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TWENTIETH MEETING 

Monday, 21 January 1985, at 9h00 

Chairman： Professor J. ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987: Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

PROGRA№ffi REVIEW： Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation Section 3) 
(continued) 

Diagnostic, therapeutic and rehabilitative technology (programme 12, Document PB/86-87, 
pages 178-199) (continued) 

Traditional medicine (programme 12,4) 

Dr SAVEL'EV (adviser to Professor Isakov) said that a positive feature of the programme 
was that it paid considerable attention to research and, in particular, to the scientific 
analysis and monitoring of the efficacy of various methods of traditional medicine with a 
view to recommending their future use in practice. He also supported the proposed review and 
adoption of the draft standard international acupuncture nomenclature referred to in 
paragraph 16. 

Mr ZHANG Yin E (alternate to Dr Xu Shouren), supporting the inclusion of traditional 
medicine in the programme budget, said that it was a medicine, based on national 
characteristics, that had emerged from man's long struggle against disease. In China, where 
its history went back several thousand yearsy it had made a tremendous contribution to the 
strength and prosperity of the nation* In recent decades it had been integrated with modern 
medicine and played an important role in the country's health care, particularly primary 
health care. It must be further strengthened and developed if it was to be fully utilized 
in efforts to attain the health-for-all target• 

Dr MAKUTO said that the programme of traditional medicine was still in its early stages 
in the African Region, and although Member States in the Region agreed on its importance it 
still required much nurturing• He had been pleased to note that budgetary provisions at 
country level had been increased； however, there was no provision for activities at 
intercountry or regional level. As the programme called for exchange of experience between 
countries and direction and coordination at regional level, he asked what the sources of 
regional financing were； or had it been considered unnecessary to engage in regional 
activities in the early stages of the programme? 

Professor BAH said that the vast majority of the population in countries of the African 
Region relied on traditional medicine. Rationalization of traditional medicine vas needed 
and it was in that area that WHO must support countries• Unfortunatelyэ in the large towns 
there was a tendency for charlatans to play on the population's need to seek cures. The 
problem was less serious in the villages, where traditional healers and their reputation were 
well established. Many traditional healers were very effective； ¿a Guinea, for example9 
they were known to provide effective treatment in dermatology in particular, as well as in 
some areas of psychology, to the extent that people from developed countries had gone to them 
for treatment • 

Л major problem was the utilization of medicinal plants on an industrial scale* Local 
harvesting of plants was effective at village level, but for traditional medicine on a wider 
scale, as practised in China and India, research by agronomists and other experts was 
required to prepare for mass production. Fellowships should therefore be awarded for 
pharmacists to study the ways in which traditional medicine had been raised to a 
technological level in India and China and how traditional remedies could be made more widely 
available* 



Dr TADESSE said that traditional medicine was of great importance, particularly i 
developing countries• In Ethiopia, for example, most of the population relied 011 
traditional medicine, which was more accessible and more widely available than modern 
medicine. 

Much experience and information about traditional medicine existed, but difficulties 
were still experienced in the utilization and exchange of experience and research results• 
In many cases, research tended to give rise to yet further research rather than providing 
direct benefit to the people in need. He knew of an instance where 20 years of research on 
a molluscicide traditionally used as a remedy had only recently yielded a synthesis• In 
view of such situations, he asked whether it was possible to encourage efforts for the use of 
traditional herbs in a crude but nontoxic forra so that they could be of more immediate 
benefit• There was great promise of progress in traditional medicine on the basis of 
organized and well directed implementation in the way that traditional birth attendants had 
proved to be capable of excellent work under modern methods of organization and direction. 
The philosophy and support of WHO in traditional medicine were most welcome and deserved full 
cooperation. 

Dr AKERELE (Traditional Medicine) thanked members of the Board for having spoken so 
positively about programme progress. 

In reply to Dr Savel'ev he said that streamlining of nomenclature for acupuncture had 
been taking place for three years in the Western Pacific Regional with support from 
headquarters, and it was expected that the international nomenclature would be presented to a 
group of international experts for adoption in 1986• It was hoped that it would facilitate 
teaching, research and practice in acupuncture. 

He endorsed Mr Zhang1 s comment on the importance of traditional medicine in primary 
health care. The Chinese experience was a very important one. An interregional seminar to 
be held in China was planned for October 1985, at which participants would have the 
opportunity to observe how the synthesis of traditional and modern medicine had been achieved 
in that country in the hope that they might be able to replicate appropriate elements within 
their own health systems• 

Professor Bah had emphasized the need for research to make traditional medicine safer. 
In the African Region four collaborating centres were carrying out multidisciplinary research 
into all aspects of traditional medicine, and especially into making traditional remedies 
safer. An interregional seminar for the Western Pacific and South-East Asia Regions was 
planned to be held in Thailand in late 1986 with support from DANIDA, at which it was hoped 
that the pharmaceutical and toxicological implications of the introduction of traditional 
remedies into primary health care would be discussed and appropriate methodologies evolved 
for countries intending to incorporate traditional medicine into their primary health care 
system. 

Concerhing Dr Tadesse丨s comments on the need for transfer of information and avoidance 
of duplication of effort, experience had shown that many countries were undertaking research 
into natural products, which in some cases involved considerable expense and had already been 
carried out elsewhere• An agreement had been reached with the collaborating centre at the 
University of Illinois, which had established a computerized data bank storing over 70 000 
profiles oil natural products used in traditional medicine, to provide a free information 
retrieval service to developing countries and those undertaking research for the benefit of 
those countries. 

Dr SAMBA (Office-in-charge, Regional Office for Africa), replying to Dr Makuto, said 
that budgetary provision for traditional medicine at intercountry and regional levels had 
been made under the "Health systems research" programme. Traditional medicine was a subject 
which was taken very seriously at the Regional Office for Africa. 

Rehabilitation (programme 12.5) 

Dr AL-TAWEEL expressed his support for the programme and his appreciation of the 
attention given to it by the Director-General• Frequent mention had been made during 
current seeeion of the Board to the importance of rehabilitation for the disabled, 
particularly in countries experiencing rapid development in the field of transport and 
those faced with disaster situations• 

the 



No mention had been made of three points： firstly, the importance of psychological, 
social and cultural rehabilitation； secondly, the importance of intersectoral cooperation 
with ministries of education, transport, labour and others bearing equal responsibility to 
that of ministries of health in relation to compensation of the disabled; and, thirdly, the 
need for education of the family in order to make it an integral part of rehabilitation in 
view of its tremendous psychological as well as material importance, especially in developing 
countries• 

Dr BORGOSO stressed the fundamental importance of community-based rehabilitation 
programmes, as described in paragraph 2. He shared Dr Al-Taweel1s views concerning the role 
of the family, which was crucial in achieving lasting results. 

There was a need to associate rehabilitative services with primary health care, since 
the vast majority of such services were provided at the secondary and tertiary levels. The 
initiative to prevent disablement, IMPACT (paragraph 6), would give a significant stimulus to 
rehabilitation programmes, which were becoming increasingly important in the developing 
countries• 

While an integral approach was undoubtedly necessary, local shortages of resources, 
including funds, called for the setting of priorities in order to make such programmes 
genuinely practicable. He stressed the importance of training both professional and 
auxiliary rehabilitation personnel, who worked as a team. The technology used, including 
prosthetic and orthotic appliances, was often very expensive and it was sometimes possible to 
achieve the same result with relatively low-cost technology. 

