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FIRST MEETING 

Monday, 18 January 1993, at 9H30 

Chairman: Professor J,F. GIRARD 

1. OPENING OF THE SESSION: Item 1 of the Provisional Agenda 

The CHAIRMAN declared open the ninety-first session of the Executive Board and welcomed the 
participants, including several newly designated members. 

He was confident that the Board would be able to work effectively and harmoniously, at a time which 
might mark a turning-point in the life of WHO and at which certain challenges had to be faced. First，world 
conditions had changed. After 40 years of a balance between East and West，which had obscured the North-
South disequilibrium, new balances had to be struck. The United Nations and its specialized agencies had to 
find a new role in the face of conflicts and social problems. Secondly, health expectations had risen and the 
right to health was seen as equal for all; that was，essentially，the meaning of "health for all". From an ethical 
standpoint，as well as for reasons of safety, the reality enjoyed by some could not remain merely the dream of 
others. In ail countries, health - like education - was a matter of national policy and had to be dealt with at 
the highest political level. The role of ministers of health was becoming increasingly important in promoting 
health as an element of development and of social cohesion. Despite economic difficulties, every effort should 
be made to improve public health. Finally, the Board would have the task of submitting to the forthcoming 
Health Assembly a nomination for the post of Director-General for the next five years. That important 
decision would surely be taken in a responsible manner. 

2. ADOPTION OF THE AGENDA: Item 2 of the Provisional Agenda (Document EB91/1) 

The CHAIRMAN indicated that item 3 should be deleted from the provisional agenda in document 
EB91/1. 

The agenda, as amended, was adopted. 

3. TIMETABLE OF MEETINGS 

It was agreed that the Board would meet from 9h30 to 121i30 and from 14h30 to 17h30 on weekdays and, Шк 
if necessary, from 9h00 to 13h00 on Saturday. 

4. PROGRAMME OF WORK 

The CHAIRMAN announced the dates and times of meetings of committees. 
He noted that the Board was faced with a particularly heavy agenda. Besides the proposed programme 

budget for the financial period 1994-1995，there were many important items for consideration, including item 8 
(Director-General). He proposed that that item should be dealt with in a private meeting on 20 January at 
14h30，at which Board members should be accompanied by not more than two alternates or advisers. 

Item 20 (Awards) would also require a private meeting to consider the reports of the various prize 
committees. He proposed that it should be held on 26 January at 14h30，irrespective of the progress of work. 
The results of the Board's deliberations in private meetings would be announced in a public meeting. 

Finally, he proposed that the Board should take up the other agenda items in the order in which they 
appeared on the agenda，save that item 5 (Reports of the Regional Directors on significant regional 
developments, including regional committee matters) and item 6 (Implementation of resolutions (progress 



reports by the Director-General)) would be taken up together with item 4 (Proposed programme budget for 
the financial period 1994-1995). 

It was so agreed. 

5. APPOINTMENT OF A REPRESENTATIVE OF THE EXECUTIVE BOARD AT THE FORTY-SIXTH 
WORLD HEALTH ASSEMBLY 

The CHAIRMAN reminded the Board that its representatives at the Forty-sixth World Health Assembly, 
as appointed by the Board at its ninetieth session in May 1992，were himself, as Chairman of the Board, 
Dr Violaki-Paraskeva, Dr Paz Zamora and Dr Kanyamupira. The last-named was no longer a member of the 
Board, and it was therefore necessary to appoint another representative. He suggested that the fourth 
representative should be Dr Sarr, Vice-Chairman of the Board. 

Mr RUKEBESHA recalled that Dr Kanyamupira had been the member designated by Rwanda and that 
Rwanda still held a seat on the Board. As the present member of the Board designated by Rwanda, he himself 
was in a position to fulfil the role of the Board's representative at the Forty-sixth World Health Assembly. If 
there was a reason to make a change, he asked to be informed of it. 

Dr KOMBA-KONO requested that the Legal Counsel give an opinion regarding whether members sat in 
their personal capacity or as representatives of their particular countries. 

Dr PIEL (Legal Counsel) replied that members of the Executive Board sat in their personal capacity and 
not as representatives of Member States. 

Dr KOMBA-KONO said that in those circumstances he wished to nominate Mr Rukebesha. 

Dr LA RIVIERE noted that the task of the Executive Board's representatives at the Health Assembly 
included the consideration of certain financial issues requiring a considerable knowledge of how the Executive 
Board worked. The responsibilities involved were crucial. Dr Sarr's greater experience of Board matters 
argued in favour of his appointment. 

Dr KOMBA-KONO asked whether that meant that members of the Board's subsidiary bodies needed to 
have several years of experience of serving on the Board itself. 

The CHAIRMAN suggested that consideration of the matter should be deferred to permit further 
informal consultations. 

It was so agreed. 

6. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 4 of the 
Agenda (Document PB/94-95) 

GENERAL POLICY REVIEW: Item 4.1 of the Agenda (Resolution EB83.R22) 

REPORTS OF THE REGIONAL DIRECTORS ON SIGNIFICANT REGIONAL DEVELOPMENTS, 
INCLUDING REGIONAL COMMITTEE MATTERS: Item 5 of the Agenda (Documents EB91/6, EB91/7, 
EB91/8, EB91/9, EB91/10 and EB91/11) 

The DIRECTOR-GENERAL said that, while the proposed programme budget for the biennium 
1994-1995 was largely based on the framework and activities of the Eighth General Programme of Work, which 
would end in 1995，it was also meant to ensure a smooth transition into the Ninth General Programme of 
Work and therefore anticipated its main thrust and structure, emphasizing flexibility and adaptation to local 
epidemiological situations and socioeconomic environments and reflecting the contemporary environment and 



the profound changes taking place in the world. The overriding concern would be to ensure global consistency 
and to avoid any risk of fragmentation or duplication of effort. Particular attention would be paid to 
coordination with the United Nations system in its efforts to achieve developmental and humanitarian 
cooperation. 

