s officials. Circle when achieved . 

** -List steps chronologically, reflecting conclusions on Worksheets A and B. 

WORKSHEET С 
COUNTRY: A real life example 

MAJOR STEPS NEXT 24 MONTHS 
TOWARDS CHECKPOINTS** RESPONSIBLE 

(a) Conduct cost/benefit 
study of national 
programme for review by 

(date) 

(b) Hold joint review by 
(date) 

- Progress on coverage 
- Financing options, 

1986 onwards. 
- Other issues 

(c) Etc. 

Ministry of 
health 

Ministry of 
health/ 
donors/ 
unicef/who 

A
N
Z
W
X

 1
 

Prepared by: 

Date: 



ANNEX 8 

METHODOLOGY OF FUTURE REVIEWS AND EVALUATION OF 
PROGRAMMES CORRESPONDING TO THE EIGHT ESSENTIAL ELEMENTS 

OF PRIMARY HEALTH CARE, WITH PARTICULAR EMPHASIS ON 
ADEQUATE SUPPLY OF SAFE WATER AND BASIC SANITATION1 

[EB73/PC/WP/4 - 27 October 1983] 

Report by the Director-General 

I. INTRODUCTION 

1. When the Executive Board, at its seventy-second session, in May 1983, considered the 
future role of the Programme Committee of the Executive Board, and the Director-General1 s 
report thereon, it concluded inter alia that the Programme Committee could render valuable 
service to the Board by making periodic, high-level, in-depth reviews of programme evaluation 
reports obtained through the Organization1 s internal managerial process for programme 
development, and by reporting to the Board thereon. 

2. Recognizing that it would not be practical or even feasible to attempt to undertake 
reviews of all individual programme areas in a single year, or even in a biennium, the Board 
considered that it would be possible to review groups of programmes, chosen because of their 
correspondence to one of the eight essentials of primary health care, or because of their 
common relationship to broader issues of importance to attainment of the goal of health for 
all - issues which might cut across programme and even sectoral lines. 

3. As suggested in the Director-Generalfs report to the Board, programme reviews 
corresponding to one, or at the most two, of the essential elements of primary health care 
could be made each year, starting in 1984, in which case by the end of the Seventh General 
Programme of Work in 1989 all eight essential elements would have been covered. Such 
reviews would not look at individual programmes in isolation, but at their relationship to 
the goal of health for all and primary health care as a whole, and in relation to basic 
themes or issues such as intersectoral action for health development (for example, the 
International Drinking Water Supply and Sanitation Decade, or child health). These issues 
would be identified in advance by the Executive Board, and it would be desirable to specify 
them at least two years in advance in order to allow for the necessary preparatory work. 

4. The Board believed that, before taking a decision on the long-term schedule of Programme 
Committee reviews and evaluation of programmes, it would be wiser to select one area only and 
test the approach. It therefore decided that in 1984 the programme related to adequate 
supply of safe water and basic sanitation should be selected for review (as discussed in 
part II below). In 1983 the Programme Committee would be asked to discuss the methodology 
of future reviews - in particular to indicate the type of question it would wish to see 
answered in an evaluation as well as the kind of background documentation that would be most 
useful for this purpose 一 and to report its conclusions to the Board at its seventy-third 
session in January 1984. Accordingly, the Executive roard decided-̂  to place this subject 
on the agenda of the 1983 session of the Programme Committee. 

1 See decision EB73(2). ? 
Document EB72/1983/REC/1, Annex 

3 Document EB72/1983/REC/1, p. 5, 
3, particularly paras 14-17. 
decision EB72(4). 

-82 -
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II. METHODOLOGY OF PROGRAMME REVIEWS AND EVALUATION 

5. The Executive Board has in effect endorsed the proposal that programme reviews by the 
Programme Committee should be based on evaluation reports derived through the Organization1s 
existing internal management process for programme development, rather than through new, 
additional, ad hoc or parallel processes, which could only be set up at additional cost to 
the Organization. For any evaluation, it is necessary to specify the particular subject to 
be evaluated, the level of evaluation intended, arid, in relation to this, the information 
required. Only the most valid, relevant and sensitive information should be used, and it 
should be selectively presented in relation to the higher policy-level evaluation purposes of 
the Programme Committee, Bearing in mind that WHO programmes consist (in part) of thousands 
of interrelated individual activities which take place at country, regional and global 
levels, and in six geographical regions, it is evident that neither the Executive Board nor 
its Programme Committee could possibly undertake a review of all individual activities； nor 
would this be a proper, optimal use of the Programme Committee. The question is: what kind 
of programme evaluation information can the existing internal management process place before 
the Programme Committee that will be appropriate for review at that level? 

6. For each programme or group of programmes organized around a common basic theme or issue 
to be reviewed by the Programme Committee, the Secretariat could place before the Committee a 
relatively succinct, high-level programme review and evaluation document which would be 
consistent with the managerial process for WHO1s programme development,^ including the WHO 
guiding principles for health programme evaluation^ as actually applied in the regions and 
at WHO headquarters• The subject for evaluation could be introduced by means of a very 
brief situation analysisэ placing the programme in the wider world health development 
context. This could be followed by a short statement of any objectives and targets by which 
the programme is to be evaluated. The main body of the document could consist of a 
high-level evaluation focusing on major programme issues. It could draw on the results of 
programme evaluation already undertaken internally by the Organization at country, regional 
and global levels, but it would selectively focus on those major issues which deserve 
review, recommendation and/or decision at Executive Board level. 

1• In order to make available to the Programme Committee certain background material, 
without lengthening the review and evaluation document or flooding the Programme Committee 
with descriptions of individual activities, it would be possible to have available in the 
committee room, for reference as required, a brief summary of the approaches used in the 
programme, together with summary tables of activities• The latter would schematically 
represent the main types of activities, the involvement of countries, regional offices and 
headquarters, and the main inter-programme linkages, for the current six-year period 
extending through the Seventh General Programme of Work (1984-1989). The main source of 
this background material would be existing global medium-term programme documents based on 
the Seventh General Programme of Work, updated and organized for reference use by the 
Programme Committee. The background material would not be formally reviewed by the 
Committee, and it would be kept separate from the evaluation document in order to avoid 
swamping the Committee with detailed information which could detract from high-level 
programme review. 

8. To facilitate the work of the Programme Committee, it has been thought useful to 
outline, at least in general terms, a common framework or approach to the evaluation. 
However, in view of the complexity and variety of the different programmes, and bearing in 
mind the evolving, learning-by-doing nature of the proposed programme reviews, it would 
perhaps be unwise at this stage to be excessively prescriptive as to the form the proposed 
evaluation reports should take. At least in the early trials, there should be flexibility 

1 WHO document MPWPD/81.1, 1981. 
2 Health programme evaluation: Guiding principles for its application in the 

managerial process for national health development. Geneva, World Health Organization, 1981 
("Health for All" Series, No. 6). 

о # For example, rtview by the Headquarters Programme Committee using the procedures 
described in "Procedures for review at headquarters of medium-term programmes pertaining to 
the Seventh General Programme of Work 1984-1989 including the proposed programme budget 
1986-1987" (WHO document MPW/82.3, 1982). Similar types of review have been carried out in 
the regional offices. 
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in regard to the different programmes, with a view to working towards a preferred approach 
best suited to the review and evaluation task of the Programme Conmiittee. In addition, the 
Executive Board or the Programme Committee might from time to time specify a particular 
theme, issue or perspective in relation to the goal of health for all by the year 2000 with 
which a future programme review should particularly deal. In this case the form of 
presentation would be adapted so as best to achieve the desired effect. 

