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THIRTEENTH MEETING 

Monday, 16 May 1977, at 2.30 p.m. 

Chairman: Mr F. V. CABO (Mozambique) 
Later: Dr M. L. IBRAHIM (Egypt) 

1. HEALTH ASSISTANCE TO REFUGEES AND DISPLACED PERSONS IN THE MIDDLE EAZT: Item 3.14 of the 
Agenda (Resolution WНA29.69; Documents А30/27, A30 /36, A30/WP /1, A30 /INF.DOC /4, 
A30/INF.DOC /6 -9, AЗO/INF.DOC /11, AЗO/B/Conf.Paper No.10 and Add.l) (continued) 

Dr KEISAR (Israel) said that his delegation had no wish to prolong the discussion, but 
merely to reply to the numerous half -truths, distortions and untruths that had been heard. 
Thus, the figures for population growth in the territories under Israeli administration showed 
an improved state of health, as evidenced by an increase in the fertility rate of the popula- 
tion and a sharp decline in infant mortality from over 150 per 1000 to about 50 per 1000. 
There had also been a marked increase in the expectation of life both at birth and after the 
age of forty. With regard to communicable diseases, he would merely refer delegates to 

paragraph 28 of the abbreviated annual report of the Director of Health of UNRWA (document 
А30/WP /l); it was concerned with the outbreak of cholera in Syria and its spread to the West 
Bank and Gaza Strip, and it spoke for itself. In addition, the Special Committee of Experts, 
which had visited the administered territories in 1976, had stressed the efficiency of the team 
at the paediatric hospital at Gaza, which had achieved 100% coverage in BCG vaccination and 
80 -90% coverage for the fifth dose of poliomyelitis vaccination. As regards medical personnel, 
the Committee, whose Chairman had been Dr Wine of Senegal, had reported that there had been an 
increase in the medical and nursing staff of the public health services. Thus the number of 
doctors in government service in the West Bank had increased from 55 in 1967 to 150 in 1976, 
and the total number of doctors in the area had increased from 109 to 298 over the same 

period; in Gaza, their number had increased from 36 in 1967 to 139 in 1975 and to 154 in 1976. 
There had been a similar increase in the numbers of nursing personnel - from 241 in 1967 to 554 
in 1976 in the West Bank, and from 217 in 1967 to 498 in 1976 in Gaza. As far as hospitals 
and hospital beds were concerned, the Special Committee had reported that, although there had 
not been any increase between 1967 and 1975, the reorganization of services aid the creation of 
several new services had constituted a step forward in the improvement of medical care. 
Furthermore, in 1976 a modern 101 -bed hospital had been opened in Nablus, a new 70 -bed 
gynaecology and obstetrics department had been opened at Gaza, and the hospital at El Arish 
had been enlarged from 30 to 50 beds after the opening of a new department of surgery, 

gynaecology and obstetrics. For further information, he referred delegates to document 

AЗO/INF.DOC /4, which gave a complete picture of the health status of the population in the 
administered territories. 

Dr AL KHADOURi (Oman) said that the proponents of the draft resolution were inspired by 

the humanitarian concerns embodied in the Constitution of WHO. The draft resolution sought to 

defend the interests of humanity and to exert pressure on the occupying authorities in order to 

improve the health status of a population living under a colonialist yoke. He agreed with 
the delegate of Benin that the tragedy of the people of Palestine could also be experienced by 

other peoples in the world. He asked why the occupying authorities had hindered the work of 
the Special Committee of Experts, and requested the adoption of the resolution in its entirety. 

Dr NSOLO (Nigeria) supported the draft resolution introduced at the previous meeting. 

Mr MARMARA (Malta) announced that his delegation wished to cosponsor the draft resolution. 

Dr TAN YAW KWANG (Malaysia) said that the health conditions of the displaced persons should 

be the concern of all Member States of WHO. The two sides of the case had been heard, but 

perhaps the correct picture was still not known. It was therefore important to identify the 

health problems as early as possible and make the correct diagnoses. His delegation did not 

understand why Israel had refused to allow the Special Committee to carry out its tasks, and 

would consequently support the draft resolution. 



A30 /B /SR /13 
page 3 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) explained that he was 

speaking not only on behalf of the United Kingdom, but also on that of the nine Member States 

of the European Community, to explain why they intended to vote against the draft resolution. 

The problem of health assistance to refugees and displaced persons in the Middle East was a 

humanitarian issue, and they therefore regretted that the discussion had once again taken a 

turn that was unlikely to assist progress towards a solution. In addition, the preamble of 

the draft resolution was unacceptable because it recalled resolutions, on some of which many 

of the Member States of the European Community had abstained, or against which they had voted; 

it was also couched in terms that prejudged the issue of what was happening in the area in 

question. Regarding the operative part, the States on whose behalf he was speaking were not 

prepared to condemn Israel: it was not appropriate for a specialized agency such as WHO to 

take such an essentially political step. Nor did they welcome the attack on the principle of 

universality that was implied by the terms of the operative part. That part, like the 

preamble, prejudged the issue. Finally, the States of the European Community regretted the 

raising, in the final part of the text, of political issues which could only be resolved 

elsewhere. 

