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FOURTH MEETING 

Tuesday, 13 January 1987, at 14h3Q 

Chairman: Dr UTHAI SUDSUKH 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1988-1989: Item 7 of the Agenda 
(Documents PB/88-89 and EB79/4) (continued) 
REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, INCLUDING REGIONAL 
COMMITTEE MATTERS: Item 8 of the Agenda (Documents EB79/14, EB79/15, EB79/16, EB79/17, 
EB79/18 and EB79/19) 

GENERAL POLICY REVIEW: Item 7.1 of the Agenda (continued) 

Dr van WEST-CHARLES, recalling his question at the previous meeting concerning the 
percentage of total assessed contributions collected, observed that the number of countries 
that had paid their contributions had declined even more markedly in 1986 than in 1985; a 
considerable proportion of those failing to pay were in the Region of the Americas. It was 
certainly essential to find the resources to finance the programmes, but a heavy burden would 
be imposed on the Latin American and Caribbean countries if they had to find increased 
amounts of convertible currency at a time when they were facing their own economic crisis as 
well as difficulties caused by falls in the exchange rates of their national currencies 
against the United States dollar. 

The Board should carefully examine the various programmes in order to determine the 
repercussions of any cuts and make objective programming decisions. It could not 
realistically be anticipated that all the countries concerned would be in a position to meet 
an increase of 31.4%, but, from the examples given by Mr Furth, the more developed countries 
would be better able to do so in view of their more readily convertible national currencies. 
WHO had a global responsibility with respect to the health of the world. Disease and disease 
vectors knew no boundaries and the world might ultimately find itself spending far more money 
in responding to crisis situations than the amounts under consideration. The Board should 
first examine the programmes and then return to the financial aspects when more information 
was available. 

Dr GRECH welcomed Mr Furth1 s explanations. It was always wise not to anticipate the 
outcome of a debate or to adopt a firm standpoint prematurely. If he had intervened in the 
discussion at the previous meeting prior to the statement by one particular member, he would 
have felt strongly that the assumptions that the Board was being asked to accept in releasing 
any of the available casual income to help finance the 1988-1989 budget verged too much on 
brinkmanship. The Board owed it to the Organization not to venture into such risky areas and 
to avoid a liquidity crisis at all costs. He favoured the cautious approach adopted by the 
Director-General, and had also originally been attracted by Sir John Reid's suggestion for a 
private meeting. Since hearing the views of many of his colleagues, however, and 
particularly those of one in particular, he felt that the overall picture was more promising 
and optimistic. He therefore suggested that the holding of a private meeting might be 
avoided and that any firm decision should be deferred until later in the session. 

Professor RUDOWSKI said that what he had learned from the clear presentation given to 
the Board was that, because of exchange rate fluctuations some Member States were on the 
winning and others on the losing side. That was one of the main problems of the recent 
economic crisis. Before any firm steps were taken to cut WHO programmes, therefore, the 
Board should consider appealing to the countries that had gained from the exchange 
rate fluctuations to make voluntary contributions in order to help WHO and mankind in 
general. Such an appeal should be considered during the present session, possibly at a 
private meeting. 

The DIRECTOR-GENERAL said that Professor Rudowski1 s suggestion followed upon the concern 
expressed by Professor Girard on a subject that had preoccupied the Board over the years: 
the need to ensure that all extrabudgetary resources fell within the overall policies 
strategy and general programme of work adopted by the Health Assembly. The Board had 
considered again and again whether WHO was continuing to abide by the Health Assembly's 
overall decision in that regard at a time when a large volume of extrabudgetary resources was 
available. He could assure Board members that he had never accepted any such resources 
without having a clear mandate from the World Health Assembly to do so, and he had never 
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yielded to any kind of pressure exerted through them. There were many major areas of WHO'S 
work that could not operate without a massive influx of extrabudgetary resources. At no 
other time in WHO'S history had the Organization's popularity and credibility been greater in 
terms of convincing certain countries, whether developing or developed, to make special 
extrabudgetary resources available to it. A whole series of new programmes indispensable to 
the developing countries and indirectly to the industrialized countries - the Expanded 
Programme on Immunization, the Diarrhoeal Diseases Control Programme, tropical disease 
research, human reproduction research and development of new vaccines, to mention some - had 
all come into being after approval by the Board and the Health Assembly of extrabudgetary 
contributions under the prescribed managerial framework. He could not accept the word 
"donors" to describe major contributors, since everyone was a beneficiary of the programmes 
and a participant in the pursuit of WHO'S overall collective programme policies. It was a 
paradox, however, that WHO enjoyed such popularity and credibility in the provision of 
extrabudgetary resources and was yet experiencing so much difficulty with regard to its 
regular programme budget. Some reassuring information had, however, been received that 
morning and there was every reason to believe that the paradox would disappear. 

Mr FURTH (Assistant Director-General) agreed with Professor Girard that in borrowing 
from casual income to meet shortfalls in contributions there was always a risk that not all 
contributions would ultimately be paid. In view of the optimistic scenario presented by 
Mr Boyer, however, the Board might feel that the risk was not as great as had been assumed. 
He agreed with that scenario, with one small correction: the shortfall in contributions in 
respect of 1986 for the 1986-1987 budget from contributors other than the United States of 
America was only US$ 12 million. Only that amount, when received, could be used for the 
1986-1987 budget because payments of arrears would go into casual income and could not be 
used to finance the budget. Similarly, when the United States of America had paid 
US$ 10 million in September 1986 it could not all be used towards the 1986-1987 budget and 
approximately US$ 3 million, the amount due for arrears, had gone into casual income, which 
was ultimately distributed to Member States• However, it was possible that by the end of 
1987 the shortfall in contributions of other Member States would be of the order of 
US$ 20 million. 

He further agreed with Mr Boyer that, although some Member States benefited in terms of 
their assessment in local currency, others would have to pay much more. The cases of Mexico, 
Brazil and other Latin American countries might be mentioned in that connection. It must 
also be recognized that, in earlier years, when the exchange value of the dollar had 
strengthened and the assessment increases had been only 4.5% or so in dollar terms, they had 
been greater in local currencies for those countries which were now benefiting from the 
weaker dollar. That applied to Japan, the Federal Republic of Germany and certain other 
countries. It was therefore essential to look at more than one budgetary period, as only 
then would it be seen that there was an equalizing effect over the years. 

Mr Boyer appeared to have misunderstood the situation with respect to the US$ 10 million 
of casual income requested for the expansion of the casual income facility coming out of the 
1987 casual income earnings. The Organization had never set aside any available casual 
income for the casual income facility. The appropriation of casual income to help finance a 
budget was an appropriation by the World Health Assembly, while the casual income facility 
represented merely an authorization to the Director-General to draw upon available current 
casual income as necessary. For instance, when in 1985 the World Health Assembly had 
appropriated nearly US$ 57 million of casual income (i.e., the total amount available) to 
help finance the 1986-1987 budget and at the same time had approved a casual income facility 
of US$ 20 million, expanded the following year to US$ 31 million, no reserves had been set 
aside at that time. He could not recall a single instance when funds had been reserved for 
the casual income facility. If needed, that had to come out of current casual income 
earnings. He agreed that the casual income facility had been established as an insurance 
plan against currency fluctuations and it would be most desirable if it were a predictable 
insurance plan, but unfortunately unusual circumstances had prevailed during the past 
eighteen months, the dollar having fallen more suddenly and steeply than had ever been 
foreseen. Unless the casual income facility was increased there could be no predictability 
as to the implementation of the programme budget. He would have thought that the Board and 
the Health Assembly would be interested more in the predictability of programme budget 
implementation than in the predictability of the size of the casual income facility. 
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On the question of staff posts, he drew attention to footnote 1 on page 498 of the 
proposed programme budget document, which referred to 1805 posts for country and intercountry 
activities as at 1 October 1986, and pointed out that, as indicated in the 1986-1987 budget 
document, on 1 October 1984 there had been 1799 posts. There had thus been an increase of 
six posts in the two years concerned. However, the overall record for the past ten years or 
so showed that there had been a continuous decline in posts in country projects, as the Board 
would be able to observe when it came to consider the document on recruitment of 
international staff. The Organization budgeted for staff man years and not for staff posts, 
which were authorized by the Director-General or regional directors for a given period and 
were authorizations to recruit rather than budgetary authorizations. Statutory cost 
increases had to be paid but could be absorbed and might be very small (only 0.23% for the 
current biennium). The pensionable remuneration of US$ 2.9 million would be taken into 
account in any revision of the budget. 

