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FOURTH MEETING 

Friday. 10 May 1991. at 9h00 

Chairman: Mr C. ORTENDAHL (Sweden) 
later: Mr E. DOUGLAS (Jamaica) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1992-1993: Item 17 of the Agenda 
(Document PB/92-93) (continued) 

PROGRAMME POLICY MATTERS, INCLUDING PROGRESS REPORTS BY THE DIRECTOR-GENERAL ON THE 
IMPLEMENTATION OF RESOLUTIONS: Item 17.2 of the Agenda (Resolutions WHA42.19, WHA42.43, 
WHA40.13, WHA42.5, WHA42.29 and WHA43.16； Documents PB/92-93; EB87/1991/REC/1, Part II, 
Chapter II; and A44/5, A44/6, A44/7, A44/9, A44/10, A44/11, A44/12 and A44/INF.D0C./1) 
(continued) 

Disease prevention and control (major programme 13) (continued) 

Programmes 13.6 to 13.10: Diarrhoeal diseases: Acute respiratory infections: 
Tuberculosis: Leprosy: Zoonoses (Documents PB/92-93, pages B-206 to B-227； and 
EB87/1991/REC/1, Part II, paragraphs 93 to 98) (continued) 

The CHAIRMAN drew attention to the following revision of the draft resolution on 
cholera that had been prepared by the drafting group appointed at the previous meeting. 
It was sponsored by the delegations of Algeria, Angola, Argentina, Bangladesh, Barbados, 
Belize, Benin, Bolivia, Brazil, Burkina Faso, Burundi, Cameroon, Canada, Cape Verde, 
Central African Republic, Chile, China, Colombia, Costa Rica, Cuba, Dominican Republic, 
Ecuador, El Salvador, Finland, France, Guatemala, Guinea, Haiti, India, Iraq, Jamaica, 
Japan, Kenya, Madagascar, Malawi, Malaysia, Mexico, Monaco, Morocco, Mozambique, 
Nicaragua, Nigeria, Norway, Pakistan, Panama, Paraguay, Peru, Philippines, Poland, Saint 
Vincent and the Grenadines, Senegal, Spain, Sri Lanka, Sudan, Sweden, Switzerland, Togo, 
Trinidad and Tobago, Union of Soviet Socialist Republics, United Republic of Tanzania, 
United States of America, Uruguay, Venezuela, Viet Nam, Yemen, Yugoslavia, Zaire, Zambia 
and Zimbabwe. 

The Forty-fourth World Health Assembly, 
Considering the extent and severity of the cholera epidemic which is affecting 

Peru, several other countries in Latin America and regions in other parts of the 
world, and which threatens to spread to further countries； 

Affirming that cholera aggravates socioeconomic problems as well as health 
problems in the affected countries； 

Recognizing the efforts made by the governments of affected countries to cope 
with the additional burden of the epidemic, and the efforts of other countries to 
avoid it; 

Informed of the joint initiatives put forward by the Andean countries as well 
as by other countries and regions to prepare coordinated subregional and regional 
plans to face the emergency; 

Acknowledging the urgent and immediate action taken by the Director-General in 
response to requests of the governments of countries affected by the cholera 
epidemic including the establishment of a Global Cholera Task Force; 

Recognizing that vaccines currently available on a large scale have not 
demonstrated sufficient protection to be recommended for public health use； 

Recalling that the spread of cholera is a consequence of poverty, lack of 
adequate supply of potable water and deficient sanitation services, poor hygiene, 
contamination of foodstuffs, unplanned human settlements, especially in urban areas 
and inadequate health care, and that these deficiencies require further 
consideration in future development policies and plans at national and international 
levels； 

Bearing in mind resolution WHA24.26; 



1. CALLS UPON Member States and multilateral organizations to consider health and 
environmental issues as an integral part of development policies and plans and to 
allocate resources and to undertake action accordingly, including health education 
and information in order to prevent the risks of epidemics of this kind or diminish 
them, giving due attention to the situation and the needs of the population groups 
most at risk; 

2. CALLS UPON the international community to intensify its solidarity with the 
countries affected or threatened by cholera; 

