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NINTH MEETING 

Wednesday, 12 May 1982, at 14h30 

Chairman: Professor A. M. FADL (Sudan) 

1. DIARRHOEAL DISEASES CONTROL PROGRAMME (PROGRESS AND EVALUATION REPORT): Item 25 of the 

Agenda (Resolutions WHA31.44, para. 6, and ЕВ69.R6; Document EВ69/1982 /REС/1, Annex 2) 
(continued) 

Dr ARSLAN (Mongolia) said that the Director -General's progress report was of great interest 
to Member States, and particularly to developing countries, where acute diarrhoea) diseases 
were a serious public health problem. It was gratifying to note that the development of 
suitable strategies for use in national diarrhoea) disease control programmes, careful planning 
and implementation of activities, and staff training were successful in controlling diarrhoeal 
disease and reducing mortality. He was also glad to see that the medium -term programme for 
diarrhoea) disease control for 1984 -1989 would already be prepared during 1982. The inclusion 
in the report of some data - however general - on the reduction in the number of infant deaths 
due to diarrhoea would have provided a means of assessing the success of the control programme. 
In Mongolia, for example, the production of injectable rehydration fluids had been established 
with the technical cooperation of WHO and UNICEF in the late 1960x. Their use had produced a 
several -fold reduction in the diarrhoea mortality rate, and the Government was now taking steps 
to modernize and improve the plant for the production of both oral and injectable rehydration 
materials. 

Although the use of salts for oral rehydration therapy was a cheap, effective, and simple 
method for the treatment of diarrhoea) diseases, other types of therapy were also needed, and 
the programme should be as comprehensive as possible. He was glad to note that a comprehensive 
approach was in fact being adopted. Particular emphasis should be placed on prophylaxis, 
including the development and use of effective vaccines, and the work should be carried out in 
close cooperation with other programmes, such as maternal and child health and the International 
Drinking Water Supply and Sanitation Decade. His delegation supported the draft resolution. 

Dr KOINUMA (Japan) stressed the urgency of the diarrhoea) diseases control programme, and 
noted with interest that the programme's objectives were not only to reduce morbidity and 
mortality but also to improve child feeding. The Japanese programme was involved in both 
promoting health services and in research, and the provision of safe drinking -water and health 

education were fundamental components. He hoped that priority would be given to establishing 
a system for supplying oral rehydration salts. 

Dr LACET (France) welcomed WHO's efforts to curb diarrhoea) diseases, and commended the 

Director -General on his report. Special efforts should be made to reduce infant mortality due 

to diarrhoea) disease, aid in this respect policies aimed at preventing and treating 

dehydration were essential. It was important that countries with a high prevalence of 

diarrhoeal disease become self -reliant in the production and distribution of oral rehydration 
salts; stress should be laid on educating mothers and on drawing up inventories of all 

available local resources, which should be used to the maximum to strengthen the programme. 

Research was also important, and in that connexion he stated that France had decided to 

contribute to the operation of the International Centre for Diarrhoea) Disease Research in 

Bangladesh. He believed that the Centre was a good example of the integration of medical and 

operational research and field work. Finally, his delegation was pleased to note the work 
done on evaluation and the training programmes for health personnel. 

Dr CASTELLON (Nicaragua) expressed his full support for the draft resolution and approval 

of the WHO programme. 
He agreed with those who had emphasized that the basic causes of diarrhoea were social and 

was sure that an attack on poverty and social injustice would eradicate that great scourge of 

children, especially in the developing countries. 

Since July 1979 an integrated programme against diarrhoea) diseases, supported by WHO, 

PAHO and UNICEF, had been carried out in Nicaragua within the context of primary health care. 
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The programme concentrated on prevention and aimed to reduce the prevalence of cases and the 

formerly high mortality due to acute dehydration. The main method had been the use of oral 

rehydration salts and there were now about 300 oral rehydration units distributed throughout 

the country. In 1980 -1981 those units had dealt with 180 000 children under six years of age. 

An intensive health education programme had also been carried out with the active participation 

of community organizations in referring cases for treatment, in follow -up and in environmental 

sanitation and other activities. The diarrhoea) diseases programme was part of the integrated 

mother and child care programme, which also included the promotion of breast -feeding, regulatory 

control of the use of breast -milk substitutes, health care during pregnancy and the neonatal 

period and control of the growth and development of the overfed and undernourished child The 

programme had a fully developed information and evaluation system, and included a permanent 

element of staff training. 

The programme now had national coverage and included a national training programme in 

handling oral rehydration salts. The rate of hospitalization for diarrhoea had decreased and 

intravenous therapy was used less often. The mortality rate for diarrhoea had fallen from 

first to third place, and research had begun into the etiology of diarrhoea in Nicaragua. 

His country was endeavouring to honour its commitments with regard to the control of 

diarrhoeal diseases as part of primary health care considering that it represented a valid 

contribution to health. 

Dr CLINTON (United States of America) commended WHO on its leadership in coordinating the 

planning, implementation and evaluation of diarrhoea) disease control activities, including 

training and research, and on its effective use of TCDC in planning, training and evaluation. 

He urged that an increased effort be made to reduce morbidity and mortality due to diarrhoeal 

diseases through preventive measures such as encouraging breast -feeding, appropriate weaning 

and improved sanitation, early recognition of signs of dehydration and appropriate treatment. 

Adequate resources should be directed to implementation of the programme at village level. 

The United States had supported the diarrhoeal disease control programme from the 
beginning; consultants and advisers from the Centers for Disease Control (CDC) had participated 
in the programme, and the National Institutes of Health were conducting basic research on 
enteric disease and vaccine development. The United States Agency for International 
Development (USAID) had funded a project to be implemented by CDC to combat childhood 
communicable diseases, including diarrhoeal disease. USAID had also provided resources for 

several country -specific health programmes and for a new programme of technology for primary 
health care, which focused on oral rehydration and immunization programmes. Assistance had 
also been provided to the International Centre for Diarrhoeal Disease Research in Bangladesh. 

Dr CABRAL (Mozambique) expressed satisfaction at the way in which the objectives of the 
diarrhoeal diseases control programme had been clearly defined and at the training activities 
already undertaken. However, he expressed concern over the gap that sometimes existed between 
theory and practice in integrating a programme into primary health care. He thought that the 
diarrhoeal diseases control programme should develop at the same rate as primary health care as 
a whole, since the primary health care infrastructure was needed in order to reach the target 
population. Similarly the programme should be closely linked with the water supply aid 
sanitation programme. In countries with inadequate health services there was a risk of setting 
up a vertical programme. In Mozambique, which had an expanding primary health care system, 
the diarrhoea problem was so large that activities had already been carried out covering most 
aspects of the health service component of the programme. The only element lacking had been 
coordination in planning, execution, and evaluation of the activities. The diarrhoeal 
diseases control programme - a new programme directed towards an important health problem - was 
promising in terms of new technologies aid approaches, and many Member States would need 
technical support from WHO. The most appropriate approach would have to be worked out 
according to each country's particular conditions and stage of development. Finally, he 
expressed support for the five -year plan of action and for the draft resolution. 

Professor SOPROUNOV (Union of Soviet Socialist Republics) expressed satisfaction with the 
Director -General's report; it was specific, and orientated to primary health care. He noted 
that it was stated in section 3.2.3 that, in connexion with the development of new drugs, 
vaccines, aid diagnostic tests, important initial steps had been taken to establish collaboration 
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with and enlist the support of eight pharmaceutical companies with interest and expertise in 
that area. He would like to know what had been done, why the companies were interested, and 
which companies were actually participating in the programme. 