9. Some key questions, such as those indicated below, may help to suggest a framework for 
thought when approaching programme evaluation. The questions are purely illustrative, being 
indicative of the kind of critical issue that might be reviewede They do not all have to be 
answered； nor do they exclude other questions which might be more relevant to a particular 
programme review. The questions need not be taken in any special order; nor are they 
uniformly applicable or equally important to any particular programme. They are presented 
in relation to the main evaluation concepts of relevance, adequacy, progress， efficiency, 
effectiveness, and impact, which are discussed in greater depth in the WHO guiding principles 
of health programme evaluation.^ Given the higher policy-level purpose of programme 
evaluation by the Programme Committee, the emphasis will probably be more on assessment of 
relevance, adequacy, effectiveness and impact than on progress and efficiency, which are 
monitored more closely at lower managerial levels in the Organization. The illustrative key 
questions may include the following. 

10. Relevance. What is the relevance of the programme to the strategy for health for all 
based on primary health care? Are the activities of the programme relevant to the policies, 
objectives, targets and approaches of the Seventh General Programme of Work? Do the 
policies, strategies and activities of the programme respond to essential human needs and 
conform to overall social and health policies? What major health problem does the programme 
address? What would be the effect of not having the programme at all? How does the 
programme contribute to and benefit from the interrelationships (or synergism) of all the 
related essential elements and the interlinked programme components of the health system 
based on primary health care? In view of the intersectoral nature of the strategy for 
health for all based on primary health care, to what extent are sectors other than health 
fully involved in programme development? Does the programme contribute to and draw upon 
community participation? If the results of the evaluation show that the policy or programme 
is not relevant, continuing the evaluation would in all likelihood serve no purpose• In 
this case, the programme should be thoroughly reoriented. 

11. Adequacy. Has the health problem been adequately defined in terms of extent and 
severity； populations affected or to be covered； equitable distribution of resources； and 
related socioeconomic, political or other implications? Has the programme been properly 
formulated? Are the targets quantified and measurable? Are the activities likely to 
attain the objectives and targets? Are they sufficiently specified to indicate what is to 
be carried out, by whom, and when? Does the programme properly take into account the 
adequacy of human, material and financial resources? Does the programme take into account 
and define what is the stage of appropriate technology that can be applied now, and what is 
still missing and needs research? How is research policy affected? Have alternative 
approaches and methods been considered? Is evaluation properly built into the programme? 
If the results of the evaluation show that the health problems have not been adequately 
defined or that the programme was not well formulated, it will be necessary to recommend 
redefinition or reformulation. 

12• Progress• Is progress being properly monitored at all managerial levels? Has there 
been progress in implementation in accordance with plan? What are the major successes or 
failures of the programme in relation to expectations? How do expenditures compare with 
budget? Have important programme events been achieved on schedule? If not, what are the 
major issues, problems, constraints, operational bottlenecks or significant exceptions, 
including managerial capacity? Only the most important exceptions to the planned progress 
should be brought to the attention of the Programme Committee for review, and reasons should 
be given for significant deviation from planned action, together with an indication of 
proposed corrective action, 

13. Efficiency, How do the results obtained measure up in relation to the efforts made and 
the resources used? Is the programme making efficient use of all available technology, 

1 Health programme evaluation: Guiding principles for its application in the 
managerial process for national health development. Geneva, World Health Organization, 1981 
("Health for All" Series, No. 6). , 
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manpower and financial resources, worldwide (i.e., WHO, national, international and local)? 
Is the programme organized in the right way? Should it be administered in a different 
manner? Have activities been conducted at the right operational level? Are all regions 
and operational levels appropriately involved? Are relevant sectoral, national and 
international energies being efficiently utilized? Is optimal use being made of WHO1s 
resources at all levels? 

14. Effectiveness• To what extent has the programme been able to attain, or is likely to 
attain in future, the stated objectives and targets of the Seventh General Programme of 
Work? Are other or more specific programme objectives or targets being used by the 
programme? What indicators are being used for measuring programme effectiveness? Has 
there been a reduction in the "target" health problem, or an improvement in the health 
situation? What is the role of the programme in advocacy and promotion, and how effectively 
are critical messages getting across? Is the programme effective in facilitating 
information transfer and exchange of knowledge and experience between countries? How is the 
programme contributing to the training, development and effective utilization of national 
health manpower? How is the programme building up national self-reliance and capacity in 
planning and management? What is the programme effectively doing for institution-
strengthening with in and between countries? Is the programme effective in the mobilization 
and reallocation of resources in ways that are in line with the strategies for health for 
all? If not, why not? What are the reasons for failure to attain objectives or meet 
targets? What corrective action is to be taken? 

15• Impact. It is recognized that assessment of impact is the most difficult aspect of the 
evaluation process. Moreover, in many cases it will be premature to attempt such assessment 
for a number of years to come. Nevertheless, the question that has to be asked is: even if 
the objectives of the programme itself are being attained, has the result been an improvement 
in the overall health and socioeconomic situation and in the quality of people1 s lives? To 
what extent is this attributable to programme action by WHO, or to national and international 
action promoted and facilitated by WHO? Has it been possible to measure or estimate the 
impact of the programme at country level? in terms of equity within countries? in 
different countries and regions? in relation to the different components of primary health 
care? in relation to national, regional and global strategies and indicators for health for 
all? 

16. The above questions are illustrative only, but they do suggest a general framework for 
review of all WHO programmes, it being understood that there will be differences in emphasis 
and relevance of questions between programmes. The Programme Committee may wish to 
identify, among these or others, what questions are most pertinent to programme review and 
evaluation by the Programme Committee, and thus instruct the Secretariat on the type of 
information derived through the WHO internal management process that it would like to have 
placed before it. During Programme Committee review meetings, officials responsible for the 
WHO programmes concerned would, of course, be available to reply orally to questions put by 
members of the Committee. 

17. Finally, having completed its review and evaluation of the programmes concerned, the 
Programme Committee may wish to draw conclusions and formulate policy-level proposals for 
future action* It may consider, and itself make practical recommendations on, the 
orientation or reorientation of the future programme• To the fullest extent possible, these 
recommendations should be closely related to, or stated in terms of, the WHO General 
Programme of Work and the internationally agreed strategy for health for all, in order to 
ensure a consistent overall policy basis for review and direction of the work of WHO. The 
Programme Committee may then report to the Executive Board on its review, drawing the Board's 
attention to the most significant findings, and if necessary seeking decisions on any policy 
issues that may remain unresolved• 

III. PROGRAMME REVIEW IN RELATION TO ADEQUATE SUPPLY OF SAFE WATER AND BASIC SANITATION 

18. The Executive Board, at its seventy-second session, decided that the programme related 
to adequate supply of safe water and basic sanitation should be selected for review on a 
trial basis in 1984. It considered this to be a particularly opportune time to review the 
WHO programme, since the review would coincide with the beginning of the mid-Decade 
assessment of the International Drinking Water Supply and Sanitation Decade. In addition, 
water and sanitation are essential elements of primary health care, and are closely linked 
with virtually all other components of primary health care on which the strategies for health 
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for all are based. Not only would the evaluation of this programme be important in itself, 
but the assessment of how it was contributing or relating to the other components of primary 
health care, such as nutrition and health education, would also be particularly relevant. 

19. The water and sanitation programme and the "Decade approach" exemplify the need for 
intersectoral cooperation. The evaluation of intersectoral action is therefore particularly 
relevant to this programme, which emphasizes the complementarity of sanitation and water 
supply； the focus on both rural and underserved urban populations； the achievement of full 
coverage through replicable, self-reliant and self-sustaining programmes； the use of a 
socially relevant technology； the involvement of the community； the close relation of water 
supply and sanitation programmes to those in other sectors； and the association of water 
supply and sanitation with other health programmes. A number of critical policy issues will 
be raised by the evaluation of this programme. The essential information for the high-level 
review by the Programme Committee can be drawn from both the Organization's monitoring of the 
Decade and its own internal programme management process. The Appendix contains suggestions 
for the review and evaluation of the community water supply and sanitation programme. 