He agreed with Mr Boyer that the Executive Board should examine the priorities for 
spending funds for different programmes, bearing in mind that, under the WHO programme budget 
planning procedures at country level, it was the country concerned that had the primary 
responsibility for determining the kind of assistance it should receive from WHO, taking 
account of the priorities laid down by the Health Assembly. That principle applied to all 
the country programmes and most of the intercountry programmes, and thus a substantial part 
of the budget. As concerned the global and interregional programmes and the regional office 
programmes, the Secretariat had a far greater voice in determining which programmes should 
receive additional financing, and the Executive Board could be much more specific as to 
changes in allocations• The programming procedure at country level spelled out in resolution 
WHA30.23 had been thoroughly reviewed by the Board and the Health Assembly to ensure that WHO 
funds were spent most appropriately. Country programmes might not be very useful if they 
were to be formulated by the Executive Board and the Health Assembly. 

When it came to reviewing the priorities in the allocation of resources it was important 
not to look only at the overall tables, as Mr Boyer had done, but at the new tables in the 
budget document which gave the real increases or decreases and the cost increases broken down 
by statutory and inflationary cost increases and exchange rate adjustments, for each 
programme in each region and at the global and interregional level. That would give a good 
picture of how the WHO priorities had been applied. 

The course suggested by Dr van West-Charles was precisely the one that would be 
followed. The Board would look at the programmes and the contingency programme 
implementation reductions together and would determine what might be dispensed with and what 
should be kept. 

The appeal suggested by Professor Rudowski had been taken up by the Director-General in 
the 1970s when the first impact of the declining dollar had made itself felt. The 
Director-General had written at that time to all Member States asking for non-designated 
voluntary contributions to make up the budgetary shortfall. Only two such contributions had 
been offered - by Afghanistan and Japan. Belgium, too, had made additional voluntary 
contributions, but for designated activities. 

The CHAIRMAN said that he had received a note from the Government of Venezuela 
requesting an opportunity to make an official statement to the Board during the discussion of 
the agenda item before it. He was sure that the information provided by the representative 
of Venezuela would be useful to the Board in its discussion; in the absence of any 
objection, he would therefore give the floor to her. 

Dr RUESTA DE FURTER (Venezuela) said that the proposed programme budget for 1988-1989 
showed an increase of almost US$ 53 million (equivalent to 9.72%) as compared with the 
1986-1987 budget because of changes in exchange rates. As far as Venezuela was concerned, 
that would mean an increase of 30% in its annual contribution, as compared with 1986. 
Furthermore, Venezuela (and many other countries) would also be faced with the further 
increase resulting from the new scale of assessment adopted at the Thirty-ninth World Health 
Assembly, Thus Venezuelafs contribution would increase by at least 40% between 1986-1987 and 
1988-1989. It should be recalled that the scale of assessment had been changed in the middle 
of a budget period and had been adopted despite the firm opposition of Venezuela, whose stand 
had been supported by many countries, particularly those from the Third World. The increase 
was, moreover, occurring at a time when the currencies of the industrialized countries were 
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rising against the United States dollar, so that they benefited from a fall in real 
contributions. That was an unjust and intolerable situation, and a matter of social 
injustice 011 an international scale for countries like Venezuela, whose contributions were 
being increased at a time when their currencies were falling markedly against the United 
States dollar. The Director-General had said that WHO should not be unfairly penalized 
because it belonged to the United Nations system, but neither should countries. The 
Government of Venezuela was confident that the Organization and its Director-General would 
find a fair method of meeting the 1988-1989 budget requirements that did not penalize any 
specific group of countries. Venezuela called on all Board members, and particularly those 
designated by Latin American States, to ensure that the proposed 1988-1989 programme budget 
in the form submitted to the Board was not adopted. Venezuela reaffirmed its faith in, and 
support for the Organization and the Director-General, but wished to make clear its 
disagreement with the proposed increases and warned that adoption of the proposed programme 
budget would lead Venezuela into serious difficulties in meeting its obligations towards 
international organizations because of the budgetary policies currently being applied by the 
Government in order to cope with the country's external debt problems. 

PROGRAMME REVIEW: Item 7.2 of the Agenda (Documents EB79/5, EB79/6, EB79/7, EB79/7 Add.l 
and 2, EB79/8, EB79/9, EB79/10, EB79/11, EB79/12 and EB79/INF.DOC./1) 

The CHAIRMAN said that the Regional Directors would make short oral presentations 
highlighting significant regional developments. After each statement, the Board would have 
an opportunity to make comments and to request additional information. He recalled that, 
during the Board's discussion at its seventy-eighth session on the subject of regional 
programme budget policies, it had been agreed that members would have an opportunity at the 
current session to monitor and evaluate the implementation of those policies in conjunction 
with their review of the 1988-1989 programme budget proposals. It had been assumed that the 
Regional Directors, when introducing the programme budget proposals for their respective 
regions, would wish to include their reflections on how regional programme budget policies 
had been prepared and implemented in those proposals. Board members would thus have the 
opportunity to raise points with Regional Directors if they so wished. The regional 
programme budget policy documents were available to members of the Board in the languages of 
the various regions• 

South-East Asia (Document EB79/14) 

Dr KO KO (Regional Director for South-East Asia), introducing document EB79/14, said 
that the 1988-1989 programme budget proposals for the South-East Asia Region (pages 335-354 
of document PB/88-89) had been prepared within a regular budget allocation representing zero 
growth, but with an increase of 11.9% as compared with the approved budget for 1986-1987 to 
cover net increases due to cost inflation. Those proposals were in line not only with the 
regional programme budget policy framework but also with the regional strategy for health for 
all by the year 2000, which was based on national health development policies and plans• 
They reflected the collective decisions taken at the meetings of the governing bodies, the 
Seventh General Programme of Work, medium-term plans and the new managerial framework for 
optimal use of WHO'S resources. The total allocation endorsed by the thirty-ninth session of 
the Regional Committee had been US$ 77 million, of which US$ 57.8 million were earmarked for 
country programmes. The major thrust of the programme proposals for the biennium was on the 
eight priority areas identified in the regional programme budget policy: (1) support to 
national strategies for health for all； (2) promotion of national health-for-all 
strategies； (3) development of health systems through support to national health 
programmes； (4) strengthening of national capabilities to develop and implement national 
health-for-all strategies and related programmes； (5) support for the collection and 
transfer of valid information and facilitation of its absorption; (6) research and 
development in support of health-for-all strategies； (7) support for ensuring the optimal 
use of resources for health-for-all strategies and related programmes； and (8) support to 
specially felt needs• 

The 1986—1987 regional programme budget had had to be reduced by US$ 4 million (6.4%) as 
a result of the political and financial problems within the United Nations system. The 
regional/intercountry programme, representing 26% of the approved budget, had absorbed 40% of 
that amount, with the balance being shared by countries on a pro rata basis• Specific 
allocation of those reductions by activity had been agreed in consultation with Member 
States. For 1988-1989, the Region had been advised to be prepared for a reduction of 
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US$ 6.4 million (8.3%) in planned activities out of the total amount present included in its 
budget proposals. It had been agreed that 33% (US$ 2.1 million) of the total anticipated 
reduction should be met by cuts in the regional/intercountry programme (25% of budgeted total 
programme) and the remaining 67% (US$ 4.3 million) by countries (75% of total budget 
programmes) on a pro rata basis. 