Increasing importance was being attached to rehabilitation in the Americas• He 
welcomed the increased budgetary allocations to the programme• 

Dr GARCÍA BATES expressed concern that the aim to quantify coverage, important though it 
was, was difficult to achieve, especially among poor groups• 

There was a need to consider the programme in the wider perspective of primary, 
secondary and tertiary prevention. Work should start with primary prevention among a 
theoretically healthy population, then proceed to secondary prevention once the pathology 
producing disablement was observed. At the third stage, namely rehabilitation as such, it 
was important to develop rehabilitative care in general or multipurpose hospitals, 
particularly in rural or peri-urban areas, as against specialized institutions which many 
countries could ill afford. That did not mean eliminating a high degree of specialization, 
especially in psychomotor rehabilitation. 

There was no doubt that the early detection of pathology leading to disability, 
including mental disorders, was one of the basic functions of primary health care• The 
inclusion of rehabilitative activities in primary health care was therefore important to 
avoid situations in which persons requiring treatment did not know where they could obtain it. 

Dr QUAMINA endorsed the programme target and objectives and was pleased to see emphasis 
being placed on community-based programmes. Nonetheless, when reading the paragraphs on 
programme activities and the situation analysis, she had been left with the impression that 
the context was still seen as that of the formal health service structure, despite reference 
to community workers. She emphasized the important role which voluntary workers and national 
nongovernmental organizations had to play and the need to motivate community support and 
provide voluntary workers with at least a minimum of training• 

Professor FORg/cs, referring to the major categories of disabilities and handicaps 
mentioned in the programme target, said that rehabilitation in fact covered many more aspects 
than those and should extend to all the conditions in which an individual was hampered in the 
continuation of his activities prior to disability. Consequences of chronic non-communiсable 
diseases, for example, should be included. He suggested that the title of the programme 
should include reference to "habilitation", in the sense of the constant care of those 
suffering from congenital anomalies• The latter was an important field with an increasing 
number of children requiring care. 



Dr MOLTO endorsed the comment made by Dr Quamina on the role of nongovernmental bodies, 
which was particularly important, in the Region of the Americas, and specifically in Panama, 
in regard to the promotion of highly-sophisticated rehabilitation centres, where the health 
authorities were not adequately prepared to accept the new responsibilities. The 
Organization should therefore continue to support nongovernmental bodies1 efforts at country 
level and particularly ensure their coordination. 

Dr KROL (Rehabilitation) expressed his gratitude for Board members' comments and support 
for the programme. As was reflected in the budget document, and as had been pointed out by 
several members, important changes in policy and approaches had taken place in relation to 
all services for the disabled; emphasis was being placed less on institutions and 
hospital-based services and more on community activities. 

Attention had been drawn to the importance of the education and greater involvement of 
the family. A basic principle in the new approach was that of raising awareness and 
involving family and community in the provision of basic rehabilitation services• The main 
technical tool developed by WHO, the manual, "Training the disabled in the community", was 
directed at the family and provided basic information on how to cope with the daily tasks of 
caring for and training the disabled at horné and in their immediate surroundings. 

Dr Al-Taweel had stressed the importance of the psychological, social and cultural 
aspects of rehabilitation. The programme was very comprehensive and gave due attention to 
all components precisely because the problems of the disabled and where they lived could not 
be divided into medical, social or other aspects but must form a complex whole• 
Intersectoral cooperation had also been stressed by several speakers and, while it was 
undoubtedly very important, it was also one of the most difficult types of cooperation to 
achieve. Cooperation was easier at community level and became progressively more difficult 
as it reached government ministry level. To cope with that situation a managerial guide was 
being prepared, indicating ways in which intersectoral cooperation could be improved. 

Referring to the important role which volunteers and nongovernmental organizations had 
to play in rehabilitation, he said that the Secretariat was collaborating extensively with 
such bodies, particularly as in most developing countries up to 80% of work with the disabled 
was undertaken by nongovernmental organizations• Experience in 25 countries which had 
adopted the community-based approach had shown that collaboration took place mainly with 
nongovernmental organizations, although many countries also had governmental programmes• One 
approach adopted was the training of volunteers from nongovernmental organizations together 
with community health workers in simple techniques for providing guidance and helping 
families in the daily task of rehabilitating the disabled. 

On the question of prevention, to which Dr García Bates had referred, he confirmed that 
the strategy to deal with disability comprised three main components： prevention, 
community-based rehabilitation and institution-based rehabilitation, the latter still being 
needed for some time as a support and referral component• Prevention was consequently a 
major component of primary health care and at the same time was covered by specialized 
programmes, such as the expanded programme of immunization, and programmes as accident 
prevention and blindness prevention. Within the rehabilitaion programme itself there were 
important preventive aspectsэ such as early detection and treatment and family and public 
education. 

While it was true that there had been difficulties in providing cover for the whole 
population, it was hoped through primary health care to extend cover by bringing services to 
those sectors of the population which had been deprived of them in the past when 
rehabilitation was available only in special institutions in large cities• 

He assured Professor Forgács that the broad category of conditions he had referred to 
were also covered in the programme and that it was not confined to the major categories 
specifically mentioned in the programme target• 

Dr RIFKA (Director, Eastern Mediterranean Special Programme) said that with regard to 
Dr Al-Taweel1 s comment on the need for families to be educated on the subject of 
rehabilitation, the WHO manual, "Training of the disabled in the community" was now available 
in Arabic and had been widely distributed within the Eastern Mediterranean Region• Indeed, a 
second printing of the manual would soon be under way in order to meet the increasing demand 
for copies• 



HEALTH SCIENCE AND TECHNOLOGY： DISEASE PREVENTION AND CONTROL (Appropriation Section 4; 
Document PB/86-87, pages 200-270) 

Disease prevention and control (programme 13) 

Immunization (programme 13.1) 

Dr EL GAMAL said that the situation analysis (paragraph 4) drew attention to four major 
programme areas in the Expanded Programme on Immunization： programme implementation, 
training, applied research and evaluation, which were, moreover, the only areas to be 
specially emphasized in the programme activities (paragraphs 14-20). However, there were 
other areas too, the neglect of which led to failures in immunization coverage, such as: 
supervision at central level and in the field to ensure that the immunization of children 
actually took place and did not remain a plan on paper; maintenance of the "cold chain", 
particularly in countries with a hot climate； and education of the public on the importance 
of immunization in order to protect children against the six diseases of the Expanded 
Programme on Immunization. The creation of public awareness was particularly useful in that 
it exerted a measure of community control over and public pressure on those responsible for 
the planning and implementation of immunization programmes • 

Dr KOINANGE said that the immunization programme had his full support. He commended the 
Director-General and his staff both for their past activities on immunization and for the 
well-defined and logically developed programme activities proposed for 1986-1987• Although 
he agreed that research efforts should concentrate on the "cold chain", he felt that more 
could be done towards improving the thermostability of vaccines. 