3. URGES appropriate international and regional institutions to afford greater 
priority to requests submitted to them for loans and financial support required by 
countries at risk to implement environmental and other health projects associated 
with the control of cholera and other diarrhoeal diseases； 

4. URGES Member States to report immediately any occurrence of cholera in 
accordance with the International Health Regulations in order to facilitate global 
surveillance and control measures； 

5. URGES Member States not to apply to countries affected by the epidemic 
restrictions that cannot be justified on public health grounds, in particular as 
regards importation of products from the countries concerned; 

6. REQUESTS that efforts for the development and evaluation of new cholera 
vaccines continue； 

7. REQUESTS the Director-General: 

(1) to strengthen and increase all measures to ensure that the Organization 
continues to respond expeditiously and effectively to the needs of the 
countries affected and threatened by cholera; 
(2) to continue strongly to promote hygiene education as well as sanitation 
and to support countries' efforts in this field, taking into account in 
particular the situation and needs of the poorest and most vulnerable groups； 
(3) to ensure that the Organization plays an active role in the mobilization 
of resources in order to provide these countries with the necessary financial 
support for their fight against cholera and other diarrhoeal diseases； 
(4) to coordinate the global effort to control cholera in order to achieve the 
most efficient use of technical and financial resources； 
(5) to submit to the eighty-ninth session of the Executive Board a report on 
the global cholera situation and the results of the action taken by the 
Organization in this regard. 

He indicated that the title of the task force mentioned in the fifth preambular 
paragraph should be corrected to "Global Task Force on Cholera Controlw. 

Professor BORGOÑO (representative of the Executive Board) proposed some linguistic 
amendments to the Spanish text. 

Before proceeding with the consideration of the draft resolution, the CHAIRMAN 
requested the Secretariat to provide information on the risk of cholera associated with 
the international trade in foodstuffs, in response to a request by Canada during the 
meeting of the drafting group. 

Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control) said that 
food contaminated with Vibrio cholerae was an important source of infection. A wide 
range of foods had been implicated in studies in a number of countries； they included 
rice and other cereal dishes eaten many hours after cooking, and uncooked or inadequately 
cooked fish and seafood from coastal waters. Contamination might occur during food 



processing, food preparation, or after cooking. Clearly, contamination of food was more 
likely to occur in situations where water supply, sanitation and hygiene of food-handlers 
and in the home were inadequate. Vibrio cholerae could survive on a variety of 
foodstuffs for up to five days at ambient temperature and up to ten days at 5e-10°C. The 
organism could also survive freezing. Cold temperatures, however, limited proliferation 
of the organism and might thus prevent the level of contamination from reaching an 
infective dose； a large number of organisms was needed to produce clinical cholera 
compared with other diarrhoea-causing organisms. The cholera vibrio was sensitive to 
drying, acidity, irradiation, and heat above 70°С; therefore foods processed in any of 
those ways, according to Codex Alimentarius standards where appropriate, should be 
without risk. All foods cooked thoroughly and eaten while still hot should be safe. The 
foods recently causing the greatest concern to importing countries were seafood and 
vegetables that were often transported frozen or refrigerated and might be consumed raw. 
The speed of air travel caused added concern; cases of cholera had occurred as a result 
of eating food, usually seafood, transported across international borders - most recently 
from crab meat transported to the United States of America in personal air luggage. 
However, testing of a large number of samples of seafood and vegetables commercially 
imported from Peru and Ecuador during the current epidemic, carried out by the United 
States Food and Drug Administration, had not detected Vibrio cholerae and to the 
knowledge of WHO, no other countries had detected the vibrio in commercially imported 
food products in recent months. Indeed, although individual cases and clusters of cases 
had been reported, WHO had not documented a significant outbreak of cholera resulting 
from commercially imported food. It should also be noted that many countries were 
importing food from areas with endemic cholera without taking measures equivalent to 
those taken for products coming from some Latin American countries in recent weeks. 

In summary, although there was a theoretical risk of cholera transmission associated 
with the international food trade, the weight of evidence suggested that the risk was 
small and could normally be dealt with by means other than an embargo on importation. 