Dr de VILLIERS (Canada) said that his delegation would vote against the draft resolution. 

In their view, it contained numerous political judgements on questions not within the mandate 
of WHO: its adoption would not assist WHO in achieving its prime objectives. It also 

condemned a Member State on unsubstantiated grounds and contained, in operative paragraph 4, 
a threat that was difficult to accept. The change in the title of the agenda item that was 
proposed in operative paragraph 9 went much further than was justified by the issue in 

question. Finally, reference was made in the preamble to resolutions adopted in other fora; 

that was not acceptable to the Government of Canada. His delegation could agree that WHO 

should investigate any situation detrimental to health, but that must be done in as constructive 
and non -political manner as possible, so that it would be acceptable to all Member States. 
The draft resolution did not meet that criterion. 

Mr NYGREN (Sweden), referring to operative paragraph 4 of the draft resolution, said that 

Sweden had always supported the principle of universality and opposed any limitation of the 
rights of Member States. WHO was not the right forum for political matters, and his 

delegation would therefore vote against the draft resolution. 

Mr GRAHAM (Norway) said that his delegation would also vote against the draft resolution. 

His Government appreciated the problems of health assistance to refugees in the Middle East, 
a humanitarian issue of great importance in which WHO had a role to play, but had reservations 

of principle with regard to operative paragraph 4. Some of the operative paragraphs would 

prejudice any objective analysis of the health conditions in the occupied territories, and 

would make it more difficult to improve the health and political conditions in those 

territories. 

Mr LEROUX (France) said that his delegation endorsed the explanations already given by 

the delegate of the United Kingdom on behalf of the European Community. He would stress that 

the amendments made by the draft resolution to the resolution adopted in 1976 were unacceptable - 
notably in (c) of the seventh preambular paragraph and operative paragraphs 3, 4 and 9. He 

also regretted that it had not been possible to discusss the draft resolution with its authors. 

Finally, at a time when negotiations seemed possible, the draft resolution would not facilitate 

reconciliation. He wanted to make it clear, however, that his delegation's vote did not 

affect the position adopted by France in other fora. France did not approve of all aspects 

of. Israel's behaviour in the occupied territories and remained convinced of the need to 

implement Security Council resolutions 242 and 338. It also believed that a permanent 

settlement in the Middle East must be based on the evacuation of the occupied territories, 

the right of the Palestinians to a homeland, and guaranteed frontiers for all countries in the 

area. 

Mr VOZZI (Italy) recalled that, in 1976, his delegation had abstained in the vote on 

resolution WHA29.69. It would now, for the reasons explained by the delegation of the United 

Kingdom, vote against the draft resolution. His delegation endorsed the views expressed by 

the delegate of France. 
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Mr QUERNER (Austria) said that his Government was in favour of all appropriate measures 

for ensuring the health and the social and mental wellbeing of all persons in the Middle East, 

and especially in the occupied territories, and strongly supported the investigation of the 

situation by the Special Committee of Experts. Nevertheless his delegation would vote against 

the draft resolution because it contained ambiguous statements that prejudged the issue, as 

well as allegations and condemnations not supported by fact. It also invoked other resolutions 

with which his Government could not agree. His delegation believed that the General Assembly 

of the United Nations was the appropriate forum for discussing the activities of Israel in 
the occupied territories. In operative paragraph 4, the action that might be taken in 

accordance with the Constitution of WHO had not been specified; he assumed that it had been 

deliberately omitted. In addition, the final report of the Special Committee had not been 

received and the question could therefore not be discussed. He repeated that the Austrian 

Government wished the Special Committee to fulfil its mandate, and hoped that Israel would 

authorize it to visit the occupied territories. 

Dr MORALES (Costa Rica) said that her delegation would vote against the draft resolution 
for the reasons already given by her Government in the Commission on Human Rights and 
elsewhere. It was opposed to the use of technical fora for political purposes. The 
resolution could only increase the difficulty of finding a solution to the problem. 

Mr MITA (Lesotho) repeated the view he had expressed at the previous meeting that the 

World Health Assembly was not the appropriate forum for political issues and associated his 
delegation with the views of that of the United States of America. 

Mr SIDERIS (Greece) said that, in accordance with the policy of the Greek Government, 
which supported the legitimate rights of the Palestinians, his delegation would vote in 
favour of the draft resolution. He respected the views of those delegations that considered 
that resolution as political rather than humanitarian, but could not share them. The realities 
of life were so complex and interdependent that no aspect could be said to be irrelevant on the 
pretext that politics had nothing to do with humanitarian problems. Nevertheless, his 
delegation's vote should not be interpreted as implying any change in his Government's position 
as stated elsewhere. 

Dr NDOYE (Senegal) said that his delegation would vote in favour of the draft resolution; 
the Special Committee set up by WHO must be able to carry out the task assigned to it. 