Implementation of the proposed activities for 1986-1987 and the planning of such action 
for 1988-1989 had been a major concern of the Region. The thirty-ninth session of the 
Regional Committee had taken full cognizance of the economy measures applied during the 
current biennium and those proposed in general terms for 1988-1989. In order to achieve the 
agreed reduction in planned activities for the regional/intercountry programme, some posts 
had had to be frozen and group educational activities reduced. In addition, the Regional 
Office had tightened its programme activities, particularly with regard to travel, temporary 
assistance and overtime allowances. Each Programme Director had, in consultation with the 
Regional Programme Committee, proposed activities for reduction within an amount that had 
been apportioned to his programme. Reductions in specific activities at country level were 
being carried out through consultations with the Member States within an amount which had 
been apportioned to each country on the same basis as had been used to determine the original 
allocation. While those agreed reductions for 1986-1987 were being implemented, the Regional 
Office had prepared measures for 1988-1989 but would defer action until the total amount 
involved had been confirmed. 

The Consultative Committee for Programme Development and Management (CCPDM), consisting 
of a representative from each country of the Region, continued to play a crucial and 
effective role in WHO programme development and management in the Region, including the 
preparation of contingency plans for both 1986-1987 and 1988-1989. Further, in order to 
provide objective-oriented specific support to the countries at the right time and place, an 
innovative instrument in the form of country support teams (CST) was being introduced in a 
phased manner. The CST mechanism, which had initially been established for Bhutan, Sri Lanka 
and Thailand, had now been extended to all countries of the Region. It was deeply involved 
not only in the development and scrutiny of the programme budget and its monitoring from time 
to time but also in developing priorities in the overall framework of national development. 

The thirty-ninth session of the Regional Committee, held in Chiang Mai, Thailand, from 
9 to 15 September 1986, had discussed in detail the thirty-eighth Annual Report of the 
Regional Director and also endorsed the proposed programme budget for 1988-1989. In 
addition, it had approved the regional programme budget policy and expressed the hope that 
the policy would enhance the spirit of partnership between WHO and its Member States in 
strengthening their capability to develop and manage their respective collaborative 
programmes. The regional programme budget policy document had been prepared by CCPDM with 
WHO secretarial support and was available for Board members. 

With regard to programme directions, the health situation and trend assessment programme 
aimed at strengthening of infrastructure, training of manpower and development of appropriate 
tools and innovative approaches that could be used at all levels for health situation and 
trend assessment in support of planning and management. Member governments were making 
serious efforts to incorporate and integrate the vital components of health-for-all 
strategies into national development plans to ensure allocation of appropriate resources for 
their implementation. The basic thrust of health-for-all strategy in all the Member States 
was further to develop, strengthen and expand the infrastructure for providing primary health 
care to all the people. The most important programme with the highest priority in the 
countries of the Region was therefore the organization of health systems based on primary 
health care. WHO collaboration during 1988-1989 would be geared towards development of 
innovative approaches, involvement of the community, strengthening of management, especially 
at the district level, promotion of intersectoral action and coordination at the community 
level, development of a network of primary health care facilities, promotion and support to 
urban primary health care development, coordination between primary health care elements and 
health services and health behavioural research activities related to primary health care. 
Since primary health care was the central core of national strategy in all the Member 
countries, WHO'S collaborative programme for health infrastructure development, coupled with 
appropriate health manpower training, would be in conformity with the needs of national 
primary health care services. Health manpower development as a complete package, including 
manpower planning and production, orientation towards health for all and continued education, 
was tackled by all the countries in their own context and within available resources. 
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A number of steps had been taken in the Region to build a critical mass of 
health-for-all leaders - including organization of seminars, in-service training and other 
types of activities for various levels of personnel in almost all countries of the Region. 
The Sixth Meeting of Health Ministers held in Chiang Mai in September 1986 had reviewed the 
progress in efforts undertaken by Member States in that regard and had agreed that the moral 
value system implicit in the health-for-all/primary-health-care concept could be used to 
inspire leaders at all levels• That would help other social and economic aspects of 
development. The Regional Office had already taken some action in that connection, 
particularly through the organization of the Fourth International Colloquium on 
Heaíth-for-All Leadership Development and Technical Cooperation among Developing Countries in 
Thailand, and the first Interregional Dialogue on Leadership Resources and support network 
development in India. 

Research promotion and development continued to receive high priority in the Region, 5% 
of the total budget being earmarked for that programme at intercountry level, in addition to 
allocations at country level. Health systems research was also receiving the highest 
priority among all research activities, based on the recommendation of the Regional Advisory 
Committee on Health Research, whose health services research guidelines would be followed by 
programme activities. The programme would also support activities aimed at strengthening 
national capabilities in research. 

In the field of nutrition, WHO'S programme would be geared to the strengthening of 
national capabilities in developing and managing intervention programmes against 
malnutrition, streamlining nutrition surveillance and assessing the relevance and 
effectiveness of nutrition programmes. The aim of those activities would be to prevent and 
control nutritional disorders and various deficiency diseases. 

Maternal and child health including family planning had been accorded a high priority in 
the countries of the Region. WHO support would be directed towards strengthening of 
infrastructure, training of appropriate manpower and expansion of coverage through integrated 
maternal and child health and family planning services, particularly for the rural and urban 
poor. 

Development of drinking-water supply systems and sanitation within the framework of the 
activities under the International Drinking-Water Supply and Sanitation Decade would be a 
major component of WHO'S environmental health programme activities during 1988-1989. The 
main areas of WHO support would continue to be programme planning, implementation, 
monitoring, manpower training and institutional development, particularly in rural areas. 

In the programme area of diagnostic, therapeutic and rehabilitative technology, WHO'S 
collaborative support would be provided mainly for introducing the technology for rapid 
diagnosis, particularly for bacterial diseases at primary health care centres and for viral 
diseases at referral institutions in order to raise the quality of clinical diagnosis and 
also to improve the process of epidemiological surveillance, WHO1s collaborative activities 
would aim at strengthening comprehensive drug policy and management based on the concept of 
essential drugs and quality control of pharmaceuticals. 

Communicable diseases continued to take a heavy toll of life, in addition to their 
contribution to high morbidity rates among all sections of people, especially children, 
necessitating allocation of a major share of the country and intercountry programme budget. 
Almost one-fifth of the total regional budget had been earmarked for that programme during 
1988-1989, when WHO support would be provided to strengthen a number of programmes. Expanded 
Programme on Immunization activities would be accelerated, in keeping with joint WHO/UNICEF 
efforts to achieve the goal of universal immunization by 1990. In the malaria control 
programme, WHO would collaborate with governments in implementing a two-pronged strategy 
comprising: (i) application of the existing technology for rapidly identifying cases, 
providing treatment and controlling vectors; and (ii) introduction of alternative strategies 
of programme activities. With regard to diarrhoeal diseases, support would be provided for 
developing production capacity to enable Member States to become self-reliant in respect of 
oral rehydration salts (ORS). In the field of leprosy control, the major thrust would be on 
the training of personnel at all levels of the programme to be prepared for epidemiology and 
multi-drug therapy. Tuberculosis was a priority communicable disease, and WHO would support 
Member countries in strengthening the managerial capability of national programmes and 
promote BCG vaccination as part of the Expanded Programme on Immunization. The Organization 
would also pursue its efforts to achieve more in its programme on prevention of blindness. 
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In the case of cancer, cardiovascular diseases and other noncommunicable diseases, and 
especially diabetes, WHO would collaborate with Member States in formulating comprehensive 
programmes for the prevention and control of those diseases, undertaking epidemiological 
studies to define the nature and extent of the problem, training of manpower, planning, 
monitoring and evaluation of control programmes. 

Regarding other matters of global and general interest, the Regional Committee had taken 
note of the fact that the Eighth General Programme of Work would emphasize strengthening of 
countries1 health systems infrastructure for the integrated delivery of health programmes. 

On the subject of blood and blood products, which had been a separate agenda item, the 
Regional Committee had felt that blood transfusion services in several countries of the 
Region had yet to attain international standards and had adopted a resolution urging Member 
States to take appropriate measures to provide for the proper and safe use of blood and blood 
products, and requesting WHO to provide technical support for manpower development and 
strengthening of the infrastructure. 

A detailed discussion had taken place on the role of nongovernmental organizations in 
health programmes. Recognizing their usefulness by virtue of their independence, mobility 
and greater outreach to the people, the Regional Committee had called on Member States to 
establish or strengthen the mechanisms for greater collaboration and consultation with 
nongovernmental organizations. On the specific point raised by the seventy-seventh session 
of the Executive Board regarding the principles governing such relations, the Regional 
Committee had agreed to section 5.1 of the official draft but had suggested the addition of a 
qualifying clause to the effect that the operations be channelled through and coordinated by 
the government concerned. 

