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THIRTEENTH MEETING 

Friday, 13 May 1983, at 9h00 

Chairman: Dr J. M. SOTELO (Peru) 

1. FIRST REPORT OF COMMITTEE A (Document (Draft) А36/35) 

Dr MAKUTO (Zimbabwe) Rapporteur, introduced the draft first report of the Committee. 

The report was adopted. 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 
(Document's РВ/84-85, and EВ71.R3 and Annex 1, and Part II) (continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, paragraph 4(1), 
WHA33.24, paragraph 3'and WHA35.25, paragraph 5(3); Documents ЕВ71/1983/REC /1, Part II, 
Chapter II, A36 /5, A36/6, A36/INF.DOC./2, A36 /INF.D0C./5) (continued) 

Health science and technology - disease prevention and control (Appropriation section 4; 
Documents РВ/84 -85, pages 219 -297, and ЕВ71 /1983 /RЕC /1, Part I, Resolution EВ71.R11 and 
Annexes 4 and 5, Part II, paragraphs 42 -46) 

Dr EHRLICH (Regional Office for the Americas), in reply to requests for information 
concerning the large provision of funds to the Region of the Americas for programme 13.10 
(zoonoses), said that the Region had been allocated a proportionately large amount of funds 
as a result of the special interest shown by the countries of the Region. The Regional 
Office had a special programme for veterinary public health and also provided substantial 
support to both the Pan American Foot -and -Mouth Disease Control Centre, in Rio de Janeiro, 
and the Pan American Zoonoses Centre, in Buenos Aires, which was paying particular attention 
to rabies, tuberculosis, brucellosis, hydatidosis, leptospirosis and equine encephalitis. 
A reduction of approximately US$ 500 000 it the regular WHO budget for 1984 -1985, as 
compared to 1982 -1983, had been possible as a result of: (a) the decision in 1982 by the 

Regional Committee to reduce the programme at the Centre in Buenos Aires; (b) additional 

funds which would be made available from the proposed PAHO regular budget for 1984 -1985 and 

from the two host governments, and (c) changes in the exchange rates of the United States 
dollar/Brazilian cruzeiro and the United States dollar/Argentine peso. 

Dr MAТУAS (Veterinary Public Health) said that WHO had recently intensified its 
collaboration with Member States in planning and implementation of comprehensive national 
programmes for the surveillance, prevention and control of major zoonoses and foodborne 
diseases of animal origin, including particularly rabies, salmonellosis, echinococcosis/ 
hydatidosis, and brucellosis. During the Sixth General Programme of Work, practical 
projects had been planned and initiated in over 20 countries in all regions except the 

Americas, where national and international control programmes against zoonoses and related 
foodborne disease were already well developed. Collaborative programmes on rabies control 
had already resulted in a reduction of case incidence in several countries, particularly 
in Latin America, South -East Asia and Europe. Zoonoses control centres, such as the 

Pan American Zoonoses Centre, the Mediterranean Zoonoses Centre and the Pan American Foot - 
and -Mouth Disease Control Centre and other mechanisms - all based on the concept of 

technical and economic collaboration with and among Member States - had become powerful 

instruments in the development of the programme. 

The delegate of Zambia had made reference to that approach and, indeed, the programme on 
rabies control on which Eastern and Southern African States had recently started to collaborate 
was showing very promising results. For example, local production of a simple but effective 
rabies vaccine for dogs had been started in one of the participating Member States. 

The delegate of the Federal Republic of Germany had stressed the need for continuation 
of the activities of the Mediterranean Zoonoses Control Programme, a programme which had been 
supported financially by UNDP (in particular by its European office) from 1978 to 1982. 
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Sincere thanks were due to UNDP for that support, without which the Programme would not have 

been possible. However, it had not yet been decided whether or not support would be continued. 

Notwithstanding the multiple successful activities of the Programme over the past five years 

with the cooperation of a number of participating countries and the UNDP European office, it 

had not succeeded so far in mobilizing the necessary support from the UNDP Arab States Bureau 
in complementarity with the European element. The Director -General of WHO and the Administra- 
tor of UNDP had recently sent out a mission to current and potential participating countries, 

and its report was currently under consideration in WHO and UNDP, New York. Although an 
intergovernmental meeting of Arab States had taken place in Riyad in January 1983 under UNDP 
auspices to decide upon priorities for the UNDP regional programme, it had not discussed 

project priorities. The matter was also further complicated by the fact that UNDP was 
currently under particularly stringent financial limitations. 

The delegate of the Netherlands had highlighted the need for the elaboration of manuals 
destined for planning and implementation of specific zoonoses control programmes. Moreover 
there was evidence that the guidelines so far published by WHO on rabies, echinococcosis/ 
hydatidosis, brucellosis, leptospirosis, Rift Valley fever, prevention of public health risks 

associated with animals in urban areas, and various aspects of food hygiene (food of animal 
origin), were largely used in Member States for formulating their national control projects. 

Work was continuing and several other manuals - on salmonellosis, food virology, surveillance 

for control of foodborne diseases, etc. - would be issued during 1983. 

With the eradication of smallpox and the introduction of efficient preventive measures 
against the six diseases covered by the Expanded Programme on Immunization, zoonoses and food - 

borne diseases must receive an even higher priority nationally and internationally, as they 

were serious and widespread communicable diseases. 

The budgetary limitations of the zoonoses control programme meant that a real extra - 

budgetary input from Member States and donating agencies would be necessary if the expectations 
of Member States were to be met. 

Dr CAUSSE (Bacterial and Veneral Infections) said, in reply to a request for information 

from the delegate of Nigeria, that WHO was paying particular attention to the growing problem 

of genital herpes, especially in the industrialized countries, where it was the main cause of 
genital ulcers. In some of those countries the incidence rate had increased by 5% -6%. In 

most developing countries the problem was evolving more slowly, although in some African 

countries it was the cause of 2% -13% of genital ulcers. The seriousness of the disease, 

which tended to recur, was apparent from the risk of transmission to the newborn and from its 
apparent association with cancer of the uterine cervix. WHO was encouraging research into 

drugs which, although not yet proving to be fully effective, were reducing the frequency and 

degree of recurrence. The Virus Diseases unit was organizing a consultation on herpes virus 
infections later in 1983 at which genital herpes would be duly discussed. 