Mr EL- SHAFEI (Egypt), seconded by Dr NIAZI (Iraq), asked for a roll -call to be taken. 

A vote was taken by roll -call, the names of the Member States being called in the English 
alphabetical order, starting with Zaire, the letter Z having been determined by lot. 

The result of the vote was as follows: 

In favour: Algeria, Argentina, Bahrain, Benin, Brazil, Bulgaria, Burundi, Cape Verde, 
Chad, China, Congo, Cyprus, Czechoslovakia, Democratic People's Republic of Korea, Egypt, 
Ethiopia, Cabin, Gambia, German Democratic Republic, Greece, Guinea, Guinea -Bissau, Hungary, 
India, Indonesia, Iran, Iraq, Jordan, Kuwait, Lao People's Democratic Republic, Lebanon, 
Libyan Arab Jamahiriya, Madagascar, Malaysia, Malta, Mauritania, Mongolia, Morocco, Mozambique, 
Niger, Nigeria, Oman, Pakistan, Peru, Philippines, Poland, Qatar, Romania, Rwanda, Saudi Arabia, 
Senegal, Socialist Republic of Viet Nam, Somalia, Sri Lanka, Sudan, Syrian Arab Republic, Togo, 
Tunisia, Turkey, Union of Soviet Socialist Republics, United Arab Emirates, United Republic of 
Cameroon, United Republic of Tanzania, Upper Volta, Yugoslavia, Zaire. 

Against: Australia, Austria, Belgium, Canada, Costa Rica, Denmark, France, Federal 
Republic of Germany, Guatemala, Iceland, Ireland, Israel, Italy, Lesotho, Luxembourg, 
Netherlands, New Zealand, Norway, Portugal, Sweden, Switzerland, United Kingdom of Great Britain 
and Northern Ireland, United States of America. 

Abstaining: Botswana, Chile, Ecuador, Finland, Ghana, Honduras, Jamaica, Japan, Kenya, 
Liberia, Malawi, Republic of Korea, Spain, Swaziland, Thailand, Zambia. 
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Absent: Afghanistan, Albania, Angola, Bangladesh, Barbados, Bolivia, Burma, Central 

African Empire, Colombia, Cuba, Democratic Yemen, El Salvador, Fiji, Haiti, Ivory Coast, 

Maldives, Mali, Mauritius, Mexico, Monaco, Nepal, Nicaragua, Panama, Papua New Guinea, Paraguay, 

Samoa, Sao Tome and Principe, Sierra Leone, Singapore, Surinam, Tonga, Trinidad and Tobago, 

Uganda, Uruguay, Venezuela, Yemen. 

Decision: The draft resolution was therefore adopted by 66 votes to 23, with 16 

abstentions. 

Mr КURITTU (Finland) explained that his delegation had abstained from voting, as it had 

done at the Twenty -ninth World Health Assembly, because the resolution contained paragraphs 

that were unacceptable to it. That was especially true of operative paragraph 4, which 

referred to the possibility of limiting the rights of a Member State. Such action was not 

justified by the circumstances. Nevertheless, his delegation noted with regret that the 

Special Committee of Experts had not so far been able to fulfill its humanitarian mandate. 

2. 

• 

FIFTH REPORT OF COMMITTEE B (Document (Draft) А30/59) 

Dr PINTO (Honduras), Rapporteur, read out the draft fifth report of Committee B. 

Decision: The report was adopted. 

3. REVIEW OF SPECIFIC TECHNICAL MATTERS: Item 2.4 of the Agenda (continued) 

Mental retardation: Item 2.4.7 of the Agenda (Resolution WHA28.57; Document А30/15) (continued) 

Professor PACCAGNELLA (Italy) welcomed the Director- General's report, the orientation of 
which largely corresponded to his Government's policy in respect of mental retardation. In 

spite of the inherent difficulty of the problem, emphasis was clearly laid on both its 

theoretical and organizational aspects, beginning with the controversial matter of definition 
and classification of the so- called mentally retarded. 

Further research was called for into diagnostic criteria and methods, and epidemiological 
surveys were needed to determine the true prevalence so that the social services required could 
be effectively planned, manpower trained in the appropriate multidisciplinary approach, and 
social, health and educational measures integrated at the local level. In some regions of 

Italy, surveys were being carried out on what were termed "marginal subjects ", including mental 
retardation so as to assess the problem and to obtain the data needed for an evaluation of the 
services. Difficulties had arisen for lack of satisfactory indices of handicaps and also 
because the information systems, being generally institution -based rather than population -based, 
reflected the needs of institutions rather than of the people they served. 