Since the Board's eighty-ninth session much had happened and much had been achieved in the field of 
health. Major commitments had been made by the international community to combat public health scourges 
such as AIDS, malaria and malnutrition, and a deteriorating environment. At their twenty-eighth conference 
in Dakar in June 1992, the heads of state of the Organization of African Unity had demonstrated an intense 
determination in their commitment to fight AIDS. He had attended the conference and had reiterated WHO，s 
unwavering support for the peoples of Africa in their fight against the pandemic. The WHO Ministerial 
Conference on Malaria, held in Amsterdam in October 1992, had reminded the world of the growing severity 
of the threat posed by that disease. It had resulted in a commitment to a global malaria control strategy 
developed by WHO in collaboration with Member States. WHO，s action in following up that conference would 
focus on the implementation of national strategies，which must use a coordinated interdisciplinary approach, 
and on coordinated resource mobilization. In support of that aim, particular attention would be given to 
strengthening capabilities for multisectoral action at community level in the context of primary health care. In 
December 1992, the first ever International Conference on Nutrition, jointly organized by WHO and FAO, had 
adopted a World Declaration on Nutrition and a Plan of Action. More than 160 countries had undertaken to 
ensure sustained nutritional well-being for all people. They had declared their determination to eliminate 
hunger and to reduce all forms of malnutrition. Recognizing that equitable access to nutritionally adequate 
and safe food was a right of every individual, they had also emphasized the importance of health and care 
throughout life. WHO's follow-up action would take place at the country level, where it could best support 
national policies and grassroots participation. 

Following the United Nations Conference on Environment and Development, held in Rio de Janeiro in 
June 1992, and resolution WHA45.31, a new and integrated strategy had been prepared to help countries to 
include health and environmental concerns in their development plans. The proposed strategy would be 
discussed by the Board later in the session. He had set up a Council on the Earth Summit Action Programme 
for Health and Environment, with senior officials from different countries as members, to advise the 
Organization in rallying political and financial support for the implementation of the integrated strategy. 
Finally, he was gratified to report that WHO had been closely associated with the World Bank in preparing its 
World Development Report 1993, which would focus on investing in health. 

In addition, WHO had taken part in international activities for the reconstruction and development of 
Cambodia and countries of central and eastern Europe. WHO had also led the United Nations system unified 
delegation to the Lisbon and Tokyo meetings on assistance to the newly independent States of the former 
USSR. On all continents, particularly Africa, WHO had been involved in emergency relief operations, 
humanitarian assistance and the rehabilitation of health care systems following natural and man made 
disasters. Somalia and other countries of the Horn of Africa, the drought-stricken nations of southern Africa, 
and Liberia were just a few examples of countries in which WHO had carried out emergency assistance and 
follow-up operations. The former Yugoslavia was another area where the Organization had quickly developed 
a large programme of humanitarian assistance. 

WHO's presence in all those initiatives and its leadership in many of them were clear signals of its 
determination to take action and follow through with its plans for the health development of all the peoples of 
the planet. Concretely, that had been reflected in real increases in resources provided for some specific areas 
of emphasis in the proposed programme budget for 1994-1995. 

Taken as a whole, however, the proposed regular programme budget for that biennium complied with a 
policy of zero growth in real terms. It would be the sixth consecutive biennium in which that policy had been 
implemented in WHO. The Organization's expectations of extrabudgetary resources were also shown in the 
programme budget document. He must, however, express WHO，s concern, and the concern of countries in 
need, at the relatively low level of extrabudgetary funding made available for the development and 
strengthening of basic health infrastructure. All Member States had repeatedly recognized that such 
infrastructure and its long-term funding were prerequisites for the sustainability of health programmes. For 
many countries in need, the translation of statements recognizing those priorities into increases in both 
domestic and international resources would be vital. 

Recently he and the Regional Directors had looked more closely at WHO's operational priorities and at 
how the Organization could best proceed at the level of programme implementation. In a fruitful dialogue, 
they had discussed the administrative and technical aspects of management. WHO's regions and the regional 
committees had always produced a wealth of ideas and contributed a diversity of experience, which had been 
major assets. Now, however, the Organization had to be more proactive in its cooperation with ministries of 



health and health-related ministries and with other intergovernmental organizations, nongovernmental 
organizations and agencies that might become active in health and development. To achieve meaningful 
coordination, it was essential that health ministries themselves should intensify their dialogue with the political 
decision-makers in their governments and cooperate with other sectors at the national level. 

Within the United Nations system, the Organization must fulfil its mandate in harmony with other 
organizations and bodies, including the Administrative Committee on Coordination. WHO could, and must, 
fulfil its global mission by supporting local health interventions and by advocating health as a vital component 
of a new world order. In the changing world of the 1990s, health demanded a new partnership, which must be 
developed between WHO and its Member States, among Member States themselves, between North and 
South, the haves and the have-nots, the States and their citizenry, nations and regions, the public and private 
sectors, health workers and their patients, and individuals and their own health. That implied a new social and 
international covenant, a sharing of resources and responsibilities at many different levels. 

Economic factors had had a major effect on health status by widening the gap between the haves and the 
have-nots. An in-depth look needed to be taken at what conventional health statistics might be preventing 
analysts from seeing. When the end of the cold war had triggered great optimism, he had warned that the 
expected peace dividend might be cancelled out by an upsurge in local conflicts and had argued that, bound by 
the common concern for the health of all peoples, forces should be joined to erase North-South and East-West 
dichotomies. 

WHO's objective remained the same - the attainment by all peoples of the highest possible level of 
health - as did its function of acting as the directing and coordinating authority on international health work. 
He strongly believed that its mission of ensuring health for all must remain unchanged and his major concern 
was to lead the Organization into making effective and steadfast progress towards that unchanged destination, 
while acknowledging that the road and road conditions had changed tremendously, perhaps becoming even 
rougher. That was why he had called for greater pragmatism in the Organization's approach to health 
programme implementation. 

In such a diverse and changing world it was vital to be able to recognize quickly any opportunities for 
health action and to seize them as they emerged. WHO needed to arm itself for the future with an effective 
management information network that could help it to keep track of health-related changes in the general 
environment. The Organization's staff would also need to build up new types of competence to aggregate and 
analyse cross-sectoral data in order to extract their relevance for health. WHO as a whole would then be 
better equipped to chart innovative approaches to new and changing health issues. What was needed was a 
shift in the Organization's understanding of health and how it was to be obtained. The working and workable 
framework - the "new health paradigm" - that he pressed for would be more flexible and would thus help the 
Organization to take into account the new and evolving dimensions of health. Clearly, WHO's leadership in 
health development programmes required a combination of idealism, pragmatism and a multidisciplinary 
approach to the achievement of health for all. 

Health systems were in transition, as was WHO. The Executive Board's Working Group on WHO's 
Response to Global Change had put forth stimulating and valuable observations and suggestions for discussion 
at the present session. He had personally submitted his own vision for the future and, in his Introduction to 
the proposed programme budget for 1994-1995, he had highlighted six main items that he believed should be 
part of WHO's agenda for health. Two were related to WHO's mission and functions at country and 
international levels; one referred to financial provisions for ensuring the sustainabUity of the Organization's 
programmes of cooperation; two related to enhancing to the utmost WHO's cooperation with countries and 
the capabilities of its staff; and one applied to internal and structural reforms within WHO to back up the 
strengthening and redirection of its services to those who had both the need and the will to implement health-
for-all strategies. 