Appendix 

PROGRAMME REVIEW IN RELATION TO ADEQUATE SUPPLY OF 
SAFE WATER AND BASIC SANITATION 

Suggestions for review and evaluation of community 
water supply and sanitation by the Programme Committee 

of the Executive Board at its 1984 session 

ESSENTIAL ISSUES 

1. The review and evaluation of community water supply and sanitation will follow the basic 
approach outlined above in part II of the foregoing document, particularly bearing in mind 
that the reviews should not look at individual programmes in isolation but at their 
relationship to health for all through primary health care as a whole. In order to 
distinguish the latter relationship it is necessary to take into account three essential 
points: (1) the impact on health of the lack of safe water supply and sanitation； (2) the 
opportunity to accelerate the provision of facilities and services afforded by the 
International Drinking Water Supply and Sanitation Decade； and (3) the imperatives for 
intersectoral cooperation inherent in the implementation of water and sanitation programmes 
in countries. 

2. The Declaration of Alma-Ata (1978) identifies an adequate supply of safe water and basic 
sanitation as one of the essential elements of primary health care. This reflects not only 
concern for the supply of water per se, but also concern at the high prevalence of 
communicable diseases resulting from the non-availability of water and sanitation services to 
more than half the population of the developing countries. The situation is still more 
serious for the poorest population groups in the rural and peri-urban areas within those 
countries. The critical question, however, is whether or not the expected improvements in 
health are being realized even in those areas where drinking-water and sanitation programmes 
are being introduced to serve populations formerly underserved. To a great extent, the 
answer to this question lies in the approach used by planners and implementation agencies in 
designing water supply and sanitation programmes and projects, and in assuring their proper 
functioning and utilization. It is necessary to determine whether these water and 
sanitation programmes are based squarely on the community, are supported through effective 
communication and interaction between the community and peripheral government levels, and are 
linked up with other health improvements. 

3. The International Drinking Water Supply and Sanitation Decade, 1981-1990, launched by 
the United Nations General Assembly on 10 November 1980, has substantially increased the 
potential for rapidly improving water supply and sanitation conditions in developing 
countries. The Decade calls on governments to develop the necessary policies and to set 
targets for improvements and also to take appropriate steps for their implementation, 
including the establishment of high priorities for the activities concerned and the 
mobilization of adequate resources to achieve the targets with the active participation of 
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the donor community. It is obvious that the opportunity for health improvement offered by 
the Decade must not be missed by those concerned with health; this was underlined by the 
Thirty-sixth World Health Assembly in resolution WHA36.13. 

4. Water supply and sanitation - and in particular the Decade - exemplify the need for 
intersectoral cooperation. Ministries of health in many countries neither provide resources 
nor undertake programmes for water supply and sanitation, though they have a very special 
role to play in ensuring that the universal interest which the Decade has promoted is 
translated into health-oriented programmes. Unless health authorities play this role, how 
can they expect that other agencies will design programmes and projects which will ultimately 
benefit health? Are health authorities in fact assuming these responsibilities? How are 
national and international agencies cooperating in these efforts? Are governments making 
optimal use of WHO'S resources? These are the questions to be addressed in the review and 
evaluation of the community water supply arid sanitation programme. 

5. In line with the general methodology proposed in the main document, it is suggested that 
the review of the community water supply and sanitation element of primary health care can 
best be carried out under three headings : 

5.1 Relationship to health for all based on primary health care 一 selected critical and 
substantive concepts and characteristics 

5.1.1 WHO has articulated a "Decade approach" for its activities to meet country needs for 
adequate water supply and safe sanitation that takes into account the principles of primary 
health care and was endorsed by the Thirty-fourth World Health Assembly in 1981 in 
resolution WHA34.25. On this basis, a strategy for WHO'S participation in the Decade has 
been elaborated (document EHE82/29 Rev.1) in order to implement the Decade approach within 
the Organization1s overall programme. The strategy was set out in October 1981; it has 
become the basis for medium-term programming in the framework of the Seventh General 
Programme of Work (1984-1939), and will also be followed in planning and implementing the 
Organization's subsequent biennial programme budgets, that is, in determining the use of 
WHO's resources with the Member States and in coordination with other organizations at the 
regional and international levels. 

5.1.2 The "Decade approach", as a concept that relates water supply and sanitation to 
primary health care, emphasizes the complementarity of sanitation and water supply； the 
focus on both rural and underserved urban populations； the achievement of full coverage 
through replicable, self-reliant and self-sustaining programmes； the use of a socially 
relevant technology； the involvement of the community; the close relation of water supply 
and sanitation programmes to those in other sectors； and the association of water supply and 
sanitation with other health programmes. On this basis, the strategy for WHO'S role focuses 
attention on: (1) promotion and advocacy； (2) national institution development； 
(3) development of human resources; (4) information exchange and technology development； 
(5) mobilization of financial resources； and (6) coordination with other international 
agencies. 

5.1.3 In terms of the main conceptual components of Kealth programme evaluation used in WHO, 
review of the community water supply and sanitation programme would focus oil the relevance 
and adequacy of: (1) WHO，s strategy to support the imnlementation of this element of piimary 
health care in countries； and (2) concepts and practices to relate community water supply 
and sanitation to other elements of primary health care. This latter question would include 
consideration of the integration occurring at programme entry-points, e.g., in training of 
community-level workers, in health education and public information, in intersectoral action 
for health systems development, in policy mechanisms at the central government level, in the 
methods of programme evaluation, and in operational and health services research geared to 
local and national needs. 

5•2 The specific case of intersectoral coordination for community water supply 

5.2.1 The basic issue of the need for effective intersectoral cooperation has already beer 
raised in paragraph 4 above. As the Director-General pointed out in his report to the 
Thirty-sixth World Health Assembly (document A36/5, paragraph 9), a very important question 
awaiting an answer in many countries is how the relative roles of health ministries on the 
one hand, and of ministries having operational responsibility for water supply and sanitation 
on the other, can be identified and strengthened； and Liow these different ministries can 
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best adapt their respective programmes with a view to implementing together the Decade 
objectives, for the maximum benefit. 

5.2.2 The Health Assembly has repeatedly requested the Director-General to collaborate with 
both the national health authorities and other national authorities concerned. Similarly, 
the Health Assembly has instructed the Director-General to collaborate with other 
international agencies of the United Nations system and with bilateral and multilateral 
agencies for the dual purpose of mobilizing resources and orienting them to priority health 
needs which can be met by an improvement of water supply and sanitation. The response to 
this challenge by the agencies involved - national authorities and all international 
agencies, whether directly or indirectly concerned with health development - is an essential 
precondition for ensuring the relevance and adequacy of water and sanitation programmes in 
countries• At the same time it places serious demands on the WHO programme at country, 
regional and global levels. 

5.2.3 It is proposed that the adequacy and progress of relations between WHO, ministries of 
health and agencies involved in water and sanitation in relation to primary health care 
should be reviewed• This would involve consideration of： (1) arrangements, activities and 
practices within ministries of health for coordination with other agencies at the national 
level； (2) interaction between WHO and ministries of health; and (3) arrangements, 
activities and practices within WHO for coordination with other agencies at the international 
level. 

5.3 Community water supply and sanitation programme activities - evaluation results 

5.3,1 Under this heading the review would focus on the efficiency, effectiveness and impact 
of activities undertaken by the Organization in implementing its strategy for community water 
supply and sanitation. The essential considerations in this respect pertain to the 
arrangements of the Organization in support of Member States, including: (1) optimal use of 
WHO'S resources by countries for attainment of national objectives； (2) WHO1s practices and 
capacity for technical cooperation; and (3) measures facilitating the increased availability 
of additional financial resources for Member States. 