His delegation supported the direction of work adopted by the Organization, as set out in 

section 4 of the report, and agreed that work on mental retardation should form an integral part 
of several programmes rather than a separate activity. Under an Italian 1áw of 1975, Family 
Counselling Centres were being set up at the regional level as a part of the local social and 
health services to provide psychosocial and medical advice and support for families through an 
integrated approach, cooperating with local educational services where necessary. The 
centres were community- oriented, in keeping with the incorporation of mental retardation work 
within primary health care and with the progressive deinstitutionalization of health and social 
assistance. Experience would show how effective they were, but they were expected to be 
valuable in solving community problems within an overall approach to the family group, in 

keeping with national culture and traditions. 

Dr GARRIDO GARZON (Spain) said that mental retardation was considered an important priority 
in his country. Indeed, Spain had tequested consultant assistance from WHO on that topic in 
1969, and a WHO European Conference on the Care of the Mentally Retarded in the Community had 
been held in Santiago de Compostela in 1974, discussing the health, social and educational 
services available for the mentally retarded in Europe and studying the role of the voluntary 
nongovernmental organizations. 
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His country had organized diagnostic and therapeutic services for mental health in the 
various provinces. However, much remained to be done and there was full awareness of the need 
to involve the community as a whole so that the mentally retarded should not feel rejected and 
so that families could help in their treatment. Emphasis was being laid on the development 
primarily of a prevention and early detection programme, as that was not only the most likely to 
yield results but would make it possible to carry out a programme of action integrated within 
other community services, e.g., in mother and child health programmes, including rubella 
vaccination and early detection of congenital anomalies. Such measures appeared easier to 
apply than the efforts to rehabilitate some of the mentally retarded through special training, 
as was being done in Spain under services organized by the Ministry of Education and Science. 
The health education programme in Spain followed the principles laid down by resolution WHA28.57, 
which stated that care for the mentally retarded should be part of a comprehensive disability 
prevention and rehabilitation programme. There was a lack of specialized teaching personnel, 
and he stressed the fact that help to families should go beyond purely economic assistance and 
include advice and practical guidance. 

He wholeheartedly supported the statement in the Director -General's report to the effect 
that progress would only be achieved when governments themselves decided to accord adequate 
priority in their health policies and development plans to work on mental retardation. 
Regrettably, however, differences of a social, cultural and economic order constituted a 

negative influence. 

Dr HIDDLESTONE (New Zealand) expressed his delegation's appreciation of the action taken 
by the Director -General to implement resolution WHA28.57. As world opinion tended to polarize 
towards permissiveness and a lessening regard for the unborn child, it was refreshing to find 
the Organization taking positive action to help the mentally retarded. Further action, 
however, had still to be taken and was most desirable as it conformed to the highest principles 
of the medical profession in its caring role. 

Some progress had been made in New Zealand in the field of mental retardation. For more 
than a decade, a comprehensive programme of routine testing of all neonates for metabolic 
disorders had been carried out. The authorities were conscious of the need to make adequate 
services available to the mentally handicapped who to some extent had been receiving less 
support than the physically handicapped in the past. The Government had accordingly recently 
enacted a Disabled Persons Community Welfare Act, which made it mandatory to provide services 
for the mentally handicapped on the same basis as for those suffering from any other form of 
handicap. 

As the delegate of Sweden had mentioned, modern attitudes towards the care of the mentally 
handicapped had moved away from large hospitals and institutions to more personal supervised 
facilities within the community. With that in mind, a specific and detailed survey had been 
made of the needs of mentally subnormal persons in hospitals in 1974, as a result of which more 
than 600 persons had been judged to be suitable for alternative care in the community. A 

programme had therefore been designed, aid was being speedily implemented, to build, staff and 

equip the necessary facilities. As the Director of the Division of Mental Health had mentioned 
in his introduction to the item, such work often owed a great deal to nongovernmental voluntary 
organizations. That was true where New Zealand was concerned. In addition, a joint working 
party, representing three major departments, namely, health, education, and social welfare, had 
been charged with the development of training programmes for staff who worked in a variety of 

community settings for the care and training of the mentally subnormal. 
His delegation was pleased to be one of the cosponsors of the draft resolution before the 

Committee. 

Dr M. L. Ibrahim (Egypt) took the Chair. 

Dr МАТТНЕIS (Federal Republic of Germany) commended WHO for its valuable work with regard 
to mental retardation. She fully agreed with the statement in the Director -General's report 

that priority should be given in the first instance to action concerned with children, since 

health -related interventions were of greatest importance in childhood. However, it was 

important that measures should not only be directed towards overcoming deficiencies in children 

but should also simultaneously be directed towards maintaining whatever was normal and healthy 

in a retarded child. In that connexion, she laid particular stress on the importance of dental 

health, which constituted a real problem since its neglect could have wide - ranging repercussions 
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on health and since dentists in free practice were not always willing to treat mentally retarded 

children. Efforts should therefore be made to ensure that retarded children received regular 

dental check -ups, appropriate prevention and early treatment. 

She also agreed with the statement in the report that social welfare and vocational 

guidance became relatively more important than health -related interventions where adults were 

concerned. She accordingly stressed the necessity of close cooperation between WHO, the United 

Nations and ILO so as to ensure that the functions and abilities of the retarded child, which 

had often been developed with great effort and at high cost, were not lost due to lack of 

opportunity for a meaningful occupation. Many obstacles remained to be overcome in that regard, 

even in the industrialized countries. 