WHO's first priority should be its direct support to Member States, particularly those in greatest need, in 
the implementation of their health-for-all strategies. At the same time WHO must be maintained as a centre 
for excellence, to serve the interests of both health and development. A major activity of the Organization was 
to facilitate the international exchange of technology and human resources and cooperation in wider fields, 
including disease control, nutrition and the environment. The ability to rely on carefully thought-out ethical 
and technical standards would become all the more important in an increasingly interdependent world. That, 
in turn, would enhance WHO�standard-setting activities. 

Under WHO's priority programmes, much progress had been made towards the achievement of the 
Organization's goals. An 80% global coverage by child immunization had already been reached. 
Dracunculiasis would be eradicated by the end of 1995. It was expected that the eradication of poliomyelitis 
and the elimination of leprosy as a public health problem would be achieved by the year 2000. 



Present world prospects still pointed towards economic stagnation, and recovery was likely to be slow, 
implying a shortage of funds for health and a greater need for pragmatism. The major problem could be said 
to revolve around uneven distribution of resources and unequal development between countries and among 
different groups within countries. As the world entered deeper into a transition period, imbalances and 
inequities in the distribution of health resources were worsening; health and sustainable development were 
two inseparable sides of the same coin. It must be realized that health and development were processes 
requiring fundamental choices which had to be constantly reaffirmed, nationally，regionally and globally. In 
saying that WHO must promote a "health culture", he meant that it must promote general awareness that 
health was a way of life for individuals and for communities. Health was a way of thinking, living and relating 
to others. 

In the past few decades, a body of international law had been built up by the world community whereby 
States had committed themselves to complying with a number of human rights and humanitarian obligations. 
By adopting the World Declaration on Nutrition, the ministers of health and agriculture assembled in Rome, 
representing over 160 States, had rededicated themselves to principles and obligations enshrined in the 
Universal Declaration of Human Rights, the Geneva Conventions and the United Nations Charter, including 
the safe and timely distribution of food and medical supplies to those in need in times of conflict or disaster. 
A demonstration was now needed from the international community of the political will and capability to 
enforce those commitments. Much of the unrest and distress in the world could be traced to a widening gap in 
social, educational and economic development. Fellow human beings in distress were owed emergency relief 
and humanitarian assistance irrespective of their creed or origin, and they were also owed genuine recognition 
of their development needs，which were also development rights. 

Health was a fundamental human right, which must be upheld with peaceful but powerful weapons - care, 
compassion, mutual respect and education. Health was inseparable from individual rights and freedoms, and 
from the right to development, and all countries and peoples must enter that new partnership in which long-
term policies and funding would support multi-pronged development programmes in full respect for individual 
and community rights. 

Hope must be restored. It must also be shared and sustained. Responsibilities, resources and efforts 
must be shared by all if there was to be peace，health and a future for everyone. 

South-East Asia 

Dr KO KO (Regional Director for South-East Asia) presented the highlights of events and activities set 
out in his report. 

The Regional Committee had held its forty-fifth session in Kathmandu，Nepal, from 7 to 13 September 
1992 under the chairmanship of Mr Mukunda Shumsher Thapa, Secretary, Ministry of Health of Nepal. The 
meeting was opened by Dr Abdul Sattar Yoosuf’ Deputy Minister of Health，Maldives, in his capacity as 
Chairman of the forty-fourth session of the Regional Committee. The Director-General of WHO had 
informed the Committee of the progress and future perspectives of the Organization and its work. 

Pursuant to the decision of the Regional Committee in 1991，he had presented a short report covering 
the period 1 July 1991 to 30 June 1992. The Committee had also discussed other important health issues of 
the Region such as AIDS, the elimination of leprosy, malaria control, and the balance of human resources for 
Health for All 2000. It had adopted nine resolutions. 

The Sub-committee on Programme and Budget had reviewed the regional proposed programme budget 
for 1994-1995, formulated on the basis of zero-level growth for the fifth consecutive biennium. Out of the total 
regular programme budget of US$ 97 million，over 70% of the regional budget had been allocated to country 
programmes. In addition, four countries with small WHO budgetary allocations had received a higher net 
increase compared with the others but without any reduction in the total budget for any country as compared 
with the previous biennium. 

A Working Group of the Consultative Committee on Programme Development and Management had 
been constituted in 1991 to examine critically all aspects of WHO programme management in the Region. Its 
findings and recommendations had been endorsed by the forty-fifth Regional Committee. The 
recommendations called for specific action at the regional and country levels for further improvement of 
programme management. At regional level, the monitoring system would be improved, along with better and 
quicker two-way information exchange for timely decision-making and improved programme implementation. 
The recommendations pertaining to the countries would be implemented by the national authorities in close 
cooperation with WHO representatives. He trusted that overall management of WHO programmes in the 
Region would show further improvement. 



During 1992，a number of countries in the Region had experienced sharp increases in HIV infections, 
which were now spreading into the general population in addition to affecting intravenous drug users, female 
prostitutes and persons with sexually transmitted diseases. AIDS was now a potent threat to families in those 
countries but he was encouraged by the fact that in all countries in the Region there was unwavering political 
commitment at the highest level to addressing the problem. The Regional Committee had stressed the need to 
adopt a multisectoral and integrated approach as well as to mobilize all required resources from national 
budgets in addition to extrabudgetary resources for prevention and control activities. 

Other important health problems had also engaged the attention of the Regional Committee. Malaria 
was a major concern and the Committee had requested countries to base their control strategies on a country-
specific epidemiological approach by stratification and to develop the infrastructure required for early 
diagnosis and treatment. Progress made in the affected countries towards achieving the elimination of leprosy 
was noted with satisfaction by the Regional Committee and countries were urged to sustain their strategies and 
to mobilize additional resources to facilitate increased coverage by multidrug therapy. 

Other significant developments included the Tenth Conference of Heads of State or Government of Non-
aligned Countries, held in Jakarta, Indonesia, in September 1992. It was encouraging and significant that the 
summit conference had given prominence to the issue of health development in the deliberations of the 
economic subcommittee and included that topic in the Summit Declaration. The Heads of State or 
Government had reaffirmed that health was central to development and a fundamental human right and 
reiterated their commitment to the goal of health for all by the year 2000 as part of overall development in a 
spirit of social justice. Non-aligned nations would develop a plan of action to implement the Summit 
Declaration in which health had a significant place, and it was expected that WHO and the South-East Asia 
Region in particular would play an active technical support role in follow-up activities. 