Replying to the United Kingdom delegate's question at the previous meeting about the 
Global Task Force on Cholera Control, he said that the Task Force, taking into account 
the action already being taken by WHO regional offices, was developing a global plan of 
action for cholera control. The group would involve all relevant programmes within WHO, 
and would seek the support of other international organizations, as well as multilateral 
and bilateral donor agencies. The principal role of the Task Force was to lead and 
coordinate international efforts to control cholera, including emergency assistance, in 
order to maximize benefits. The global plan of action outlined had six elements : 
improving information exchange； mobilization of financial resources； review and 
revision, if necessary, of policies in relation to cholera control； activation of a 
global technical resource network; intensified cooperation in national cholera control 
activities； and intensified research efforts. More details of the Task Force's 
activities would be supplied, if required, at an informal meeting to be held on 14 May. 

Dr YAMAM0T0 (Peru) thanked the drafting group and those associated with it for the 
work that had led to the proposed draft resolution on cholera now before the Committee. 
This delegation hoped that it would be adopted by consensus, because the spirit of the 
resolution was to continue to assist countries affected by the serious epidemic and to 
preserve the health of their populations. 

Dr MACEDO (Regional Director for the Americas) said it might be useful to give some 
information on the action and measures taken in the Region of the Americas since the 
cholera epidemic broke out. 

On the very first day the diagnosis of cholera in Peru was confirmed, the Regional 
Office and the Pan American Health Organization had set up a working group on cholera 
which had been working very actively in cooperation, not only with countries already 
affected by the epidemic (Peru, Brazil, Chile, Colombia, and Ecuador), but also with all 
the other countries in the Region for the preparation of institutions and national 
resources to face the emergency. An appeal for international cooperation had been made, 
with the support of headquarters, and a very large amount of information had been 



disseminated. Almost all countries had adopted the standards and guidelines set out by 
WHO, and a manual adaptable to individual circumstances had been published. There had 
been two meetings of ministers of health of the Andean countries and of Central America 
as well as meetings of technical staff, particularly during the past week, when 
coordinators of national commissions on cholera set up in all countries had met in 
Washington; scientific experts working on the development of vaccines had also met for 
an assessment of the situation regarding the development and availability of vaccines. 

The pattern of the epidemic, particularly in Peru, presented novel aspects which 
caused deep concern. It was different from the traditional pattern of cholera, which 
affected limited areas, although those might be rather large in total surface. In Peru 
the entire territory had been affected, and almost all the population was at risk. If 
the pattern observed in Peru, which was beginning to be seen in Ecuador, continued to 
affect populations with the same attack rate, Latin America would have to make certain 
assumptions that were far from optimistic, although it was considered that the worst 
might be largely averted. Action was, however, being oriented to anticipating the spread 
of the epidemic to all countries in Latin America, with an average attack rate of 1-1.5X, 
which could mean several million cases and several tens of thousands of deaths in the 
next two to three years. 

On the basis of those realistic assumptions, and with the cooperation of all the 
governmfents in the Region, work was being carried out on three aspects simultaneously, 
and very much in line with the spirit of the draft resolution before the Committee. 

For countries not yet affected by cholera, assistance and cooperation were being 
provided in an effort to avoid the introduction of the disease. Should that prove 
impossible, the disease would be attacked and controlled as soon after diagnosis as 
possible. For the countries already affected, emergency plans were being prepared for a 
period of one to three years. A joint plan had been prepared for the Andean countries 
that would be discussed with their ministers of health; and another plan was being 
prepared for the Central American countries. It was hoped that by the beginning of June 
a complete plan would have been prepared for the whole Region. 

Work had been carried out with financial institutions, particularly with development 
banks, because the third aspect was that of greatest concern. Cholera, as had already 
been indicated, was the reflection of deficient and insufficient services resulting from 
poverty, underdevelopment, and lack of hygiene, safe drinking-water and sanitation, among 
other factors. The problem must also be placed within the political context of the 
Member States and the international community. Great social debts over a long period of 
time must be recognized, and were reflected in all those shortcomings. The third aspect 
was therefore to reactivate and strengthen investment plans to make good the discrepancy 
between minimum, fundamental needs and the existing situation. It was believed that 
problems relating to cholera would be discussed at the summit meetings of the Andean 
Council to be held in Caracas on 17 and 18 May, at the forthcoming meeting of Presidents 
of Central America, and at a summit meeting of Presidents of Latin American countries 
with the participation of Spain and Portugal, to be held in Mexico on 18 and 19 July 
1991. It was hope to obtain political commitment at the highest level. That was 
important in order to ensure the mobilization first of internal resources and then of 
resources from multilateral and bilateral sources. Finally, it was hoped to receive from 
the international community concrete promises for material, moral, political and 
financial support. There was a great weight of responsibility for combating cholera, 
which had so far fallen almost exclusively on the shoulders of the governments affected. 