Dr NIAZI (Iraq) said that mental retardation was becoming a matter of growing concern in 

his country as development increased. The health services were setting up treatment centres 
where mental retardation would be dealt with, bearing in mind the links with maternal and 
child health as well as with labour, food and social services, for instance. His delegation 
warmly appreciated the efforts being made by WHO and fully endorsed its policy. It would 
support the draft resolution. 

Dr KLISINSКA (Yugoslavia) said that the complexities of the problem of mental retardation 
were well brought out in the Director -General's report. Coordination of the activities of a 
wide range of social services was needed, along with much human understanding, patience, time, 

and money and other resources. It was therefore not surprising that fully satisfactory 
results had not yet been achieved. 

Work on mental retardation in Yugoslavia was being undertaken in two main directions. 
First, efforts were being made to educate and motivate the family and the community to accept 
the mentally retarded as part of them, at the same time endeavouring to develop such intellec- 
tual and mental capacities as they had. Secondly, multipurpose teams were being trained and 
organized for the diagnosis and treatment, both in and out of hospital, of handicapped persons 
so as to promote their existing capacities and protect them from some of the difficulties which 
might arise in their everyday lives. Although the results so far had not been spectacular, 

she was convinced that some progress would be made, although it would call for a great deal of 

material and financial effort. Her delegation would support the draft resolution. 

Dr MUREMYANGANGO (Rwanda) considered that the question of mental retardation warranted 
special attention, particularly in the developing countries where mental health services were 
mostly lacking and, indeed, the rights of the mentally handicapped were not respected for lack 

of adequate legislation for their protection. As a psychiatrist, he supported the guiding 
principles enumerated in section 5 of the report, on current and planned activities, which 
emphasized the role of the community, the rights of the mentally handicapped, the study of 

psychosocial factors, the integration of action for the handicapped into overall health care, 

the training of staff, and intersectoral cooperation. 

In view of the speed with which social and economic conditions were changing in the 
developing countries and the unpreparedness of both the urban and rural populations for the 

new demands made upon them, it was important to ensure that the community fully appreciated 

the fact that the welfare of the mentally sick could only be achieved within the family and 

the community. Consequently, programmes should be undertaken for health education of the 

public with a view to ending discrimination against the mentally retarded. Efforts to treat 

the mentally sick would be useless unless they were accompanied by efforts to integrate them as 

usefully employed members of society. It was gratifying that the Director -General's report 

had pointed out that rehabilitation must take into account the local social and economic con- 

ditions. His own services in Rwanda were utilizing an agricultural work therapy method, 

since 90% of the population were employed in agriculture. However, the reinstatement into 

the community of the mentally sick - whether children, students or intellectuals - gave rise 

to immense problems, particularly as the number of schools and employment possibilities was 

inadequate even for all normal members of the community. 

His delegation welcomed the possibility of cooperating in the serious problem of mental 

retardation, and therefore wished to be considered as a cosponsor of the draft resolution 
submitted. 
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Dr AZZUZ (Libyan Arab Jamahiriya) said that the report rightly stressed the role that WHO 

could continue to play in regard to a problem that was of great complexity and concern to all - 

including the developing countries, which hitherto had not been able to devote sufficient 

attention to it. It was important that mental diseases should be treated by the health 

authorities as being curable. They were on the increase, and emphasis should be laid on 

studies of their causes with a view to prevention. WHO should collaborate with UNESCO and 

all other agencies concerned to mobilize adequate resources for appropriate types of care. 

He asked what preparations WHO was making for 1981, which had been proclaimed the International 

Year for Disabled Persons by the General Assembly of the United Nations. 

Professor LISICYN (Union of Soviet Socialist Republics) stressed the important role of 

WHO in relation to mental retardation. The report of the Director -General, and other WHO 

documents and publications, showed that WHO was already doing much, and his delegation 

supported the lines along which it was working, both in research and in direct action. The 

stress on training courses and practical manuals, legislation, education, and primary health 

care was appropriate, as was WHO's emphasis on mental retardation in children and on the need 

to integrate mental health services with social services. 

He outlined the type of action undertaken in the USSR, which integrated the various 

aspects, i.e. epidemiology and etiology, prophylactic work at all levels, including maternal 

and child health, clinical work, rehabilitation and the development of adequate legislation. 

A wide -ranging network, involving education and social security, covered both urban and rural 

areas. He was sure that the experience gained by WHO would be valuable to the USSR. 