The Ministers of Health of the South-East Asia Region at their tenth meeting in Kathmandu in 
September 1992 had reviewed the progress made on important issues addressed at their meeting in 1991, such 
as health of the underprivileged, AIDS, ecology, and environment and health and had also discussed trends in 
communicable diseases, particularly AIDS, malaria and cholera, as well as the public-private mix in the delivery 
of health care in a changing socioeconomic situation. 

Overall economic growth in most countries of the Region was not significant and that, together with 
inflation and increasing indebtedness, necessitated structural adjustments. The situation strongly underlined 
the need to improve efficiency ând effectiveness of management of health resources requiring, inter aliay the 
strengthening of national management capabilities at all levels of the health sector. Countries had received 
technical and financial support through the WHO country programme and the intensified WHO cooperation 
(IWC) initiative undertaken in six countries of the Region (Bangladesh, Bhutan, Maldives, Mongolia, Myanmar 
and Nepal) in which activities ranging from the development of national health policies and national health 
development framework to health care financing and health insurance studies had been assisted. Joint efforts 
with WHO headquarters under the IWC initiative had successfully supported a donor's meeting in Mongolia in 
October 1992. A further successful example was the conclusion of an agreement between the Government of 
Bangladesh and the World Health Organization on the fourth population and health project. The interregional 
consultation on the IWC initiative held in the South-East Asia Regional Office in December 1992 had further 
strengthened the country-centred approach and enhanced the clarity of the initiative. It was planned to focus 
attention on health planning and management. 

In the area of health research, emphasis was laid on strengthening national capabilities, including 
institutional strengthening with particular reference to health systems research. The dengue vaccine 
development programme in Thailand had yielded positive results in that a monovalent candidate vaccine had 
now been produced against all four types of the virus. Tetravalent vaccine had been shown to be immunogenic 
and safe in adults and thus the main objective of the project covering initial phases had been achieved. 

The discovery that there was a significantly high prevalence of non-A and non-B hepatitis in most 
countries of the Region had led to a decision to support the development of a protocol in 1992 to conduct a 
multicentre collaborative epidemiological study of that form of hepatitis in relation to hepatitis С virus. 

Fresh initiatives and research studies had been undertaken in medical and nursing education, resulting in 
institutions in India, Indonesia, Myanmar, Nepal and Sri Lanka introducing elements of problem-based 
learning into teaching programmes. 

Experience in Myanmar with the Joint WHO/UNICEF Nutrition Support Programme, where the focus 
had been on the nutrition aspects of mother and child health services, protection of breast-feeding, promotion 
of appropriate weaning, and the control of infections that adversely affected nutritional status, had been 
published as Regional Health Paper No. 20 entitled Strengthening nutrition in primary health care. Furthermore, 
the South-East Asia Nutrition Research-cum-Action Network had held its second meeting in Indonesia in June 



1992, bringing together operational and research expertise available in the Region. As a priority issue，the 
network was focusing attention on weaning food, iron-deficiency anaemia, and vitamin A deficiency. 

Emerging issues in the Region were tobacco-related problems, health problems of the elderly, accident 
prevention and deafness prevention, and a númber of pertinent initiatives were being undertaken. He drew 
attention specifically to the comprehensive legislation relating to smoking in Mongolia, the national action plan 
developed in India to address tobacco-related health problems, and increasing public awareness regarding the 
dangers of tobacco use in almost all countries of the Region. During 1992, WHO had supported group 
educational activities in some Member States for promoting programmes on health care for the elderly within 
the framework of national health care systems. To address the problem of deafness, a new umbrella agency 
comprising the International Federation of Oto-Rhino-Laryngological Societies and its partner organizations 
had been launched with the collaboration of WHO during the Third Asian-Pacific Congress on Deafness held 
in Thailand in August 1992. 

During a meeting with the Regional Director in November 1992, the WHO representatives of the Region 
had discussed the important topic of women, health and development in the context of the Technical 
Discussions held at the Forty-fifth World Health Assembly in May 1992. Another important related issue 
discussed at that meeting was that of safe motherhood and as a result greater emphasis would be placed on 
that priority theme. The WHO representatives had dealt at great length with their managerial and technical 
role - a new perspective - to equip them for facing the new challenges emerging for WHO. In conclusion, he 
reiterated that steady progress in health development in the Region had been made on many fronts in 1992 
and had been achieved under conditions of great financial stringency. 

The achievements made by Member States of the South-East Asia Region, in areas ranging from 
development of health policy to the control of priority diseases using all available technologies, had been highly 
commendable. It was clear that countries had continued to make steady progress in spite of economic, social, 
political and other problems such as natural and man-made disasters. Furthermore, in the years ahead, as new 
concerns emerged, WHO would continue to provide technical and other support to the Member States in 
order further to consolidate the progress already achieved as well as to address the new challenges. 

Europe 

Dr ASVALL (Regional Director for Europe) said that the European Region had undergone dramatic 
changes in the past year. It now had 16 new Member States, mainly owing to the collapse of the former Soviet 
Union and the former Socialist Federal Republic of Yugoslavia. The new national administrations, which had 
no experience of running independent nation states, faced grave economic problems and, some of them, war or 
civil war. In western Europe, progress towards greater European unity had slowed down, albeit, it was hoped, 
only temporarily, owing to dissatisfaction with the Maastricht Treaty and the rejection in Switzerland of the 
EFTA/EEC Agreement on the European Economic Space. 

The emergence of 16 new Member States was, for WHO，s Regional Office for Europe, a welcome event 
but one which posed very difficult problems，since the Office had not received additional funding to serve the 
new countries. On the contrary, from the beginning of 1992，there had been a 15% reduction in the planned 
programme budget, owing in part to the collapse of the Soviet Union, and in part to the cost absorption voted 
by the World Health Assembly. As a result, major replanning had been necessary, a difficult and complicated 
exercise, which had included the need to reduce staff. He commended the mature and cooperative attitude of 
the staff and the Staff Association during that difficult period. 

The first of the main developments in the past year had been on the political front. Since the adoption 
of the European health-for-all policy by the Council of Europe in 1991，there had been few problems of 
cooperation between WHO and that organization. There had, however, been a somewhat more complicated 
situation with regard to the European Community. An Ad Hoc Committee had been set up by the Regional 
Committee in 1991 to propose a clear strategy to deal with that problem. In September 1992, the forty-second 
session of the Regional Committee had adopted the recommendations of the Ad Hoc Committee which had 
resulted in two major changes. The political weight of the regional organization of WHO in Europe had been 
strengthened by creating a regional equivalent of the global Executive Board and by strengthening the position 
of the Chairman of the Regional Committee. Secondly, the Regional Committee had decided as a matter of 
policy to take concrete steps to bring WHO, the European Community and the Council of Europe closer, 
through a so-called "rapprochement" strategy, in the spring of 1993. 