Dr BORGOSO felt there was little comment to be made on an excellent programme that had 
already been reviewed on numerous occasions by the Board and the Health Assembly, each time 
with praise for its effectiveness. One point, however, that could be made, was the 
usefulness of immunization programmes at primary contact level in acting as an entry point 
for the integration of other health activities and also for manpower training. Again, as the 
Director-General had pointed out on an earlier occasion, the general principles of the 
evaluation methodology applied so successfully in the Expanded Programme on Immunization 
could well be of value in other programmes• In the Americas, a thorough evaluation had been 
carried out in almost all countries of the Region - a multidisciplinary exercise that had 
pinpointed the points where change was required. Action had since been taken on the 
resultant recommendations, thus enabling the Regional Director to affirm that the six 
diseases covered by the Programme would be under control in the Region by 1990. 

Dr BELLA drew attention to paragraph 6, in which the reasons for the slow improvement of 
immunization coverage were given in some detail• There could be no doubts concerning the 
value of the Expanded Programme oh Immunization, since spectacular results had been achieved 
wherever that Programme had been applied； it should therefore be gradually extended from 
area to area to cover whole national territories. The apparent obstacle to such extension 
was shortage of funds； was assistance for that indispensable programme expected from WHO 
resources? 

Dr HAPSARA commended the Director-General and his staff for their past efforts in 
developing and implement ing the programme and their innovative approach towards improving it 
in the future. He had been gratified to note the active efforts directed to designing 
various methods for the prevention and control of communicable diseases within a single 
framework using the primary health care approach, and asked what constraints were likely to 
hamper the introduction and strengthening of those methods and what efforts would be required 
to overcome them. 

With regard to the two factors responsible for the slow improvement in immunization 
coverage (paragraph 6), he asked what approaches were being proposed for 1986-1987 in order 
to eliminate that very important problem. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked Board members for 
their general expressions of support for the programme• The comments made had been noted and 
the suggestions put forward with regard to the areas for increased emphasis (all of which he 
agreed with) would be taken into consideration in the work of the programme• 



Dr Hapsara had asked a very fundamental question. The constraints facing the 1986-1987 
budget period were the degree to which countries would succeed in developing greater 
political will and in developing increased management capability required to make effective 
use of the more plentiful resources for the programme generated by that will. Political will 
was increasing. However, with every passing day a greater number of organizations and 
individuals were indicating their willingness to lend their good will and support to the 
Expanded Programme on Immunization, partly because it was perceived as a genuine priority for 
Member States. That enthusiasm could, however, be a two-edged sword, since ill-directed 
political conunitment could result in a use of resources that might be very effective in the 
short term and yet not lead to the long-term development of infrastructure that was so badly 
needed. While he was convinced there would be the necessary increase in political will he 
was less certain concerning the necessary increase in management capability. The Board 
should note that there was a need on its own part to help in every possible way to increase 
basic management capacities to ensure that political will was so directed as to make an 
effective contribution to attaining the goal of health for all by the year 2000, while at the 
same time meeting the more limited goals of the Expanded Programme on Immunization. Hence 
Dr Hapsara1s question could not be fully answered. The Secretariat, for its part, would do 
its best, but the ultimate results would very much depend on the outcome of efforts made by 
Board members and the Member States of the Organization. 

Disease vector control (programme 13.2) 

Dr SAVEL1EV (adviser to Professor Isakov) said that he fully supported the programme as 
a whole and particularly welcomed the emphasis placed on research into biological methods of 
vector control. The development and introduction of those methods was extremely valuable in 
avoiding the use of chemical insecticides with harmful effects on human health and the 
environment. In that connection, the meeting of the Expert Committee on the Biological 
Control of Vectors scheduled for 1986 to assess the development of biological control agents 
and their application in disease control would be most interesting. 

Dr OTOO said that he had on an earlier occasion mentioned the possible effect of the 
continued use of pesticides in vector control on the ecology, and especially on aquatic fauna 
such as fish used as a human food source. He asked whether WHO had any programme for the 
protection of aquatic life against the effects of pesticides. 

Dr TADESSE said that he felt that, rather than tackling vectorborne diseases singly, 
there was a need for a general approach to the prevention and control, or even eradication, 
of such diseases； there should be an overall or integrated structure bringing all vector 
control activities together. That concern was prompted by unfortunate experiences in vector 
control in some countries； he asked what efforts WHO was making towards such integration. 

The CHAIRMAN noted that a number of teaching aids had been mentioned in paragraph 15. 
There was a continuing need to emphasize the importance of health education in the field of 
vector control• Indeed it was an essential part of such control； many failures could be 
attributed to the fact that the general population had been poorly informed on the subject. 

Dr MOLTO asked whether the teaching aids mentioned in paragraph 15 would be distributed 
generally to all Member States or available only on request. 

Dr GRATZ (Director, Division of Vector Biology and Control) agreed with Dr Savel'ev on 
the importance of biological methods of vector control. In the past few years the programme 
had been searching for as many alternatives to chemical control as possible, although it was 
considered that chemical control would remain the mainstay of vector control in the 
developing and developed world for the foreseeable future. Nevertheless, substantial 
resources had been transferred to biological control; in addition, the programme had 
received additional funds through its collaboration with the Special Programme for Research 
and Training in Tropical Diseases, which would be used for the development of biological 
control methods and materials, some of which were new and some not. For example, the use of 
fish in the biological control of the larvae of mosquito vectors of disease had been known 
since the beginning of the century. Such methods could be made more effective if they were 
used more conscientiously with proper attention to the biology and ecology of the vector 
target. A scientific group on biological control established under the Special Programme 
for Research and Training in Tropical Diseases had also met several times. Thus the 
question of biological control of vector was receiving a great deal of attention and funding. 



He assured Dr Savel1ev that the programme was well aware of the dangers the use of 
insecticides presented to health and the environment. In that connection, and in relation 
to a question Dr Koinange had asked the previous week, WHO had produced a brochure, reference 
No. VBC84.889, entitled "Prevention, diagnosis and treatment of insecticide poisoning" for 
the information of persons engaged in primary health care programmes or responsible for other 
front-line medical treatment. The brochure had already been sent to the regional offices 
and to WHO programme coordinators for appropriate distribution, and as many copies of that 
and other relevant publications were available as were needed for such distribution. 

In answer to Dr Otoo, he said that the need to protect aquatic life was a problem the 
Organization had long been aware of. The Director-General had as early as 1971 made a 
statement to the Board on the effect of DDT on the biotope in relation to operations to 
control malaria and other vector-borne diseases. The Organization was keeping a close watch 
on the matter and, in collaboration with UNEP, the United States Environmental Protection 
Agency and the insecticide industry, was involved in the attempt to develop pesticides that 
were more selective in their action on the target vector and produced the least possible side 
effects on the environment• The Onchocerciasis Control Programme (OCP), for example, which 
applied pesticides in the aquatic environment for control of the blackfly vector of that 
disease, had set up an Ecological Panel, with which the Division of Vector Biology and 
Control worked closely, to review all such operations in order to ensure that the 
insecticides applied to the rivers in the OCP programme area in West Africa had no untoward 
effects on the aquatic environment. The OCP programme had been fortunate in that very 
selective pesticides were available against the blackfly larvae, including the biological 
control agent Bacillus thuringiensis H-14. 