SOURCES OF INFORMATION 

6. Information which would be used for this review would comprise, on the one hand, the 
results of the Organization1s monitoring of the Decade (which, at this stage, includes 
reports emanating from more than 80 Member States) and, on the other, information derived 
from the Organization1s internal management process. The latter may include the medium-term 
programme for the promotion of environmental health, 1984-1989 (objective 11.1, community 
water supply and sanitation)； information contained in country programme profiles and WHO 
programme profiles； and country-specific information available in WHO regional offices, 
particularly in respect of the use of WHO1 s resources by Member States• Depending on the 
outcome of the discussions and decisions of the Programme Committee on the proposals outlined 
in the previous paragraphs, some of this information may need to be further elaborated with 
regard to its relevance to the purpose of the proposed review. 
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CHANGES IN THE PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984-19851 

Report by the Programme Committee of the Executive Board 

[EB73/4 - 22 November 1983] 

1. The Programme Committee reviewed a report on changes in the programme budget for 
1984-1985 (appended to this document). This report was submitted by the Director-General 
for the information of the Committee and of the Executive Board in accordance with resolution 
WHA35.2 of the Thirty-fifth World Health Assembly (1982) and with the procedures agreed upon 
for operating a new mechanism, through the Director-General1 s Development Programme, for the 
adjustment of imbalances or deficiencies in the programme budget. The changes reported by 
the Director-General represented increases in the budgetary allocations for global and 
interregional activities in six programmes, five of which had been identified by the 
Executive Board and the Health Assembly during their review of the proposed programme budget 
for 1984-1985 as meriting additional financial support. The Committee noted that any 
significant changes that might have been made in regional programmes would be reported on to 
the Board directly by the Regional Directors at its seventy-third session in January 1984. 

2. These increases, totalling US$ 1 600 000, have been made by utilizing funds available 
for this purpose in the Director-General1 s Development Programme in accordance with the 
above-mentioned procedures. The six programmes and the amounts of increase in their 
budgetary allocations for 1984-1985 are: (i) Human reproduction research, US¿ 75 000; 
(ii) Prevention and control of alcohol and drug abuse, US^ 200 000; (iii) Tropical disease 
research, U.S$ 465 000; (iv) Acute respiratory infections, USÍ 200 000; (v) Other 
communicable disease prevention and control activities (Hepatitis), US$ 160 000; and 
(vi) Cardiovascular diseases, US$ 500 000. 

3. Members of the Committee noted that these increases responded in a highly satisfactory 
manner to the comments and suggestions made by the Board and the Health Assembly in this 
respect when they reviewed the proposed programme budget for 1984-1985• They expressed 
their full support for the increases in the budgetary allocations for the above-mentioned 
activities. 

4. In commenting on the planned additional activities made possible by these increased 
resource allocations, a member of the Committee stressed the significant public health 
problems of alcohol abuse and called attention to the biological determinants of alcohol 
dependence. The Committee was assured that full attention would be given also to this 
aspect of the problem and that it was hoped that the initial results of the related work 
could be presented in a number of protocols during the summer of 1984• 

5. The Committee was similarly assured that the importance of smoking as a critical factor 
in cardiovascular disease prevention was receiving the emphasis that it clearly merited as a 
significant, related problem of life-style. It had already been possible to mobilize 
additional resources for work in this particular area, and it had been decided that further 
support would be given from the Director-General1 s Development Programme. 

6. In response to an observation by another member concerning cancer, the Committee was 
informed that over the past two years some US东 200 000 of additional resources had been 
generated for this programme ana it was considered likely that still more funds could be 
found for this purpose. 

7. Finally, as to the difference of US$ 230 000 between the total amount of US$ 1 600 000 
used to increase the budgetary allocations for the six programmes in question and the amount 

1 See decision EB73 (5). 
-89 -
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of US$ 1 830 000 deemed to be available in the Director-General1 s Development Programme for 
this purpose, the Committee noted that this amount together with the other funds available to 
the Director-General in this Programme would be allocated in the course of 1984-1985 to a 
number of other activities, primarily at the country level. Such allocations would be in 
accordance with the policies and procedures established for this purpose and, as in the past, 
would subsequently be reflected in the financial report for the biennium to be submitted to 
the Health Assembly. 
8. In concluding its review, the Committee commended the Director-General for the action 
taken, which was in line with the views and guidance of the Board and Health Assembly. 

Appendix 

Report by the Director-General 

[EB73/PC/WP/5 - 25 October 1983] 

I. INTRODUCTION 

1.1 The Thirty-fifth World Health Assembly (1982) in resolution WHA35.2 decided that the 
brief review of the changes in the programme budget to be made by the Health Assembly in 
even-numbered years pursuant to resolution WHA28.69 should te undertaken by the Executive 
Board. The Health Assembly also requested the Director-General to report to the Board in 
even-numbered years any significant developments in respect to global and interregional 
activities, and importaiit changes made in regional programmes, with major implications for 
the current biennial programme budget• In accordance with resolution WHA35.2, the present 
report is submitted by the Director-General with respect to global and interregional 
activities• Any significant changes in regional programmes will be reported on to the 
Executive Board directly by the Regional Directors in their reports on significant regional 
developments, including regional committee matters. 

1.2 This report is also submitted for information of the Programme Committee and the 
Executive Board in accordance with the procedures agreed upon for operating a new mechanism, 
through the Director-General1 s Development Programme, for the adjustment of imbalances or 
deficiencies in the programme budget• This mechanism was described in paragraph 4 of 
programme 2.2 of the proposed programme budget for 1984-1985^ in the following terms: 

The increase of US$ 1 400 000 for global and interregional activities is proposed in 
lieu of the "Director-General1 s Programme Reserve", the establishment of which, at a 
level not to exceed US$ 5 000 000, had been proposed by the Director-General and agreed 
to by the Executive Board (resolution EB68.R2). The main purpose of such a reserve 
would have been to provide a mechanism for the adjustment of the programme budget in the 
light of the review by the Executive Board and the World Health Assembly, However, in 
view of the budgetary constraints resulting from the serious economic situation faced by 
many Member States, the Director-General has concluded that the time is not propitious 
to make piovision in the proposed progranme budget for the funding of an additional 
reserve of a substantial amount• Nevertheless, he continues to support the principles 
suggested for the utilization of the proposed reserve and believes that a similar result 
can be achieved by making provision for a modest increase in the Director-General1 s 
Development Programme. Most of the funds in the Director-General1 s Development 
Programme will continue to be used at his discretion to finance certain activities the 
need for which w m I become apparent only during the programme budget implementation 
process. However, he will use part of this programme, possibly in an amount equivalent 
to the budgetary increase proposed for 1984-1985, in the light of and in response to the 
comments and suggestions made in the Board and Health Assembly during their review of 
the programme budget proposals, to increase the allocations to certain programmes, 
particularly at the global and interregional level, prior to implementation of the 
approved programme budget• 

1 Document PB/84-85, p. 64. 
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1.3 The approach suggested by the Director-General in this respect was endorsed by the 
Executive Board at its seventy-first session in January 1983, as was the proposed increase of 
USÍ 1 400 000 in the Director-General1 s Development Programme for 1984-1985. The 
Thirty-sixth World Health Assembly in May 1983, in the course of considering the proposed 
programme budget for 1984-1985, approved this increase. 

1.4 As the Thirty-fourth World Health Assembly decided in 1981 in resolution WHA3A.29 that, 
commencing in 1982, the duration of the Health Assembly was to be limited to not more than 
two weeks in even-numbered years, when there was not a proposed programme budget to consider, 
the estimated obligations under programme 1.1 (World Health Assembly) for the financial 
period 1984-1985 would be reduced by USÍ 430 000. As mentioned in the Executive Board's 
report on the proposed programme budget for 1984-1985,1 this sum was to be transferred to 
the Director-General1 s Development Programme. The Director-General proposes to use also 
part of this sum, in addition to the USÍ 1 400 000 referred to in paragraphs 1.2 and 1.3 
above, to increase the allocations to certain programmes prior to implementation of the 
approved programme budget. 

1.5 When the Board and the Health Assembly reviewed the proposed programme budget for 
1984-1985, a number of comments and suggestions were made concerning increases considered 
desirable in the resource allocations to certain programmes. After discussing a short list 
of such programmes the Board agreed to recommend additional funding for the purpose of 
intensifying the programme on alcohol-related problems and accelerating the implementation of 
the programme strategy for the prevention of coronary heart disease. The Thirty-sixth World 
Health Assembly (1983) for its part adopted resolutions WHA36.12 and WHA36.32 inter alia 
calling for increased efforts and resources to be devoted to these two programme areas• In 
the course oc reviewing the proposed programme budget for 1984-1985, the Health Assembly also 
stressed the need for action in the areas of acute respiratory infections and of viral 
hepatitis. In the light of these recommendations and other comments made at the Executive 
Board and the World Health Assembly, and after taking into account certain other factors as 
explained below, the Director-General has decided to use an amount of US¿ 1 600 000 from the 
Director-General's Development Programme approved for 1984-1985 to increase the allocations 
for the six programmes referred to below. 