He wished to pay tribute to the Government of Peru, which, over and above the severe 
economic crisis the country was already facing, required at least US$ 80 million in 
additional financing to cope with the most urgent problems caused by the cholera epidemic 
to treat the sick, to ameliorate water quality, and to improve the general health 
situation. International assistance of all types had so far only reached US$ 8 million. 
It was hoped that with the support expected from WHO, and from the recently established 
Global Task Force on Cholera Control, it would not only be possible to deal with the 
spread of the disease, but to set up longer-term programmes to solve structural problems 
that had led to cholera becoming an epidemic problem in the Region of the Americas, with 
the threat of becoming endemic. 



Dr VIOLAKI-PARASKEVA (Greece) proposed the amendment of the phrase "including health 
education and information" in operative paragraph 5 to "including health education and 
public information" ； and the amendment in operative paragraph 6 of "new cholera 
vaccines" to "new and effective cholera vaccines". 

The draft resolution on cholera, as amended by Greece, vas approved. 

Mr Douglas resumed the Chair. 

The CHAIRMAN reminded the Committee that, in reverting to its discussion of 
programmes 13.6 to 13.10 as a group, it needed to consider three resolutions recommended 
by the Executive Board for adoption by the Health Assembly - namely, those contained in 
resolutions EB87.R1 (on control of acute respiratory infections), EB87.R7 (on the 
tuberculosis control programme), and EB87.R5 (on leprosy). 

Dr WILLIAMS (Nigeria) said that the excellent report of the Director-General on 
leprosy had outlined very clearly the continuing importance of leprosy as a major public 
health problem. Impressive progress had been made in recent years in controlling leprosy 
through multidrug therapy, and WHO should be proud of the success so far achieved. He 
also commended the contributions made by the member associations of the International 
Federation of Anti-Leprosy Associations (ILEP) in many countries and especially Nigeria, 
where WHO had played an important role in bringing together all parties concerned in 
leprosy control. 

Leprosy was not a popular specialty that attracted young doctors, and a great deal 
of social stigma was associated with it in many countries. The populations of endemic 
countries needed to be assured that leprosy was now completely curable by multidrug 
therapy. Greater compassion needed to be shown to leprosy cases. In Nigeria there were 
over 200 000 registered cases of leprosy, and the valuable support being extended by ILEP 
and the Sasakawa Foundation gave great hope and confidence that the goal of eliminating 
the disease could be realized. 

He commended WHO for its part in the development of a cost-effective treatment for 
leprosy through multidrug therapy. He also appreciated the efforts being made to develop 
a leprosy vaccine, and asked for further information on its present status. Much 
remained to be done in such areas as the early case detection and rehabilitation of 
deformed patients. High priority should also be given to building up national 
capabilities through training and operational research so as to promote the optimal 
utilization of resources. 

Nigeria fully supported the resolution on leprosy recommended by the Executive 
Board. 

Dr MILLAN PAREDES (Mexico) emphasized the importance of the modern, integrated 
approach to the control of acute respiratory infections, tuberculosis and leprosy and of 
seeking increased economic support in order to continue activities in that area. 

Tuberculosis control was an important public health objective in Mexico where 20 000 
new cases were reported annually, with 6500 deaths. The reported 1990 incidence of 26 
per 100 000 represented only about half of the real rate because of failure to notify all 
cases. The mortality rate was 8 per 100 000, which placed tuberculosis as the eleventh 
most common cause of death. Both rates were, however, decreasing as a result of BCG 
immunization; that was particularly true of tuberculous meningitis among children under 
15. Although the national programme had been decentralized, technical standards and 
working procedures were uniform in all national health system institutions and 
considerable successes had been achieved. Implementation of the programme at all urban 
medical units covered 70% of the urban population and almost half of the rural 
population, and the immunization coverage for infants in their first year had increased 
to 10X. A short-term treatment programme using a standardized drug regimen had been 
introduced for all health sector units； when provided by ministry of health units, such 
treatment was supervised by trained personnel. The programme was to be extended and 
improved for a number of purposes : to improve case detection and obtain more realistic 
data; to increase BCG immunization coverage to 90% generally and even more among infants 