Dr Tadesse had referred to the need for a strategy for improving organizational 
structures. That was also an important concern of the Division of Vector Biology and 
Control. The technology for the control of many vectorborne diseases was already 
available； the question was how it could be applied more effectively. One approach was to 
bring vector control operations under a single framework, so that limited resources, 
including staff, equipment and supplies, could be more effectively used• He would welcome 
working with Member States through the regional offices on projects of that nature• 

The question of teaching aids had been referred to； he would draw the Board1 s attention 
to the fact that a considerable amount of resources had been transferred to education and 
training activities in support of the research and development work that was being carried 
out in the field of vector control. An extensive range of teaching aids had been developed, 
especially for professional and middle level personnel. In addition encouragement was being 
given to the introduction of at least one or two MSc courses on medical entomology and vector 
control in each region. Such courses and the shorter training course being organized for 
primary health care workers with the help of DAN IDA would be the main consumers of the 
teaching aids being produced. 

In answer to Dr Molto1s question, he said that all regional offices and WHO programme 
coordinators had been notified of the availability of the teaching aids• They would be made 
available to any country on request. A list of all available WHO teaching aids on vector 
biology and control would be issued during 1985• 

Dr QUAMINA thanked the Director-General and the Secretariat for the very satisfactory 
response to the Board1s request, at an earlier session, for the provision of MSc courses in 
entomology directed to vector control. 

Malaria (programme 13.3) 

Dr BORGOSO noted that Chile had eradicated malaria in 1942. He therefore, as a Board 
member, was more concerned with the general than the particular problem of the disease• The 
Director-General had referred in the programme description to the need to rethink new 
strategies for malaria control, since after the great strides of the early years little 
progress had recently been made. The situation was becoming ever more difficult as time 
went by. Hence there was a need for a new approach and for the introduction of malaria 
programme activities into primary health care. He would appreciate a more detailed 
description of the new approach. In particular, he asked what was meant by the term "a 
sound epidemiological approach" used in paragraph 9. Further, given the growing problem of 



the resistance of the vector to insecticide and the resistance of Plasmodium falciparum to 
antimalarials, he asked what the extent of such resistance was and whether it was 
spreading. Finally, he asked when it was envisaged that a malaria vaccine would be 
available for use in countries； he feared that would not be before the year 2000. 

Dr HAPSARA greatly appreciated the attention being given to the programme. He asked 
which of the obstacles to effective malaria control mentioned in paragraph 5 was the more 
serious and what prospects there were of overcoming it. He noted that a sum of 
US$ 2.9 million had been allocated to global and interregional activities in the malaria 
programme budget for 1986-1987. He asked what were the main activities that would be 
covered by that allocation. If research was a major item, what was its relation to 
programme 13.5 (Tropical disease research)? 

Dr BELLA said he shared Dr Borgoño1s concern about malaria vaccine and would also like 
to know when it might become available• 

Dr SUNG WOO LEE, speaking as a public health administrator who had started his career as 
a malaria control officer at a time when malaria appeared eradicable and was receiving a very 
high priority from WHO, confessed to a feeling of disappointment when malaria control was 
under discussion. The eradication of malaria now seemed a fading hope• Considering the 
fact that over 90 million cases occurred annually throughout the world, many of them fatal, 
there was a need to give more than moderate attention to the problem• He was gratified to 
note, however, that the proposed regional allocation for the Western Pacific for malaria 
control had greatly increased and he commended the Director-General and the Regional Director 
on the fact. 

Dr SAVEL1EV (adviser to Professor Isakov) said that the basic orientations of the 
programme for the forthcoming biennium were worthy of support• Further concentration of 
efforts on incorporating malaria control measures in the work of primary health care services 
and on the development of biomedical research into new malaria control measures were 
particularly welcome. At the same time, he considered that the research programme set out 
in paragraph 14 should be supplemented by a reference to research into the improvement of 
methods of combating tropical malaria and details of those methods• He asked whether any 
pilot projects on the subject were planned at the national level• 

Dr KHALID BIN SAHAN shared the concerns expressed by many of the previous speakers} in 
particular Dr Borgoño. He asked whether malaria control as part of primary health care, as 
mentioned in paragraph 9, had been tried anywhere, whether such efforts had been effective 
and whether there was any documentât ion on the subject• 

Dr REGMI said that a number of developing countries that had freed themselves from 
malaria long ago were now under threat from the disease again. It appeared to be difficult 
to sustain the advances that had been made. Apart from the resistance of the mosquitos to 
insecticides, the resistance of the plasmodium to antimalarials was causing a serious problem 
In Nepal the probable ineffectiveness of some insecticides was imposing a serious threat to 
malaria control and to certain development activities• The other problems pointed out in 
the programme description were no less important. If serious steps were not taken to change 
current strategies, not only would malaria still be extant in the year 2000, it would be a 
serious brake on the development of the countries concerned• WHO should take the lead in 
mobilizing bilateral and multilateral agencies and encourage scientists to take an interest 
in newer medical approaches such as the development of vaccines• 

Professor JAZBI said he shared many of the concerns expressed by previous speakers• He 
commended the programme, which in addition to the control of malaria also envisaged its 
eradication. That was a very optimistic objective in view of the threat of insecticide 
resistance. He expressed confidence that research would be intensified to find low-cost 
insecticides to which vectors were not yet resistant• He also wished to stress the 
importance of accelerating work on malaria vaccine, an area in which considerable work had 
already been done• Immunization was the only avenue to eradication. He hoped that 
Dr Borgoño1s fears, although he felt they were justified, would not be borne out. 



He was gratified to note what had been said about research in paragraph 14. Research 
was in progress in an institution in Pakistan on the genetic control of the malaria vector; 
WHO'S full technical support for that programme would be appreciated. Pakistan1s efforts on 
malaria control were also receiving greatly appreciated assistance from USAID. 

Dr MOLTO said with respect to malaria control in the tropics that some developing 
countries had made tremendous efforts to eradicate the disease. In Panama during the period 
1978-1983, only 300 cases had been reported, following efforts made in the context of a 
vertical programme. Over 80% of those cases had been imported, which highlighted the need 
for neighbouring countries to make joint efforts to control the disease, especially in border 
areas• He appealed to the Regional Office for continued support for such intercountry 
cooperation. Another major difficulty in countries such as his own was the continuous 
battle that had to be waged with the financial experts who considered that a low incidence of 
the disease meant that control efforts were no longer necessary. 

Dr QUAMINA said that cases of failure to maintain malaria eradication reflected the 
complex nature of the problem. Attempts to ensure adequate surveillance of the disease at 
points of entry had proved expensive, time-consuming, irritating to the traveller and - above 
all - non-productive. In Trinidad and Tobago, all known cases were reported by general 
practitioners and primary health care services； all were known to have been introduced from 
outside. The matter was of considerable concern to the national health authorities. 

She wondered whether it would be possible for the Organization to produce a simple 
leaflet, calling attention to the dangers of malaria, which might be distributed on all 
aircraft, irrespective of the route travelled; so many travellers were at some stage of 
their journey in an area of risk. If airlines agreed to cooperate in such a scheme, it might 
well prove valuable within the framework of global action. 