II. INCREASES IN RESOURCE ALLOCATIONS TO PROGRAMMES CONTAINED IN THE APPROVED PROGRAMME 
BUDGET FOR 1984-1985 

2.1 The increases in resource allocations to the six programmes mentioned below will make it 
possible in the first four of these to undertake important new or additional activities which 
it had not been possible to accommodate within the budgetary ceilings established for them in 
1984-1985. These activities are briefly described below. As regards the increases in the 
resource allocations to the last two programmes, these relate to activities already contained 
in the programme budget for 1984-1985 and are being made in order to augment the support from 
the regular budget for an extremely important part of the Organization's work, which up to 
now has been financed almost entirely from extrabudgetary funds. 

2.2 Member States have recognized that alcohol-related problems are a major public health 
concern, and have individually and collectively urged the World Health Organization to 
strengthen its programme dealing with prevention and control of these problems. Resolutions 
WHA28.81, WHA32.40 and WHA36.12 are among the most recent expressions of the will of the 
Assembly to utilize WHO1s potential in reducing problems related to alcohol abuse. In the 
course of its review of the proposed programme budget for 1984-1985, the Executive Board at 
its seventy-first session recommended that additional resources be allocated under the 
regular budget to programme 10.2 (Prevention and control of alcohol and drug abuse) in order 
to intensify WHO1s programme on alcohol-related problems. The Thirty-sixth World Health 
Assembly requested the Director-General to intensify that programme and ensure the necessary 
resources for this purpose. Accordingly, the Director-General has decided to increase the 
1984-1985 budget allocation for this programme by USÍ 200 000 from funds available in the 
Director-Generalfs Development Programme. The additional resources will be used to 
strengthen the activities concerning: (i) WHO'S advocacy of public health measures for the 
prevention and control of alcohol problems； (ii) the development of techniques for the 
identification, prevention and management of alcohol problems in individuals, families and 
the community; and (iii) collaboration with countries in the development of national alcohol 
policies. These activities will be reinforced by WHO1s active role in international 
coordination of action against health-related alcohol problems. 

1 Document EB71/1983/REC/1, Part II, para. 24. 
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2.3 The importance of acute respiratory infections in morbidity and mortality, particularly 
of children in developing countries, is well recognized. The Thirty-sixth World Health 
Assembly in May 1983, during its review of the proposed programme budget for 1984-1985, 
stressed the need for action and expressed concern for the budgetary provision for the 
programme on acute respiratory infections. As explained to the Health Assembly, a technical 
advisory group had met in Geneva in March 1983 and had concluded that enough knowledge and 
technology were already available for countries to initiate programmes for the control of 
acute respiratory infections. What was immediately needed was well-designed instructional 
material for case management at primary health care level and health education for families 
and communities. The technical advisory group recommended that the development of 
appropriate training material for health workers at primary and first referral levels, which 
had been planned for 1986-1987, should be implemented so that the national control strategies 
requiring them could be started as soon as possible. Accordingly, the Director-General has 
decided to increase the 1984-1985 budget allocation to this programme by US$ 200 000 from 
funds available in the Director-General* s Development Programme. 

2.A WHO has assumed a coordinating role in the field of viral hepatitis since 1970, when an 
important breakthrough was made in the identification of the hepatitis В surface antigen. 
Rapid progress has been made in the diagnosis of hepatitis, in understanding its 
epidemiology, and in assessing the real possibilities for intervention. A number of complex 
practical issues remain. When reviewing and approving the proposed programme budget for 
1984-1985, the Thirty-sixth World Health Assembly sought assurance that WHO would maintain 
its role by making optimal use of rapidly evolving techniques in support to and cooperation 
with developed and developing countries. In July 1983, a consultative group with heads of 
WHO collaborating centres met in Geneva to recommend a programme on viral hepatitis, taking 
into account these new developments. The proposed programme on hepatitis consists of 
programme coordination, operational research and feasibility studies, training, transfer of 
technology, standardization of vaccines and reagents, and also selective support to 
research. Accordingly, the Director-General has decided to increase the 1984-1985 budget 
allocation to this programme by USÍ 160 000 from funds available in the Director-General's 
Development Programme. 

2.5 Cardiovascular diseases are recognized as the main cause of morbidity and mortality in 
virtually all industrialized countries, and they are becoming increasingly significant as a 
cause of ill-health and death in many developing countries. Appropriate technology now 
exists to prevent and control a growing number of these diseases, such as coronary heart 
disease and rheumatic fever/rheumatic heart disease, and the means are available for 
countries to formulate preventive strategies for implementation in entire populations. The 
transfer of this knowledge and technology into existing health services is still lacking. 
The main thrust of the WHO cardiovascular diseases programme is to bridge this gap between 
knowledge and application. Owing to limitations on overall regular budget resources, 
certain intensified action could not be accommodated in the programme budget for 1984-1985 as 
originally proposed. During its review of the programme budget, the Executive Board, at its 
seventy-first session, recommended that additional regular budget funding be provided to 
programme 13.16 (Cardiovascular diseases), with particular reference to accelerating the 
implementation of the programme strategy for the prevention of coronary heart disease. 
Concurring in this recommendation, and encouraged by the report of the Expert Committee on 
Prevention of Coronary Heart Disease,1 the Thirty-sixth World Health Assembly, in 
resolution WHA36.32, requested the Director-General to further strengthen the activities of 
the Organization in the field of cardiovascular diseases and to use, when necessary, funds 
from the Director-General1 s Development Programme. Accordingly, the Director-General has 
decided to increase the 1984-1985 budget allocation for this programme by US¿ 500 000 for 
prevention of coronary heart disease and rheumatic fever/rheumatic heart disease. It is 
anticipated that activities continuing beyond 1985 will be increasingly supported by the 
regions and countries concerned. 

2.6 In view of the importance of the Special Programme of Research, Development and Research 
Training in Human Reproduction, and taking into account the decline in funding to the 
Programme and the suggestion of a number of Member States that consideration be given to 
providing additional support for it from the regular budget, the Director-General has decided 
to increase the 1984-1985 allocation to this Programme by USÍ 75 000, from funds available in 
the Director-General1 s Development Programme. This amount will be used to meet 50% of the 

1 WHO Technical Report Series, No. 678, 1982. 
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staff costs of one regional adviser in human reproduction and one secretarial assistant in 
the Regional Office for South-East Asia, which have hitherto been met from extrabudgetary 
funds. 

2.7 When, at its seventy-first session, the Executive Board reviewed the Special Programme 
for Research and Training in Tropical Diseases, it noted that contributions to the Programme 
had been levelling off at a time when the scientific opportunities called for additional 
financial resources. As the Board considered that the attainment of the goals of the 
Special Programme should be a major priority in the Organization's thrust towards health for 
all, it called for further efforts to be made with the aim of increasing the level of 
financial contributions to this important activity. Consequently, and as a partial response 
to the Board1 s request, the Director-General has decided to increase the 1984-1985 allocation 
to this Programme by US$ 465 000 from funds available in the Director-General1 s Development 
Programme. 