The serious problem of growing resistance to antibiotics, to which the delegates of India 

and the United States of America had referred, had been receiving high priority. The main 

cause of resistance and, in some cases, combined resistance of bacteria was inappropriate 

therapeutic, prophylactic or other use or misuse of antibiotics in human and veterinary 

medicine. Recourse to new and often costly antibiotics was consequently becoming increasingly 

necessary. In addition, risks of hospital infection were becoming greater and more frequent 
because of combined- resistant bacteria. WHO had organized a number of scientific meetings 

on the subject and was proposing to countries that standardized surveillance programmes on 

the sensitivity of bacteria to antibiotics should be developed in an effort to keep health 

personnel up to date on the most effective treatment and on measures by which to avoid further 

development of resistance. Programmes applicable at all levels of health services to prevent 

hospital infection were also being elaborated. There were also plans to prepare manuals and 

training courses in an effort to develop new attitudes to hospital infection. 
The delegates of Chile and the United States of America had stressed the seriousness of 

congenital and perinatal transmission within the context of sexually transmitted diseases, an 

aspect which WHO also regarded as of particular concern. There was evidence of congenital 

transmission in 30% -40% of mothers with syphilis. Ophthalmia, both chlamydial and gonococcal, 

in infants was transmitted from mother to infant with the same frequency and the latter was 

frequently the cause of permanent blindness. A programme for prevention of perinatal trans- 
mission of blindness was being carried out in close collaboration with the WHO Prevention of 
Blindness unit concerned. Action was also being developed at the primary health care level 
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through information and education programmes for health personnel - midwives and nursing staff, 
in particular - and mothers. A working group was to meet in Geneva at the end of 1983 to 

discuss the problems and propose measures for implementation at all levels of health services. 
The delegate of the United Republic of Cameroon had stressed the need to develop and 

apply techniques for rapid diagnosis of sexually transmitted diseases. While it remained true 
that methods of diagnosis providing the basis for effective treatment often required specialized 
laboratories and personnel, research was being carried out on the antigenic components - 

gonococcal, chlamydial and troponemal - responsible for infection and on monoclonal antibodies 
to the causal agents in an effort to develop rapid and simple diagnosis which could be under- 
taken at the primary health care level and some methods were already being successfully applied. 
Such research into biotechnologies was also producing techniques for specific immunization. 

Concerning the question by the delegate of Ghana on the date of publication of the training 
manual in respect of yaws and other endemic treponematoses, such as endemic syphilis and pinta, 

revision was under way and the manual was due to be published by the end of 1983. A number of 
organizations had already expressed the intention of ordering large numbers of copies. 

Concerning the extension of action to combat sexually transmitted diseases to the primary 
health care level - a question raised by the delegates of Gabon and Sri Lanka - a simplified 
approach had been developed, applied and evaluated to achieve that end. Workshops to train 

personnel were being organized for 1984 -1985 and were included in the proposed programme budget. 
Comments by the delegate of Zambia on the development of programmes to combat sexually trans- 
mitted diseases in his country, involving primary health care services, had been very construc- 
tive 

The delegate of Chile had requested information on WHO action in relation to the acquired 
immune deficiency syndrome. The syndrome had been identified in 1981 in the United States of 

America and was causing serious concern in a number of countries in view of the detection of an 
increasing number of cases, high mortality rate and the uncertainty surrounding its etiology, 
early diagnosis and treatment. It had proved to be irreversible in many cases and, because 
of the diminished resistance and natural or acquired immunity, subjects were open to the 

development of many different diseases - including pulmonary infections due to Pneumocystis 
carinii, aspergillosis of the nervous system, atypical mycobacterial infection, viral infections 
and cancers - thus causing death in 40 -60% of those suffering from the syndrome. Since 1981 
and up to April 1983, some 1500 cases had been identified; in the United States an average 
of one case had been detected daily in 1981 but by early 1983 that average had risen to between 
two and three cases daily; 1361 of all identified cases had been in the United States and the 
others had been in 15 -20 countries on the continents of America, Europe and Africa. In the 
early stages, the syndrome had been noted among homosexuals, a large number of whom had been 
receiving drugs intravenously, then among women having had sexual relations with subjects having 
subsequently shown signs of the syndrome or having received drugs intravenously, and also among 
immigrants of Haitian origin without any background of homosexuality or of having received drugs 
intravenously, among children having lived with subjects displaying risk factors, and in several 
children suffering from haemophilia regularly requiring blood products administered intra- 
venously - the blood products having been identified in several eases as having come from the 
blood of high -risk subjects. Etiological and epidemiological studies carried out by several 
groups of research workers, and particularly in the United States of America, suggested that 
the origin of the syndrome was viral and could be transmitted sexually or by direct contact. 

As a result of the considerable concern expressed by high -risk groups and health personnel 
and in order to orient and coordinate research and make known methods of diagnosis and investi- 
gation and preventive measures, WHO was planning to organize a special working group in late 
1983. Several units at WHO headquarters and in the Regional Offices for the Americas and 
Europe were in close contact for the coordination of that approach. 

Dr ARITA (Smallpox Eradication) said that monkeypox infection was a zoonosis occurring 
in tropical rain- forest areas of West and Central Africa. The reservoir of infection was 
unknown. Human infection of the disease had begin discovered first in Zaire in 1970. The 
most important features of the disease were that íts clinical picture resembled smallpox and 
that the causative agent termed "monkeypox virus" belonged to the orthopoxvirus family that 
included cowpox, vaccinia and variola viruses. 