under 1 year of age; to develop routine bacteriology for the under-15 age group seeking 
medical care for persistent cough or expectoration； to increase medical coverage, with 
the support of international organizations t within programmes for rural and indigenous 
areas; and to develop operational and technical research of use both to Mexico and to 
other countries. 

Professor LECHAT (Belgium) congratulated the Director-General and Secretariat on the 
report on leprosy contained in document A44/7, which highlighted the progress achieved in 
recent years as a result of a strategy based on the systematic application of multidrug 
therapy and on exemplary collaboration between WHO, nongovernmental organizations and 
countries in which the disease was endemic. The historic challenge to eliminate leprosy 
throughout the world in the next ten years had been taken up. To succeed, efforts must 
be maintained and the necessary resources mobilized. Unfortunately, however, the 
proposed programme budget did not seem to be consistent with that need; indeed, 
allocations had even been decreased at country level. Past successes must not give rise 
to a premature relaxation of effort when the goal was so near. His delegation supported 
the resolution on leprosy recommended by the Executive Board. 

Mrs KNOX (Canada) commended WHO for presenting the information on the new strategy 
for tuberculosis control, contained in document A44/6, in a way that drew attention to 
the alarming trends in the spread, throughout the world, of what was the greatest 
infectious cause of death in the world, ahead of malaria and AIDS. The absolute number 
of cases was increasing in several countries, including her own, where there was a rising 
prevalence in northern communities and also among transient and homeless people in 
various parts of the country. In addition to the twofold challenge of drug resistance 
and HIV infection, statistics provided compelling evidence of the urgent need to make 
tuberculosis a priority in communicable disease control programmes. The temptation to 
give priority to more fashionable issues, where there was less certainty of success, must 
be avoided. Canada had demonstrated its commitment to tuberculosis control, in part by 
its contribution to the Collaborating Centre for Tuberculosis Bacteriology, where in 
1991, there would again be a training programme for laboratory personnel from developing 
countries, focusing on bacteriological diagnosis and surveillance. 

Proven and effective methods of prevention, early diagnosis and control methods were 
available and there was a clear benefit to be gained from the control of tuberculosis in 
relation to the cost involved. Those responsible for health care must, however, not be 
left to act alone； successful control of the disease also required interventions to 
improve housing, nutrition and air quality, cooperation across the health, economic and 
social sectors, and continued commitment to avoid discrimination against HIV-infected 
persons with tuberculosis by ensuring that they received treatment. 

The Director-General was to be commended for his strengthening of the tuberculosis 
control programme and focusing attention on the need for urgent action in an epidemic 
situation. Canada fully supported the resolution on the tuberculosis control programme 
recommended by the Executive Board. 

Dr VIOLAKI-PARASKEVA (Greece), noting from the report on the tuberculosis control 
programme (document A44/6) that more than 3 million people were doubly infected with 
tubercle bacilli and HIV and that HIV-infected persons had a higher frequency of 
extrapulmonary tuberculosis, proposed that operative paragraph 1 of the resolution 
contained in resolution EB87.R7 be amended by adding the phrase "particularly in light of 
the HIV pandemic" after the words "reviewing the situation of current control 
activities". 

Concerning leprosy, she observed that in her country the term "Hansen's disease" was 
used to avoid discriminating against sufferers and inquired why WHO continued to use the 
term "leprosy". 

Dr САВА MARTIN (Spain), noting that the numbers of cases of acute respiratory 
infections had increased considerably in recent years, although mortality had decreased 
in developed countries, remarked that one of the main problems lay in the fact that there 
were a large number of etiological agents which required different forms of treatment. 



Although acute respiratory infections could affect all sectors of the population, young 
children and nursing mothers were at the greatest risk. The effectiveness of control 
programmes was necessarily affected by the effectiveness of current treatment methods； 
unfortunately, antibiotics and other drugs and the standard vaccines had not proved very 
useful either prophylactically or therapeutically. Other measures, such as the 
improvement of public and personal hygiene, were much more effective. The success of the 
programme would depend largely on the development of an effective peripheral 
infrastructure. 