In discussing environmental health hazards, the Regional Committee had noted that 
chemical and nuclear accidents had both immediate and long-term effects on health, and had 
emphasized the need for countries to take preventive measures. It had also called on WHO to 
disseminate information on the ill-effects of toxic chemicals and radioactive materials and 
to assist in establishing early warning surveillance and monitoring systems. 

With regard to the development of health-for-all leadership, the Committee had recalled 
the Director-General1 s initiative to build up a critical mass of such leadership and endorsed 
the regional plan for the purpose. In a resolution, it had urged countries to initiate and 
pursue efforts to develop health-for-all leadership at all levels through technical 
cooperation among developing countries. 

The Committee had held technical discussions on the subject of an integrated approach to 
maternal and child health care in the context of primary health care. Endorsing the 
recommendations arising out of the discussion, the Committee had urged Member States, among 
other things, to accord high priority to women and children in national development policies 
and strategies. The topic "Information and education oil health in support of health for all 
by the year 2000" had been chosen for the 1987 Technical Discussions. 

WHO had had the exciting experience of working closely with the governments of the 
Region to strengthen their firm commitment for achieving the goal of health for all against 
overwhelming odds. Though resources were meagre, Member countries were determined to march 
onwards to the attainment of an acceptable level of health as a birthright for all. To that 
end, they had identified and also started implementation of a number of mutually agreed TCDC 
programmes. It was worth re-emphasizing that the health ministers of the Region at their 
sixth meeting had agreed that, in the spirit of national self-reliance and regional 
self-sufficiency, there was a need, with the Member States of the Region, to explore new 
avenues to optimize the available resources. 

The Region had seen a number of innovative activities undertaken to meet the challenges 
of the day and the needs of countries. While exploratory work on various collaborative 
mechanisms was being carried out with many countries, the Thai Programme Budgeting Exercise, 
later called the Thai Decentralized Management System, had attracted the greatest attention. 
In July 1986, the Director-General had visited Thailand With an Executive Board member, 
Sir John Reid, to observe progress. The experiment covered systematic self-management of a 
joint government/WHO collaborative programme at country level with an expected high degree of 
responsibility and accountability. 
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The Region's interest in health systems research, including health services research, 
health behavioural research and health economics, had already been mentioned. The Regional 
Advisory Committee on Health Research and the Region's research administrators believed that 
some concerted effort was necessary to take health services research further, as a back-up to 
primary health care leading towards health for all. The countries of the Region were, of 
course, undertaking other aspects of research as well in close collaboration with various WHO 
programmes, and particularly those on tropical diseases, human reproduction, and diarrhoeal 
diseases, and also with the support of many bilateral, professional and governmental agencies 
from all over the world. 

In conclusion, he stressed the need for concerted efforts by all concerned - countries, 
WHO and other partners involved in supporting health development - to forge ahead and thus 
reduce the resource gap so as to reach the goal of health for all by the year 2000. Although 
there might be many ways of formulating resource allocations and different sets of criteria 
might be applied in such exercises, WHO, which was a health organization with lofty aims in 
humanity and equity, should not lose sight of its own Constitution and objectives and should 
place greater emphasis on meeting the felt needs of deprived and underserved people rather 
than dwelling on self-glorifying activities focusing on the already successful and efficient 
rich. 

Dr HAPSARA commended the Regional Director on his report and on his efforts in the 
South-East Asia Region. It was not always an easy task to reconcile regional guidelines and 
policies with national aspirations, priorities and potentials. However, greater efforts were 
needed in order to achieve more efficient programme implementation in the Region. He noted 
with satisfaction the high priority given to strengthening health information and education 
in support of health for all by the year 2000 and to health systems research, focusing on 
social aspects of health development• Efforts had already been made in countries throughout 
the Region, for example, to promote active community involvement in health development, 
health financing systems and various activities in the field of health manpower development. 
He was sure that, with full support from all levels of WHO programme development could be 
accelerated. 

Dr FERNANDO said that, during the discussions at the last meeting of the Regional 
Committee for South-East Asia, Member States had recognized the need for better coordination 
of all external assistance to health development programmes and had concluded that such 
coordination was best effected by means of strong national mechanisms. WHO could assist in 
bringing together the national coordinators and external agencies and by providing relevant 
information and technical support. 

In his own country, Sri Lanka, coordination had progressed a stage further. The WHO 
Representative was sought out by donor agencies to advise them when developing collaborative 
programmes with national authorities. The joint Government/WHO programme reviews had helped 
to provide the WHO Representative with relevant information on all activities in the health 
sector. The experience had demonstrated the important role that the WHO Representative could 
play in mobilizing external assistance to the health development programmes of the country, 
especially in view of the dwindling resources available. WHO should explore the possibility 
of strengthening the role of its representatives in resource mobilization. It might be 
possible to develop guidelines based on the positive experience of Member States, and 
low-income countries might be able to use that method to enhance external assistance, 
particularly in view of the imposed pro rata cuts in the WHO regular budget. The health 
resources group mechanism was not suitable for all countries and had not worked in his own 
country. However, the country resource utilization mechanism was very useful, since it 
called for meetings of donors, potential donors and national officers. High-level 
representation at such meetings would be very useful. 

The guidelines for the preparation of the regional programme budget were perhaps rather 
harshly worded, since they suggested that, if a country did not do well, resources should be 
withdrawn and made available elsewhere. Such a process would result in the countries that 
were doing well doing even better while those not doing well would fare even worse, thus 
increasing the disparity. However, he recognized that it was important to get the best out 
of WHO resources. It was also difficult to see how，monitoring of programmes was to be 
carried out, since WHO resources were to be merged with country resources. Regular 
monitoring of all programmes would be difficult for developing countries. He hoped that the 
Board would accept the regional programme budget proposed for the Region, despite the slight 
modifications that had been made. 
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Professor ISAKOV said that in December 1986 he had had the opportunity to become 
acquainted with the work of the Regional Office for South-East Asia. At meetings with the 
programme managers he had discussed the most important aspects of the activities in the 
Region. He had also visited a number of health establishments and national institutions. 
Although there were still many difficulties to be overcome, the Regional Director and his 
programme managers were doing everything possible to implement the health-for-all strategy. 
He commended the work of the Regional Office and thanked the Regional Director and his staff 
for giving him the opportunity to make such a useful visit. 

The CHAIRMAN commended the Regional Director's report and welcomed the progress achieved 
under his excellent leadership. 

As indicated in paragraph 31 of the Regional Director's report, a programme budgeting 
exercise had been implemented in his country, Thailand, since 1982. Since the first 
evaluation in 1984 it had become known as the decentralized management system. Thailand had 
had the honour to welcome the Director-General, the Regional Director, Sir John Reid, and 
members of the staff of headquarters and the Regional Office as participants in the second 
evaluation in July 1986, which had shown that the system was working well. The decentralized 
management system was in conformity with WHO policy in achieving, at country level, a more 
effective use of all WHO resources: financial, technical, staffing and administrative. The 
system was a practical example of the content of The managerial framework for optimal use of 
WHO resources in direct support of Member States (document DG083.1) and the 
Director-General’s guidelines for the formulation of regional budget policy, which had been 
adapted to suit individual regional circumstances. 

The system had produced at least three encouraging results : (1) strengthening of the 
planning and management process for joint Government/WHO health development activities, 
resulting in optimum use of WHO resources to suit both WHO and national health policies and 
strategies； (2) creation of managerial capability at country level, resulting in a more 
effective use of the limited and decreasing national budget for health development; and 
(3) the opportunity to gain more experience in promoting self-reliance and thus enable people 
to improve their own health through a number of innovative primary health care activities -
an aspect that might well be taken up by other Member States in working towards health for 
all for their people. All those results had become possible because of the flexible and 
decentralized decision-making entrusted to the joint WHO/national mechanism, with necessary 
support from the Regional Office, while maintaining conformity with WHO financial and 
administrative regulations. 