When the World Health Assembly had declared the eradication of smallpox in 1980 it had 
also endorsed the recommendations of the Global Commission for the Certification of Smallpox 
Eradication on post -smallpox -eradication policy. Those recommendations had included the 

• 
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statement that because human monkeypox was caused by a poxvirus distinct from variola virus 

and had a limited capacity to spread among humans, the monkeypox virus did not constitute a 

threat to smallpox eradication. The Global Commission recommended that surveillance and 

research on monkeypox virus be continued in West and Central Africa. 

In answer to the request for further information from the delegates of the United States 

of America and the USSR, he said that continuing epidemiological surveillance conducted from 

1970 to 1981 had revealed that the disease had been infrequent. Only 61 cases had been 

recorded throughout that period with an annual incidence ranging from one in 1974 to 13 in 

1978. Person -to- person transmission had been assumed on eight occasions throughout those 

years and no tertiary transmission had been found. Thus the data available indicated that 

person -to- person transmission was limited. However, from January 1982 to the present time, 

the relatively large number of 37 cases had been recorded, 32 in 1982 and 5 so far in 1983. 

All the cases were detected in the tropical rain -forest areas in Zaire with person -to- person 

transmission being assumed on five occasions, including one tertiary transmission. 

In 1981, hospital -based surveillance in Zaire had been intensified, involving 154 

hospitals and dispensaries in three regions of high incidence. Although the intensification 

of surveillance had probably contributed to the increase in the number of cases recorded, 

there also seemed to have been a real increase. 

The Committee on Orthopoxvirus Infections had met in Geneva in March 1982 and, inter alia, 

had reviewed the new findings. The Committee had reconfirmed that monkeypox would not 

constitute a public health problem; however, it was clearly a matter of greater concern than 

had previously been anticipated. The Committee had felt that in order to keep a close watch 

on the situation it was vital to sustain special surveillance on monkeypox virus. The report 

of the Committee would be published in a forthcoming issue of the Weekly Epidemiological 

Record. 

WHO collaborating centres were assisting the investigation. Suspected cases in West and 

Central Africa other than in Zaire were also being investigated thoroughly by the joint 

efforts of country health services and WHO. The regular budget allocation assigned to 

programme 13.12 (Smallpox eradication surveillance) would probably not be adequate to sustain 

all those activities. 

In answer to the delegate of Italy, he said that WHO had access to substantial reserves 

of smallpox vaccine that could be made available to any country at any time once an emergency 

had been confirmed by laboratory investigations. The reserves were sufficient to vaccinate 

300 million persons. He would be happy to consult with the delegate of Italy on the question 

of smallpox vaccine production in that country. 

Dr BEKTIMIROV (Virus Diseases) said that the delegate of India had highlighted the 

importance of technical cooperation in developing national self -reliance in simple and rapid 

laboratory techniques. Realizing that simple techniques were most important to countries 

with limited resources, WHO was paying great attention to that question, and one of the major 

thrusts in the communicable diseases programme was the development of such techniques. 

Further, WHO had designated a number of WHO collaborating centres for rapid techniques through 

which WHO supported competent laboratories in the developing world in reference services and 

to some extent in the production of working reagents. WHO was also conducting a number of 

working groups on rapid diagnosis in all the regions. He expressed his gratitude to the 

Government of India, which had hosted several WHO intercountry workshops. The application of 

rapid techniques was highly dependent upon the availability of diagnostic reagents, and WHO 
was therefore giving particular attention to regional and subregional production of diagnostic 
reagents, as well as to training. The establishment of regional, subregional and national 

centres for the production and quality control of reagents through technical cooperation was 

one of the main targets of the programme. 
In answer to questions raised by the delegates of the USSR and Ghana on viral hepatitis, 

he said that WHO had been the leading coordinating authority in that field since the break- 
through in the early 1970s with the identification of the hepatitis B surface antigen. He 
assured Member States that WHO would maintain that leading role by making optimal use of the 
rapidly evolving techniques in assisting countries, particularly developing ones, that faced 
major problems in that area. 

Dr THYLEFORS (Prevention of Blindness) said that the delegate of Sri Lanka had stressed 
the need to provide spectacles for patients undergoing surgery for cataract. The provision of 
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spectacles at low cost to certain population groups had recently been the subject of 
preliminary feasibility studies in several countries, focusing on schoolchildren and on 
patients operated on for cataract. Further, a promising pilot project was under way in one 
country in the Eastern Mediterranean Region. A simple screening procedure to detect deficient 
vision in schoolchildren had bе,n developed for use by teachers and was being further tested. 
An evaluation of the psychosocial effects of correcting vision in schoolchildren was being 
planned in collaboration with the Division of Mental Health. The available technology for 
production and assembly of spectacle components might prove suitable for cottage industry 
projects and it appeared likely that spectacles made from standardized components could be 
made available at an approximate cost of US$ 2 in most countries concerned. 

The delegate of Egypt had stressed the need for training aids in eye care for primary 
health care personnel. Some training material would become available shortly through the 
programme for the prevention of blindness, mainly to illustrate the management at the primary 
level of common blinding disorders. The aids would be distributed widely, inter alia through 
nongovernmental organizations. Guidelines for manuals in primary level eye care had been 
elaborated and such manuals had been developed for some Member States taking account of local 
conditions. Increasing emphasis would be given to the elaboration of such training aids in 

future years. 

The delegate of Egypt had also raised the question of the changing pattern of causes of 

blindness in the world, in particular, problems encountered with epidemics of viral 
keratoconjunctivitis. It was true that several countries had been able to control trachoma 
as a cause of blindness, but the disease was still quite serious in several developing 
countries. The approach of the programme for the prevention of blindness, with its objective 
of making essential eye care available to all, lent itself to the prevention and control of a 

variety of diseases. The simple but early treatment of disorders such as keratoconjunctivitis 
were of the utmost importance in order to avoid the subsequent appearance of blinding 
complications. Such treatment could be given by various categories of personnel at the 

peripheral level, within the framework of primary health care systems. 

He expressed his gratitude for the many supportive comments made, which would be taken 

into account in the further development of the programme. 