He did not think that the report sufficiently stressed the role that WHO could play at all 

stages of life; there was a need for closer definition of what was involved. Reference was 

made in the Director -General's report to the fact that not many requests for fellowships had 

been received, and he wondered why that was so. Not enough was said in the report regarding 

ways in which the WHO programme could be integrated into primary health care, nor were suffi- 

cient conclusions drawn from the research that had been done. As to the formulation of 

recommendations for countries, that was undoubtedly a difficult task but one of great 

importance. He could hardly agree with the statement in the penultimate paragraph of 

section 2 that mental retardation might be a factor contributing to the high rate of educa- 

tional failure in some countries and that the educational system might in some cases be 

inappropriate to children's social aid cultural backgrounds and might be the underlying cause 

of failure. It seemed to him that the problem was essentially one of finding adequate funds 

for ensuring satisfactory education. 

He supported the draft resolution submitted. He wondered, however, whether it would 

not have been desirable to consider it together with the draft resolution proposed by a 

number of delegations in connexion with agenda item 2.4.10, on a special programme of technical 

cooperation in mental health. 

Dr KRAUSE (German Democratic Republic) said that, in his delegation's opinion, three 
forms of mental retardation should be distinguished: (1) mental retardation with a low level 

of intelligence, resulting in life -long handicap and requiring expensive care; (2) retarda- 
tion of personality development, which did not result in permanent handicap provided 

appropriate social and educational measures were applied; and (3) poor social adaptation, 

with a tendency to behavioural disorders. In his country, children with psychic disturbances 
were registered, giving relatively precise information on frequency. In the age -group 0 -18 

years the incidence of outpatients with mental retardation and a low level of intelligence was 
1.5 %. The overall incidence in the population, including inpatients and adults, was 3 %. In 

order to achieve early diagnosis and prevention, great attention was being paid to pre- and 

peri -natal examinations and to genetic counselling - aspects that should be further promoted 
by WHO. Useful experience had been gained in the social reintegration of the mentally 
handicapped in special day craches for children unfit for school, in workshops for learning 
manual skills and in long -term workshops. His delegation supported the draft resolution. 

Dr NSOLO (Nigeria) said that, 

mental retardation in his country. 

organizations, with subsidies from 

particularly with respect to their 

unfortunately, no data were available on the prevalence of 
A few small institutions were being run by voluntary 

the Government, where the mentally retarded were cared for, 
disability, rehabilitation and education. That was a 
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temporary measure resulting from the acute shortage of health personnel in that field, since 

it was recognized that the mentally retarded should be cared for in the family, where they were 

brought up with love and understanding and were more easily accepted. Institutionalization 

tended to lead to the formation of large colonies for the subnormal, who were likely to be 

completely abandoned and regarded as social outcasts. His delegation was pleased to co- 

sponsor the draft resolution. 

Dr BASSIOUNI ABDOU (Egypt) said that in his country, attention had been focused on mental 

retardation when thе industrialization process had led to an exodus from rural areas and had given 
rise to a number of psychic and adjustment problems. Prior to that, the average category of 
mentally retarded patients was able to adapt well enough to life in the rural environment. 

However, the complex problems of city life had necessitated the creation of special programmes 
to take care of mentally retarded individuals and different committees had been set up with 
representatives of the relevant ministries, in order to draw up programmes for general health 

and social services. An association, grouping experts from various fields, had, with 
government support, been able to establish a centre for intellectual development whose goal 

was the adaptation of the mentally retarded. The centre had now been working for more than 
six years. Social research workers had been able to collect data on the adaptation of the 

mentally retarded in their professional and private lives. Serious cases of mental retarda- 
tion were given care in special sections in mental hospitals. A law had been passed two years 

previously under which the number of mentally retarded and mentally handicapped patients 
employed by Government and by companies in the public sector was increased. In addition to 
services provided for women during pregnancy aid childbirth and for children up to the age of 

six years, it was essential to detect mental retardation at an early age, since rehabilitation 
later in life was more difficult. The programme of his country's institute of health 
management studies included sections on psychic and physical care for the mentally retarded and 
on the means of treating mental retardation at an early stage. Health education that included 
information on mental retardation was being disseminated by the mass media; permitting the 

population to participate in the search for solutions to the problems of mental retardation. 

Dr MUNDIA (Zambia) said that it was clear from the Director -General's report that an 
intersectoral approach was needed. Thanking WHO for the expert advice given to his country 
in 1976 in connexion with mental retardation, he added that his delegation would like to see 

more fellowships given by WHO for the training of personnel, especially tutors, to strengthen 
the manpower available for community care, including care of the mentally retarded. However, 
such care should be integrated with existing health services. His delegation supported the 
draft resolution. 

Dr BROYELLE (France) said that, while it was certainly desirable to integrate the 
mentally retarded into an educational system and a professional environment adapted to their 
needs and abilities while maintaining close family links, it was also essential, in addition 
to ensuring prevention and care, to adjust the behaviour of the family and society. The 
mentally retarded had not merely to be trained and educated but also to be helped to feel at 
ease in their family and in society. That was vital and must be included in the objectives 
of community activities. As a number of speakers had indicated, the problem differed in 
different areas. In rural areas, for example, there was a greater acceptance of the retarded 
and better adaptation; caution should be exercised in the introduction of official care, 
since, if clumsily handled, it might destroy the equilibrium and lead to the transfer of 
individuals from family to institution. That would be contrary to what was recommended in 
the report and to the views expressed by most previous speakers, but such a situation might 
arise from the application of paragraph З of the draft resolution, which proposed that 
priority be given to action "within existing services ". It might therefore be preferable to 
speak of a priority being given to action within the normal life framework of the individual. 