The forging of such links between European organizations would, he believed, inspire the establishment 
of similar links in other regions. Another positive development had occurred in December when nine 
countries in the south-eastern part of the Region had pledged closer cooperation in promoting health for all in 
their countries, with the support of WHO. 



With regard to the management of the European Regional Office itself, a new unit for Country Health 
Development had been created, despite the financial crisis, in order to strengthen capacity for helping, in 
particular, the countries of central and eastern Europe. Since the Regional Office had only some 60-70 
professionals to address a Region of 850 million people in nearly 50 countries, its main strategy had to be to 
act as a catalyst. The emphasis was on the European health-for-all policy with its 38 targets, which he saw as a 
major working tool to inspire governments, institutions and individuals to take appropriate action. In 1992, 
eigiit countries had taken major initiatives: Luxembourg, the Netherlands, Turkey, France, Lithuania, 
Hungary, Croatia and England. An important feature in many countries of Europe was that sub-national 
structures, such as counties in Denmark, were being granted strong mandates to influence health developments. 
In November 1992, a new "network of regions for health" had been established in Dusseldorf, by 11 regions 
from eight European countries and the Regional Office. Its explicit terms of reference were to promote the 
development of health-for-all policies at the level of sub-national structures in Europe. 

The WHO Healthy Cities network now had an inner core of 35 European cities, in addition to 
20 national network offices working with WHO in organizing 20 city networks involving more than 500 
European cities. The Healthy Cities symposium organized in June 1992 to evaluate the first five years of that 
European network had decided to continue for a further five years, with the addition of the requirement that 
any city participating must develop its own city health policy based explicitly on the European health-for-all 
policy and its 38 targets. 

The Regional Office was further concerned to reach local level and had，therefore, started three 
additional networks. The health-promoting-hospital network established in 1991, had reached 27 hospitals in 
14 Member States in 1992. The health-promoting-schools network, in cooperation, with the European 
Community and the Council of Europe, had expanded to 12 countries and 150 new schools in 1992, with seven 
more countries to join in 1993. The "healthy work-sites/company" network was still in the development phase, 
but its potential for reaching European companies was particularly interesting. Those networks would not only 
promote more healthy life-styles, a more healthy environment, and better quality of health care, but would also 
create a new type of social movement by bringing together the main partners involved at local or national level. 
The health-promoting-schools project would bring together students, parents, teachers and school health 
services in each local school to analyse local health problems and design appropriate solutions. At European 
level, there would be cooperation between WHO, the European Community, the Council of Europe and 
UNESCO, and at national level, ministries of health, ministries of education, teachers' organizations, parents' 
associations and students' organizations would be involved. Those arrangements would constitute a feedback 
mechanism which would serve as a basis for advice to other countries. 

Research and development was oriented towards the four main strategies of the European health-for-all 
policy. At its forty-second session, the Regional Committee had decided to continue the Europe-wide tobacco 
action plan and to create an alcohol action plan in the area of life-style and health. The Second European 
Conference on Food and Nutrition had made welcome progress in achieving cooperation with the agricultural 
sector in the area of health and nutrition. He highlighted the success of the collaborative project in Wales in 
getting local communities to change their life-styles in very innovative ways. Full details of research and 
development activities were available in the report of the Regional Director. 

The new environment and health divisions created in 1991 in Italy and the Netherlands were not fully 
operational and these, together with the addition of a third in Nancy, France in 1992 had considerably 
strengthened manpower and resources available to the Regional Office for environment and health. A major 
review of the status of environmental health in Member States was being developed, in preparation for a 
conference planned for 1994 in Finland. Work had begun on developing better environmental health 
surveillance systems and improving standardization in measuring the impact of environmental factors on 
health. The new unit of Radiation safety in the Rome division had made a significant contribution in August 
1992，when an expert mission had confirmed that there were indeed clear signs of a very significant rise in 
thyroid tumours in children in areas around Chernobyl. 

In the field of health services there were major changes and new ideas in Europe, particularly in central 
and eastern Europe, with strong public pressure for decentralization, privatization and introduction of health 
insurance systems. However, there seemed also to be widespread dissatisfaction with systems in western 
Europe. A permanent working group, the EUROCARE project had been set up by the Regional Office to 
provide systematic analysis of the many experiments being undertaken in the Region and to provide feedback 
to individual Member States. A series of expert missions and consultations had been organized with various 
Member States, and the financing of health care had been the subject of the Technical Discussions at the 
previous session of the Regional Committee. 

The main issue under discussion in Europe，however, was increasingly becoming quality of services. 
Studies during the 1980s undertaken by the Regional Office had led to the development of simple and practical 



approaches to health care. Major developments in 1992 had covered three areas. The first was research and 
development for quality indicators in selected fields such as oral health, stroke, maternal and child health and 
rehabilitation. The second concerned the two pilot applications of programmes for quality of care, one a 
hospital-based hospital infection control system and the other, in close cooperation with the International 
Diabetes Federation, on the problem of diabetes. It was hoped that the two pilot programmes would show the 
basic principles and how significant reductions in health problems could quickly be achieved through simple 
approaches to health care. The third major development related to the development of basic policies. In a 
joint project with medical associations throughout Europe, a draft model policy on quality of care had been 
developed for a national medical association. It would be discussed at the annual meeting of the European 
Forum of National Medical Associations and WHO in Utrecht in January 1993. Another project, with the 
Government of Denmark, aimed at developing such a model for national administrations. 

The Regional Office was seriously concerned about the threat of an epidemic of AIDS in central and 
eastern European countries. The problem would be addressed at a ministerial conference in Riga at the 
beginning of April 1993. With regard to the eradication of poliomyelitis there had been a setback in 1991， 
mainly due to the weakening of the Expanded Programme on Immunization in countries undergoing rapid 
political change and civil unrest. 1992 had seen some improvement thanks to concerted efforts. He wished to 
commend colleagues in the American Region where no case of poliomyelitis had been registered for more than 
a year. 

There was a special programme to support the needs of central and eastern European countries, in the 
context of the EUROHEALTH programme. The first wave of countries that had gained their independence, 
Bulgaria, Czechoslovakia, Hungary, Poland，Romania and to some extent the Baltic States and Croatia, had 
now established legislation providing for a more pluralistic system and different financing methods. Their 
attention was now turning to the more fundamental problems of health such as life-styles and health and 
quality of care. The countries of the Commonwealth of Independent States, on the other hand, were still 
deciding on their basic strategies. It was extremely important to ensure that the advice they received was 
measured and balanced at a time when some of the advice being dispensed was expensive and inappropriate. 