It was essential to secure the active participation of the national health services, taking 
into account the different social and cultural conditions. Experience in the USSR, 
particularly in Central Asia, had demonstrated that significant progress was made when the 
primary health care network involved the whole community and the population's practices regarding 
basic hygiene were improved. 

Finally, he urged that more attention be given in the programme to food -borne infections 

and to infections contracted by young children in hospital. 

Professor JELJASZEWICZ (Poland) stressed that few countries were so developed that they had 

no diarrhoea) disease problem, and the disease should be considered in terms of morbidity as 

well as mortality. Poland had a detailed operation and research programme for diarrhoea) 
disease control, and would be happy to share its experience with any interested country or 
organization. He expressed satisfaction with the WHO programme, but wondered whether it should 

also include an immunological aspect, such as the study of acquired immunity. The diarrhoea) 

diseases control programme was a most important undertaking, and he supported the draft 

resolution. 

Dr KRASTEV (Bulgaria) stressed the importance of the diarrhoeal diseases control programme, 
affecting many millions of children. The programme was well -established, and he congratulated 

the Secretariat on its comprehensive approach, covering all aspects. However, work was needed 
to determine the various etiological factors - especially the bacterial, viral and parasitic 

profile in different countries and regions. He also underlined the vital importance of 

preventive action, including public education, improvement of nutrition, and immunization. In 

the treatment of diarrhoea) disease it was most important to have an overall approach; 
rehydration therapy - however important was not sufficient in itself. Epidemiological studies 

were necessary to clarify the etiological aspects and indicate appropriate treatment. Good 
results could only be obtained with a combination of rehydration therapy and appropriate drugs. 
Good nutrition was also important during treatment. The programme was aimed primarily at 

children, but in fact diarrhoea) diseases constituted a problem for the whole family because 
of their infectious nature. During the past 20 years a comprehensive approach in combating 

diarrhoea) disease had been used with success in Bulgaria. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) welcomed the very 

impressive progress made in the programme since its inception in 1978, although he recognized 

that the size of the diarrhoeal diseases problem was so great that WHO could not afford to be 

complacent. He believed that the balance maintained in the, programme between the service 

components aid the research element was commendable, as was the fact that training in manage- 

ment was a central component. He was encouraged to note that, in general, the programme was 

seen as a valuable entry -point for the promotion of other important health services, particu- 

larly primary health care. In view of the difficulties in production of oral rehydration 

salts to meet demand there was a pressing need to give that subject special priority. There 

was also a need for studies of different methods of preparation and packaging of those salts; 

he shared the view expressed by the delegate of Tunisia on that point. He endorsed the 

emphasis in section 4 of the Director -General's report on having the programme proceed 

rapidly beyond planning to operational activities; the targets set seemed to be entirely 

realistic. The support of the United Kingdom for the programme was very apparent from the 

figures given in Table 3; in addition the United Kingdom was pursuing a considerable research 

programme and bilateral activities, including support for the International Centre for 

Diarrhoeal Disease Research in Bangladesh. It was to be hoped that others would join the 

United Kingdom as donors to the WHO programme in order to combat the scourge of diarrhoeal 

diseases. 
His delegation supported the draft resolution. 

Dr HULLER (Netherlands) said that the programme was a good mix of applied research and 

health services support in the framework of primary health care; the Netherlands Government 

had translated its support for the programme into financial terms. 
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Hе noted that section 3.2.3 of the Director -General's report referred to preliminary 
steps being taken to collaborate with eight pharmaceutical companies with interest and 
expertise in diarrhoeal disease. It was clear that budgetary constraints made collaboration 
with other parties essential, but he would ask for more information on that particular joint 
undertaking. Second, in September 1981 the estimated shortfall in the budget for 1982 -1983 
had been US$ 8.3 million; he asked what was the present budget on which the diarrhoeal 
disease control programme was actually operating. 

His delegation supported the draft resolution. 

Professor GIANNICO (Italy) was pleased to see the considerable progress achieved in 
diarrhoeal disease control, considering that the programme had only been launched four years 
ago. The Director -General's report contained a valuable plan of action, which could hardly 
fail to produce positive results. 

Various factors, such as a warm climate, high population density, particular dietary 
habits and unhygienic environmental conditions all played an important part in the spread of 
diarrhoeal diseases. Few countries could claim complete absence of such factors, and the 
problem was therefore truly international. The definition of a control programme beyond 
national level thus took on special importance and must stimulate each country to give its 
support. 

Two particular points were essential for the achievement of the goals set. First, as 
was well known, acute diarrhoeal disease could be attributed to a number of etiological 
agents, some of which had been discovered only in the past few years. That was why, as the 
delegate of Bulgaria had said, it was important that countries carry out the necessary 
laboratory tests to determine the main agents responsible for diarrhoeal diseases. In that 
connexion, he welcomed WHO's initiative in producing a manual on simple diagnostic laboratory 
techniques for acute intestinal infections. A similar approach should be followed as for 
the diagnosis of acute respiratory infections, the clinical characteristics and etiology of 
which were so varied. Second, resistance to antibiotics was increasing and would cause even 
more serious problems. The unnecessary use of drugs in human or veterinary medicine and the 
large -scale use of antibiotics to stimulate growth of animals for food had resulted in many 
etiological agents of diarrhoeal diseases becoming increasingly resistant to antibiotics. 
For example, six years ago Italy had had the dramatic experience of outbreaks of salmonellosis 
in small children; the Salmonella wien responsible for the outbreak had been found resistant 
to all antibiotics except gentamicin. WHO should make efforts to stop the unnecessary use of 
drugs. 

Mr GRA�A (Cape Verde) said that the promotion and implementation of an action programme 
to combat diarrhoeal diseases was an important component of primary health care and the work 
towards the goal of health for all. Diarrhoeal disease was still the prime cause of 
mortality in most developing countries and was also one of the principal factors in 
malnutrition. An inadequate diet resulted in a reduction in the organisms's defence 
mechanisms and, consequently, in a greater vulnerability to infectious diseases. The 

incidence of diarrhoeal disease among undernourished children was thus 50% higher than among 
those receiving proper nourishment. 

However, as a result of the use of oral rehydration with a balanced solution of glucose 
and electrolyte, maternal and child care, health education, and environmental health, 
diarrhoeal disease morbidity was starting to decrease in Cape Verde and there had been a 

marked reduction in the mortality rate since 1975. The control programme consisted 
essentially of treating 90% of serious cases by oral rehydration and the others by veinous 
rehydration, checking the weight and clinical signs of dehydration of ambulatory cases daily 
for several months. Doctors worked in collaboration with the maternal and child health 
centres and public health authorities, thus facilitating the instruction of mothers on 
problems of hygiene and nutrition. Studies had begun on the etiology of diarrhoeal diseases, 
in collaboration with the University of Coimbra, in Portugal. 

His delegation fully supported the WHO diarrhoeal diseases control programme, and he 
commended the Director -General on his report. 