Dr NDOYE (Senegal) agreed with the delegate of the Soviet Union that it might have been 
preferable to take the current item together with the draft resolution on the special programme 
of technical cooperation in mental health that would be discussed under item 2.4.10. The two 
subjects were closely linked. In his own country, for instance, the social integration of 
mentally retarded children was allied to rehabilitation by group psychotherapy that was 
practised by a group of national and foreign experts. 
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Dr KEISAR (Israel) supported the draft resolution, although he felt there was some 
confusion in the Committee between mental retardation and mental illness. 

Professor DOGRAMACI (Turkey) said that he was particularly pleased at the emphasis in the 
report on the association of low birth weight with mental retardation. Children of low birth 
rate due to prematurity could, under favourable conditions, grow aid thrive. On the other 
hand, low birth weight in full -term babies was due to undernourishment that might lead to 
damage, possibly irreversible, to the brain. In many developed countries, no more than 6 -7% 
of babies were of a low birth weight, but in other countries they constituted 10 -15% and in 
still others 28 -35%; of those, three -quarters were not preterm but malnourished babies. If 
some means of prenatal detection of foetal malnourishment could be developed it might be 
possible to take action before it was too late. His delegation would support any action that 
might lead to the development of such a means of detection and wished to be considered a co- 
sponsor of the draft resolution. 

Professor PACCAGNELLA (Italy) proposed amending operative paragraph 2 of the draft 
resolution to read: "URGES Member States to accord adequate priority in their health policies 
and development plans to actions that will prevent mental retardation and provide necessary 
care and support for mentally retarded individuals and their families, mainly through 
community, non- institutionalized action ". That would give the emphasis on community care to 
which many speakers had referred. 

Dr HANCOCK (Australia) accepted the amendment on behalf of the sponsors. 

Dr KAPRIO (Regional Director for Europe) said that, while WHO had an overall medium -term 
programme that related to mental health and included mental retardation, the various regions 
assigned priorities slightly differently. Within the European community- oriented mental 
health programme there were specific programmes on suicide prevention and mental retardation. 
The delegates of Poland and Spain had referred to activities that had already taken place; 
those would continue. There would be a series of meetings at which preventive and social 
aspects would be discussed. It was hoped that by cooperation with other regions, such as the 
South -East Asia Region, a check -list of points for the development of preventive and social 
measures could be drawn up. The European programme, in addition to advising governments 
within the Region, was part of a worldwide programme of relevance to all regions. 

Dr SARTORIUS (Director, Division of Mental Health) thanked those delegates who had 
stressed that the programme had no chance of success unless there was cooperation between 
countries. Several delegates had given examples of the excellent efforts made in their 
countries; he hoped that WHO would be able to draw on the help of institutes and individuals 
of those countries in developing its programme of cooperation. It was worth stressing the 
positive experience described by the delegates of New Zealand and Iraq in bringing together 
different sectors in planning programmes for the mentally retarded; a similar principle would 
be used in a seminar being organized by the South -East Asia and Western Pacific Regions, in 

which national teams, composed of experts from health education, health, education and social 

welfare, would be participating in a discussion on possible programmes for the regions. The 

Secretariat had been given great encouragement by the numerous delegations which had referred 

to the relevance of the work to countries of limited resources and given examples of how 

programmes could be carried out in such situations. 

In connexion with the concern expressed regarding the need for more work on terminology 
and research in mental retardation, he said that WHO had recently been in contact with ILO 
and was continuing work with CIOMS in trying to improve further the work started in the 1960s 
by the publication of recommendations on terminology in the field of mental retardation. 

Research was being undertaken into the organization of services for the mentally retarded, 
and in the framework of the neuroscience programme, the programme on biological psychiatry 
and others the etiology and possible preventive action in the field of mental retardation 

would be considered. In connexion with the statement of the delegate of Turkey, he said that 

a joint programme was being undertaken with the Nutrition unit on malnutrition and brain 

development. In reply to the delegate of the Libyan Arab Jamahiriya, he said that WHO had 

already made suggestions to the United Nations in connexion with the International Year for 

Disabled Persons and would participate fully in the Year's activities. Regarding the remark 
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by the delegate of the Soviet Union on recommendations for countries, he said that several 

recommendations, which had been discussed in detail by various bodies, were mentioned in the 

report. The report also presented options that Members might wish to utilize in the light 

of their own conditions. It would be difficult to make general recommendations that would 

suit all conditions. He hoped that the presentation of the advantages and disadvantages of 

the various options might make it easier for national authorities to select programmes 

appropriate for them. He could give no further information regarding the granting of fellow- 

ships, beyond saying that no requests had been received from national authorities for 

fellowships in the field of mental retardation. He thanked the delegate of the Federal 

Republic of Germany for her comment regarding the preservation of the competence and health 

that did exist among the mentally retarded; that was a basic principle of the programme and 

he hoped that, together with that aid other measures, it might be possible to prevent 

disability. 