Dr GLASUNOV (Director, Division of Noncommunicable Diseases) said that the many comments 

made by delegates reflected their great interest in activities for the prevention and control 
of noncommunicable diseases. He shared the concern expressed by the delegates of Malta, 

Zambia and Cape Verde at the growing problems of ncnconimunicable diseases in developing 

countries, and agreed with the delegate of the United States of America that global control of 

oral diseases, cancer and cardiovascular diseases would become more important in the countdown 
for health for all by the year 2000. During a recent visit to the United Republic of Tanzania, 
a health official had remarked that it was high time that control activities for noncommunicable 

diseases were started in the developing countries and that it was necessary to find a proper 

balance between control activities for communicable and noncommunicable diseases in the 

development of primary health care. 

Several delegations had stressed the need for an integrated approach to the prevention 

and control of noncommunicable diseases, in particular integration into primary health care. 

There was clearly a need for scientifically based strategies to tackle the prevention and 

control of more than one disease at a time through primary health care - examples had been 

mentioned by the delegates of Gabon and Iceland. The Secretariat had noted a number of 

suggestions: the development of noncommunicable disease surveillance systems, suggested by 

several delegates; the development of comprehensive prevention and control programmes 

starting with multifactoral prevention of coronary heart disease, suggested by the delegate 

of the USSR starting with diabetes, suggested by the delegate of Malta, and starting from 
integrated health examinations, suggested by the delegate of Czechoslovakia; and integrated 

cost -effective action on life -style changes and risk factors as well as anti -risk factors, as 

mentioned by the delegate of the German Democratic Republic. WHO was actively pursuing such 

ideas. A steering group that had met in November 1982 had concluded that an integrated 

programme for prevention and control of noncommunicable diseases was a feasible operation, 

combining in a flexible and practical manner the resources and approaches currently being 

devoted to selective noncommunicable diseases and related conditions, and permitting a unified 

management of a set of preventive actions for the overall management of noncommunicable 
diseases and the promotion of health in communities. Headquarters was collaborating closely 
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with the regional offices in that area. There was vigorous development of a programme of 

that type in the European Region, and activities were also progressing in the Region of the 

Americas, and in the South -East Asia and African Regions. 
He noted the concern expressed by the delegates of Israel; Gabon, Italy aid Finland on 

smoking control programme development. Dr Masironi (Division of Noncommunicable Diseases) 
would give an account of programme status and development. 

He expressed his gratitude to the many delegates who had underlined the importance and 
approved the present direction of the cancer programme. Dr Stjernswаrd would answer specific 
questions. With regard to the concern expressed at the decrease of US$ 53 900 in the budget 
allocation to the African Region, he said that it was due to some decrease in intercountry 
activities and to the fact that those funds were being used to support other programmes which 
were currently considered to be more important in the African Region. 

He welcomed the support that had been expressed for the cardiovascular diseases programme. 
Dr Pisa, the Programme Manager, would describe new perspectives for the development and 
expansion of the programme. Dr Pisa had been one of the principal architects of the 
programme and it was hoped that he would continue to be associated with its development after 

his rapidly approaching retirement. 
Several delegates had expressed support for the diabetes programme and had underlined 

its importance. WHO welcomed their support and would continue to collaborate with countries 
in the development of the programme. 

The control of hereditary diseases was also of importance, and he expressed his 
gratitude to the delegates of Cyprus and Zambia for their interest in the programme. He 

hoped that their countries' experience in that area could be used to ensure further progress 
in the prevention and control of hereditary disorders at the community level. 

Dr STJERNSWARD (Cancer) welcomed the helpful comments made by delegates, all of which 
would be taken into account in the development of the cancer programme. Fifty per cent, of 

the delegates that had taken the floor were from developing countries, which indicated that 
the long -held misconception that cancer was a problem only for industrialized countries was 
at last declining. 

The delegate of the Federal Republic of Germany had welcomed the improved coordination 

between WHO and IARC and had commended IARC's work on carcinogenesis. The delegate of the 

USSR had appealed for increased international coordinating activities, to include 

nongovernmental organizations, and for ‚ARC to undertake more preventive activity. The 

delegate of the German Democratic Republic had stressed the importance of research 

coordination and had urged that the medium -term programme be expanded and accelerated, 
emphasizing epidemiological methods. 

The Director of ‚ARC was unfortunately no longer able to be in Geneva, but before 

leaving he had requested Dr Stjernsw.ird to reply on behalf of WHO and IARC. 
The Programme Committee of the Executive Board in its report in document ЕВ69/23 on 

"Long -term planning of international cooperation in the field of cancer" had stated that it 

appreciated "the brevity and the clarity of the document outlining the division of 
responsibilities between the cancer unit at WHO headquarters and 'ARC". It continued: "The 

proposals for reorientation of the programme had been considered realistic and the plan to 

concentrate on those cancers that could be prevented had been commended. It was emphasized 

that the Cancer unit, the regional offices and ‚ARC did in fact work very closely together, 
particularly on some field projects, and that the programmes of the two organizations were 

interdependent and complementary. While IARC concentrated on carcinogenesis and epidemiology, 

WHO headquarters and the regions focused on cancer control, prevention, early diagnosis, 

therapy, after -care and operations research. In fact, by their very nature, the two 

programmes were interdependent and complementary ". 

IARC was undertaking work of outstanding quality also in the field of prevention, for 

example, on oesophageal cancer in China, on cervical cancer, for which a scientific data base 

was being prepared for optimal screening intervals, and in the important new field of 

nutrition and cancer, for which some US$ 100 000 had been allocated. The headquarters Cancer 

unit together with the regions was concentrating, in the reoriented cancer control programme, on 

primary prevention whenever possible, e.g., in measures against the most important carcinogens 

in Member States, against tobacco smoking and chewing, and in prevention of liver cancer; 

and on secondary prevention, e.g., screening for cervical cancer in Member States and early 

detection and referral of common forms of cancer. 
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As the delegate of Sri Lanka had pointed out, sufficient knowledge was available to 

tackle the enormous question of tobacco abuse at national level. What was needed now was 
the will to take appropriate action by means of national programmes. As the delegates of 

Gabon and Finland had pointed out, tobacco - induced diseases was one of the greatest avoidable 

health hazards. Thus one -third of all cancers, were tobacco - induced in many western countries 
and an estimated one million cancers could be avoided by the single action of elimination of 
tobacco misuse. Further, as an Expert Committee had concluded in 1978, "smoking control 
would do more for public health than any other single measure in the field of preventive 
medicine". It was therefore surprising that so few action programmes with monitored impact 
had been implemented. 