Dr BRAGA (Brazil) drew attention to the reference in the Director -General's report to the 
joint publication by WHO and UNICEF of instructions for local production of the oral rehydra- 
tion formula. Many countries had begun producing the formula or were about to begin 
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production. He asked whether such production was primarily under State responsibility or 
that of the private commercial pharmaceutical sector. Since infant mortality control was 
an essential task for governments it seemed logical that production of the formula - simple, 
but so essential - should also be considered a responsibility of the State, and should not 
be the object of lucrative activity. 

Dr QUAMINA (Trinidad and Tobago) said that gastroenteritis remained a major public 
health problem in Trinidad and Tobago and the chief cause of morbidity in children under two 

years of age. Fortunately, other diarrhoeal diseases were much less prevalent, and there 

was no cholera. Treatment with oral rehydration salts had been introduced, resulting in a 

reduction in the number of children requiring hospitalization for gastroenteritis. Several 
research projects had been conducted to identify etiological agents, to evaluate the 
acceptability of oral rehydration salts, and to determine the efficacy of health education 
programmes. She acknowledged the participation of the Caribbean Epidemiological Centre and 
the International Development Research Centre of Canada in those programmes. Her delegation 
commended the WHO programme and supported the draft resolution. 

Dr HASAN (Pakistan) commended the Director -General's report, and said that WHO's 
activities regarding diarrhoeal diseases control in the developing countries had earned a 
good reputation, since results were becoming apparent. In Pakistan a national training 
centre for diarrhoea control had been established in Lahore; it was training paediatricians, 
paediatric nurses and other health workers in oral rehydratiori therapy, and would soon have 
the status of a regional training centre. With the collaboration of UNICEF a plant had been 
installed at the National Institute of Health and was manufacturing a rehydration salt that 
was meeting the country's needs. 

Since the lack of safe drinking -water was a major problem in rural areas of many 
developing countries, and since it was one of the main causes of diarrhoea, including cholera, 

in some countries, his delegation felt that the draft resolution should include some provision 

on that aspect. As mentioned in the Director -General's report, UNICEF was already involved 

in many countries regarding the supply of safe drinking -water as part of its programme on 

child health, and the World Bank and UNDP were also collaborating in many countries in 

environmental sanitation, with technical input from WHO. His delegation would therefore 
suggest the inclusion of an additional subparagraph in operative paragraph 6, reflecting that 

aspect. He would also propose the insertion of a further subparagraph in operative 

paragraph 6, requesting the Director -General to make efforts to attract extrabudgetary 

resources to meet the support requirements of the programme. 

The CHAIRMAN asked Dr Hasan to submit his amendments in writing. 

Dr GONZALEZ GALVEZ (Panama) supported the WHO programme and the draft resolution. He 

stressed the link between diarrhoeal diseases and water supply. With a view to providing 

safe water supply in rural areas, a vast programme was being undertaken in Panama for the 

construction of pipelines, the government providing the equipment and technical guidance and 

the rural communities providing the labour. 

In reply to the question raised by the delegate of Chile, he said that ten years ago 

diarrhoea had been the eighth most important cause of mortality in Panama; it was now in 

ninth place, so some progress had been achieved. It was realized that more research was 

needed to improve the situation, but efforts so far had contributed to reduce infant 

mortality, which was now about 21.7 per 1000 live births. 

Dr KLIVAROVA (Czechoslovakia) supported the WHO diarrhoeal diseases control programme 

and the draft resolution. She stressed, however, that unless there were changes in economic 

and social conditions, with health education of the population and medical care provided by 

national health services, the efforts would be of no avail. Czechoslovakia was ready to 

collaborate in the programme, in particular in the training of staff or in the provision of 

experts. 

Dr VEHBIU (Albania) said that in Albania the Ministry of Health had been carrying out a 

programme for the control of diarrhoeal diseases since the 1960s. The compulsory reporting 

of all diagnosed or suspected cases of - for example - typhoid fever, dysentery, 
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gastroenteritis of varied etiology, and food poisoning made it possible to have a clear 
picture of the epidemiological situation regarding those diseases. Laboratory tests were 
carried out on all reported cases. The data indicated that the prevalence of diarrhoeal 
diseases among children occupied second place, after acute respiratory diseases. 

Thanks to Albania's health service, in which each rural centre had its internist and 
paediatrician, each village its auxiliary medical personnel and each district its hospitals or 
infectious disease units, all those suffering from infectious diseases were hospitalized. 
Less severe cases of diarrhoeal disease were treated at home. 

Several measures were being taken for the prevention of diarrhoeal diseases, with 
particular emphasis on the provision of safe drinking- water, wastes disposal, and food safety. 
A dispensary system for certain infectious diseases had been in operation for several years; 
convalescents from dysentery and salmonellosis and carriers of the respective agents were thus 
kept under observation for a certain time after being cured. Particular emphasis was laid on 
health education, which covered all sectors of the population. 

His delegation supported the draft resolution on the subject. 

Dr OLGUIN (Argentina) said that the decision to consider the issue of diarrhoeal 
diseases within the context of primary health care represented a positive contribution to the 

solution of an important public health problem. His delegation accordingly supported the 
diarrhoeal diseases control programme and the draft resolution. 

The programme was well balanced in terms of basic and applied research and in its 

operational and managerial aspects; it was likely to prove effective. The measures needed 
to control mortality and morbidity were the responsibility of States with the collaboration 
of WHO and other international agencies. 

In the past five years the incidence of reportable diseases which could be prevented by 
vaccination had declined in Argentina; on the other hand, there had been an increase in the 

morbidity rate of diarrhoeal diseases and a corresponding intensification of the related 
activities of the health services, particularly at the primary health care level. His 
delegation believed that simple methods of diagnosis and treatment, particularly the use of 

oral rehydration salts, had proved effective, and should continue to be employed. 

Research was of fundamental importance, particularly regarding etiological aspects, and 
the expert groups at global and regional levels had an important role to play in international 
coordination. In Argentina research was being pursued in the bacteriological, immunological 
and epidemiological fields - as well as on the social aspects, since the issue was closely 
related to socioeconomic conditions and to lifestyles. Such work was complemented by 
programmes of health education for mothers and by immunization, nutrition and child feeding 
programmes. An international seminar, in collaboration with neighbouring countries, was to 

be held later in 1982 on the issue of surveillance and control of diarrhoeal diseases. 

Dr WILLIAMS (Sierra Leone) stressed the importance of diarrhoeal disease control for the 
promotion of maternal and child health. The control of diarrhoeal diseases was indeed a 

realistic step towards the attainment of health for all by the year 2000. But it must be 
integrated within the overall programme for environmental health - including improvement in 
waste disposal, the provision of a safe water supply, good housing, and vector control. It 

also had to be linked with the Expanded Programme on Immunization, and activities in the field 
of nutrition and health education had to be strengthened. Regarding health education, 
efforts should be concentrated on the schoolchildren, who could be more easily reached than 
adults in remote villages, and were at a receptive age. They could be taught the principles 
of personal and environmental hygiene, and also how to prepare the simple first -aid solution 
of salt, sugar and boiled water to give to their young brothers and sisters when they had 
diarrhoea; the children in turn would teach their parents. 

Sierra Leone was grateful to UNICEF and WHO for their collaboration in its diarrhoeal 
diseases control programme. However, it required advice on simple methods of monitoring and 
evaluating the programme, and more logistic and resource support, including assistance with 
the training of personnel. Perhaps WHO could appeal to industrial firms at regional level 
to supply oral rehydration salts at minimum cost. 