Concerning tuberculosis, there had been a recent tendency for the number of cases -
particularly AIDS-related cases - to increase in some developed countries. Control of 
the disease called for the establishment of appropriate criteria for diagnosis and 
treatment and for standardization of tuberculin testing and of criteria for positivity. 
Chemoprophylac tic criteria should also be standardized arid six-month or 12-month 
treatment guidelines established for low-risk cases. 

The budgetary resources were modest and the proposed funds would appear to safeguard 
the programme only until the end of the 1992-1993 biennium. That was a matter for some 
concern. His delegation, however, supported the resolution recommended by the Executive 
Board. 

Dr TEMGOUA (Cameroon) supported the proposals in the various reports before the 
Committee but noted that only the diarrhoeal diseases control programme had made real 
progress so far. Action to control acute respiratory infections was gathering impetus in 
many developing countries and thus there was a need to mobilize more funds for that 
programme. The programmes for leprosy arid tuberculosis control were encountering many 
problems, particularly concerning multidrug therapy for the former and short-term 
treatment for the latter. His delegation was therefore concerned about the level of 
resources under the normal budget for the 1992-1993 biennium, despite the expressed 
intention of the Director-General to have recourse to extrabudgetary funding. It hoped 
that the Organization would make provision within the regular budget to take account of 
the specific situation of Africa, albeit without excluding action to mobilize 
extrabudgetary resources. In conclusion, he supported the proposals made by the Regional 
Director and the resolutions before the Committee. 

Dr DEVO (Togo) expressed the hope that the Committee's deliberations would lead to 
further concrete measures for the control of diseases under discussion. His delegation 
supported the three resolutions recommended by the Executive Board and commended the 
approach adopted with respect to the tuberculosis control. In view of the structural 
adjustment programmes being adopted in developing countries, it was to be hoped that it 
might be possible to envisage increased allocations for activities in such areas. 

Dr EGOZ (Israel) said that experience in his country since its existence showed that 
it was possible successfully to control tuberculosis in the face of massive immigration 
with high prevalence rates of active tuberculosis cases. For example, immigration into 
Israel in 1948 had introduced many cases of active tuberculosis and had increased the 
incidence rate from 40 notifications per 100 000 population in 1947 to 204 per 100 000 
population in 1950. Since then, there had been a gradual decline despite subsequent 
waves of immigration and, in 1989, the rate had reached an all-time low of 3.5 per 
100 000 and was continuing to decrease. That achievement had been brought about by three 
factors: continuous improvement in the standard of living, together with better housing 
and education; high coverage by specific prevention programmes, including BCG 
vaccinations of the newborn and of schoolchildren, tuberculin testing in schoolchildren, 
and rapid and aggressive case-finding among the contacts of every newly diagnosed active 
case; and a developed system of primary health care, general hospitals and special 
clinics with easy access and high clinical standards, which had ensured effective 
treatment, follow-up and rehabilitation of patients. The improved epidemiological 
situation had led to a modification of the control programme so that many independent 
chest clinics had been integrated into the general health services. Routine BCG 
vaccination of the newborn had been stopped in 1982 and that of seventh-grade 
schoolchildren in 1987. Although schoolchildren still underwent tuberculin testing, BCG 



was given only to those in high-risk groups. Children with positive tuberculin tests and 
tuberculosis contacts were given chemoprophylaxis. A special screening and treatment 
programme had been put into operation after the immigration of high-risk groups since the 
mid-1980s and many tuberculosis patients and their contacts had been diagnosed and 
treated. Since late 1989, despite immigration from countries where tuberculosis was 
prevalent, the number of reported cases of active tuberculosis among newcomers had not 
been high and it was therefore considered adequate to rely on passive case-finding rather 
than on active screening programmes. Even though there were few AIDS cases in Israel, 
the possibility of an increase in tuberculosis cases should AIDS develop was recognized. 