He welcomed the new willingness within the United Nations system and among other major 
organizations to cooperate much more closely. The Regional Conference in Istanbul, organized by the Turkish 
Government, had demonstrated the agreement among a wide variety of organizations such as the Regional 
Office, the World Bank and USAID on key policy issues concerning health development in the "Asian 
Republics" in the former USSR. The search for pragmatic cooperation in individual countries would reduce 
waste and maximize efforts to the ultimate benefit of the Member States receiving the aid. He particularly 
welcomed the initiative of the Secretary-General of the United Nations in establishing coordinating offices in 
the CIS countries. 

The new cooperation was also clearly evident in the former Socialist Federal Republic of Yugoslavia. 
Despite initial lack of funding and staffing, it had been decided to start a humanitarian relief programme for 
that country. Funds available now totalled 15 million dollars. There were now twenty-five people in the field 
located in Zagreb, Sarajevo, Split and Belgrade, and a presence would be established shortly, in Skopje. The 
focus was on six main programme areas: general public health advice to other United Nations organizations, 
governments and nongovernmental organizations; overall coordination of basic equipment and supplies for 
Bosnian health care institutions; rehabilitation of war victims such as the physically disabled and those who 
had undergone rape and torture; practical measures to alleviate the impact of the winter on the starving 
population; a pilot programme to provide improved primary health care services for refugees and displaced 
persons; and a counselling service to help United Nations staff cope with the stress caused by danger and 
hardship. He had been much encouraged by the excellent cooperation with UNHCR, UNICEF and other 
United Nations organizations as well as many donor agencies and countries not only in Europe but also from 
outside the Region. 

The experience in the former Yugoslavia showed that WHO could play a more effective role in future in 
providing humanitarian aid in disaster situations, provided that minimum initial funds were available, that 
there were personnel on the ground at an early stage and that there was close cooperation with other United 
Nations organizations. 

In conclusion, he wished to commend the way the staff had risen to the challenge of a year which had 
probably seen more activity than ever before in the operations of the Regional Office, against a background of 
financial crisis. 



Eastern Mediterranean 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that despite the seemingly 
intractable problems of Member States in the Eastern Mediterranean Region, new approaches in support of 
national health-for-all programmes had been implemented in several countries. Basic minimum needs projects 
had been implemented in seven Member States including Somalia. An action-oriented school health 
curriculum for primary schools was in place in five Member States, and would be introduced in five others 
shortly. Health systems based on primary health care had been strengthened. Leadership development 
programmes in health had resulted, since the first session in 1989，in the graduation of 19 mid-level career 
health professionals, some of whom would be future health leaders. The timely concept of healthy cities and 
healthy villages had been promoted. 

The proposed programme and budget for the Region for 1994-1995 had been finalized and preparations 
had begun on the Ninth General Programme of Work. Senior national health officials continued to visit the 
Regional Office periodically, and had jointly reviewed programmes in progress in the Region with staff of the 
Office. The second evaluation of the health-for-all programme in the Region had been completed, and would 
form part of the eighth report on the world health situation to be published by WHO later in 1993. The 
evaluation had revealed uneven progress in health development in the 22 Member States of the Region, owing 
to various factors both natural and man-made. 

Activities in support of developing human resources for health had focused on strengthening nursing 
curricula and the nursing/midwifery planning process. A nursing data base was being established to identify 
resource gaps. In the Islamic State of Afghanistan, for example, doctors, themselves few in number, far 
outnumbered nurses. In Yemen, deployment of more nurses, midwives or traditional birth attendants would 
undoubtedly help to lower the very high maternal mortality rate in that country, estimated at 100 deaths per 
10 000 live births. To combat maternal mortality, the Regional Office had launched a new initiative 
emphasizing the health of mothers, promoting the Safe Motherhood Initiative in Member States, advocating 
one birth attendant per village or urban quarter and assisting countries in the Region in eliminating neonatal 
tetanus. 

The regional nutrition programme had continued to provide technical support at country level and 
intercountry workshops for countries prone to iodine deficiency disorders. It had also initiated and supported 
the development of a regional nutrition training course in Cairo, to provide more qualified nutritionists. The 
International Conference on Nutrition, organized jointly by the Food and Agriculture Organization of the 
United Nations and the World Health Organization, had met in Rome in December 1992, with participants 
from over 160 countries and some 160 international and nongovernmental organizations. Considering the 
seriousness and urgency of the situation of hunger and malnutrition in the world, most brutally apparent in 
Somalia, it was ironic and disturbing that, despite the many technical advances achieved in many fields, there 
remained to be discovered a simple and equitable way of feeding the world's population. Without an adequate 
daily energy supply, the human organism could not be healthy. The Conference had resulted in a World 
Declaration and Plan of Action aimed at eradicating hunger and malnutrition at a global level. Without food 
for all, there could be no health for all. 

An intercountry meeting on developing a national strategy for care of the elderly had been held in 
Oman, followed by an interregional consultation in Egypt in October 1992, which had produced a strategy for 
the decade to be included in the United Nations Global Strategy. 

In the area of mental health, progress had been made in mental health programmes in many schools by 
educating children on the harmful effects of tobacco, alcohol and drug abuse, as well as in better care and 
understanding of the problems of the physically and mentally handicapped. 

In the area of environmental health, cost-effective waste-water treatment technology was being adopted, 
such as the stabilization ponds in use in Egypt and Pakistan. The high birth rates in most countries of the 
Region and rapid urbanization had resulted in a number of problems related to health and the environment. 
One approach to addressing such problems was to promote the concept of healthy cities and villages, and 
several Member States had relevant projects under way. 

National programmes for ensuring the quality of laboratory services had been established in some 
Member States, and the Regional Office had prepared a manual on quality assurance. Ten Member States 
were participating in international programmes for quality assessment, and at least four had begun local 
production of some reagents and kits. In order to encourage other States to do likewise, the Regional Office, 
in collaboration with WHO headquarters, was also preparing a manual on methods of production of the 
reagents used for most common analyses. 

The development of blood transfusion services in 11 Member States was supported by WHO and the 
Arab Gulf Programme for United Nations Development Organizations (AGFUND) in a collaborative project. 



The aim of the project was to attain self-reliance in ensuring safe blood, blood components and blood products, 
on the basis of a voluntary, non-remunerated donor recruitment system. Remarkable progress had been made 
in some countries. Two blood transfusion centres，in Amman, Jordan, and in Tunis, Tunisia, had been 
transformed into regional training centres. A manual on blood transfusion, based on the reports of three 
workshops which had been supported by WHO and the AGFUND, was to be published shortly. 