Dr AL-TAWEEL concurred with most of the comments made. Pointing out that in Iraq, and 
in the Eastern Mediterranean Region as a whole, malaria control had deteriorated and the 
disease was spreading, he asked why resources, especially for the collaborative action which 
was so badly needed, had decreased. 

Dr KO KO (Regional Director for South-East Asia) said that the malaria situation in the 
world as a whole was undoubtedly influenced by that of South-East Asia and Africa. In the 
former, there were at present the relatively low level of 2 million positive cases, although 
many others might not have been reported. Nevertheless, it should be pointed out that there 
was evidence that resistance by Plasmodium falciparum to drugs, such as chloroquine, was also 
spreading geographically and to other drugs such as facide; resistance by the vector to 
insecticides, such as DDT, was also growing. The Region was doing everything possible to 
prevent further deterioration； that included the production in 3 countries, of DDT. The 
Regional Office was extremely grateful for the help being received from external sources -
United Nations agencies and bilateral aid. 

Unless malaria control was sustained, however, and in spite of the good epidemiological 
situation at present, there was a very real danger that a worldwide outbreak could occur. 

Dr NAKAJIMA (Regional Director for the Western Pacific), commenting on the remarks made 
concerning the primary health care approach to malaria control, said that, where his own 
Region was concerned, the malaria situation and activities relating to water supply and 
sanitation served as the entry point for primary health care action at the village .level. 
Accordingly, there had been increased provision in that regard in the regional budget, both 
for country and for intercountry activities. He informed Dr Khalid bin Sahan that a workshop 
on the primary health care approach to malaria would be held in 1986 in Kuala Lumpur. 

Dr RIFKA (Eastern Mediterranean Special Programme) agreed with Dr Al-Taweel on the need 
for more resources for malaria control in the Eastern Mediterranean Region. Since 1981, the 
number of reported cases had been steadily increasing in some countries, and lack of 
resources for manpower training had become even more apparent. Dr Al-Taweel could be 
reassured, however, that, during 1986-1987, the programme would focus, among other 
activities, on developing in each country of the Region the administrative and technical 
capabilities for self-reliant programme implementation, as well as on promoting the 
integration of malaria activities into the primary health care system. 



The apparent reduction in regular budget funds was due to the transfer of the 
allocations for the regional adviser, Vector Biology and Control, and secretary to the vector 
disease control programme• 

Dr NAJERA-MORRONDO (Malaria Action Programme) expressed appreciation to the Board for 
its wholehearted support, awareness and interest in the problem. 

A number of questions had been put in relation to the issue of the anti-malaria 
strategy. He assured Dr Sung Woo Lee that the goal of malaria eradication had not been 
totally abandoned, but had already become obvious by 1969 that that goal could not be 
achieved by means of the application of a single technique. Several members had expressed 
great concern in respect of the problem particularly as to the resistance of vectors to 
insecticides and of the parasite to drugs. The very importance of such problems would answer 
the query put by Dr Hapsara. Those problems were growing in intensity and extension, 
especially the resistance of P« falciparum to anti-malarial drugs, which included not only 
chloroquine, but second-line drugs as well. Naturally, that posed the need of monitoring the 
problem at both regional and global levels, and its epidemiological aspects were being 
studied. The problem was now particularly important in Africa, where there was a steady 
spread from East to West• The primary health care approach should be able to assist in 
identifying factors which were having an influence on the situation. 

It was noteworthy that, in South-East Asia, the Western Pacific and the Americas, 
P. falciparum resistance practically coincided with the distribution of P. falciparum itself 
in various countries. The Eastern Mediterranean and the African regions showed a changing 
picture• Imported resistance was also present in non-endemic regions, i.e. in Europe and 
North America, and there was a need consequently to consider the problem of availability and 
capacity of use of the appropriate drugs for treatment. 

With regard to the strategy of malarial control as part of primary health care, it was 
necessary to draw attention to the fact that the aspect of malaria control which was best 
suited to action through primary health care resources was that of the management of malaria 
cases, i.e. the diagnosis, treatment and health education of the community in relation to 
personal and community protective measures. However, where aspects of large-scale vector 
control were concerned, as in respect of development projects and urban areas, such 
anti-vector measures would have to be introduced by means of resources arising out of action 
related to vectorborne diseases, and there had been a number of developments in that regard 
in many regions• 

As for the maintenance of the level of malaria control achieved, that problem had been 
one of those which had rendered the goal of malaria eradication unattainable. Where a 
country1 s position was fragile in that regard, it had returned to a situation of endemic 
malaria. There was a conflict between vertical vigilance and integration of malaria 
vigilance activities into primary health care. As Dr Quamina had pointed out, the usual 
pattern was for malaria cases to be identified by the general practitioner rather than 
through airport controls, which were in all events a costly form of detection and most often 
ineffective. Thus, malaria control would be more easily attainable if the responsibility for 
identifying occurrence of the disease lay with primary health care services 

There had been constant efforts made in respect of intercountry cooperation between 
countries with similar problems and approaches• That cooperation was showing some new 
features, including the health cooperation undertaken by countries in Central America, which 
also addressed the problem of malaria control. 

A query had been put by Dr Borgoño as to what was understood by the epidemiological 
approach. That was necessarily a complex issue* It had been found, over the past twenty 
years, that the main obstacles to malaria eradication had been essentially of a social 
nature, rather than relating purely to technical problems. In other words, in many 
situations, the existence of an inability to apply known techniques and maintain improvements 
had become apparent. Consequently, there was a need to view the social aspects of 
epidemiology as one of the keys to what might be termed the local epidemiology, with a view 
to devising a proper approach, which could take advantage of primary health care action in 
order to effect an improvement in the general position regarding malaria. 



On the point of research, and with particular reference to the remarks made by 
Dr Savel1ev, he agreed that research should move in the direction of development of new 
methods less dependent on insecticides, and he gave an assurance that research was indeed 
being addressed to those aspects. 

On the point made by Professor Jazbi in relation to genetic control, he said that the 
Organization was endeavouring to emphasize the importance of genetic variability in the 
development of the disease, and a meeting on that aspect had been recently held in Bangkok. 

He drew attention to the recent report of a WHO Scientific Group on Advances in malaria 
chemotherapy (Technical Report Series, No. 711), and particularly to its important 
recoomiendations regarding the deployment of the new anti-malarial drug, mefloquine, which was 
of special value in respect of multiresistant parasites. It was particularly important to 
protect its effectiveness for treatment and to delay as far as possible the development of 
resistance, avoiding its use in mass prophylaxis. 

Dr LUCAS (Special Programme for Research and training in Tropical Diseases) said that 
remarkable scientific progress in respect of a vaccine had been made in the past year. A 
number of important antigens had been identified and their structures were being defined. 
Biologically active fragments were being synthesized, and candidate antigens were being 
produced through genetic engineering, synthesis of polypeptides and splicing the gene of the 
malaria parasite into the vaccinia virus. 