His delegation shared the concern of the Executive Board about signs indicating a 
decrease in the effectiveness of tuberculosis control in many industrialized countries 
and the unfavourable situation in many developing countries. It fully supported the 
resolution recommended in resolution EB87.R7 and expressed willingness to share the 
knowledge and experience gained in Israel with any country that might deem it useful. 

Dr SOEHARTO (Indonesia) said that tuberculosis still represented a public health 
problem in his country, despite the fact that control activities - which included 
case-finding and treatment and were integrated in the country's health care delivery 
system - had been undertaken for many years. The main problem that had prevented the 
programme from developing as anticipated had been a lack of funds to procure rifampicin. 
He appealed to WHO to increase its efforts to collaborate with nongovernmental 
organizations at international level in order to mobilize funds to support national 
tuberculosis control programmes. 

Dr GEORGE (Gambia) said that control of the diseases under discussion depended 
mainly on prompt and appropriate case management, especially at community level. While 
he supported the need to integrate the programmes, it should be noted that such 
integration could only be successful if attention was directed to revitalizing primary 
health care and to capacity building. Capacity building at the community level through 
the training of the community itself and of community health workers in early 
case-detection and treatment and the setting up of effective surveillance and evaluation 
systems must be emphasized. Moreover, serious attention must be given to the 
uninterrupted supply of drugs. For that reason WHO was to be commended for joining 
forces with UNICEF in spearheading the Bamako Initiative, which was a welcome and timely 
strategy for revitalizing primary health care. 

Concerning tuberculosis, while it was essential to Integrate the control programme 
with that for leprosy, it was possible that the slow progress so far achieved in 
tuberculosis control might be due to the fact that, for most countries, tuberculosis had 
not been given the emphasis it deserved and had been overshadowed by leprosy control in 
terms of availability of donor support. In view of the serious dimensions of the disease 
and its association with HIV, WHO was urged to continue to take the lead in advocacy and 
mobilization of extrabudgetary resources for the programme. 

Regarding vaccine trials, especially with the pneumococcal vaccine, it was important 
that serious consideration should be given to plans to ensure that, where such trials 
proved successful, the vaccine would be made available to the countries concerned, for 
ethical and other reasons. 

His delegation supported the resolutions before the Committee. 

Professor GRYGLEWSKI (Poland) said that in his country tuberculosis had again become 
the most common cause of death of infectious etiology. Active pulmonary tuberculosis 
accounted for half of all new cases. Although the cure rate was almost 95X, the 
reduction in tuberculosis incidence was under 5X as a result of a sharp increase in the 
incidence among the adult population living in regions affected by environmental disaster 
resulting from the unrestrained activity of heavy industry over the past forty years. 
Epidemiological studies in Poland left little room for doubt that tuberculosis synergized 
pulmonary silicosis and fibrosis among workers in the mining and métallurgie industries. 
That pattern might well apply also to other countries in Central and Eastern Europe. His 
delegation therefore, while much appreciating the well-chosen research programmes 



referred to in document A44/6, requested that research targeted towards tuberculosis and 
pulmonary damage resulting from chronic exposure to industrial pollutants should also be 
supported. 

Professor ANSARI (Pakistan) said that his country had been successful in controlling 
leprosy, with the assistance of nongovernmental and governmental organizations, and 
Pakistan had succeeded in reducing the number of leprosy patients from some 40 000 some 
five years previously to fewer than 9000 at the current time. The proportion of patients 
given multidrug therapy had increased from 12X to 63X over the same period and better 
results were being obtained. Attention was being directed to patients suffering from 
grade II and III deformities in order to achieve their complete rehabilitation. In that 
context he recommended that the complete rehabilitation of such leprosy patients, 
together with steps to ensure the necessary surgical intervention, should be increased in 
order to permit them to resume work. At the current time, the proportion of leprosy 
patients in Pakistan was 0.5 per 1000 and it was hoped that by 1995 leprosy might be 
eradicated in the country. 

Tuberculosis was a major health hazard in Pakistan and, although there were no AIDS 
cases, the number of adult patients was increasing considerably so that there were 
currently 56% adult cases, compared with 44% of cases in children. That high proportion 
was found to be associated with other diseases or factors of adulthood: the percentage 
of tuberculous women, for example, with multiple pregnancies, especially after the fourth 
or fifth pregnancy. It had also been found that there was a high percentage of 
undiagnosed diabetes among patients coming for the first time for treatment of 
respiratory infections. It had therefore been suggested in Pakistan that, instead of a 
simple tuberculosis control programme, there should be an integrated primary health care 
programme so that a patient could be seen as a whole. The percentage of tuberculosis was 
also quite high among drug addicts and professional blood donors. 