III. SUMMARY 

3.1 As outlined above, the changes in the programme budget for 1984~1985 at the global and 
interregional level have all been made as a result of increases in the resource allocations 
to certain programmes, utilizing funds available for this purpose in the Director-General1 s 
Development Programme. These increases are summarized below in the same order as in the 
classified list of programmes used in the programme budget for 1984-1985: 

9.2 

0.2 

3.5 

3.7 

3.13 

3.16 

Programme 

Human reproduction research 

Prevention and control of alcohol and drug abuse 

Tropical disease research 

Acute respiratory infections 
Other communicable disease prevention and control 
activities 

Cardiovascular diseases 

Amount 
US $ 

75 

200 

465 

200 

160 
500 

000 

000 

000 

000 

000 

000 

Total 1 600 000 
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FINANCIAL REGULATIONS 一 ADDITIONAL TERMS OF REFERENCE 

GOVERNING THE EXTERNAL AUDIT OF THE WORLD HEALTH ORGANIZATION1 

[EB73/24 - 7 December 1983] 

Note by the Director-General 

1. The External Auditor in the appended document has proposed certain changes in the 
"Additional terms of reference governing the external audit of the World Health 
Organization".^ These additional terms of reference constitute an Appendix to the 
Financial Regulations of WHO, and their amendment would therefore require the approval of the 
Health Assembly in accordance with Article 15.1 of the Financial Regulations. 

2. The changes proposed by the External Auditor are similar in language to changes already 
adopted in the Financial Regulations of the United Nations and which are in process of being 
submitted to the legislative bodies of the specialized agencies. Under the circumstances, 
the Director-General suggests that the Executive Board recommend the adoption by the Health 
Assembly of the amendments proposed by the External Auditor. 

Appendix 

PROPOSED CHANGES TO THE ADDITIONAL TERMS OF REFERENCE GOVERNING THE 
EXTERNAL AUDIT OF THE WORLD HEALTH ORGANIZATION 

A. The External Auditor's reasons for the proposed changes 

1. At its regular sessions in 1981 and 1982 the Joint Panel of External Auditors reviewed 
those paragraphs of the model "Additional terms of reference governing external audit" which 
set out the required form of the External Auditor's certificate/opinion. The Panel felt 
that certain changes were desirable. These were considered by the United Nations Advisory 
Committee on Administrative and Budgetary Questions, which saw no objections to them. The 
formal amendments, which are set out in section В below, have been adapted to meet the 
particular circumstances of the World Health Organization. 

2. The changes proposed to paragraph 5 would allow the External Auditor greater flexibility 
in reporting, without dropping any of the matters on which he is now required to report. 
The proposal would also add two matters on which the Auditor shall be required to express an 
opinion, namely that the financial statements are in accordance with the stated accounting 
principles of the Organization, and that these principles hc.ve been consistently applied. 
These matters are not currently dealt with in the Financial Regulations. 

3. The changes proposed to paragraph 6 are to indicate that the External Auditor1 s report 
is to the Health Assembly and covers financial operations for a stated period of time. 
Paragraph 8 has been changed to distinguish between the audit opinion and the report of the 
Auditor. The new paragraph 10 is self-explanatory. 

4. The External Auditor would apply these revised audit provisions, if approved by the 
Health Assembly, in his future reports and audit opinions. 

1 See decision EB73(10). 
2 WHO Basic Documents, 34th ed., 1984, pp. 85-86. 
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PROPOSED CHANGES TO THE ADDITIONAL TERMS OF REFERENCE 
GOVERNING THE EXTERNAL AUDIT OF THE WORLD HEALTH ORGANIZATION (continued) 

B. Proposed changes to paragraphs 5, 6 and 8 and addition of a new paragraph 10 

Present text Proposed text 

5. The Auditor (s) shall express and sign an opinion in the following terms : 

i/we have examined the following appended financial statements, 
numbered ... to ... properly identified, and relevant schedules of the 
World Health Organization for the financial period ended 31 December .... 
My/0 ur examination included a general review of the accounting procedures 
and such tests of the accounting records and other supporting evidence as 
l/we considered necessary in the circumstances• As a result of my/our 
examination l/we am/are of the opinion that the financial statements 
properly reflect the recorded financial transactions for the financial 
period, which transactions were in accordance with the Financial Regulations 
and legislative authority and present fairly the financial position as at 
31 December 

adding, should it be necessary: 

subject to the observations in my/our foregoing report. 

5. The Auditor(s) shall express and sign an opinion in the following terms: 

I/We have examined the following appended financial statements, 
numbered ..• to ... properly identified, and relevant schedules of the 
World Health Organization for the financial period ended 31 December 
My/Our examination included a general review of the accounting- procedures 
and such tests of the accounting records and other supporting evidence 
as l/we considered necessary in the circumstances. 

and which states, as appropriate, whether: 

(a) the financial statements present fairly the financial position 
as at the end of the period and the results of the operations for 
the period then ended； 

(b) the financial statements were prepared in accordance with the 
stated accounting principles； 

(с) the accounting principles were applied on a basis consistent 
with that of the preceding financial period; 

(d) transactions were in 
and legislative authority. 

accordance with the Financial Regulations 
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Present text 

6. The report of the Auditor(s) on the financial statements should 
mention: 

(a) The type and scope of his/their examination; 

(b) Matters affecting the completeness or accuracy of the accounts, 
including where appropriate: 

(i) Information necessary to the correct interpretation of the 
accounts； 

(ii) Any amounts which ought to have been received but which have 
not been brought to account； 

(iii) Any amounts for which a legal or contingent obligation exists 
and which have not been recorded or reflected in the financial 
statements； 

(iv) Expenditures not properly substantiated; 
(V) Whether proper books of accounts have been kept. Where 
in the presentation of statements there are deviations of 
material nature from the generally accepted accounting 
principles applied on a consistent basis, these should be 
disclosed. 

(c) Other matters which should be brought to the notice of the 
Health Assembly such as: 

(i) Cases of fraud or presumptive fraud; 
(ii) Wasteful or improper expenditure of the Organization's 
money or other assets (notwithstanding that the accounting 
for the transaction may be correct)； 

(iii) Expenditure likely to commit the Organization to further 
outlay on a large scale; 
(iv) Any defect in the general system or detailed regulations 
governing the control of receipts and disbursements, or of 
supplies and equipment； 

(V) Expenditure not in accordance with the intention of the 
Health Assembly, after making allowance for duly authorized 
transfers within the budget; 
(vi) Expenditure in excess of appropriations as amended by 
duly authorized transfers within the budget; 

(vii) Expenditure not in conformity with the authority which 
governs it. 

Proposed text 

6. The report of the Auditor(s) to the Health Assembly on the 
financial operations of the period should mention: 

(a) The type and scope of his/their examination; 

(b) Matters affecting the completeness or accuracy of the 
accounts, including where appropriate: 

(i) Information necessary to the correct interprétât ion of the 
accounts； 

(ii) Any amounts which ought to have been received but which 
have not been brought to account； 

(iii) Any amounts for which a legal or contingent obligation 
exists and which have not been recorded or reflected in the 
financial statements； 

(iv) Expenditures not properly substantiated; 
(V) Whether proper books of accounts have been kept, 
in the presentation of statements there are deviations 
material nature from the generally accepted accounting 
principles applied on a consistent basis, these should 
disclosed. 

(c) Other matters which should be brought to the notice of 
Health Assembly such as: 

(i) Cases of fraud or presumptive fraud; 
(ii) Wasteful or improper expenditure of the Organization's 
money or other assets (notwithstanding that the accounting 
for the transaction may be correct)； 

(iii) Expenditure likely to commit the Organization to further 
outlay on a large scale; 

(iv) Any defect in the general system or detailed regulations 
governing the control of receipts and disbursements, or of 
supplies and equipment； 

(V) Expenditure not in accordance with the intention of the 
Health Assembly, after making allowance for duly authorized 
transfers within the budget; 
(vi) Expenditure in excess of appropriations as amended by 
duly authorized transfers within the budget; 

(vii) Expenditure not in conformity with the authority which 
governs it. 
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Present text 

(d) The accuracy or otherwise of the supplies and equipment 
records as determined by stock-taking and examination of the 
records. 

In addition, the reports may contain reference to: 

(e) Transactions accounted for in a previous financial period, 
concerning which further information has been obtained, or 
transactions in a later financial period concerning which it 
seems desirable that the Health Assembly should have early 
knowledge. 