The CHAIRMAN then drew attention to the draft resolution introduced by the delegate of 

Australia at a previous meeting and amended by the Italian delegation. 

Decision: The resolution, as amended, was approved. 

Système international d'Unités: use of SI units in medicine: Item 2.4.8 of the Agenda 

(Resolution WHA29.65; Document А30,16) 

Mr LOWE (Terminology), introducing the item, said that the Director -General's report 
(document А30/16) outlined briefly how the Système international d'Unités (SI) had come into 
being, examined a few of the SI units that were of particular concern in medical practice, 
and described the current situation with respect to the use of SI units and to the recommen- 
dations of relevant international organizations. A draft resolution appended to the report 
reflected the position of intergovernmental and nongovernmental organizations in endorsing 
the SI but advising that introduction of the pascal for the measurement of blood pressure 
be delayed, the millimetre of mercury being temporarily retained for that purpose. 

Mr SEABOURN (United Kingdom of Great Britain and Northern Ireland) said that in the 
United Kingdom there was general support for a smooth changeover to SI units with one 
exception; there was wide professional support for the retention for a further period of the 

millimetre of mercury as the unit of measurement for blood pressure. The relevant directive 

in the European Economic Community required the nine Member States to introduce all the new 
units by December 1979. However the Council of the Community had instructed its Commission 
to seek the views of WHO on the possibility of retaining the millimetre of mercury as the 
unit of measurement for blood pressure. Paragraph 3 of the draft resolution might be 

interpreted as encouraging contravention of European law. Together with the delegations of 
the other eight Community Members, his delegation therefore proposed an amendment to that paragraph 
that would achieve two objectives. It would preserve a certain flexibility in relation to the 

use of the millimetre of mercury by permitting manufacturers to continue for a further period 

to produce instruments bearing both the new and the old calibration, which in turn would 
permit a smooth transition and meet the widespread professional sentiments; and it would 
eliminate any encouragement of the contravention of European law. The resolution, as 

amended, would also help to preserve a desirable flexibility. With the proposed amendment, 
paragraph 3 would read: "RECOMMENDS, the above notwithstanding, that the millimetre 

(or centimetre) of mercury and the centimetre of water be retained for the time being on the 

scales of instruments for the measurement of arterial and venous blood pressures, respectively, 

pending wider adoption of the use of the pascal in other fields; ". 

Professor HALTER (Belgium) felt that acceptance of the proposal of the delegate of the 

United Kingdom should pose no great difficulty. He wondered, however, why no mention 

had been made of a unit of measurement for intraocular pressure. One of the reasons the 

Director -General had been asked to examine the question of the use of SI units in medical 

practice had been a serious concern on the part of ophthalmologists. Intraocular pressure 

was expressed in a variety of units related to pressure in the retinal arteries and suggested 

that some confusion might arise, with serious consequerues for patients. He asked whether 

the matter had been considered and, if not, why not, since it was of great importance. 
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Dr SZCZERBAN (Poland) said that his country had introduced SI units in 1966, first in 

diagnostic laboratories with specialist supervision. In 1972, the first articles concerning 
SI units had appeared in medical periodicals. In the same year, the Polish association for 

laboratory diagnosis had distributed a special bulletin containing a detailed discussion of 
the use of SI units in laboratory diagnosis with the appropriate formulas and nomograms for 

mathematical conversion. In 1973, SI units were included in postgraduate curricula in 
laboratory diagnosis and in undergraduate courses in clinical and analytical chemistry. 
Numerous conferences and meetings devoted to the transition to SI units were organized. 
A knowledge of SI units was now required for first and second degrees in laboratory diagnosis 
and clinical analysis. Thus, during the period 1973 -1976 comprehensive training had been 
given to laboratory staff in the use of SI units and as a result personnel had been 
satisfactorily prepared for the widespread adoption of the units. In order to make SI units 
known to medical practitioners the Ministry of Health and Social Welfare had issued a 

guide, which contained examples of the practical use of SI units, conversion coefficients, 

nomograms and, more importantly, the arguments for the adoption of the SI in medicine. 
The Ministry had recommended that knowledge of the units be required for specialization in some 
clinical disciplines as well as for undergraduate courses for medical students. The intro- 
duction of the system was not without difficulties, since it disturbed many deeply -rooted 
notions and habits. Physicians were therefore only partly prepared for the adoption of SI 
units. He hoped, however, that the SI would be actively adopted by 1980. He supported 
the draft resolution, with the proposed amendment, although he felt that extensive inter- 
national collaboration would be needed with publications, information and instruction made 
available to Member States. 

The meeting rose at 5.30 p.m. 