Finally, she commended the Director -General on his report and expressed support for the 
draft resolution. 

Dr BROTOWASITO (Indonesia) commended WHO's efforts in the diarrhoeal diseases control 
programme. Ninety -seven developing countries had been drawn into the programme, and 
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corresponding progress had been made. If oral rehydration salts were given to infants and 
children under five years of age suffering for diarrhoea a 20% to 30% reduction in child 
mortality might be expected. Indonesia had already started a small -scale diarrhoea) disease 
control programme in 1974, but the launching of the WHO global programme had led to the 
expansion of the programme, which now received high priority and more financial support. 
WHO and UNICEF had provided experts and equipment for the production of oral rehydration salts. 
The quantity of rehydration salts distributed had increased from one million litres in 1975, 
to 2.2 million in 1979, 4.2 million in 1980, and 5.9 million in 1981; they were now available 
in 80% of the health centres throughout Indonesia, and about 50% of primary health workers in 
villages were provided with them. 40% of the total was provided by UNICEF, 35% was procured 
from private manufacturers and 25% was produced by the State. State production would be 
increased in the near future to provide most of the supply. 

Over 900 health personnel had undergone training in 1981 - two of them in a WHO inter - 
country training course. At the beginning of 1982 an interregional training course had been 
held in Indonesia, where WHO had designated a regional training centre for diarrhoeal disease 
control. Booklets and posters had been distributed to health workers and the population, 
some of them translations or modifications of WHO material. Many studies on diarrhoea) 
diseases were carried out through the collaboration of the Ministry of Health, medical schools 
and voluntary agencies. The Coordination Board of Paediatric Gastroenterology of Indonesia, 
consisting of paediatricians, general practitioners and other health scientists, was a 

valuable source of collaboration in research and training. 
After many years during which Indonesia had been awaiting WHO's collaboration in 

diarrhoeal disease studies, a WHO collaborative study on oral typhoid vaccine was now being 
considered by the Ministry of Health. A national advisory board had been established to 

assist the Ministry in reviewing and evaluating the diarrhoeal diseases control programme, 
and the Government was now trying to combine that programme with the expanded programme on 
immunization. 

The oral rehydration salt formula existing at present was the best available, but its 

shelf life in tropical countries was limited. He asked whether WHO could arrange for 

studies to be carried out, to find a variant which would have a longer shelf life aid be 

simple and cheaply packaged. 

His delegation supported the draft resolution. 

Dr BULLA (Romania) said that his delegation, like that of the Netherlands, was concerned 
at the shortfall of over US$ 8 million in the budget and he asked whether that gap had been 
successfully bridged. If not, he suggested that the draft resolution be amended to reflect 
the need for budgetary resources. He also suggested that a reference to the International 
Drinking Water Supply and Sanitation Decade be inserted in operative paragraph 6(1) of the 

draft resolution; it was important not to neglect the preventive aspects of the programme. 

The CHAIRMAN asked that the amendments be submitted in writing. When the Secretariat 
had considered them and replies had been made to the other questions the Romanian delegate 
would be free, if he wished, to withdraw them. 

Mr МANALO (Philippines) stated that, during the past year, diarrhoeal disease control 
in his country had intensified through a long -term programme to provide drinking -water in 

both urban and rural areas, excreta disposal, and health education. It was expected that 
the whole population would be provided with safe water supplies within the next two years. 
Efforts to find suitable methods of excreta disposal had been intensified, and the number 
of disposal units had increased. Food safety and health education were also recognized as 

important elements in the prevention strategy. Most important of all, however, had been 
the reduction of diarrhoeal disease mortality by the use of oral rehydration therapy. 
4.5 million packets of oral rehydration salts had been used in the Philippines in the 

previous year, resulting in a decrease of deaths from diarrhoea of 16% over the year before. 
During the current year at least two packets were being distributed to each household, and 

mothers were being educated in its use, as part of the programme. It was expected that 
10 million packets would be used, and a 457, decrease in mortality was hoped for. The 

logical users of oral rehydration therapy were rural health units; but government hospitals 
also applied it, because of its effectiveness and low cost. Private practitioners had 

become aware of its effectiveness and were pressing for ORS to be more freely available in 
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the retail trade. One -litre packets of the salts were being distributed free of charge to 

government clinics and rural health services, at a cost to the Ministry of Health of US$ 0.11 
per packet. It was hoped that increasing use of ORS therapy in combination with the other 
measures that he had mentioned would go a considerable way towards solving the problem of 
diarrhoeal disease in the Philippines. 

Dr ABDULHADI (Libyan Arab Jamahiriya) joined previous speakers in expressing approval 
of the report. His delegation shared the views of the Executive Board as embodied in the 

draft resolution under consideration. It particularly wished to emphasize, in that 

connexion, the fundamental importance to the success of the programme of international 
collaboration and, in particular, that of UNICEF, UNDP, the World Bank and other international 
and bilateral agencies, which was well expressed in paragraph 4 of the draft resolution. 

As regards the development of the programme, his delegation feared that the overriding 
emphasis being placed on the first objective - reduction of mortality due to acute diarrhoeal 
diseases - might be leading to neglect of the diseases that took less acute forms and of 
the public health, environmental and sociocultural aspects of control. It therefore 
considered that, in a second phase, the approach should be broadened to give due emphasis to 

those aspects. They would include water supply and sanitation, vector control, maternal 
and child nutrition, and health education, of mothers in particular, without which the second 
objective - the reduction of morbidity and associated ill- effects, particularly malnutrition, 
in infants and young children - could not be achieved. The health sector should enlist the 

support and catalyze the efforts of the other sectors in a multisectoral approach. 
The diarrhoeal diseases control programme should be one of the priority components of 

the primary health care approach and should be implemented within primary health care so that 

the difficulties previously experienced in integrating independent programmes in general 
health services would not arise. 

Professor LUNENFELD (Israel) also expressed his delegation's satisfaction with the 
action taken on resolution WHАЭ1.44. 

Immediately after the adoption of that resolution in 1978, an ORS programme had been 
launched in his country with the help of WHO, and with close cooperation between government 
health services and UNRWA. The programme centred on the use of WHO oral rehydration 
formulae, prepared locally, for early care in infant diarrhoea. Two experts from WHO had 
assisted in 1949 in expanding the programme to cover all children under three years of age - 

60 000 in number - in Gaza and Sinai. This programme, one of the largest controlled field 
experiments under way, was at present under evaluation. The attention of the public had 
been drawn to it through publicity in the media and education in maternal aid child and 
other health centres. Maternal and child health centres, visited regularly by paediatricians, 
were, like the hospital itself, fully involved in the programme. Preliminary data indicated 
a reduction in mortality, hospital admissions, intravenous infusions and morbidity among 
infants. The number of days of hospitalization of infants and young children had declined 
by 35%; postneonatal mortality by 46 %, and diarrhoea - related mortality among children under 
three years of age by 49 %, in the previous two years. A full report was to be published soon 
and would be made available to the Regional Office and to headquarters. 

Among the preventive measures that should accompany the curative ones, his delegation 
wished to mention, in particular, surveillance for the prevention of waterborne bacterial 
and viral diseases, which was particularly important for countries that consumed most of 
their basic water supply, and where recycling of sewage effluent for agricultural use was 
an extensive and growing practice. Food and environment sanitation remained the mainstay 
for the prevention of diarrhoeal disease. So was health education, especially in maternal 
and child health centres and schools. 