While there might well be other ways of achieving optimum use of WHO resources, a 
decentralized management system such as that operating in Thailand was worth exploring with a 
view to adapting it to suit the socioeconomic situation and stage of development of 
individual countries. The Executive Board might wish to recommend to the Health Assembly 
that WHO and Member States be further encouraged to implement and support more widely such 
managerial arrangements so that the limited financial resources of WHO, as well as its rich 
technical support, could be utilized in the best possible way. 

Thailand would be happy to arrange visits or cooperate in other ways with interested 
Board members, WHO staff or Member States. 

Sir John REID said that as the Chairman had indicated, he had been a member of the team 
that had visited Thailand to look, in particular, at financial audit in policy and programme 
terms. He had first visited Thailand some eight years earlier when he was Chairman of the 
Board, shortly after the Alma-Ata Conference, and he had been interested to see what had 
happened since that time. 

In Thailand, the roots of primary health care as part of development predated Alma-Ata, 
and he had been fascinated to see how that primary health care development had come to fit so 
closely the basic minimum needs programme of the Prime Minister fs Office. The team had 
visited all levels from the centre to the periphery, with particular emphasis on the latter. 
He had been most impressed with the way in which the representatives of the Ministries of the 
Interior, Education, Agriculture and Health had joined together to promote rural development, 
and had accepted primary health care as an essential and integral element of development. 
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At the village level, he had been able to participate in both collective and individual 
discussions with the local people and had been impressed with the way in which primary health 
care was managed by the villagers themselves. They had shown a clear idea of the priorities, 
which corresponded closely with those understood in WHO. He had seen the collection of 
rainwater in large home-made earthenware vessels and the system of simple testing and 
chlorination of well water which had been established. The villagers had also established 
sanitary facilities, village cooperation for essential drugs and a system of prepaid medical 
care. Maternal and child health, family planning and immunization schemes were also well 
established. Of particular interest was the system of cooperative teaching whereby villages 
that had been helped to set up and manage their own primary health care schemes taught other 
villages to initiate the same process - a valuable venture, facilitated by WHO. 

While WHO had long been accustomed to cooperating centrally with governments, there had 
been little such cooperation with local health authorities. The arrangement made with the 
Government of Thailand to permit such a flexible use of resources had proved a good 
investment and there were certainly lessons to be learned from it. He had been impressed by 
the ability of village people to account for the resources spent on health, not only in terms 
of the money (which was comparatively little) but also in terms of activities. They had 
given a good account of the position regarding maternal health, family planning and 
immunization, and there was particular pride in the demonstrable fall in the infant mortality 
rate. Although less scientifically quantifiable, it was clear from talking to the local 
people that the quality of life had improved as a result of local initiatives in health and 
other sectors. As one old lady had expressed it, things had improved so much that, for 
youngsters, life was now worth living. 

He emphasized that the results had not been achieved through central management, 
although the provincial authorities were enthusiastically helping village communities and a 
joint Government/WHO coordinating committee was monitoring and evaluating the initiative, 
with the Ministry of Public Health playing a central role. In other words, the centre was 
facilitating but the crucial decisions were being taken and activities implemented at the 
periphery. The entire venture was being carried out within a proper framework of WHO 
programme and financial management. The system was an outstanding example of an innovative 
arrangement for the optimum use of WHO management and resources in direct support of a 
country, with particular emphasis at the local level. He was sure that anyone taking up the 
welcome invitation to visit Thailand would be as impressed as he had been. 

Professor MENCHACA said that certain aspects of the Regional Director's interesting 
report were applicable to other regions. Despite the Organization's efforts serious problems 
persisted, basically of a social nature, in many countries of the Region - for example, 
nutritional anaemia, malnutrition, vitamin A deficiency, high rates of infant mortality and 
tuberculosis. Those problems highlighted the indubitable fact that health was an integral 
part of development. It was therefore necessary to ensure the development of the Region if 
the health-for-all goal was to be attained. ‘ 

Immunization coverage was still insufficient in many countries in the Region, indicating 
that it would be difficult to attain the immunization goals set for 1990. 

In some countries blood transfusion services did not meet international standards - an 
important issue, given the new disease patterns that were emerging. The full magnitude of 
the problem was as yet unknown as the relevant information was not available for all Member 
States, 

There had been encouraging use in the Region of technical cooperation among developing 
countries (TCDC) - a mechanism of considerable worth. WHO should now further the use of TCDC 
not only among countries within a Region but also among regions. For example, an important 
share of national resources was used to purchase drugs, an area where TCDC might produce an 
appreciable impact in a very short period of time. 

Thailand1 s decentralized management system was an interesting experiment and he hoped 
that further information would be made available so that comparisons might be made with 
experiences in other regions. 

Mr SONG YUNFU commended the South-East Asia Region on its achievements. 
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The decentralized management system operating in Thailand was most interesting, and he 
would welcome additional documentation on the process. 

Dr KO KO (Regional Director for South-East Asia) thanked members for their comments and 
encouragement. 

He noted the points made by Professor Menchaca. Particular attention was being given to 
areas such as vitamin A deficiency, anaemia, goitre, and tuberculosis. Implementation of the 
health programme as part of general development was also a major thrust. He was happy to 
report that TCDC was encouraged not only among countries of the Region but among them and 
countries of other regions, such as the Eastern Mediterranean and Western Pacific Regions, as 
well as countries of the non-aligned movement. At first sight, the latest statistics might 
indicate a decline in immunization coverage. However, three factors should be taken into 
account : (1) there had been a considerable improvement in data collection and the 
information system； (2) there had been a change in the denominator, so that countries were 
now reporting coverage in terms of the whole country rather than just for areas where 
immunization was being undertaken; and (3) the target age for immunization and reporting was 
being reduced from the original 5 or 2 years to 1 year, for all antigens. He felt that by 
the end of the decade the figures would be improved and more realistic, and that the targets 
would be attained as planned by 1990. 

The regional programme budget policy drafted by representatives of Member States on the 
basis of the Director-General's guidelines, but ensuring that the approaches and wording were 
relevant and applicable to the Region, had been approved by the Regional Committee. 

The Consultative Committee on Programme Development and Management, composed of 
representatives of Member States had developed into a most useful government/WHO 
collaborative mechanism for programme management and development in the region and for 
reviewing programme delivery every six months. The Committee was also responsible for the 
preparation of the regional programme budget policy and for looking at how reductions might 
be made at financially difficult times. 

With regard to the decentralized management system in Thailand, Dr Ko Ko said that the 
process was continuing and the Director-General had agreed that auditing in terms of 
programme and policy would be undertaken. Improvements would be incorporated. He hoped that 
documentation on the experience would be available shortly. In addition to visiting Thailand 
to see the system, members would also be welcome to visit the Region to observe many other 
activities, such as the integrated maternal and child health programme in Indonesia or the 
Prime Minister's rural development programme in Sri Lanka which had a health component• 

EUROPE (Document EB79/15) 

Dr ASVALL (Regional Director for Europe), introducing his report (document EB79/15), 
said he wished to give the Board a more general overview of the most important developments 
in the Region over the past year. As members would recall, in 1985 he had reported that the 
Regional Committee in 1984 had put the final capping stone on the European health-for-all 
policy by adopting 38 regional targets and 65 indicators. That policy had outlined the 
necessary improvements in health, the consequences for life-styles and health, environmental 
health and health services, and the implications for planning manpower development in the 
Region. He had also said that the Regional Office was greatly encouraged by reactions from 
several Member States, indicating that a number of countries were taking the 1984 decision 
very seriously and were starting to examine their own national policies in the framework of 
the new European health-for-all policy. He was pleased to be able to report that, during 
1986, there had been an acceleration of that development, both in terms of more countries 
being involved and in terms of broadening the work in those countries that had already 
started the process. 