8. Whenever the Auditor's(s') scope of audit is restricted, or 
he/they is/are unable to obtain sufficient evidence, the Auditor(s) 
shall refer to the matter in his/their report, making clear the 
reasons for his/their comments and the effect on the financial position 
and the financial transactions as recorded. 

Proposed text 

(d) The accuracy or otherwise of the supplies and equipment 
records as determined by stock-taking and examination of the 
records. 

In addition, the reports may contain reference to: 

(e) Transactions accounted for in a previous financial period, 
concerning which further information has been obtained, or 
transactions in a later financial period concerning which it 
seems desirable that the Health Assembly should have early 
knowledge. 

8. Whenever the Auditor's(s') scope of audit is restricted, or 
he/they is/are unable to obtain sufficient evidence, the Auditor(s) 
shall refer to the matter in his/their opinion and report, making 
clear in his/their report the reasons for his/their comments and the 
effect on the financial position and the financial transactions as 
recorded. 

10. The Auditor(s) is/are not required to mention any matter 
referred to in the foregoing which, in his/their opinion, is 
insignificant in all respects. 
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CONTRACTUAL STATUS OF STAFF AND RELATED MATTERS1 

[EB73/25 - 2 November 1983] 

Report by the Director-General 

1. Introduction 

1.1 In resolution EB71.R13 (January 1983)2 the Executive Board recommended that the 
Director-General be requested to report to its seventy-third session on his conclusions 
regarding the concepts of career, tenure of appointment and related matters. That 
recommendation was adopted by the Thirty-sixth World Health Assembly in resolution WHA36.19 
(May 1983).3 

1.2 In resolution 35/210 (1980) the United Nations General Assembly requested both the 
International Civil Service Commission (ICSC) and the Joint Inspection Unit (JIU) to study 
these matters. Reports by these two bodies were discussed by the thirty-sixth and 
thirty-seventh sessions of the General Assembly, whose main conclusions are contained in 
resolution 37/126 (1982). The reports of the ICSC4 and JIU5 have been made available to 
the Executive Board. 

1.3 In resolution 37/126 the General Assembly inter alia decided that staff members of the 
United Nations on fixed-term appointments "upon completion of five years of continuing good 
service shall be given every reasonable consideration for a career appointment". The 
General Assembly also recommended that "organizations should establish their needs for 
permanent [career] and fixed-term staff on a continuing basis in conjunction with the human 
resources planning process". The full text of section IV of resolution 37/126 is reproduced 
in the Appendix to this document. 

1.4 The resolution also refers to other aspects of ICSC1s ongoing work programme in the 
field of career development, of which the decision on career appointments forms a part. 
Through this ambitious programme, which is being implemented in stages, a job classification 
system common tG the United Nations family has already been adopted, a common central system 
has been established for announcing vacancies, and the long-standing arrangements for 
inter-organization transfer, secondment and loan of staff have been further refined. The 
Commission1s study of a common staff performance appraisal system, which forms part of this 
programme, has also been completed. Within this overall framework. ICSC is undertaking 
studies in the aree.s of recruitment and promotion policies. 

1.5 As in the past, action taken in these areas by the United Nations General Assembly on 
the basis of ICSCfs findings and recommendations will be reported to the Board, and the WHO 
Secretariat will continue to collaborate with ICSC in these matters. 

1.6 However, the question of an appropriate balance between career and fixed-term 
appointments raises a number of concerns which relate to the manner in which WHO is required 
to employ staff in order to implement its programme and to achieve its objectives. Within 

1 See decision EB73(11). 
2 Document EB71/1983/REC/1, p. 12. 
3 Document WHA36/1983/REC/1, p. 16 
4 See document EB71/29. 
5 See document EB73/30. 
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these programme requirements the present report attempts to respond to the decisions and 
recommendations of the General Assembly in resolution 37/126. 

2. Career service appointments 

2.1 Career service appointments have formed part of WHOfs appointment policy since the 
Organization's inception, in accordance with Staff Regulation 4.5 and Staff Rule 420. 

2.2 Staff Regulation .4.5 allows for the granting of either permanent (career service) or 
temporary (fixed-term or short-term) appointments under such terms and conditions consistent 
with the Regulations as the Director-General may prescribe. Staff Rule 420 amplifies the 
Regulations on appointment policies； it requires that "all staff shall be appointed 
initially on a temporary basis", and that career service appointments can only be granted 
upon completion of at least five years1 satisfactory service and the fulfilment of such other 
requirements as the Director-General may determine. 

2.3 Holders of career service appointments may benefit from certain advantages. For 
example, they are given priority for retention in the event of a reduction in force, in 
accordance with Staff Rule 1950.2.3. A staff member holding a career service appointment 
whose employment is terminated under the provisions for reduction in force is also entitled 
to a higher indemnity benefit than a staff member holding a fixed-term appointment who has 
completed less than nine years of service. After nine years of completed service, the 
termination indemnities are the same for both career service and fixed-term appointees. In 
some duty stations, career service appointees may also benefit from more advantageous 
provisions relating to loans and mortgages for houses or for other personal matters. 

2.A Unlike the policy of a number of other organizations in the United Nations system, the 
policy of WHO since its creation has been to maintain the majority of its staff on fixed-term 
contracts and to award career service appointments sparingly and only after very careful 
consideration. In 1975, 16.1% of all staff in WHO (excluding РАНО) held career service 
appointments. From 1976, however, as a result of the programme reorientation mandated by 
resolution WHA29.48 and the consequent reduction in posts at headquarters and the regional 
offices financed under the regular budget, the granting of career service appointments was 
strictly limited to the minimum needed by the Organization's programme. 

2.5 In practice this limitation, confirmed by the Executive Board in resolution EB63.R25 and 
the Health Assembly in resolution WHA34.15, resulted in the suspension of the granting of 
career service appointments. As career service appointment holders have retired or left 
WHO, the number of such appointees has fallen. In mid-1983 only 9% of the total staff 
(excluding РАНО) held career service appointments. By comparison, the percentages of career 
service appointment holders in the United Nations and the other major specialized agencies at 
the end of 1982 were as follows: United Nations, 54%; ILO, 35%; FAO, 47%; and UNESCO, 
32Z.1 

2.6 Since the suspension of career service appointments in 1976, WHO has redefined its 
programme in terms of the Global Strategy for Health for All by the Year 2000 and has 
reviewed its staffing patterns as part of the study on the Organization's structures in the 
light of its functions. During the same period, the studies referred to in paragraph 1.2 
above were undertaken by ICSC and JIU and completed by the adoption of General Assembly 
resolution 37/126. 

3. The Organization*s requirements 

3.1 Though other organizations of the United Nations system may differ, a major part of 
WHO'S regular programme is devoted to technical cooperation with countries. This programme 
is constantly evolving to meet the changing wishes and needs of the Member States 
themselves. To meet these needs, it has been necessary to retain a flexible staffing 
structure, which implies that appointments should be predominantly fixed-term rather than 
career service. 

1 These figures relate to all staff (professional and general service) at all 
organizational locations. The figures for professional and general service staff at 
headquarters and established offices are： WHO, 13%; United Nations, 65%; ILO, 55%; FAO 
70%; and UNESCO, 36%. 
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3.2 In the last few years, as a result of the gradual slowing down and ultimate suspension 
of the growth, in real terms, of the Organization1s regular budget and the concurrent 
increase in programmes and projects financed from extrabudgetary resources, the proportion of 
staff financed from extrabudgetary funds has steadily grown. At the end of December 1983, 
32% of all staff (excluding РАНО) were in posts funded from sources other than the regular 
budget. Since extrabudgetary resources and the posts financed through them are by their 
very nature time-limited, the need for flexibility in the Organization1s staffing structure 
has become even more pronounced. 

3.3 In view of "the importance of recruiting the staff on as wide a geographical basis as 
possible", as required by Article 35 of the Constitution and reinforced by recent resolutions 
of the World Health Assembly, WHO continues to make serious efforts to fill posts with staff 
members from countries that are unrepresented or under-represented on its staff. As many of 
these countries find it difficult to put their nationals at the Organization's disposal for 
long periods, some of them have expressed their preference for the contractual engagement of 
such staff members to be on a fixed-term basis. 