His delegation also suggested that the other organizations of the United Nations system 
and nongovernmental organizations be approached for their collaboration and would like to 
know what success had been achieved in incorporating the programme into national primary 
health care programmes and national health policy decisions. 

Finally his delegation joined those previous speakers who supported the five -year plan 
and endorsed the draft resolution. 

Dr CANADA (Spain) expressed his approval of the diarrhoeal diseases control programme 
as described in the Director -General's report and commended the Organization on the impetus 
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given to it. Of recent years the mortality rate in Spain from those diseases had fallen 
markedly and morbidity rates had also shown a great improvement. That might well be the 
result of health education programmes combined with the work done around 1970 -1971 to make 
all the water supplied by the public distribution system safe for drinking. That had been 
done by a simple chlorination programme, which it had been found possible to provide free of 
charge to all communities throughout the country. 

In the past few years much emphasis had been placed on the oral administration of 
rehydration salts (ORS) in the treatment of the diarrhoeas. However, the over - sophistication , 

of medical technology in countries that had reached a certain level of health development 
seemed to be an obstacle to the generalization of that therapy, despite its obvious 
advantages to simplicity, economy and freedom from iatrogenic risk, hospitalization and 
intravenous administration of drugs not being required. The help of the paediatric service 
of a large modern, well - equipped and well - staffed hospital had therefore been enlisted and 
several hundred patients there had been treated with ORS only. The use of that therapy in 

such a hospital would make a profound impression on doctors, especially those working in 
rural areas. It was hoped thus to win general acceptance of rehydration therapy. 

Dr MERSON (Diarrhoeal Diseases Control Programme) thanked the delegates for their 
remarks and support of the programme. The suggestions made would be borne in mind in 
future programme development. He replied to specific questions. 

The delegate of Chile had asked whether the programme had figures on the reduction of 
mortality rates in any countries or areas. Since the programme had only recently been 
initiated and measurement of mortality data was in any event difficult, relatively little 
information was yet available. But, in addition to studies made before the initiation of the 
global programme in 1978, in a recent study in Egypt, covering 50 000 persons, the 
implementation of a diarrhoeal disease control project focusing on oral rehydration had 
shown a reduction of child mortality of 50% in one year. 

The delegation of the Philippines had reported a 16% reduction in mortality since their 
national programme had begun. Plans to collaborate with countries to obtain additional 
mortality data had begun, and a relatively simple survey method had been devised for the 
purpose similar to that being used to obtain information on the activities of the Expanded 
Programme on Immunization. 

The delegate of Zaire had asked the Organization to continue collaboration with 
governments in offering intercountry and national training courses in the management of 
diarrhoeal diseases control. In the last two years, 271 persons from 87 developing countries 
had participated in a WHO course for planning and evaluation of national diarrhoeal diseases 
control programmes. Ten more courses were planned for 1982 -1983, including those mentioned 
by the delegates of China and Argentina. A training course in supervisory skills was also 
planned, at national level, for those in charge of community health workers and health 
facility staff. Material would be available from mid -1983, concentrating on community 
participation, coverage, evaluation, monitoring and treatment of diarrhoea. Modules of the 
course were being designed with a view to their usefulness for the Expanded Programme on 
Immunization, maternal and child -health and other elements of primary health care. 

The delegates of Switzerland, France and the United States of America had all supported 
a comprehensive approach to diarrhoea management, including widespread availability of oral 
rehydration salt (ORS) sachets for health workers, and the training of mothers in 

preparation of household solutions and appropriate dietary management. The programme fully 
supported that approach and was including a search for the best means of providing home care 
for diarrhoea in its operational research activities. 

The delegates of Tunisia and Indonesia, in describing the progress made in their 

countries, had stated that there was concern about adequate supplies of oral rehydration 

salts and expressed their desire to have clear guidelines for the local production of these 

salts. Recognizing that availability was a problem, WHO had collaborated with UNICEF to 

make local production possible, by providing guidelines and technical support that action 

would continue, as would attempts to improve the oral rehydration salt formulation, and it 

was hoped that the pharmaceutical industry and bilateral agencies could assist governments 

in production. 

The delegate of Brazil had requested information on how oral rehydration salts were 

produced. In some developing countries they were produced by State pharmaceutical companies, 

in others by private industry and in yet other cases, such as Indonesia, by both sectors. 



A35/A/SR/9 
page 11 

The delegate of Mozambique had expressed concern that the rate of development of 

diarrhoeal diseases control programmes as well as that of the expanded programmes on 

immunization, should be consistent with the development of overall primary health care 

services. The delegate of the Libyan Arab Jamahiriya had pointed out the importance of the 
other control strategies in addition to oral rehydration and the delegate of Israel had 

asked how well the diarrhoeal diseases control was integrated into primary health care. The 

Organization was well aware of the need to be sure that the diarrhoeal diseases control 

programme was integrated with other primary health care activities. That awareness was 
reflected in the training materials produced. At the same time the Organization regarded 
the diarrhoeal diseases control programme as a particularly suitable entry point for primary 
health care, because of the high morbidity and mortality associated with diarrhoeal diseases 
and the simple technology (oral rehydration therapy) available for their treatment. 

The delegate of the Union of Soviet Socialist Republics and the delegate of the 

Netherlands had asked for information on the programme's collaboration with the 

pharmaceutical industry. In addition to the area of ORS production the Organization was 
informing the pharmaceutical industry about the diarrhoeal diseases control programme, and 

provided new information on the etiology, pathophysiology and treatment of acute diarrhoea. 
It was hoped that industry would thus be encouraged to carry out research and development 
on new drugs, especially those which could inhibit the secretory response in the intestine. 

Any promising drugs could be evaluated through WHO's programme research activity. In 

addition, by providing new knowledge, the Organization expected to incite the industry to 
re- examine the usefulness of some drugs now marketed in the developing countries for 
treatment of acute diarrhoea. That point had been made by the Danish delegation. At present, 
discussions had been initiated with about 10 companies; it was planned to approach others in 
the near future. 

The delegate of the Netherlands and the delegate of Romania had made inquiries 
concerning the financial status of the programme. At present 16 agencies and governments had 
given extrabudgetary support. The deficiency in required funds for 1982 -1983 had been 

US$ 3.5 million from the US$ million mentioned the It was hoped 
to attract funds to make up this deficiency, so that the activities planned for the biennium 
could be carried out. 

The delegate of Sierra Leone had wished for further collaboration with WHO on methods 
for monitoring and evaluation, logistics and resource support. A manual on planning and 
evaluation of control programmes had been prepared. It included guidelines on the morbidity 
and mortality survey mentioned previously, together with detailed approaches for monitoring 
control programmes. He would be glad to make that manual available. 

The delegates of Romania and Pakistan had expressed interest in collaboration between 
the diarrhoeal diseases control programme and the International Drinking Water Supply and 
Sanitation Decade. They were working together: firstly, to promote the use of safe water 
and sanitation facilities; secondly, to support research in carrying out such activities; 
and thirdly, to find a method of evaluating the effect of decade activities on diarrhoeal 
disease morbidity and mortality. 

Dr BULLA (Romania) said it was his understanding that the proposals of Pakistan and 
Romania would be reflected in a new draft resolution. If that was so, he would vote in 
its favour. 