Primary preventive measures were being sought against liver cancer. Primary 
Hepatocellular carcinoma was one of the eight most common tumors globally, and one of the most 
prevalent diseases in the African, South -East Asia and Western Pacific Regions, with an 
estimated 250 000 new cases annually. Chronic hepatitis in itself was a major health problem, 
with an estimated 200 x 106 carriers globally. The Regional Office for the Western Pacific 
had held a very good workshop to plan primary preventive measures, and at headquarters a 

WHO /IARC meeting had recently been held with participants from the African and the Western 
Pacific Regions. It was stated that a unique time in the history of cancer had been reached, 
as one of the major cancers might be preventable by immunization. Hepatitis B virus was 
second only to tobacco among known carcinogens. Vaccines existed but were too expensive for 

large -scale use. The search for second -generation vaccines that might be used on a wide 
basis in all areas of the world where control measures were urgently needed were continuing and 
seemed promising. 

He assured the delegate of the USSR that collaboration with nongovernmental 

organizations was constructive and was continuing. A meeting had been planned for 1984 

to discuss strengthening such collaboration even further. 
The delegates of Sri Lanka, Kenya, Gabon, Zambia, Cape Verde and China had drawn 

attention to the alarming emergence of cancer in the developing countries. The problems 
were likely to increase with the increase in life expectancy. In that connection, he noted 
that the life expectancy of the population in Sri Lanka had already reached 68 years. 
Further, in Shanghai county, China, cancer had already emerged as the main cause of death. 
In addition to an increase in existing cancers, there was also likely to be an epidemic of 
tobacco - induced tumours in the developing countries. 

Answering the delegate of Kenya, Dr Glasunov had already commented on the level of the 

budget allocation to cancer for the African Region. He would only add an assurance to the 
delegates of Kenya and Zambia - who had expressed concern at the decrease of US$ 53 900 in 
the allocation to the African Region - that the regional programme had been designed to 

provide the best possible value for the remaining money available and he was sure that the 
right priorities had been set. 

It could not be denied that earlier there might have been an element of complacency in 
many developing countries about the cancer problem. For several numerically important 
cancers it was still not too late to implement appropriate preventive measures. By the 
year 2000 the battle might be lost. Time was passing and the matter required urgent 
attention. 

It was gratifying to learn of the pioneering work described by the delegate of Sri Lanka, 
demonstrating that the technology was available and could be used through the primary health 
care system and that it need not necessarily be costly. However, it must be pointed out 
that resources currently allocated for WHO cancer control activities were still inadequate for 
achieving what was clearly achievable. He was glad, therefore, that the delegates of the 
German Democratic Republic, Zambia, and Kenya had stressed out the need for resources. 

He reassured the delegates of the German Democratic Republic and of the USSR that cancer 
therapy was not being forgotten, for obviously there was no point in diagnosing cancers 
earlier if they could not then be treated. In that connection, a meeting would be held in 
October which would address the question of guiding principles for national cancer programmes 
in developing countries. It was not possible to build cancer care only on the primary health 
care system, and the role of centres of excellence should also be analysed. 

The delegate from the Federal Republic of Germany had pledged full support for the 
programme for incurable cancer patients. Unfortunately in the coming years 80% of 
the cancer patients in most developing countries would be incurable by the time they were 
diagnosed. One out of four people globally died of cancer in the developed countries. He 
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reassured the Committee that the technology was available: the need now was for education 

in its correct use, for drugs to be available for the population and for Member States to 

have the will to take action on behalf of their incurable patients. 

He was happy to acknowledge the excellent collaboration with the International 
Federation of Pharmaceutical Manufacturers' Associations (IFPMA), with which an active 

dialogue had been started. Extrabudgetary resources for that programme had been mobilized 
at two extrabudgetary finance meetings at which guidelines had been worked out for cancer pain 
relief. All the regions had agreed to the programme which would be tested over the coming 
three years in Member States in ten target -indicator countries. It was hoped that by 1986 
the programme would be ready for global implementation. 

Dr PISA (Cardiovascular Diseases), replying to points raised in the debate on 
cardiovascular diseases, said that prevention of cardiovascular diseases in entire 
populations was and would remain the objective of the Organization's programme in that field. 
To achieve that goal, close collaboration with Member States was essential, and when Member 
States found it useful WHO could cooperate in the formulation, development, and implementation 
of their national preventive programmes. Any increase in available funds therefore should be 
used mainly for that purpose. Cardiovascular diseases were a timely choice for that approach 
as they were a major health problem in large parts of the world, their incidence was increasing 
in developing countries and the know -how for their prevention and control was largely 
available and tested - as the North Karelia project in Finland had shown. 

Thee preventive strategy proposed by the Expert Committee on Prevention of Coronary Heart 
Disease was based mainly on a "population approach" and addressed all age groups of 
populations, including children and pregnant women. The strategy would require the 
application of principles which WHO was trying to introduce in the health field in general, 
such as community involvement, reorientation of health personnel to prevention, efficient 
utilization of health services, development of health information systems, interdisciplinary 
approach, coordination of education of health personnel and the public and the mobilization 
of national resources. Last, but not least, evaluation of progress in prevention and control 
of cardiovascular diseases was now possible by monitoring concrete and measurable end -points. 