The regional programme on essential drugs had received commendable technical and financial support 
from the Action Programme on Essential Drugs at WHO headquarters. The emphasis of the programme was 
on formulating national drug policies. In 1992，three further Member States had prepared documents on 
national drug policy. Further national and sub-regional workshops had been organized, in order to discuss with 
academic staff from various medical, pharmacy and nursing schools in the Region the possibility of introducing 
into undergraduate curricula the concepts of essential drugs and the rational use of drugs. During the first 
intercountry meeting of drug information officers, which had been held in Alexandria in October 1992，regional 
and national plans to establish drug information centres and an adverse drug reaction monitoring system had 
been discussed. 

Self-reliance in vaccine production had been another area of high priority. Collaboration was being 
encouraged among the four leading institutions for vaccine production in the Region: in Egypt, the Islamic 
Republic of Iran, Pakistan and Tunisia. Communicable diseases were still public health problems in some 
States, despite the clear impact of the Expanded Programme on Immunization in reducing morbidity and 
mortality; programme activities for eradicating poliomyelitis and eliminating neonatal tetanus were gaining 
momentum in Member States that had national plans to achieve those targets. The two outbreaks of 
poliomyelitis that had occurred in the Region in 1991-1992 - in Pakistan and in Jordan - had been contained 
successfully. He looked forward to progress in the "children's vaccine initiative", sponsored by five 
organizations, including WHO, the goal of which was the development of a single, oral immunization that 
would be given to all infants shortly after birth in order to protect them against all of the major diseases of 
childhood. 

Malaria had once again become a serious public health problem in several Member States, owing to the 
disruption of control activities by civil wars and unrest and to an increase in chloroquine resistance. ТЪе 
ministerial conference on malaria, which had been held in Amsterdam in October 1992, would help to pave the 
way for WHO to support national implementation of the new global malaria control strategy. 

Several units had been established in Member States to train personnel in the control of diarrhoea, and 
they were contributing significantly to proper clinical management of that condition. There had, however, been 
outbreaks of cholera in several areas of the Region, and for the last two years cases of cholera and shigella in 
one country had reached epidemic levels. 

Although the epidemiological situation of tuberculosis had improved in many countries of the Region, 
unfavourable conditions prevailing in countries such as Somalia, Sudan and Yemen were promoting the spread 
of that disease. The rapid spread of infection with the human immunodeficiency virus (HIV) and of AIDS in 
certain countries had been accompanied by a corresponding increase in the prevalence of tuberculosis. During 
1992，a data base had been established to monitor and assess the impact of national programmes to control 
tuberculosis. 

As was the case throughout most of the world, AIDS was spreading; moreover, there was evidence of 
indigenous spread in practically all countries of the Eastern Mediterranean Region, and particularly in Djibouti 
and Sudan. WHO had estimated that about 100 000 men, women and children in the Region were now 
infected with HIV. As of December 1992, almost 1600 cases of AIDS had been reported, although the actual 
number was probably close to 5000. The epidemics of HIV infection and AIDS were still in their early stages 
in the Region, but infection rates were increasing, particularly among groups with high-risk behaviour. As no 
vaccine was foreseen for five to 10 years, the only way to prevent infection was through education. The 
Regional Office was disseminating information on the subject, through its AIDS Information Exchange Centre. 
Regional policy advocated abstinence and early marriage with delayed pregnancy, i.e., family planning, in 
addition to the global elements of the WHO policy. 

National plans to control leprosy, in countries where it was a public health problem, had been brought up 
to date in 1992. The emphasis had been on active case-finding, use of the latest treatment recommended by 
WHO and active collaboration between agencies involved in leprosy control. 

A technical paper on zoonotic diseases，which had been presented to the Regional Committee in October 
1992，would help to strengthen national control programmes by ensuring more active cooperation between 
medical and veterinary services. The newly emerging problem of wild rabies, involving foxes on the Arabian 
Peninsula, had stimulated the convening of a consultation, which had resulted in a plan of action to control the 
situation. In view of the increasing importance of salmonellosis, an intercountry consultation had taken place 
to develop regional and national plans to control that infection. 



In the area of noncommunicable diseases, an intercountry consultation had been convened to develop a 
regional programme for the prevention of deafness and other hearing impairments. As a follow-up of one of 
the recommendations of the Regional Advisory Panel on Cancer, guidelines for the management of breast 
cancer had been developed by the Regional Office. Since the prevalence of diabetes meilitus had increased in 
many Member States, a regional advisory panel had been established and an intercountry meeting had been 
held. Furthermore, because of the high prevalence of genetic disorders and haemoglobinopathies in the 
Region and the success of WHO in preventing and controlling thalassaemia in Cyprus, a regional initiative for 
the control of hereditary disorders had been embarked upon. 

The health and biomedical information programme was related to most of the activities of the Regional 
Office, and a national plan had been drafted for the Islamic Republic of Iran in Tehran in July 1992. 
Furthermore, a WHO Collaborating Centre, devoted solely to health and biomedical information, was to be 
established in Tehran, which would serve the needs of all the Member States of the Region. The programme 
continued to promote the use of national languages in medical and other health curricula, as part of the policy 
for "arabization of medical education" in Arabic-speaking countries. The main task was to arrange for the 
production of a suitable range of textbooks in Arabic. Extensive translation activities were under way in some 
countries, to produce texts in, for instance, Dari, Farsi, Pashto and Urdu. 

The Egyptian Government had agreed to the use of a piece of land adjacent to the Regional Office for 
the purpose of building an extension; architectural plans were to be worked out by WHO in agreement with 
the responsible government authorities. 

The Sixteenth Meeting of the Regional Consultative Committee had been held at the Regional Office in 
Alexandria on 31 August and 1 September 1992. The recommendations of the Committee included: (1) that 
community involvement be added to the criteria for resource allocation in the proposed programme budget; 
(2) that the regional share of the WHO global regular budget be increased to 70%-75%; (3) that Member 
States which benefited from unspent funds originally allocated to States in which disasters had occurred might 
share their budgets with those stricken States; and (4) that self-reliance in health be promoted by 
recommending a healthy life-style, family self-care and health education. 

The thirty-ninth session of the Regional Committee had been held in Alexandria on 3-6 October 1992. 
Among the topics that had been discussed were the impact of urbanization on health, zoonotic diseases, and 
advocacy of health for all among medical practitioners. Other items on the Agenda had been the Regional 
Director's annual report T h e work of WHO in the Eastern Mediterranean Region", and the proposed 
programme budget for the Region for the financial period 1994-1995, in which 65% of resources were devoted 
to national programmes. The Committee had passed 12 resolutions, one of the most important of which had 
been a request that the necessary consultations be undertaken between the Regional Director and the 
Director-General so that Palestine could be represented at and participate in the work of the Regional 
Committee. 