Thus, there were now five countries - Finland, the Netherlands, Poland, Sweden, and 
Yugoslavia - that had finished large-scale planning exercises, using the European 
health-for-all policy as a framework and producing new national health-for-all policies 
accordingly. In addition, eight others were currently in the process of doing the same, and 
there were agreements with seven or eight further countries to organize national meetings or 
conferences in 1987 to raise the issue of starting such a national planning process. 
Moreover, in four other countries very interesting work was proceeding at the sub-national 
and local levels. In that way, about two-thirds of the countries of the European Region were 
now taking very seriously the question of re-analysing their own health development and 
trying to bring it in line with the policy they had adopted together two years previously. 
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In addition to that general national health-for-all policy formulation, there were a 
number of interesting complementary developments. For instance, 1986 had seen a continued 
thrust in a number of countries, particularly on the Mediterranean, towards the improvement 
of their primary health care infrastructure. Moreover, in 1986, one country in the Region 
had made what was probably the greatest effort ever undertaken to deal with one of the most 
vexing problems of life-style and health - namely, alcoholism. 

Some nine countries were working together with the Organization on a joint project to 
establish broad-scale life-style-oriented programmes for permanent change in their 
countries - the so-called СINDI project. In 1986 the Organization had taken the initiative 
of trying to reach another target group at a level of government it had never worked with 
before, that of city administrations, and had launched the "Healthy cities programme" for the 
countries of the Region. That initiative had turned out to be almost too successful, for far 
more applications were being received from interested cities and countries than had been 
expected； although some administrative problems were thus being encountered, what was 
astonishing was the large potential for direct involvement in a sphere in which WHO could 
certainly be helpful to countries. 

An important point in helping the entire health-for-all policy really to permeate 
development plans and activities in every country was leadership training, to which 
particular emphasis was given. In 1986, the usual workshop for about one-third of the Chief 
Medical Officers of the Member States had been given an innovative approach that had proved 
particularly interesting: the new health-for-all policy just completed by Ireland had been 
used as a task for group work by 15 Chief Medical Officers from as many countries, in which 
they were to deliberate on which parts of the draft were truly in line with the regional 
strategy and which were not； their comments had then been taken into account in formulating 
the second draft of the national policy. 

A particularly interesting meeting had been held in September 1986, when WHO had for the 
first time seriously started discussing with other intergovernmental organizations in Europe 
how they might be persuaded to adopt the regional health-for-all policy as their framework 
for development. A long-term effort in that direction was particularly important. 

1986 had also been a year of considerable breakthroughs in working with a large number 
of nongovernmental organizations. Clearly, a staff of 250 in Copenhagen could not do much in 
32 countries, while the large nongovernmental organizations with their millions of 
participants could do a great deal. For instance, the Association of Schools of Public 
Health in Europe had decided at a meeting in August 1986 to make the regional health-for-all 
policy their major concern and to try to introduce it into the curricula of all school of 
public health. Furthermore, at a meeting in August and September 1986 in Lisbon it had been 
agreed with the Association of Medical Deans in Europe and the Association of Medical 
Education in Europe to start joint projects with a view to introducing the regional strategy 
into the basic medical curriculum. A particularly important development in that regard had 
been the creation of the first network of five or six European universities that were 
particularly interested in health for all and would begin working in that direction in their 
own institutions. Another interesting possibility which might be extended to other regions 
was that of, so to speak, "networking networks", by using a number of schools of public 
health as technical advisers for the development of health for all policies or healthy cities 
programmes. The network of all schools of public health thus created could then be linked to 
the official organization of schools of public health, to advise administrations grappling 
with the problem and in the process also to change the thinking in the schools of public 
health. 

In his view, however, the most important new development in 1986 had been the 
strengthening of the links between the Organization and European national medical 
associations. For the first time the Regional Office had invited all the national medical 
associations in Europe to send representatives to a two-day meeting to discuss the regional 
strategy, health promotion, continued education, their own national health policy-making, and 
cooperation with ministries of health and other bodies. The meeting had been extremely 
interesting, since the medical associations of Europe had met together for the first time. 
It had clearly emerged from the discussions what a fantastic difference there was in the 
influence and activities of the various associations: it had been observed, for instance, 
that those associations which adopted a confrontational attitude to their governments had 
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very little influence on what was happening, and the meeting might well change those 
attitudes considerably. The meeting had ended with all the medical associations asking the 
Regional Office to become a clearing house for them and stating their willingness to start 
cooperating in the Organization1s programmes； it had been agreed to start with the new 
European campaign against tobacco. 

In that connection, a new element in the health-for-all movement in Europe had been the 
decision by the Regional Committee in September to launch a European-wide campaign against 
tobacco. That would be highly important not only because tobacco was the biggest single 
killer in Europe, because the problem was such a difficult one, and because the potential to 
combat tobacco was there, but also because the campaign would constitute a real challenge by 
seeing how the new agreement and new networks of WHO could be used to bring to bear the 
resources of 32 countries for the attainment of a common goal. The campaign would naturally 
be a long-term one and would incorporate the new elements of the health promotion that was 
being developed in Europe； it was one of the major topics of the first world conference on 
health promotion held in Ottawa in November in cooperation with the Canadian Public Health 
Association and the Canadian Ministry of Health and Welfare, with funds provided by the 
Director-General. 

Turning to three important events in the European Region in 1986, he observed that in 
global terms it was customary to regard Europe as an area where countries were independent, 
completely capable of taking care of their own problems, and having all the technical 
expertise for keeping new health problems from their doorsteps. Yet three events had 
occurred in the past year which to a considerable extent had thrown that notion out of the 
window. 

Two of those events had been man-made disasters. On 26 April a long-feared disaster had 
struck when a nuclear reactor had exploded, spewing large amounts of radioactive material 
into the air, exposing human beings in the immediate vicinity to deadly doses of radiation, 
and exposing hundreds of millions of people in other countries to the effects of low levels 
of radioactive fallout. That time it had happened in the Soviet Union, but the accident at 
Chernobyl had immediately raised fundamental questions in all European countries and in all 
other regions as well. What was the likelihood of a similar accident happening in any of the 
395 other nuclear reactors in the 26 other countries which currently had such an industry? 
The accident had quickly revealed that there was not a satisfactory international system for 
monitoring radioactivity in air, water, food, soil and the biosystems. The international 
agreements oil safety levels had proved to be insufficient and the mechanisms in almost every 
country in the Region to deal with the emergency had revealed serious deficiencies. The 
Regional Office had immediately put together an emergency action to provide Member States 
with regular feedback on the situation and advice on how to deal with the public health 
problems that had arisen. The Regional Committee had discussed those weaknesses in September 
and had instructed the Regional Office to undertake a number of activities which would be 
carried out together with WHO headquarters and other international organizations, such as the 
IAEA in Vienna. An important event would be the meeting of senior experts to be held in 
Geneva and organized by the Regional Office for Europe to review the urgently required 
harmonization of public health measures following nuclear accidents, including those relating 
to foodstuffs. 

On 1 November a second environmental disaster had struck: fire had destroyed a 
warehouse of a pharmaceutical company in Basle and a substantial amount of highly toxic 
material had been flushed into the Rhine river, spreading ecological disaster as it flowed 
downstream, passing through several countries on its way to the North Sea. 

Those two environmental disasters had served as serious warnings of the potential danger 
to the environment that flowed from the industrial development of Europe's affluent 
societies. They had shown how countries could be suddenly affected by incidents occurring 
far away from their national borders and far beyond their own control, and they had 
underlined the necessity for better international agreements on surveillance systems for 
monitoring air and water pollution and for preplanned mechanisms that could be put 
immediately into effect for assessing the extent of the disaster and initiating appropriate 
countermeasures. 
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The third serious event that had occurred in the health field in Europe in the past year 
had been the spread of AIDS. In December 1985 a total of 18 Member States had been affected 
by AIDS and some 2000 clinical cases had been reported. Only nine months later, a full 27 
Member States had reported a number of cases which had almost doubled. 1986 had seen a 
dramatic increase in the attention given by Member States to that issue, which had enormously 
increased the workload of the Regional Office. Plans were being made for the extension that 
would be needed to deal with the situation in the coming years. 