WHO, together with its collaborating centres, would contribute to the development of 
national policy and programmes in the prevention of cardiovascular diseases at all stages 
such as: appraisal of the situation, namely, population risks and its major determinants; 
definition of national objectives and of targets to be achieved in different phases of the 
programme development; formulation of a preventive strategy and assessment of resources 
available and required; provision of exchange of technical expertise and information; 
monitoring of programme progress and outcome and promotion of research related to the 
preventive activities, including that on less identified risk factors such as occupational 
and social factors and interaction between the environment and genetic predispositions. 

Collaboration between WHO and Member States would be facilitated if interested countries 
could identify national focal points so that communication could be ensured. The Secretariat 
had been most interested to hear from Dr Hyzler about the national workshop to be held in the 
United Kingdom in September whose objective was to formulate a national plan for the 
prevention of coronary heart disease. Hе hoped that its report would be made available 
to WHO and to all interested countries as it might serve as a working document for future 
WHO or national conferences. 

WHO was also co- sponsoring, with the International Society and Federation of Cardiology 
the first world congress on preventive cardiology, to be held in Moscow in 1985, whereby 
the Cardiological Society of the USSR intended to help to promote the new concepts in the 
prevention of cardiovascular diseases. 

All experts agreed that as soon as the cardiovascular diseases preventive programmes 
started to be implemented, because of their basic character of the preservation and 
promotion of healthy living habits their impact would be seen also in the decreasing 
incidence of other noпсоmmuniсablе diseases. The task was enormous and the programme would 
have to continue for the rest of the eent';ry: however, its goals were realistic. 

1 
See WHO Technical Report Series, No. 678, 1982. 
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Dr MASIRONI (Division of Noncommunicable Diseases) said that the control of smoking was 
a vital prerequisite in the prevention of major noncommunicable diseases, especially of 
coronary heart disease and certain forms of cancer. That was why WHO was carrying out acti- 
vities aimed at helping countries to assess the extent of the smoking and health problem in 
their national contexts, to develop national smoking control programmes, and to counteract 
the spread of the habit in their populations. 

The establishment of the WHO programme on smoking and health had been decided upon only 
three years earlier, in implementation of resolution WHA33.35. During those three years, 
activities had steadily increased in number, in intensity and in degree of diversification, 
since smoking control was a multidisciplinary undertaking. For example, a number of national 
and international seminars supported by extrabudgetary funds had been held recently or would 
be held shortly, in Sri Lanka, Swaziland, Nepal, India, Mongolia, Thailand and in other 
developing countries. Seminars had been held in Egypt and in Kuwait in collaboration with the 
International Union Against Cancer. The seminars had been useful in assessing the extent 
of the smoking and health problem in those countries, in increasing awareness and in stimulating 
action. 

Assistance to research on smoking habits and collection and dissemination of data on 
smoking prevalence and trends and other documentation worldwide was an activity which the 
Secretariat called the WHO Clearinghouse on Smoking and Health Information, to which the del - 
gate from Finland had referred. The clearinghouse operation had been started thanks to an 
initial financial contribution from the United States Government. 

Another project was the analysis of the tar and nicotine levels of cigarettes sold in 
developing countries and assistance to some such countries in analysing their own cigarettes. 
It was known that cigarettes in developing countries usually had much higher levels of toxic 
substances than those sold in industrialized countries. 

A worldwide survey of smoking control legislation had been published in 1982 and showed 
that, while in 1976 only 19 countries had some kind of legislation restricting tobacco use, 
by 1982 about 60 countries had such legislation. That was a clear indication of the increasing 
concern of governments about the harmful health effects of widespread tobacco use. 

Studies on timely aid highly controversial topics were being initiated such as on the role 
of passive smoking, and of the so- called "less harmful" cigarettes, which were inundating the 

markets, but had been shown not to decrease the harmful effects of smoking. 
WHO had co- sponsored an International Conference on Smoking and Youth as well as the 

Third, Fourth and Fifth International Conferences on Smoking and Health. The Fifth Conference 
would be held in Winnepeg, Canada, in July 1983. 

In their efforts to control the spread of the smoking habit, countries could find guidance 
in the reports of three expert committees, the latest of which had met in Geneva in 

November 1982. 
In all those activities the Organization collaborated with a number of specialized 

agencies and nongovernmental organizations, in particular with UNCTAD and FAO on the economic 
and agricultural implications of discontinuing tobacco growing in favour of other crops, with 

UNESCO in certain educational aspects and with the International Union against Cancer, the 

International Union for Health Education, the International Union against Tuberculosis and a 

network of collaborating centres. 
He hoped that his report on those activities would allay the concern expressed by the 

delegates of Italy and Gabon that if WHO's programme on smoking and health were to lose impe- 

tus, country programmes would also suffer. It should be pointed out, however, that the 

efficacy of WHO's support for country programmes was dependent on the size of financial 

support available. The concern expressed by the delegate from Finland about the adequacy 

of the budget for the programme might be mitigated by the information that smoking and health 

had been included in the programme budget for 1984 -1985 for the Regional Office for Europe as 

a new programme. The allocation for it was US$ 200 000, half of which would come from the 

regular budget and half from other sources. Smoking would also be discussed at the technical 

discussions at the Regional Committee on the subject of "healthy lifestyles ". 

The outlook for 1984 -1985 at headquarters was not so promising. Reference to page 296 

of document РВ/84 -85 showed that the only allocation for smoking control research was 

US$ 33 000 from the regular budget. The only steady source of funds so far (US$ 25 000 per 

year) had come from the Director -General's Development Fund, although contributions had been 

received over the last three years from Austria, Finland, Japan, Kuwait, Saudi Arabia, Sweden 
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and the United States of America to a total of about US$ 400 000, which had been used to 

carry out the activities he had described. 

The delegate of Gabon had rightly emphasized the pressure exerted by the tobacco industry 

in his country - and that was the case in most other countries too - and had asked what WHO 

could do to counteract it. Compared with the US$ 2000 million annually spent by the tobacco 

industry on advertising and promotion, the level of yearly funding at headquarters represented 

no more than 0.001% of that amount. With that sort of constraint, it would be difficult for 

WHO to effectively support countries in their efforts to prevent smoking- related diseases. 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the 

Executive Board in its resolution EB71.R11 on tuberculosis control. He reminded the Committee 
that the delegate of Romania had proposed amendments at an earlier meeting and that several 
delegates had spoken against them. He asked the delegate of Romania if he wished to maintain 
his proposals. 