Western Pacific 

Dr HAN (Regional Director for the Western Pacific) said that in September 1992 Hong Kong had acted 
as host to the Regional Committee for the first time in its own name; it had also been the first time for many 
years that Cambodia had attended a session. The agenda too had included new issues, such as quality 
assurance in health services and reduction of tobacco use. The increasing prevalence of AIDS and the 
programme for the eradication of poliomyelitis had excited keen interest, underlining the fact that new threats 
to health arose as some of the older ones were overcome. The Technical Discussions on "Healthy urban 
environment" had been enhanced by being held in Hong Kong, which was one of the most dynamic cities in the 
world. 

Steady progress had been reported in some areas, especially in the prevention and control of the 
childhood diseases. Over 90% immunization coverage had been attained in 1991 for all six target diseases; in 
1992，coverage had been 93% for tuberculosis, 92% for diphtheria, pertussis and tetanus, 92% for poliomyelitis 
and 91% for measles. The number of cases of poliomyelitis reported in 1991 had been 56% lower than that 
reported in 1990. Access to oral rehydration salts for the treatment of diarrhoeal diseases had continued to 
increase, as had access to standard case management for acute respiratory infections. Work to eliminate 
leprosy in four of the South Pacific island countries by 1995 had made satisfactory progress. 

Resumption of the work of WHO in Cambodia was still in a critical, early stage. The existing health 
infrastructure was fragile and incomplete, and the prevalences of malaria, tuberculosis, diarrhoea and the other 
main diseases in the Region were known to be high, although comprehensive epidemiological data were not 
available. Parts of the country were still inaccessible. The presence of a large number of international 
nongovernmental and voluntary agencies represented a unique capacity for rebuilding health care systems but 



at the same time a formidable challenge for coordination. Cambodia needed strong, increased support from 
the international community. It could not yet undertake a nationwide initiative to eradicate poliomyelitis, but 
systematic collection of data on cases of the disease had begun, and regular reports were expected later in 
1993. In other countries of the Region in which poliomyelitis was endemic, progress had been encouraging. 
The Region expected to attain its goal of eradication of the disease by 1995，if enough vaccine could be 
obtained to carry out the necessary supplementary immunization programme. 

The presence of quality assurance in health services as an important item on the agenda of the most 
recent session of the Regional Committee reflected the fact that people in most parts of the Region had access 
to essential health services, but that the adequacy of such services varied considerably. It was considered in 
most countries that substantial improvements were required, especially at district and local levels. Such 
improvements could not be achieved only by additional governmental financing, which, in any case, would 
probably not be forthcoming in the foreseeable future. Attention had therefore been focused increasingly on 
improving management, so as to make the best possible use of available resources. 

The regional goal was unchanged: it was still health for all through primary health care, but the 
strategies for achieving that goal had necessarily evolved considerably since they had first been formulated 
more than 10 years previously. The predominance of noncommunicable diseases in the Members States of the 
Region had emphasized the social aspects of health care and particularly health promotion. The prevention 
and control of AIDS also depended heavily on strategies that were not based on medical interventions. 
Environmental health required close collaboration with other sectors. Even for long-standing disease problems, 
such as malaria, it was clear that for effective action WHO had to work with all groups in society: they needed 
WHO expertise in health, and WHO needed their expertise in other areas, especially for economic and social 
support on which further progress in health development depended. 

During the review of budget performance and proposals, some representatives had expressed concern 
about the continued pressure to meet expanding responsibilities with a contracting budget. While ad hoc 
measures such as cost cutting and extrabudgetary fund-raising should be implemented vigorously, only an 
adequate regular budget could place the work of the Regional Office on a firm basis in the long term. The 
guiding principle behind the proposed programme budget for 1994-1995 had been the implementation of the 
health-for-all strategy through primary health care. It therefore reflected the same national health 
development issues as previous budgets. The budget also emphasized the six areas of regional priority, and it 
faithfully reflected the five areas of priority that had been stressed by the Director-General. The Regional 
Office had encouraged Member States to concentrate WHO resources as far as possible on those issues and 
priorities that met the criteria established by the Executive Board in 1990. Most States had moved in that 
direction, eliminating as many marginal activities as possible and amalgamating certain activities in their 
programmes of cooperation with WHO. 

The proportion of the regional budget allocated to the eight elements of primary health care as defined 
at the Alma-Ata Conference was 47% when the term was used in the narrow sense and 81.7% when it was 
used in the broad sense. An increase of nearly US$ 7 million (8%) had been made in the five global priority 
areas and an increase of nearly US$ 8 million (10%) in the six regional priority areas. Human resources, 
management, environmental health and diseases related to life-style had been stressed in particular. The total 
proposed regional programme budget amounted to about US$ 71 million, which represented a net increase of 
13% over the budget approved for 1992-1993. As no real increase was permitted, the additional amount was to 
cover cost increases only. In September 1992, the Regional Office had learnt that the ceiling had been raised 
to 14%, so that a further US$ 629 000 had been added to the budget at the country level, as had been 
suggested, which had been used mainly to cover underbudgeted consultancies. Of the whole budget, 60% had 
been allocated to country activities and 40% to regional and intercountry activities. 

Underbudgeting had been the cause of serious difficulties towards the end of the 1990-1991 biennium 
and had greatly affected implementation of the programme budget for 1992-1993. He did not wish to see a 
recurrence of that situation, and was reasonably satisfied that the level of underbudgeting had been reduced 
enough to allow smoother delivery of the proposed programme budget for 1994-1995. At the time the budget 
was presented to the Regional Committee, however, a shortfall of US$ 4.3 million, or US$ 3.7 million when the 
extra 1% for cost increases was included, had already been anticipated. The current position was that more or 
less reasonable cost increases had been provided for at the country level but that, despite many stringent 
measures, the Regional, WHO Representative and Country Liaison Offices and intercountry activities were 
still underbudgeted; the situation might worsen as the operating biennium approached. Such underbudgeting 
made it very difficult to avoid cutting planned programme activities, and that would undermine WHO，s 
credibility, especially in Member States. He was sure that he spoke for all those present in expressing the 
hope that WHO could eventually assure Member States that aU programmes included in the 1996-1997 budget 
would be implemented fully. 



His report represented a year in which both the financial situation and the development of programmes 
had been in difficulty. The Regional Office appreciated the efforts being made by the Executive Board at the 
global level to shape clear policy directions for WHO as a whole. 

The meeting rose at 12h30. 