There was clear evidence of industrial interest in the development of malaria vaccines. 
Several pharmaceutical companies had become involved, and that should accelerate the 
process. An important meeting would be taking place the following week to plan clinical 
testing, field trials and pre-vaccination trials, especially baseline epidemiological studies 

On the question of when such a vaccine would be available, one realistic estimate was 
that a vaccine would probably be tested in man within the next two years. Of course, the 
testing of candidate vaccines in man and the deployment of such vaccines were two separate 
steps• An important stride forward had been taken, but a great deal of technical work 
remained to be done, both in the laboratory and in the field, before a vaccine would be ready 
for use. TOR was aware of several important initiatives being carried out in that line• 
There was, however, a risk that the speed of development might be controlled, at least in 
part, by financial constraints. He referred to that not as an appeal for funds for the 
Special Programme, but in order to inform the Board of the situation. Dr Borgoño had 
suggested that it might not be possible for a vaccine to be deployed before the year 2000, 
but it was his own hope that, through the mobilization of national, bilateral and 
multilateral resources, it would prove possible to shorten that period of time considerably. 

Dr GRATZ (Division of Vector Biology and Control) reassured the members who had 
expressed concern regarding the spread of insect and rodent resistance to insecticides that 
the Organization was fully aware of that problem. Indeed, an Expert Committee on Insecticide 
Resistance would be meeting in November 1985. Its purpose would not be merely to assess the 
existing situation in that regard, but above all to develop a strategy for overcoming such 
resistance. 

Reference had been made to the development of biological control agents. However, in 
reply to Professor Jazbi, he would say that insecticides and pesticides would, in his own 
view, form the mainstay of action in the developing world, taking into account the cost 
factor and the support from industry, although he was unable to promise that costs could be 
held down. Attempts were being made to reduce the amount of vector breeding through 
environmental measures in water research development programmes• Countries themselves should 
closely supervise the water resource situation so as to prevent the spread of vector 
breeding. By and large, genetic control of vectors had not proved successful. It was not 
only costly, but did not seem an appropriate technology, generally speaking, for 
community-based operations. Accordingly, emphasis was being placed on other aspects of 
genetics; for instance, on determining the most important sibling species of vector groups. 

In reply to a further question from Professor Jazbi, he gave the assurance that WHO was 
prepared, and fully intended to extend maximum collaboration to countries9 in the form of 
advisory visits on environmental issues• 



Dr KHALID BIN SAHAN said that, while the number of cases of malaria in Malaysia had been 
reduced through a traditional anti-malaria programme from about an estimated 300 000 per year 
to well below 10 000, malaria was still very resistant in certain areas. While welcoming the 
proposed holding of a workshop in Malaysia on the use of primary health care in malaria 
control, he wished to know whether in fact the strategy of malaria control through primary 
health care had been tried and proven successful in any part of the world, and whether that 
work had been documented; if so, Malaysia would be glad to learn from that experience either 
through visits or documentation. 

Dr NAJERA-MORRONDO (Malaria Action Programme) replying to Dr Khalid bin Sahan, said that 
malaria control through primary health care had been tried and tested in a number of 
countries, and that general primary health care, with community-based activities, was 
particularly effective in controlling malaria in unaccessible areas. China, for instance, 
where malaria control had not been a top priority for setting up a vertical programme, had 
succeeded through primary health care development in considerably reducing the incidence of 
malaria, particularly by developing adequate diagnosis and treatment facilities and educating 
the public in the use of available resources* Those developments considerably reduced the 
extent of the problem and set up the basis for a more coordinated preventive effort that had 
been launched in the last few years to bring the incidence of the disease down still 
further. Other countries where the situation was being improved through primary health care 
included Kenya, Ethiopia and the Gambia； action was being planned in Bolivia. Primary 
health care might not eliminate malaria everywhere, but would provide a solid base on which 
to build more direct methods of control, where and when needed in the process of 
development. Malaria had disappeared from most European countries through development as 
such, although in southern Europe, the Netherlands and Northern Germany active control 
measures had had to be implemented, in order to complete the elimination of endemic malaria• 

Parasitic diseases (programme 13.4) 

Professor JAZBI noted with satisfaction that all parasitic diseases had been taken into 
account in preparing the programme activities. Since most such diseases in developing 
countries were due to uriclean water, unhygienic habits and poor sanitation, improved water 
supply and sanitation were needed, as were further efforts to promote health education in 
order to improve knowledge about the mode of entry of parasites and their effect, and to 
enhance conmmnity participation. Progress could be made through primary health care with 
appropriate training for conmmnity health workers. Rapid control of parasitic infestation 
would break the vicious circle of disease, malnutrition, low resistance to infection and 
mortality in children. 

He was particularly gratified to note that an expert committee on the prevention and 
control of intestinal parasitic infections was to meet during the biennium. Cooperation with 
UNICEF in water supply and sanitation might have to be intensified. 

Professor BAH expressed his gratitude to the Director-General for his assistance to the 
Volta River Basin onchocerciasis project and its westward expansion, and to Dr Samba for his 
energetic and skilful management of the Onchocerciasis Control Programme (OCP). With WHO1s 
assistance, Guinea had trained entomologists, hydrobiologists and economists pending its 
participation in OCP. 

He requested information on the progress of research on second and third generation 
larvicides, biological control of larvae, and chemotherapy. 

Considerable progress had been made in the control of guinea-worm through the supply of 
safe drinking-water, which was the key to the problem. 

He expressed concern about the resurgence of African trypanosomiasis in the Region. The 
disease had been thought to be under control and mobile units had been phased out. 
Consideration should therefore be given to training and to a new phase of trypanosomiasis 
control. 

Dr SAMBA (Officer in Charge, Regional Office for Africa) said that the results of OCP 
were due largely to support from headquarters• In reply to Professor Bah's question about 
larvicide research, he said that the prospects were very bright. 



Dr GRATZ (Division of Vector Biology and Control) said in reply to Dr Bah that there 
were grounds for optimism about the availability of second, third and up to fifth generation 
pesticides. Cooperation with industry was very satisfactory and had produced many candidate 
larvicides for testing in West Africa. Several compounds had been found that showed a 
satisfactory performance against blackfly larvae, including a pyrethroid, several insect 
growth regulators which had no cross-resistance with existing compounds, new organophosphorus 
compounds and even a carbamate compound which was the first of that group to act as a 
larvicide. 

Regarding biological control, while it was already known that a biological agent, 
Bacillus thuringiensi8 H-14 was very effective against blackfly larvae, its formulation was 
not satisfactory. Again, industry had provided over 100 formulations of that biological 
agent and he was certain that one or more of those would be operationally satisfactory. 

The foregoing results in larvicide research would ensure the continuation of the 
programme for some years to come should insecticide resistance spread• 

Dr DAVIS (Director, Parasitic Diseases Programme) agreed with Professor Jazbi that poor 
sanitation, inadequate drinking-water supplies and a lack of health education were common 
factors in parasitic diseases; they were utilized in the programme. Technical tools were 
available in schistosomiasis, intestinal parasitic infections and African trypanosomiasis to 
adapt the control of those diseases to primary health care delivery mechanisms. 

In reply to Professor Bah, he said that there were new tools available for the diagnosis 
of African trypanosomiasis, that a WH0/FA0/0AU teaching seminar would be held in Zimbabwe in 
early 1985, that there were plans to hold teaching courses in seven of the endemic countries 
and that WHO would be glad to hold such a teaching course in Dr Bah1 s country. 