The CHAIRMAN invited the Committee to consider the amended draft resolution 
including the amendments proposed by the delegates of Pakistan and Romania. He 
requested the Secretary to read out those amendments. 

Mrs BRUGGEMANN (Secretary) said that the amendments related to paragraph 6 of the 
draft resolution contained in Executive Board resolution EB69.R6. They were as follows: 

1. In subparagraph (1), to add the words "in conjunction with the targets for 
the International Drinking Water Supply and Sanitation Decade" after the phrase 
"strengthening national control programmes "; 
2. To add the following new subparagraph (2): "To continue to collaborate with 
UNICEF, UNDP, the World Bank and other agencies in support of the programme and 
in the provision of safe drinking -water and environmental sanitation to deprived 
or under - served populations." 
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Э. To add the following new subparagraph (3): "To make efforts to attract 
extrabudgetary resources to meet the support requirements of this programme ". 

Dr VIOLAKI- PARASKEVA (Greece) said that she would like to know what the targets of 
the International Drinking Water Supply and Sanitation Decade actually were. It seemed 
to her that the introduction of the proposed amendments would lead to repetition in the 
draft resolution. 

Dr BULLA (Romania) said it was difficult to define the targets of the Decade. 
Each country had a national programme established by the national authorities within 
the principles of the Decade. 

Dr VIOLAKI- PARASKEVA (Greece) said that she was prepared to accept the amendment 
of Romania but felt that there was an element of repetition in the proposal of Pakistan. 
She would like to have a more complete explanation. 

Dr DIETRICH (Director, Division of Environmental Health), speaking in reply to the 
delegate of Greece, said that two resolutions relating to the issue had been adopted at 
intergovernmental conferences in recent years. During the United Nations Conference on 
Human Settlements (HABITAT), in 1976, governments had made clear references to water 
supply services for all, if that was possible. At the United Nations Water Conference 
in 1977, governments had reaffirmed their commitments made at the HABITAT Conference 
to adopt programmes with realistic standards for quality and quantity to provide water 
for urban and rural populations by 1990 if possible. 

The International Decade had as its target water and sanitation services for all. 
In reality, the Decade was a national undertaking as each government must in the end 
set its own target in terms of quantity, quality and time frame. It was his view 
that, if the terminology "target for the Decade" was used, people would understand 
that the goal was international and consistent with the concept of health for all, but 
that action was the responsibility of each government in terms of quantity, quality 
and time frame. 

The CHAIRMAN said that he did not consider the proposed amendments to be 
repetitive. 

The draft resolution, proposed by the Executive Board in resolution ЕВ69.R6, as 
amended, was approved. 

2. STRATEGY FOR HEALTH FOR ALL BY THE YEAR 2000: Item 19 of the Agenda (Document 
А35 /INF.DOC./7) 

Review and approval of the plan of action for implementing the Strategy: Item 19.1 of 
the Agenda (Resolutions WHА34.36, para. 5(1) and ЕВ69.R3; Document A35%3) 

The CHAIRMAN announced that a communication had been received from the delegation of 
Cuba bringing to the attention of the Health Assembly four resolutions that had been 
adopted by the ministers of health of the non -aligned and other developing countries, 
expressing their commitment to the implementation of the Strategy (document A35/INF.DOC. /7). 

Relevant to that communication was a draft resolution proposed by the delegations of 

Algeria, Angola, Argentina, Cuba, Democratic People's Republic of Korea, Egypt, Mozambique, 

Nicaragua, Panama, Sri Lanka and Yugoslavia, which read as follows: 

The Thirty -fifth World Health Assembly, 
Noting with satisfaction the decisions taken by groups of Member States - the 

Non -Aligned and other developing countries - concerning the implementation of the 

Strategy for Health for All; 

Stressing the importance of the decision of the Non -Aligned and other developing 

countries expressed in the resolutions on: 

(1) Implementation of National Strategies for Health for All by the Year 2000; 

(2) Technical Cooperation among Countries for the Achievement of the Goal of 

Health for All by the Year 2000; 
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(3) Network of Institutions for Health Development; 
(4) Exchange of Health Experts between Developing Countries, 

1. CONGRATULATES the Non -Aligned and other developing countries for this expression 
of political commitment to the goal of Health for All; 

2. REQUESTS the Director -General to provide these countries with the support they 

require in their efforts, as outlined in the above resolutions,1 for the 

implementation of their strategies by making full use of all available resources. 

He invited the representative of the Executive Board, Dr Hiddlestone, its Chairman, to 

introduce the draft plan of action for implementing the Strategy for health for 
all by the year 2000 (document А35/3). 

Dr HIDDLESTONE (representative of the Executive Board) recalled that, a year earlier, 
the Thirty - fourth World Health Assembly had not only adopted the Global Strategy for Health 
for All, but had also requested the Executive Board to prepare without delay a plan of action 
for its immediate implementation. The Health Assembly's sense of urgency had been reflected 
in the words "without delay" and "immediate implementation ". The Board had responded 
appropriately and had approved a draft plan of action immediately after the Thirty -fourth 
Health Assembly. The regional committees had responded similarly and they had reviewed the 

draft at their 1981 sessions. The Board had finalized the draft in January 1982 and that 
draft, with its contained sense of realism and urgency was incorporated into document А35/3 
which he was introducing in the Committee on behalf of the Board. He expressed the hope 
that the Committee would find it adequate and would feel able to approve it after mature 
consideration. 

As its name implied, the plan concerned action that had to be taken if the Strategy was 
to be carried out. It indicated what was expected of Member States, of WHO's governing 
bodies and of the Secretariat with respect to the main components of the Strategy, namely, 
what had to be done to develop further and carry out national strategies, as well as the 

regional and global ones; action required to develop health systems; ways of promoting and 
supporting the Strategy; and, finally, bringing together the resources needed for it. It 

also spelt out what had to be done to monitor and evaluate the Strategy. It provided a 

realistic timetable up to May 1987 when the Fortieth World Health Assembly would be reviewing 
the Eighth General Programme of Work. 

The Board had not contented itself with approving its own efforts but had offered some 

critical comments. One was that further study should be made on how best to overcome the 
political, social, cultural, educational and economic obstacles which might be encountered in 

certain countries. To overcome educational obstacles, it was suggested that greater effort 

should be made to bring about closer contact between ministries of health and universities 

and medical schools. The further consideration of regional targets by the regional 

committees appeared on the plan of action. Yet a plea had been made for it to be given 

greater emphasis; more specific targets could act not only as a spur to action but would 

also facilitate the monitoring and evaluation of the regional strategy. The importance had 
been stressed of monitoring and evaluation reports illustrating what was actually happening 
in various countries. That included the use of at least the 12 global indicators that 

appeared in the Global Strategy.2 The main purpose of monitoring and evaluation was to lead 

to improvements in the implementation of strategies by countries after both successes and 

failures had been assessed. Countries were expected to submit their first progress reports 
in March 1983 and the first evaluation reports in March 1985. Such a tight timetable might 

present difficulties but it also presented a challenge and an opportunity. 
Executive Board resolution EB69.R3 recommended that the Health Assembly should adopt a 

resolution approving the plan of action. The Board had felt that it was not enough to 

approve the plan of action as a document alone. Rather it had proposed that the Health 
Assembly should call on Member States to carry out the activities that devolved on them 
according to the plan of action and which all derived from the Global Strategy adopted the 
previous year. It had been made clear from the beginning that the Strategy would only 

succeed if it was carried out, not as an independent WHO activity, but by countries themselves 
with the support of WHO. WHO as such nevertheless had an important role to play. That was 

1 See document A35/INF.DOC./7. 

2 "Health for All" Series, No. 3, 1981, pp. 74 -76. 
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spelt out in the Strategy itself and in the plan of action for its implementation. The 
proposed resolution also included the responsibilities of the regional committees, the 

Executive Board, and the Health Assembly, as well as the Director -General and the whole 

Secretariat. 
It was his pleasure, on behalf of the Board, to submit, for the Committee's consideration, 

both the plan of action and the draft resolution contained in resolution EB69.R3. 