With regard to matters relating to the Regional Committee and the Regional Office, 
cooperation with individual Member States had continued to expand and to be better structured 
in 1986. A year previously he had reported that medium-term programmes had been established 
with seven Member States, while at the present time such programmes had been or were being 
finalized with a total of 23 countries, all based on the regional programme budget policy 
adopted by the Regional Committee in 1985. Accordingly, where the European Region was 
concerned, he could not agree with the Director-General's statement in paragraph 17 of his 
Introduction to WHOfs 1988-1989 programme budget that "the clause in resolution WHA33.17 
whereby the Director-General and Regional Directors should respond favourably to government 
requests only if they are in conformity with the Organization's policies is rarely if ever 
applied". In the European Region that clause was applied as a matter of routine in the 
discussions of the country medium-term programmes. Moreover, since 1982-1983 he and his 
predecessor had on many occasions replied in writing to Ministers of Health refusing 
equipment or fellowships which they considered not to be in line with WHO policies. 

In September the Regional Committee had taken decisive steps to continue its efforts to 
bring the activities of the Region completely into line with the regional health-for-all 
policy by endorsing a programme budget proposal for 1988-1989 which followed the new outline 
of the 38 regional health-for-all targets. It had also decided that the Regional Director's 
report should be structured accordingly, and henceforth all documents would relate directly 
to the regional health-for-all policy. Logical planning links had been established between 
that policy, Member States1 own activities and WHO*s intercountry and country programmes； 
those links were now crystal clear and facilitated all planning and evaluation activities. 
The programme budget adopted in September had been the first drawn up on the basis of the new 
regional programme budget policy adopted by the Regional Committee in 1985. Together with 
the information obtained through the special consultation process that was standard practice 
in the European Region, it has been possible for the first time to conduct a very interesting 
mathematical analysis of priorities by regional health-for-all targets as a basis for the 
programme budget proposal directly based on the criteria in the regional programme budget 
policy. 

The Regional Committee had also discussed the general principles underlying the 
formulation of a contingency plan for 1988-1989 in the event that the income of the 
Organization should fall short of the expected level. Clearly, if that occurred there would 
be serious effects on the programme that the Regional Office could deliver, and the Regional 
Committee would discuss the question further in 1987. The shortfall of some US$ 2 million in 
1986 had already been severe and had necessitated the freezing of a considerable number of 
professional posts and other reductions which had decreased the work capacity of the Regional 
Office in a number of programme areas. Recent discussions had been concentrated on the 
sudden loss of income and consequent programme reduction, but in his opinion the effect that 
the situation had had on staff morale, in the European Office at least, had been no less 
serious. For reasons totally beyond their influence, staff members had had to spend a lot of 
their time and energy on replanning already approved programmes, and had had to take over at 
short notice responsibility for activities which should have been carried out by persons who 
were to have filled vacant posts. The expectation of even greater shortfalls in 1988-1989 
had cast a gloom over staff members, who now felt threatened and worried about their future. 

To make matters worse, 1986 had also been a year when serious attacks had been made on 
United Nations and, hence, WHO staff to reduce their pension entitlements. Needless to say, 
that situation had created not only anxiety but also anger among the staff of the Regional 
Office, who found it very difficult to understand why they were being victimized in that way, 
particularly during a period when they had made such great and consistent efforts to increase 
both the quality and the efficiency of the services rendered to Member States. As the 
official responsible for the work and working conditions of the staff of the Regional Office, 
he considered that he should not fail to transmit the feelings of the staff. The Board was 
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dealing with human beings, and human beings were the most valuable resource of the 
Organization; careful thought should therefore be given to the implications of the Board's 
decisions. 

In conclusion, 1986 had been a very good year for the development of health-for-all in 
the European Region. That movement in health was surely there to stay, and as it spread ever 
more rapidly through the countries it was gratifying to see that its potential for new and 
innovative ways of catalysing national and local action for health augured well for the 
forthcoming years in the European Region. 

Professor ISAKOV said that, as a participant at the thirty-sixth session of the Regional 
Committee for Europe, he wished to draw attention to some of the most important points in the 
report. In the first place, since the adoption in 1984 of the 38 regional health-for-all 
targets the entire work of the Regional Office was being restructured with a view to 
attaining those specific but at the same time comprehensive targets. In that connection, the 
very extensive organizational and research work conducted by the Regional Director and his 
staff was worthy of support, and the experience acquired in working out approaches to the 
solution of regional health problems merited careful study by the other regional offices. 

Secondly, it should be noted that, in the face of the financial stringencies experienced 
by the Organization, the Regional Committee had approved a plan of action in the event of a 
shortfall of resources in 1988-1989, based on a method of selective priorities for reducing 
programme activities. An agreed mechanism had thus been determined in the Region for use in 
overcoming financial difficulties, but it should be realized that in the final analysis the 
efficiency and quality of the Organization's work would be adversely affected. In his 
opinion, if such a situation should arise the greatest possible attention should be paid to 
intercountry programmes, in the execution of which several countries were involved 
simultaneously. Such activities needed the support of Member States. 

Thirdly, he drew the Board's attention to the Regional Committee's decision regarding 
the extension of activities with respect to the health aspects of protection of the 
population in the event of accidents accompanied by radioactive fallout. Scientific and 
technical advances in the practical use of nuclear energy made it essential to draw up an 
international policy for its safe use. It was common knowledge that a special session of the 
IAEA General Conference had adopted two international conventions providing for the 
elaboration of practical measures in that area, and he was sure that WHO, within the limits 
of its competence, would make an appropriate contribution to that new and extremely important 
activity. 

Fourthly, the Regional Committee had adopted a particularly important resolution on the 
launching of a campaign to combat the use of tobacco, particularly smoking. It was hardly 
necessary to stress the significance of that problem for health; because of its immense 
importance, the campaign should be as broadly based and long-term as possible, so that it 
could lead to concrete results. 

Finally, the Regional Committee had supported the measures taken in Europe in connection 
with the International Year of Peace and had adopted a resolution proposing that the work 
should be continued in future with a view to strengthening positive relations between States 
and peoples and promoting mutual understanding. The adoption of such a resolution by the 
Committee bore witness to the fact that, despite different opinions and points of view 
concerning various problems, the countries of the European Region were prepared to continue 
to cooperate actively for the solution of all problems, including those of health. 

Professor GIRARD expressed his support for the activity of the Region in regard to both 
the definition of objectives and the means of achieving them. For the former the Regional 
Director had accorded priority to combating risk factors and unhealthy life-styles and was 
attempting to mobilize all those sectors which had a part to play in the health field - an 
important factor in those countries which might have a history of medicine but were lacking 
with regard to health. At the same time, he had been able to mobilize the various capacities 
of different countries, including university and research groups, and to react swiftly to 
unforeseen adverse events, while continuing to streamline the work of the Regional Office and 
thus achieve greater cost-effectiveness. He conveyed his gratitude to all those working in 
the Regional Office for their efforts which he hoped would be continued, particularly in the 
field of evaluation, where the Organization as a whole had a major responsibility. In that 
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respect his country was ready to make available its capacity for the definition of methods 
and the achievement of objectives by the year 2000. 

Dr GRECH congratulated the Regional Director on his clear and comprehensive review of 
activities in the Region. Highlighting what he considered to be the most significant 
development, he referred to the increasing commitment of all Member States to the 
health-for-all movement, even though the conversion entailed had not been an easy one. 
Symptomatic evidence of that commitment were the various decisions taken by the Regional 
Committee concerning: the reorientation of the Regional Director1 s report in line with the 
38 regional health-for-all targets; the restructuring of the proposed programme budget 
document for 1988-1989 so as to bring into sharper focus major health-for all issues in 
Europe; the formulation of a contingency plan in such a way as to minimize adverse effects on 
the main thrusts of the regional health-for-all strategy; the close link between the strategy 
and the European contribution to the Organization's Eighth General Programme of Work; and the 
direction of research to support the regional health-for-all policy. 

Another development in Europe was the increasing priority being given to programmes and 
activities relating to equity. Indeed, social equity had been recognized as one of the 
prerequisites for attaining the health-for-all goal. Consequently, in the implementation of 
programme budget reductions precautionary measures would no doubt be taken so that the 
disparity which already existed in living standards and provision of health care services 
would not become greater. 