Dr DUKE (Parasitic Diseases Programme), replying to Dr Bah's question about progress in 
chemotherapy, said that there were three new candidate drugs for onchocerciasis. The first 
was ivermercin which was currently used in the veterinary market and had proved to be an 
effective single-dose microfilaricide which did not produce severe reactions in treated 
patients. Work was proceeding on early Phase III trials, and the results so far were very 
promising. The second was flubendazole, which had been tested in a small number of 
patients* It was vety effective but produced severe local reaction at the site of injection 
and an improved formulation was being sought* The third was a Ciba-Geigy compound, CGP 6140, 
which had shown itself to be a macrofilaricide in cattle onchocerciasis and had just reached 
a Phase I clinical trial in man after satisfactory completion of the initial toxicology. 

Tropical disease research (programme 13.5) 

Dr BORGOSO welcomed the increase in the proposed allocations from the regular budget at 
the intercountry and regional level as an indication of the Organization1s commitment to 
activities that were heavily financed from other sources. That being so, he wondered whether 
the estimates for the 1986-1987 programme were not over-optimistic, since it appeared that 
income had been less than expected in 1984-1985, a consequent demand having been made on the 
Director-General1s Development Programme. What were the grounds for present optimism? How 
much had actually been received in 1984 compared with the budget estimatesэ and how much did 
Ш 0 expect to receive compared with the estimate for 1985? 

He also expressed concern about two senior posts in the 
were about to become vacant* What steps were being taken to 

He requested information on the reported development in 
antimalarial drug, Qinghaosu. 

Dr KOINANGE hoped that the transfer of technology and enhancement of national capacities 
for research, which were among the major achievements of the programme, would continue. 

programme which had become or 
fill them? 

China of an effective 

Why was no budgetary allocation proposed for biomedical sciences, 
in paragraphs 17 and 18? 

despite the statement 



Trypanosomiasis was increasing in some areas, and the ecology of the vectors seemed to 
• be changing, especially in Africa. Considering the very close interaction between man and 

cattle in Africa and its considerable economic implications, he wished to see more attention 
paid to the behaviour of the disease and the vector. 

Professor JAZBI expressed appreciation of the impressive achievements of the Special 
Programme on Research and Training in Tropical Diseases (paragraph 6) and noted with 
satisfaction that in the space of six years the proportion of project funds directly devoted 
to endemic developing countries had risen from 29% to 61%. In Pakistan, the National 
Institute of Health had been designated as the collaborating centre for the Special 
Programme, and had received considerable technical and financial support from WHO for its 
work in leprosy, leishmaniases and malaria. He understood that similar action had been or 
would be taken in other collaborating centres• He further commended the programme for 
leprosy control and the work of the Scientific Working Group on Immunology of Leprosy. 

He hoped that consideration might be given to increasing the number of representatives 
from the regions on the Joint Coordinating Board• If that were not possible, he would 
suggest that representatives of the collaborating centres might be authorized to attend the 
meetings of the Board - possibly on a rotating basis - as observers sponsored by the United 
Nations co-sponsoring agencies of the Board. They might provide useful information on future 
requirements• Furthermore, the progress and activities of the collaborating centres should 
be monitored periodically by WHO review meetings. 

Dr LUCAS (Tropical Disease Research), replying to Dr Borgoño, said that the amount 
contributed to the Special Programme in 1984 had been just over US$ 20 million. It was not 
yet known how much would be given in 1985, since contributions were received throughout the 
year, but the current estimate was in the order of US$ 20 million as in the previous year; 
although additional amount s would become available as the result of interest, etc., the 
prospects were that by the end of 1985 there would be a substantial shortfall between the 
total amount budgeted for the activities planned for the biennium and the funds available. 

With regard to staff members leaving the Programme, he would like to reassure the Board 
that senior staffing of TDR had been very stable over the past nine years. Although 
Dr Barzelatto had been borrowed from HRP, he had now returned as leader of his original 
programme, after providing excellent service for TDR. 

The Special Programme was continuing to collaborate with scientists in China and 
elsewhere in the development of the antimalarial drug, Qinghaosu. Dr Najera had referred to 
the introduction of mefloquine, developed in collaboration with Hoffmann-La Roche and the 
Walter Reed Army Institute of Research； at least five new antimalarial drugs in different 
chemical classes were now being evaluated in collaboration with industry. 

In reply to Dr Koinange, the decision to phase out the Scientific Working Group on 
Biomedical Sciences had been taken by the Scientific and Technical Advisory Committee of the 
Special Programme and had been endorsed by the Joint Coordinating Board. The reason for that 
decision lay in the success of the Scientific Working Group, which had been established as a 
means of promoting the application of basic biomedical sciences to tropical diseases. 
Through educational programmes and sponsoring research, modern biomedical techniques were now 
being applied extensively in all the disease-specific Scientific Working Groups. TDR was now 
going to concentrate on strengthening basic biomedical sciences in developing countries, and 
the responsibility for that activity had been passed to the Research Strengthening Group. 

With regard to the question concerning trypanosomiasis, a number of developments had 
been reported, such as the use of traps in controlling tsetse flies and simple agricultural 
ground-spraying techniques in tsetse control. A manual had been developed by the Parasitic 
Diseases Programme on new approaches to the control of trypanosomiasis. 

In response to Professor Jazbi1s statement about the contribution of the Programme to 
institutions in Pakistan, he wished to acknowledge-the support that scientists in that 
country and others had given to the Programme through their advice to the Scientific Working 
Groups and their participation in the network of research activities. With regard to 
membership of the Joint Coordinating Board, Professor Jazbi1s suggestion would be brought to 
the attention of that body. Provisions existed for inviting representatives of centres 



collaborating with the Programme to various meetings, depending on the specific issues to be 
discussed; for example, some meetings dealt with the improvement of managerial capabilities 
at centres which were supported by the Research Strengthening Group； others were held on 
specific topics such as anopheline vectors of malaria in South-East Asia. All those meetings 
brought together scientists and institutions collaborating with the Programme; 
Professor Jazbi1s suggestions that such meetings should be encouraged would be noted, 

Dr BORGOÑO, referring to Dr Lucas1 reply concerning the Programme budget, said it was 
not clear how an allocation of USÍ 40 million for the current biennium could be increased to 
USÍ 64 million for 1986-1987, particularly since Dr Lucas said earlier that the development 
of an antimalarial vaccine was being hampered by economic problems• 

The DIRECTOR-GENERAL said that the absorption capacity in the area of tropical disease 
research seemed to be considerably greater than the flow of money into the Programme. All 
that WHO could do was to continue appealing to all potential donors in the world. Letters 
signed by the President of the World Bank, the Administrator of UNDP and the Director-General 
of WHO had recently been sent to Heads of State of countries seemingly capable of increasing 
their contributions to the Programme, but the response could hardly be said to be very 
encouraging. Where the Executive Board was concerned, the issue was clear: if the 
development of an antimalarial vaccine gave clear signs of becoming a real success, as would 
probably be ascertained during the next year or two, then in order to ensure that it did 
become a success, the Board might have to mobilize considerable additional resources from the 
regular programme budget, if increased contributions could not be obtained from 
extrabudgetary resources. If that were to happen in the case of the programme under 
discussion, or of any other programme that seemed to be absolutely vital for the developing 
countries, the Director-General would have no option but to ask all Member States to make an 
additional contribution to the regular programme budget, and that applied to the developing 
countries themselves. Nevertheless, he still believed that considerable external resources 
could be mobilized within the next year or two. 