Dr VIOLAKI- PARASKEVA (Greece) said that she would like to give a practical example of a 

project that represented a contribution to the Strategy. 

The Thirty -first World Health Assembly, recognizing the escalating problems caused by 

zoonoses both for human health and for agricultural production, had called for the establish- 

ment of regional zoonoses control centres modelled on the highly successful Pan- American 

Zoonoses Center in Buenos Aires. In response to that appeal, the Mediterranean zoonoses 
control programme had been formulated in 1978 under the auspices of UNDP and WHO, with the 
cooperation of FAO. The project had initially involved five countries, namely, Bulgaria, 

Egypt, Greece, Libyan Arab Jamahiriya and Turkey, but had subsequently been expanded and 

currently 17 countries in the area were participating actively through the programme's Joint 

Coordinating Committee. WHO was the executing agency while UNDP had so far been the main 

funding agency. Financial assistance had been provided by Greece and six other member 

countries as well as by France and the Federal Republic of Germany. 
The programme aimed at technical cooperation in planning, implementing and evaluating 

national zoonoses control programmes in participating countries, namely, the countries 

bordering the Mediterranean and Bulgaria and Portugal. All those countries had many common 

geographical, ecological and epidemiological characteristics and similar health problems. 

Major zoonoses to be controlled and eventually eliminated were canine rabies, echinococcosis/ 

hydatidosis, brucellosis, and leishmaniasis as well as foodborne diseases of animal origin. 

In general, the majority of those countries lacked adequate resources in expertise, manpower, 

equipment, laboratory facilities and funds to control such major zoonoses successfully; the 

coordination of resources and activities through WHO had been considered essential. In view 

of Greece's special geographical location and the country's exceptional relations 

countries involved in the project, the Mediterranean Zoonoses Control Centre, which was to 

coordinate such activities, had been located in Athens. The nature of the technical problems 

to be solved through such a typical TCDC programme called for the cooperation of all 

participating countries and for appropriate funding of the UNDP services involved in the 

programme. 

After the preparatory phase, aimed essentially at establishing the framework of the 

control programme and its Coordinating Centre in Athens, increasing attention and resources 

had been devoted to national and intercountry programmes, in accordance with the objectives 

stated in the Project Document and the two most recent work plans. 

The activities undertaken during 1981 had included national projects for the control of 

zoonoses, namely canine rabies and/or echinococcosis/hydatidosis, initiated in Tunisia, 

Turkey and Libyan Arab Jamahiriya, and a project intended as a model for intersectoral 

coordination of food hygiene programmes, carried out in Portugal. Professionals from 

several Mediterranean countries had benefited from training under the aegis of the control 

programme and sample legislation, guidelines, codes of practice and/or recommendations on 

zoonoses surveillance and control had been widely disseminated. Again in 1981, five 

meetings had been organized in cooperation with WHO and, in two cases, with the cooperation 

of the Governments of Portugal (on food hygiene) and Tunisia (on dog population reduction, 

canine rabies, etc.). Inventories of resources, including vaccines, sera and other 

biologicals, for the diagnosis and/or control of zoonoses and their causative agents were 

being updated and published. A sociocultural study of man/dog relationships and their 

implication for dog population control programmes had been initiated in Athens. 

A more intensive programme of work had been planned for 1982, including six meetings, 

workshops and training courses and the establishment of the control programme's first 

laboratory unit. During 1982, in addition to on -going projects for the promotion of 

cooperation on the subjects referred to above, and the continuing dissemination of guidelines 

and regulations on the control of specific zoonoses, adapted to Mediterranean countries, and 

the finalization of a Mediterranean canine rabies control strategy, six meetings, workshops 

or training courses were to be held on the laboratory diagnosis of Rift Valley Fever on 

canine population research and stray dog control, on brucellosis control in goats, and on the 
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planning and management of canine rabies national control programmes. It was also intended 
to initiate or continue research projects on dog ecology and on factors affecting the 

prevalence and surveillance of zoonoses. 
Training and health education activities had been extended and it was planned to update 

a number of the programme's publications on zoonoses, and also lists of vaccine, sera and 

diagnostic reagent manufacturers. A laboratory unit was also to be established, having as 

its main functions the establishment of tissue cultures, the preparation of rabies conjugates 

and of diagnostic reference slides for rabies laboratory diagnosis and the initiation of 

control of rabies vaccines for animal use. Those laboratory activities were to be imple- 

mented during 1982 in cooperation with the Greek veterinary services, but would be available 

to other Mediterranean countries after the end of the year. 

The achievements briefly reported above were the outcome of a truly multidisciplinary 
interprofessional approach within a framework of international goodwill, reflecting the level 

of technical cooperation among developing and developed countries and international agencies, 
which constituted the hallmark of WHO's goal of health for all by the year 2000. 

Her delegation fully endorsed the proposed plan of action and the draft resolution 
contained in Executive Board resolution EB69.R3. 

Dr FERNANDO (Sri Lanka) said that the national strategy for health for all by the year 
2000 in Sri Lanka had been formulated, adopted and presented to the world through WHO in 
1980. One of the most significant and practical steps towards achievement of that objective 
had been the establishment of a national health development network at all levels. The 

network included, in addition to a National Health Council and a National Health Development 
Committee, whose activities so far, he outlined, six standing committees which, as expert 
committees, each working in its own field, had prepared a primary health care package, 
staffing plans, and a comprehensive programme for the development of traditional medicine. 

They had also prepared and reviewed the work of regional seminars on medical research and 
TCDC and appropriate technology and had carried out some preparatory studies on drug policies 
and management. 

The 17 primary health care components, referred to in the previous strategy document, 
had been examined in detail and the work to be done had been outlined. As a prerequisite 
for the implementation of the primary health care strategy, the training function had been 
reinforced, with the provision of additional facilities for institutions such as nurses' 

training schools and the revision of curricula for such staff categories as assistant medical 
practitioners and public health midwives. The revised curricula were already being applied 

in training and re- training. 
Although marginal adjustments had been made to the national strategies, there would 

continue to be unequivocal political commitment to the achievement of the social goal of 
Health for All and a three -way dialogue would be maintained between politicians, administra- 
tive and technical cadres, and the community through the national health development network. 
The allocation of resources would be maintained at levels sufficient to implement the above 
commitments, preference being given to those in the greatest social need and with emphasis 
on the preventive aspects of health care. At the same time, the health care delivery system 
would be restructured to provide medical care for the entire population on the basis of 
equality and responsibility, backed up by adequate manpower planning and development, medical 
and health services research and laboratory and logistic support. 