3.4 Nevertheless, the granting of a limited number of career service appointments would 
appear to be in the interest of the Organization. Long-serving staff members have a depth 
of knowledge and experience of WHO procedures and practices which is of particular value in 
the day-to-day management of the programme. There is a special need for such expertise 
among the support staff, e.g., in the general service category and also in the lower 
professional grades in the language, information, conference, budgetary, financial, personnel 
and administrative services. In the technical programmes there is also a need at all levels 
for such knowledge and experience among staff involved in programme planning, monitoring, 
evaluation, and, for example, in preparing submissions to funding agencies. While many such 
long-serving staff with the requisite knowledge and experience have in the past been, and 
still are, on fixed-term appointments, there appears to be no policy reason to deny them 
career service appointments. The Organization will always require their services, 
regardless of changes in the programme. Moreover, the withholding of career service 
appointments in their cases can hardly be thought to contribute to either their efficiency or 
their morale. 

3.5 However, at the higher professional levels the need for continuity of service is 
counterbalanced by an equally important need to introduce fresh skills and expertise in order 
to enable the Organization to respond to new and changing programme requirements. 
Consequently, if the practice of awarding career service appointments were reinstated, the 
different needs at different levels for flexibility and continuity of service would have to 
be translated, in practical terms, into a higher percentage of career service appointments in 
grades up to P.3 than in those above. 

3.6 It is evident that in the course of their service many staff members have been promoted 
one or more times and have in fact made a career in WHO. The programme of special leave of 
absence for training and research, and the in-service training programmes, have proved 
valuable in assisting some staff members to pursue such careers by filling gaps in their 
technical, managerial or supervisory knowledge. However, the constraints which apply to 
determining the balance between career service and fixed-term appointments discussed in 
paragraphs 3.1 to 3.3 are equally applicable to the development of formal career paths and to 
human resources planning. Such constraints are, moreover, aggravated by three elements 
which characterize WHO1s structure： (a) the large number of highly specialized technical 
units； (b) decentralized management； and (c) the relatively small number of posts 
available, especially at higher grades, for promotion purposes. 

3.7 Hence, while formal career planning is largely not feasible in WHO, the Director-General 
will, in conjunction with the staff development and training programme, continue to encourage 
the maximum growth and utilization of individual aptitudes and the career development of 
staff members with the capacity or potential to assume greater responsibilities, within the 
framework of the normal rules and regulations governing the promotion of staff and the 
appointment of candidates from outside the Organization to higher graded posts. 

3.8 The staff view, as expressed through the staff associations, is that the feeling of 
insecurity among staff engendered by the policy of retaining the majority of staff on 
fixed-term appointments is an extremely demoralizing factor in WHO's personnel policy, with 
serious effects on the efficiency of the staff. A document presented to the 
Director-general on this matter by the Headquarters Staff Committee on behalf of the WHO 
staff associations is being submitted separately to the Board. 
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3.9 The Director-General has weighed carefully each of these various considerations, as well 
as United Nations General Assembly resolution 37/126, and has reached a number of conclusions 
which form the basis for the recommendations that follow. 

4• Recommendations 

4.1 Having taken account of the elements outlined in section 3 above, the Director-General 
proposes to return in principle to the practices and procedures governing the award of career 
service appointments which pertained prior to 1976. Certain modifications are introduced, 
however, to take account of increased staff participation, of evolving programme needs, and 
of changes in personnel policy. 

4.2 If this approach is endorsed by the Executive Board and the Health Assembly, the award 
of career service appointments will be differentiated between staff at grades up to and 
including P.3 and staff at grades P.4 to P.6/D.1 inclusive, for the reasons outlined in 
paragraph 3.5. Within these two groups the award of career service appointments will be 
limited so as not to exceed a given percentage of all the staff in the group. The maxima 
envisaged for these groups are： (i) 30% of staff in the general service and professional 
grades up to the P.3 level; (ii) 15% of staff in grades P.4 to P.6/D.1. Staff at the 
levels of D.2 and above will continue to have fixed-term contracts only, 

4.3 Career service appointments will be made by the Director-General on the basis of 
recommendations submitted to him by specially established review committees with staff 
participation for grades up to P.3 and by the Senior Staff Selection Committee for grades P.4 
and above. Such review committees will be established in each region for the staff of the 
region in question and will submit their recommendations through the regional directors. 

4.4 All staff members will be entitled to be considered for the award of a career service 
appointment. However, it is clear that when the funding of the posts they occupy is of 
limited duration, such awards will be made only in exceptional circumstances - for example, 
when an extension of the post for a long period can reasonably be expected and the occupant 
of the post appears to be exceptionally well qualified for one or more other posts. 

4.5 In all cases the following criteria will have to be met by any nominee for such an 
appointment, irrespective of the category of staff. The staff member: 

4.5.1 must have had at least five years' satisfactory service in WHO by 1 January of 
the year of nomination； 

4.5.2 must not have attained the age of 55 on or before 1 January of the year of 
nomination； 

4.5.3 must have a fully satisfactory record as evidenced by the appraisal reports on 
his or her services； 

4.5.A must have qualifications or aptitudes beyond the limits of the current assignment 
that indicate a potential capacity for assuming different or greater 
responsibilities； 

4.5.5 must have demonstrated adaptability to international service. 

4.6 Staff in the professional category and in grade P.6/D.1 must, in addition, formally 
reaffirm their readiness to accept assignment in any part of the world where their services 
may be required. 

4.7 If the principle of resuming the granting of career service appointments is approved, 
the Director-General will establish procedures for making nominations for such appointments, 
for the constitution of the committees to review recommendations, and for coordination with 
the regional directors regarding the submission and approval of recommendations. 

4.8 As stated in paragraph 2.2, all staff are initially appointed on a temporary basis in 
accordance with Staff Rule 420. Normally such temporary appointments are of two years' 
duration. The first year of this two-year period is probationary; at the end of the period 
of probation the appointment is confirmed if performance is satisfactory. After the initial 
two-year contract, a further contract will be awarded if the post is в. continuing one and 
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funds are available for it. These extensions of contract are usually for a minimum of two 
years but never for more than five years. 

5. Implications 

5.1 Given the existing grade distribution, the appioval of the above~menMoned principle 
would bring the number of career service appointees to a maximum of 26% of the total staff. 

5.2 The proposals contained in the report do not have any significant financial implications, 

5.3 Statistical and financial concerns apart, however, these proposals would lift the 
embargo on the granting of career service appointments which, wer?. it to continue, would have 
a significantly negative effect on staff morale. 

Appendix 

TEXT OF UNITED NATIONS GENERAL ASSEMBLY RESOLUTION 37/126, SECTION IV 

Report of the International Civil Service Commission 

The General Assembly 

IV 

1. Welcomes the study on the concepts of career, types of appointment, career development 
and related questions submitted by the International Civil Service Commission; 

2. Considers that the overall concept of integrated personnel management based on human 
resources planning as envisaged by the Commission will assist organizations in achieving 
their programme objectives in an efficient manner, while providing improved conditions for 
career development to all categories of staff In the common system, whether they serve on 
career or fixed-term appointments； 

3. Recommends that the three-tiered job classification system developed by the Commission, 
based on a Master Standard of common system job classification standards, be applied to 
ensure optimal equity in remuneration as well as a sound basis for human resources planning 
and career development, and that personnel policies of organizations of the common system be 
harmonized with the job classification system promulgated by the Commission; 

4. Recommends further that organizations should establish their needs for permanent and 
fixed-term staff on a continuing basis in conjunction with the human resources planning 
process, taking into account the criteria considered by the Commission for this purpose; 

5. Decides that staff members on fixed-term appointments upon completion of five years of 
continuing good service shall be given every reasonable consideration for a career 
appointment； 

6. Notes the Commission's intention to undertake an evaluation of competitive examinations 
and other elements of recruitment policy； 

7. Requests the Commission to pursue its programme under articles 13 and 14 of its statute 
as scheduled; 
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