Dr BULLA (Romania) said that the proposals had been aimed at strengthening adherence to 

the principles of a comprehensive health system based on primary health care along the lines of 
the Global Strategy for health for all. His delegation had placed strong emphasis on the 

further development of integrated services at all levels, through an interdisciplinary approach 
in addition to the present multidisciplinary approach, in order to prevent any potential 
divisive development towards vertical tuberculosis programmes. It had also considered it 

desirable that matters such as the designation of responsible personnel at country level for 

specific control of programmes should be left to countries themselves to decide. 
None the less, out of respect for the opinions expressed by a number of delegates, his 

delegation would not insist further on those aspects. The proposals had been meant as 
suggestions and not as formal amendments to resolution EB71.R11. 

The draft resolution proposed by the Executive Board in resolution EB71.R11 was approved. 

The CHAIRMAN drew the Committee's attention to the following draft resolution proposed by 
the delegations of Ivory Coast, Sudan, United Republic of Cameroon, United Republic of 
Tanzania and Upper Volta, on African human trypanosomiasis: 

The Thirty -sixth World Health Assembly, 
Having noted with satisfaction that the Regional Committee for Africa, in pursuance 

of resolutions WHA33.17 aid WHA35.1 has taken an active part in considering the national, 
regional and global tasks of the Organization in the control of African human 
trypanosomiasis; 

Sharing the concern of the Member States in the affected zones, where a recrudescence 
of sleeping sickness is imminent and appears to be a persistent threat to the health of the 

populations; 
Recalling that increased efforts on research over recent years have resulted in the 

development of simple means of control that are eminently suitable for use in primary 

health care programmes; 
Appreciating the valuable support to coordination and training given by the World 

Health Organization, the United Nations Food and Agriculture Organization and the 
Organization for African Unity, and the substantial contributions made by some Member 
States and the Development Programme of the Regional Director for Africa in 1982 and 1983. 

Noting with concern the decrease since 1978 of the regular budget provisions for 

controlling the disease, 

1. ENDORSES resolution AFR /RC32/1 adopted by the Regional Committee for Africa at its 
Thirty -second session in 1982; 

2. URGES Member States in the endemic areas to take all necessary steps to ensure 
effective use of the recently developed control methods and to coordinate their actions 
through intercountry cooperation; 

3. REQUESTS the Director -General 

(1) to take adequate measures to strengthen the programme of international 

coordination and technical support for the implementation of the new control methods and 
the training of necessary manpower; 



A36/A /SR /13 
page 12 

(2) to study ways and means of making available and distributing to the concerned 

Member States diagnostic kits for simple and rapid case -finding in the field; drugs for 

treatment and manuals to disseminate new and effective low -cost control techniques; 

(3) to take appropriate action to further mobilize extra- budgetary support for the 

programme and, if necessary, to use seed money from the Director -General's Development 

Programme or from the Development Programmes of the Regional Directors concerned. 

Dr MAFIAMBA (United Republic of Cameroon) introduced the draft resolution and welcomed 

Mozambique and Uganda as co- sponsors. 

As had been stated in the Director -General's biennial report for 1980 -1981, human 

trypanosomiasis was spreading in Africa. Previously extinct or quiescent foci in Sudan, 

Uganda, Central and West Africa were again becoming active. As an article in a recent issue 

of the WHO Bulletin1 had stated, it was among the leading public health problems in many 

countries of tropical Africa. Paradoxically, there had been a progressive scaling down of 

regular budget allocation to African human trypanosomiasis in WHO in the past four years. 

Yet, thanks to research carried out in the context of the Tropical Disease Research Programme, 

progress had been made involving rapid screening and diagnostic tests for the disease. 

In submitting the draft resolution, the sponsors did not intend to indulge in a polemic 

with the Director -General but to call for increased commitment on his part to the fight against 

trypanosomiasis, to accord it higher priority than at present and to mobilize supplementary 

regular budgetary and extrabudgetary resources for disseminating information on recent 

advances in the diagnosis and treatment of the disease, which the sponsors believed could be 
reduced to manageable proportions by energetic coordinated action. 

In order to rectify certain inadvertent omissions from the draft resolution, he proposed 

the following amendments to the fourth preambular paragraph. In the first line, the word 

"research" should be inserted between the words "to" and "coordination "; at the end of the 

second line, after the word "Organization ", the word "and" should be deleted and the words 
"the UNDP, the World Bank and the" should be inserted. 

Dr SAVEL'EV (Union of Soviet Socialist Republics), referring to operative paragraph 1 

of the draft resolution, asked whether it was legally admissible for the Health Assembly to 

"endorse" a resolution adopted by a regional committee. 

Dr SHUBBER (Office of the Legal Counsel) said that the Health Assembly was the plenary 
organ of the Organization and under Article 18 of the Constitution had the power to endorse 

a resolution of a regional committee; therefore, from a legal point of view there was no 

objection to its doing so. 

The draft resolution on African human trypanosomiasis was approved as amended. 

The CHAIRMAN drew attention to a draft resolution on prevention and control of 
cardiovascular diseases, proposed by the delegations of Botswana; Bulgaria, China, Malaysia, 
Mauritius, Sri Lanka, Swaziland, United Kingdom of Great Britain and Northern Ireland, 
United Republic of Tanzania, Yugoslavia and Zaire, which had been introduced by the delegate 
of Yugoslavia at the eleventh meeting. 