Diarrhoeal diseases (programme 13.6; pages 227-231) 

Dr EL GAMAL said that diarrhoeal diseases were central to health for all programmes 
because of their effect on infant mortality. It was essential to concentrate on research to 
identify the causes of diarrhoeal disease, because research already conducted had shown that 
there was a resemblance between the bacteria found in patients with diarrhoeal diseases and 
those found in children not suffering from such diseases. A number of adjustments and 
improvements could be made in the Programme. Cholera vaccines were said not to be very 
effective, and he would be interested to know the situation with regard to the development of 
oral vaccines• In any case, the causes of diarrhoeal diseases should be determined before 
trying to extrapolate the use of vaccines which might even be causal factors of the disease. 
Generally speaking, the most effective approach to diarrhoeal disease control was to provide 
safe drinking-water and to concentrate on food safety. 

Dr BORGOFfO said that the Programme seemed to be proceeding satisfactorily, with emphasis 
on the three aspects of unified research, health care and programme support• 

Although it was common knowledge that the consumption of oral rehydration salts (ORS) 
was increasing, it would be interesting to note the exact impact of that consumption, not for 
a single hospital, but for cities or for a whole country, in order to determine that 
diarrhoeal diseases as a cause of death had declined considerably. There were, of course, 
many difficulties involved in the collection of such data, but an effort should be made in 
that direction with respect to country programmes. 

Commenting on field trials of the live oral typhoid vaccine Ty21a in Chile, he said that 
they had shown an effectiveness of 60-70%. It was to be hoped that when that vaccination 
campaign was completed in May 1985, the preliminary data would show an improvement in that 
not altogether satisfactory figure. 

Dr REGMI said that oral cholera vaccines were still being used in Nepal, If those 
vaccines were really ineffective, why were other countries using them and why did WHO not 
recommend that their use should be abandoned? 



Dr OTOO said that the success of the diarrhoeal disease control programme depended on 
action at the domestic level and on how quickly remedies could be applied to children 
suffering from diarrhoea. That called for a health education programme at the community 
level； he asked how much material for health education WHO produced for use in that kind of 
programme. 

Professor JAZBI said there could be no doubt that ORS therapy had made great progress, 
but that what was lacking in many countries was access to ORS packets for all children, 
mainly owing to the absence of health units, paramedics and primary health care workers in 
some areas• Since all countries were in the process of establishing primary health care 
units, it might be expected that by the time those units were completed ORS would be 
accessible to all children. He therefore welcomed the programme target of 50% access to ORS 
for all child diarrhoeal cases: achievement of that target would result in a large reduction 
of the child mortality rate. 

As a member of the Consultative Committee of the Regional Director, he wished to point 
out that illiterate women in rural areas had some difficulty in pouring the right quantity of 
water for the quantity of ORS in the packet, because the size of glasses varied widely. It 
might therefore be advisable to supply convenient measuring glasses with the packets, 
provided that did not involve a significant increase in the price. 

The tendency in private industry towards introducing palatable ORS needed to be watched, 
because the agent making ORS palatable might itself cause diarrhoea. In Pakistan, UNICEF had 
installed a plant for the manufacture of enough one-dose packets of ORS to meet the needs of 
the whole population, while a private industry was manufacturing ORS with the same 
components, but at the same time making the product a little more palatable so that children 
would not vomit• The use of such packets was under surveillance and was limited to hospital 
use only for the time being. 

The information given in paragraph 10(b) about certain vaccines was most gratifying, and 
he hoped that the efforts in question would be intensified. He also appreciated the 
operational research activities described in paragraph 20. 

Dr MERSON (Diarrhoeal Diseases), referring to Dr El Gamal1s and Dr Règmi1s questions on 
cholera vaccines, said that the programme had a number of documents oil the subject, including 
some Guidelines on Cholera Control which pointed out the limitations of vaccines. Indeed, 
the amount of cholera vaccines used in the world over the past five years had decreased 
substantially, and it was to be hoped that that decline would continue through interaction 
with countries• A number of attempts had been made to develop oral vaccines, one very 
interesting one relating to the deletion of the gene which controlled the production of the 
cholera toxin: it had been thought that cholera was caused only by that toxin and that the 
deletion of the gene would result in a mutant which did not cause the disease; but when a 
strain devoid of such a gene had been given to some healthy volunteers, 30% of them had 
contracted diarrhoea, thus proving that the pathogenesis of cholera was not as simple as had 
been thought• A trial was due to begin shortly in Bangladesh of an oral cholera vaccine 
composed of killed whole cells and the inactive unit or В sub-unit of cholera toxin; that 
would be the first trial of such an oral vaccine and a report on the results should be 
available in a year or two. The vaccine in question had given 70% protection in volunteers 
in the United States. 

With regard to Dr Borgoflo1s questions about the impact of the programme, the global 
availability of ORS packets had increased from a total of some 50 million in 1982 to 
about 200 million by 1984. About one-half of the packets were obtained from UNICEF and other 
agencies, while half were locally produced• A study conducted in some 13 hospitals in 11 
countries showed that ORS therapy could reduce hospital-case fatality rate by 40-50% and 
hospital admission rates by 50-60%. As Dr Borgoflo had said, it was difficult to obtain data 
at the country level, but the management information system was beginning to produce such 
data at the global level； for example, in 1983 about 20% of all children under five had had 
access to ORS therapy, as against only 5% in 1981. At the national level, the Philippines 
had reported a 40% increase in diarrhoeal mortality, and WHO would be cooperating with the 
Ministry of Health of that country in reviewing its programme in 1985. He was sure that the 
increasing availability of ORS would make it possible to ascertain the impact in other 
countries, and hoped to be able to report to the Board more fully at future sessions. 



With regard to the availability of material for community education mentioned by 
Dr Otoo, it was considered that that should primarily be developed at the national level, to 
meet language requirements, but a booklet was available containing examples of materials 
developed by a number of countries, and some material in the Programme1s supervisory level 
training course was addressed to community participation and training. UNICEF not only 
played a major role in supporting national diarrhoeal disease control programmes through the 
provision of ORS packets, but also supported the local development of community educational 
material in many countries• 

Professor Jazbi1s remarks on the use of measuring glasses for distribution with ORS 
packets also related to a very country-specific subject• WHO1s approach was to encourage the 
production of packet sizes adjusted to the containers most generally used in each country• 
The Programme would give further consideration to the approach suggested by Professor Jazbi. 

Professor JAZBI said that his suggestion had related to inexpensive, disposable plastic 
containers. In his opinion, adaptation of packet sizes to different country conditions was 
unlikely to be effective. 

The DIRECTOR-GENERAL said that the discussions of the past few days had elicited one 
example after another of WHO'S cooperation with industry in countries with both 
centrally-planned market economies. In diarrhoeal disease control as in other areas, the 
Organization, by refraining from unnecessary involvement in confrontation, had been able, 
through patience, pressure and diplomacy to persuade industry to phase out certain drugs that 
could only confuse WHO1s approach to the control of that group of diseases. The current 
discussion provided yet another example of the excellent cooperation in such areas that 
existed between industry and WHO. 

The meeting rose at 12h45, 