Another development was in Member Statesf awareness of the need to ensure that optimal 
use was made of the Organization's resources, both within countries and at regional level, 
and their acceptance of the role of the Regional Committee to monitor and evaluate progress 
towards health-for-all objectives• To facilitate such coordinated activity the Regional 
Office was in the process of developing standard evaluation criteria. Cooperative 
medium-term programmes had been prepared or were planned with some 22 Member States, thereby 
affording an excellent opportunity to set up a joint government/WHO mechanism to monitor and 
evaluate health-for-all issues annually. To a large extent the shift in approach and 
attitude was due to the untiring and catalytic efforts of Regional Office staff. 

Concerning the European programme budget proposals and their effect on regional policy, 
he had already referred at the Board's previous session to the long-standing, well-structured 
selection process followed at the time of the preparation of the programme budget, prior to 
its submission to the Regional Committee, as described in document PB/88-89, page 355, 
paragraphs 1-6. Part of the process involved the Consultative Group on Programme 
Development, which the previous year had discussed at length programme budget proposals for 
1988-1989. The Group comprised leading national administrators, outside experts and Regional 
Office staff. In its deliberations the Group had constantly borne in mind three questions: 
whether the general programme trends in the proposed programme budget were in line with the 
thrust of the regional strategy and targets, as well as with the comments received from 
Member States in response to the "consultation letter"; whether the outputs envisaged in the 
European regional programme for the biennium were appropriate to support the Member States in 
attaining the regional targets which they had set themselves； and whether the distribution 
of resources conformed with the criteria adopted in the regional programme budget policy. 
The answers to all three questions had been affirmative. 

Dr JAKAB (alternate to Professor Forgács) congratulated the Regional Director on his 
most informative report and oral presentation. However, only a thorough perusal of the 
report together with other relevant documents, including those on programme budget policy, 
could give a comprehensive picture of what had happened in the European Region in the past 
year, during which the Regional Office staff had accomplished a huge amount of work of very 
high quality. It was encouraging to see that European countries were not only identifying 
with a common European health policy but were also making serious attempts to bring their 
national policies into line with health-for-all strategies. That was true also in her 
country, where the first steps had been taken in that direction with a health promotion 
programme being elaborated in line with the European target document. The international 
conference held in Ottawa in November 1986 had been valuable in identifying practical ways 
and means of health promotion, and the documents of the conference provided excellent 
guidance for countries starting national health promotion programmes. 
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Similarly, the health-for-all promotional campaign and the campaign against tobacco had 
been very favourably received by the Regional Committee, and all Member States taking the 
floor had agreed to take part in the campaigns. Practical work was already under way in the 
form of identification of those areas of greatest interest to Member States and of successful 
programmes and projects, initially in relation to smoking. The idea of the European 
anti-smoking campaign had been accepted in principle, and in order that it. might convince as 
many people as possible and be successful she would repeat the suggestion that appropriate 
audio-visual material be prepared. 

She was concerned that the European programme budget for 1988-1989 might be reduced, 
thereby necessitating the adoption of the contingency plan, which would inevitably lead to a 
reduction in important programme activities, freezing of posts, postponement of meetings, and 
reduction of duty travel - all at a time when regional and global developments were at a peak 
and the prestige of WHO was higher than ever. She urged that everything possible be done to 
prevent a financial crisis and to fulfil international obligations. 

In conclusion, she agreed with Dr Asvall's comments concerning medium-term programmes 
concluded between the Regional Office and Member States. They were excellent tools for 
planning, monitoring and evaluation activities, especially where the Regional Office and the 
countries involved could together develop indicators for evaluating the success of the 
programmes. 

Professor STEINBACH congratulated the Regional Director on his impressive and concise 
presentation which gave a clear picture of the situation in the European Region. 

Referring to paragraph 18 of document EB79/15, he said that many countries, including 
his own, were preparing measures on the basis of global and regional strategies to combat 
tobacco related diseases. However, the success of such courageous initiatives called for 
increasingly open borders and determined economic measures, and depended on close 
coordination among Member States; WHO'S assistance was essential in that respect. There was 
certainly hope that diseases could thus be prevented, but the message which countries had to 
convey would be difficult to put across. 

The disasters arising from the unfortunate events at Chernobyl and on the Rhine, as well 
as the enduring disaster of AIDS, had revealed the importance of reciprocal relations among 
Member States and WHO, at both Headquarters and Regional Office levels. 

Dr van WEST-CHARLES congratulated the Regional Director on the progress achieved 
regarding the primary health care approach. The health-for-all approach would only be 
successful if health manpower was well oriented, which meant that training was a crucial 
matter and manpower trainers must therefore embrace the health-for-all strategy. Within the 
developing world many medical practitioners had been or were being trained in Europe, and 
many medical schools in the developing world maintained contact with Europe. The fact that 
the Regional Office for Europe had taken such bold measures to adopt the strategy not only 
belied the argument that the primary health care approach was the poor man's approach to 
health but was also important for health-for-all strategies in other regions. For example, 
in his country, the acceptance of oral rehydration salts for the treatment of diarrhoeal 
diseases had so far been resisted by many medical practitioners trained in the developed 
world. The approach adopted by the European Region was therefore welcome. 

Professor MENCHACA congratulated the Regional Committee on the organizational measures 
which it had adopted. Referring to Professor Isakov*s comments, he stressed that nuclear 
protection measures were a matter of concern to all countries. The favourable health 
situation in the Region was encouraging. Although some attention was accorded to the control 
of malaria and parasitic diseases, that was largely because of the effects of those diseases 
in countries in the south of the Region. The implication was that the countries of the 
Region, most of which were highly developed technically and scientifically, had a 
responsibility to continue their efforts of cooperation with countries in other regions in 
view of the basic principles of the Organization, which stated that the health of all peoples 
was a fundamental condition for peace and security and depended on the broadest possible 
cooperation among persons and States. The achievements of any State with regard to health 
promotion and protection were of significance to all States and the existing inequality among 
countries 一 particularly concerning communicable disease prevention 一 constituted a common 
danger. The benefits of medical, psychological and related knowledge must be extended to all 
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peoples in order to attain the highest possible level of health. In that respect, many 
countries in the European Region were carrying out important activities in collaboration with 
developing countries, and he urged that such cooperation be intensified. 

Dr ASVALL (Regional Director for Europe), referring to Professor Isakov's comments 
concerning the tobacco campaign, agreed that it must be a large-scale, long-term 
undertaking. The Regional Office was envisaging at least a five- to ten-year effort, 
although it was currently only at the planning phase. The plan would be submitted to the 
Regional Committee in 1987. 

Concerning Professor Girardf s comments on evaluation, he pointed out that some 
interesting experience had already been gained in 1985 when all countries had participated in 
an evaluation exercise, with several of them carrying out most interesting and extensive 
reviews. France had made a particularly interesting evaluation and, like other countries, 
had subsequently published many elements of that evaluation. The success of the exercise had 
in part been due to the fact that regional indicators on such aspects as life-style and 
appropriate technology had been used for the first time. A considerable amount of in-house 
work was being carried out on the evaluation of regional and country programmes. The 
following four main questions were being asked for each programme. What was being done with 
regard to providing and spreading new knowledge? What was being done with regard to 
identifying already existing solutions in Europe and spreading knowledge about that? What 
was being done with regard to promoting better international cooperation between the many 
organizations in the European area? And what was being done with regard to stimulating 
action in individual countries? 

Concerning Dr Grech1s comments, he said that the reason for the increased commitment of 
Member States to national health-for-all policies was, in his opinion, to a large extent 
connected with the initiative taken by those in top managerial positions in the health 
sector, who also attended Regional Committee meetings and were members of the Consultative 
Group. He agreed that the latter was an important screening mechanism precisely because 
members attended and could express themselves as individuals• 

Concerning the comments made by Dr Jakab, the Hungarian initiative which took into 
account aspects of life-style was a very important one. As he had mentioned, nine countries 
were involved in that exercise. He also agreed with her comments and those of 
Professor Steinbach concerning tobacco. In that connection one of the major problems in 
Europe, and probably in other regions, was that of the adverse trans-boundary effects of mass 
media, technology and culture. In Europe no country could any longer successfully organize a 
life-style programme on its own. 

The meeting rose at 17h35. 