Dr SAVEL'EV (Union of Soviet Socialist Republics) suggested that in the fifth preambular 
paragraph, following the word "programme ", it would be better to use the same wording as in 
Para raph 50(íi) of the Executive Board's report contained in part II of document 
ЕВ71/1983/ REС/1, namely "with particular reference to accelerating implementation of the 

programme strategy for the prevention of coronary heart disease ". He further suggested that 
operative paragraph 4(2) should be replaced by the following: "to take appropriate action to 
further mobilize extrabudgetary support for global, interregional, regional and national 
activities within the programme, and to use, when necessary, funds from the Director -General's 
Development Programme and from the Development Programmes of the Regional Directors 
concerned ". 

1 Bulletin of the World Нealth Organization, 60: 35 -40 (1983). 
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Dr KLIVAROVÁ (Czechoslovakia) supported those amendments. 

The amendments were adopted. 

The draft resolution, as amended, was approved. 

Programme sup ort (Appropriation Section 5; Documents PB/84 -85, pages 298 -314, and 

EB717/ 1983/RЕС/ 1, Part II, paragraphs 47 -50) 

Dr OLDFIELD (representative of the Executive Board) said that programme support 

represented some 23% of the WHO effective working budget; 6% of that 23% represented health 

information support and 17% represented support services. Programme 15 (Support services) 

covered personnel, general administration, budget and finance, and equipment and supplies for 

Member States. Those programmes provided support for all programmes and projects, whether 

financed from regular budget or extrabudgetary sources, and they represented some 11% of the 

total funds available to WHO. 

The Board appreciated the high quality of the publications and documents produced under 

programme 14 (Health information support). However, it would like to have the views of 

delegates on the value of producing printed verbatim records of the proceedings of Health 

Assemblies, at least in their present form. The Director -General had told the Board he 

intended to prepare a report on the implications of discontinuing verbatim records and on 

making alternative arrangements, such as having cassettes available to Member States on 

request. The Board would keep the Assembly informed of its deliberations on the subject. 

Mr REZA (Bangladesh) noted that many delegates had expressed great concern that there 

should be a more rational use of available resources, and he shared that concern. On 

programme 15.1 (Personnel), he supported the objectives outlined in paragraph 1 of the 

programme statement and hoped efforts would be made to achieve a better balance among staff, 
both geographically and in terms of the ratio of men to women. Stricter standards should be 
applied in recruitment to ensure a higher calibre of personnel. Greater efforts were required 
to make the maximum use of the services of consultants in order to justify the high cost. 
Participation by a consultant in a programme should result in substantial improvements both 
in that programme's content and in its implementation, and he suggested that in order to 

achieve that, a detailed job description should be prepared for the consultant concerned in 

consultation with country programme authorities, as well as methods for monitoring the 

programme. A consultancy could only be meaningful as a complement to a country's manpower 
development programme, either through fellowships or through strengthening of national 
training institutes. 

He welcomed the inclusion in programme 15.2 (General administration and services) of 
management surveys in the objectives listed. As a primary health care system infrastructure 
became established, management became crucial to the quality of the services delivered. Since 
it was unlikely that the share of the health sector within national planning as a whole could 
be improved within the foreseeable future, greater stress should be laid on improving such 
health programmes as already existed. The programme budget should have given greater 
recognition to the vital role of management in attaining the goal of health for all. 

On programme 15.3 (Budget and finance), he stressed that monitoring of programme 
implementation should be carried out jointly with the authorities at country level. There 
was ample scope for using existing monitoring mechanisms, as well as for introducing new ones. 

Dr EL GAMAL (Egypt), referring to programme 14 (Health information support) said that in 
view of the large number of publications put out by WHO, the index to technical documents 
(WHODOC), as well as the Handbook of Resolutions and Decisions of the Assembly and the 
Executive Board, were extremely useful. He urged that the manuals prepared for primary 
health care workers should be couched in simple language if they were to be effective. He 
endorsed paragraph 8 of the programme statement; the main thrust of health literature services 
should be towards the promotion of national policies and action. Health documentation such 
as guiding principles, guidelines, manuals, and curricula were also of great importance. 

Dr BAHK.OWSKI (Council for International Organizations of Medical Sciences), speaking at 
the invitation of the Chairman, said that confusion over the nomenclature of diseases was a 
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severe barrier to communication and to the storage and retrieval of biomedical information. 
Only a few diseases had a single recognized name; some had as many as 20, and similar names 
could be used in different senses in different languages. At a time when health was increasingly 
a matter of concerted international effort, such confusion led to difficulties in communication 
and to wastage of scarce resources. 

It was for that reason that CIOMS, jointly with WHO, had begun preparation of an 

International Nomenclature of Diseases (IND), which aimed to provide a definition for every 
disease or syndrome. IND was prepared in collaboration with international professional 
associations, and was revised by as many as one thousand experts. The names recommended in 

IND would be used in the next edition of WHO's International Classification of Diseases. 
Although nomenclature of diseases might not appear at first sight an effective tool in 

the achievement of health for all, it was nevertheless greatly needed, and could only be 

achieved through international bodies such as CIOMS and WHO. So far, three volumes of IND 
had been published and distributed, namely those on mycoses, viral diseases, and diseases of 

the lower respiratory tract. The nomenclature of bacterial and parasitic diseases was well 
advanced and would be published in 1984, and the nomenclatures of neurological and psychiatric 

disorders were in various stages of preparation. IND was now being translated into Arabic 

and German, and he hoped that other countries would undertake its translation into other 

languages. 

IND should facilitate communication between health workers throughout the world by 

providing a truly international language of diseases. He wished to thank all those 
organizations and institutions, particularly WHO, which had collaborated with CIOMS on that 

joint venture. 

Dr WYSOCКI (Poland), referring to programme 14 (Health information support), expressed 

his high regard for the scope and quality of WHO publications. His delegation welcomed the 

plan for progressively adapting those publications to the needs of Member States in the 

context of national strategies for health for all. That plan should facilitate the production 

of practical material for use in primary health care systems. In that connection, regional 

publications programmes, producing material of special relevance to individual regions, would 

be of the greatest importance. 
Referring to paragraph 2 of the programme statement, he asked how it was proposed to 

evaluate the impact of WHO publications on health activities at national level. 

The meeting rose at 11h15. 