Expenditure on health in Sri Lanka amounted to about 2.7% of the gross national product 
aid the current trend was for government expenditure on health to increase. Outside health 
development funding from traditional sources, such as WHO, UNICEF, UNFPA and the Asian 
Development Bank (ADB) would be promoted. The restructuring on the health care delivery 
system, which would among other features provide for the appointment of one family health 
worker per 3000 of the population, was to be implemented over a period of 10 years at a cost 
of about US$ 186 million. ADB had undertaken to provide US$ 9 million and the Health 
Resources Group mechanism was expected to contribute in due course. At the same time plans 
had been made to meet, by appropriate training of the critical cadres, the considerable 
manpower requirements of the expanded system of primary health care, referral, teaching and 
special hospitals and two projects - for the production of sterile products and tablets and 
capsules - had been prepared. 

Special programmes had been drawn up with specific reference to mother and child health, 
aimed at achieving a reduction in infant mortality, particularly during the neonatal and 
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perinatal period; a reduction in mortality and morbidity in the 1 -4 age group, a reduction 
in the incidence of acute diarrhoeal disease among infants and preschool children; a 

reduction in the incidence of diseases preventable by immunization, a reduction in acute, 

concurrent and chronic undernourished infants and preschool children and a reduction in 
undernutrition among pregnant mothers; and an improvement in overall child health and the 

early detection and management of children with mental health problems, thereby reducing 

secondary disorders and disabilities. Plans had been made for the simultaneous development 

of systems of traditional medicine and their incorporation in the health services in the 

country. 

The guiding principle in the operation of the new strategy would be cooperation between 

State and private sector as providers of health care. Since a not inconsiderable proportion 

of medical care was provided by private medical practitioners, steps would be taken to 

increase the representation of the private sector in the decision - making process through the 

national health development network. The indicators for monitoring progress towards health 

for all had been selected and quantified five -year targets worked out. For example, infant 

mortality, from the 1980 benchmark of 38 per 1000 was to be reduced to 34 in 1985, 30 in 1990 

and 27 in 1995, to reach 25 by the year 2000. 

In conclusion, his delegation supported the draft resolution proposed by the delegation 

of Algeria and others. 

The CHAIRMAN earnestly requested delegates, in view of the short time available, to 

confine their remarks as far as possible to the report before the Committee. 

Dr KORTE (Federal Republic of Germany) acknowledged the undoubtedly significant impact 

of WHO's Strategy for Health for All by the Year 2000 on decision -making processes in many 

countries, which had helped to mobilize resources for health. Although progress appeared 
at times too slow, important long -term objectives should not be sacrificed in the search for 

immediate successes. His country was spending on primary health care almost 40% of the 

funds for cooperation with developing countries on health, with encouraging results. There 
was, however, growing concern in regard to the long -term financing of health services. 
Although community participation was the guiding principle, the degree of financial 
involvement of the community, both in urban aid rural areas, was not always very clearly 
defined. WHO should give special attention to that problem, the solution of which would 
determine the success of the primary health care approach. Another matter of concern in 

that connexion was the cost of paying primary health care workers - whose employment was 
advocated by WHO for at least the initial programme phases - might in some countries initiate 

developments with serious economic implications for the future. It might be better for WHO 
to consider possible strategies for departing from the system of free medical care for both 

urban and rural populations and promoting a system of cost - sharing between government and 

community. That would take into account the economic situation at the family and national 
level 

One further point which merited special attention was the need to ensure the quality of 

health care and the training of supervisory personnel and his country would like to provide 

continuous support for the improvement of training in that field. During a workshop which 

it was planned to hold jointly with the Ministry of Health of Peru, under the auspices of 

РAНO, it was hoped to review experience of different approaches to primary health care in 

South America. 

His delegation fully supported draft resolution contained in resolution ЕВ69.R3. 

Dr CHRISTIANSEN (Norway), speaking on behalf of the Nordic countries - Denmark, Finland, 

Iceland, Norway and Sweden - commended Dr Hiddlestone for the forceful manner in which he 

had spelled out the significance of the Strategy and the procedure to be followed for its 

implementation. The Global Strategy for Health for All was the culmination of fruitful 

years of discussion during which concepts and ideas had matured and policies and strategies 

had been forged in the heat of debate. Outlining the sequence of events that had culminated 

the previous year in the adoption of the Global Strategy for Health for All and noting with 

satisfaction the firm political commitment and global unanimity in matters of health 

achieved so far, he cautioned that when it came to the real test, health commitments, which 

had been solemnly entered into, all too often failed to materialize. The requirement from 

now on was that pragmatic and feasible measures should be taken at national, regional and 

global levels. In most countries the improvement of health would necessitate a broad 

attack on poverty, unemployment or underemployment and on the socioeconomic structures which 
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allowed those evils to persist. There was every reason to be concerned about the impact of 

deteriorating economic conditions in many countries on their ability to put the health 
strategies into effect. It might also become difficult to avoid confrontations with 
various commercial, professional and other parochial interests, which were not concerned to 

promote health for all. On the other hand, the five Nordic countries believed that health 
afforded a unique opportunity to bring about international collaboration between Member States 
and international organizations. Few other issues could generate such solidarity and 
general agreement as health, but the opportunity had not so far been seized of giving human 
development pride of place over mere economic growth, as an alternative approach to solving 

the world's current problems. The Nordic countries had therefore supported wholeheartedly 
resolution WHАЭ4.З6, paragraph 5(1), requesting the Executive Board to prepare an immediate 
plan of action to overcome the obstacles and ensure the success of the Global Strategy. 

The plan of action for the international community should, in their view, provide support 

for national governments in implementing their strategies, involve all relevant bodies of the 

United Nations system and all other international organizations in the implementation of 

concerted measures for health for all, and mobilize and transfer the required resources to 

meet priority needs. It should include concrete measures for the attainment of global 

targets, particular emphasis being placed on such subjects as safe drinking -water and 

sanitation, adequate nutrition, immunization against the major infectious diseases of child- 

hood and the availability of essential drugs. The approach would of necessity be inter - 

sec *_oral, involving different authorities and agencies. The International Drinking Water 

Supply and Sanitation Decade, mother and child health care, the Expanded Programme on 

Immunization and the action programme on essential drugs were all examples of such inter - 

sectoral activities and interagency collaboration, but the function of the plan of action was 

to forge those and other activities and programmes into a unified pattern, converging on 

health for all by the year 2000. 
The document before the Committee, which had changed very little during processing by 

the Executive Board and regional committees, certainly provided an accurate guide for 
monitoring progress, but its efficacy as a guide for action had yet to be seen. The crucial 
question was how to ensure that Member States had adequate resources to carry out the Strategy. 
The plan of action should therefore give prominent place also to the registration and 
examination of the international flow of resources to health, in order to ensure that they 

were spent efficiently and that they met social needs. Such registration and examination 
of current transfers could facilitate the rationalization of existing resources and the 

mobilization of new ones. It had therefore been hoped that the plan of action would be 
designed to streamline mechanisms for improved interagency coordination, in particular at 
country level and that a more specific role would have been assigned to the Health Resources 
Group, with emphasis on its extension to regions and individual countries. The plan of 
action could and should be made into a powerful instrument, serving to invigorate WHO's 
constitutional role as the directing and coordinating authority on international health work. 

The five Nordic countries sincerely hoped that the plan of action would prove a 
success and therefore supported the draft resolution submitted by the Executive Board. 

The meeting rose at 18h00. 