Another problem being investigated was the common use of traditional drugs, many of 
which contained small doses of cortisone； such patients, who had had tuberculosis in 
early childhood, often found that the disease recurred at a later age. Infection among 
infants of wealthy families had also been observed because the servants looking after 
them were suffering from tuberculosis. Advice was therefore being offered through the 
media on screening persons employed to look after children. 

It was being found that the tuberculosis bacillus was becoming resistant to most 
therapies being used in Pakistan. He therefore appealed to WHO to encourage further 
research into the chemotherapy of tuberculosis. 

Dr SIDHOM (Tunisia) said that multisectoral collaboration was indispensable for the 
prevention and control of communicable diseases. Despite the efforts made, the incidence 
and prevalence of tuberculosis, leprosy, salmonellosis and diarrhoeal diseases was still 
very high as a result of the lack of such collaboration. Sectors other than health 
should be made more aware of the importance of the problem and of the role which they 
played. The Secretariat might wish to inform the Committee of the action taken to 
achieve that end. 

Health controls at frontiers were essential for the control of several communicable 
diseases, but they were relatively little developed. WHO could therefore strengthen its 
activities in that field, particularly with regard to the organization of frontier health 
controls, the evaluation of such activities and the training of personnel working in 
them. 

The availability of drugs was essential for the treatment of communicable diseases 
such as tuberculosis, schistosomiasis and malaria. A special effort should therefore be 
made to induce pharmaceutical manufacturers to respond regularly to the calls made upon 
them in respect of a number of drugs used in the treatment of diseases that existed only 
in developing countries. 

Another important health problem was rabies. Thanks to the technical support of 
WHO, in 1982 Tunisia had established a national rabies control programme which had led to 
the disappearance of the disease in both human beings and animals in the areas where it 
had been applied. The programme had been based mainly on animal vaccination, combined 
with the control of stray dogs and health education. However, the resources available 



had been insufficient to maintain canine vaccination campaigns, especially in urban and 
peri-urban areas f with the result that the disease had reappeared in areas from which it 
had been eradicated. The vaccination of bitten human beings gave rise to problems in so 
far as the sheep's-brain vaccines used sometimes caused side-effects, which had a 
negative psychological impact on programme implementation. Moreover, with greater public 
awareness there was an ever-growing demand for the more expensive cell-culture vaccines. 
For the past two years the rabies control programme had been integrated into an overall 
zoonoses control programme. 

The Secretariat might wish to explain further the contents of paragraph 32 in the 
programme statement for programme 13.10 in the programme budget document and, in 
particular, inform the Committee of the work being done to transfer technology for the 
production of rabies vaccines and to elaborate rabies control strategies in urban and 
peri-urban areas. 

His delegation supported the resolutions recommended for adoption in resolutions 
EB87.R1, EB87.R5 and EB87.R7. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) said that he wished 
to join the other delegates who had welcomed the excellent progress being made with 
regard to acute respiratory infections and to associate himself with many of the 
observations made by the delegate of the United States of America. The United Kingdom 
would continue to give full support to the acute respiratory infections programme and was 
increasing its contribution to it in the current financial year. However, his Government 
urged new donors to come forward and existing donors to increase their contributions to 
the programme. The United Kingdom delegation also supported the resolution on control of 
acute respiratory infections recommended for adoption in resolution EB87.R1. 

His delegation wished to express its satisfaction with the tuberculosis programme 
and welcomed the comprehensive and scientifically sound control programme outlined in 
document A44/6, which would revitalize anti-tubérculos is activities at headquarters. 
Nevertheless, his delegation shared the concern expressed by the delegate of France 
regarding the establishment of a special programme on tuberculosis. 

Finally, he wished to thank the delegate of Pakistan for having pointed out that 
even though there had been a fall in the leprosy case-load over the past five years, one 
third of the cases that had been removed from the register had some degree of anaesthesia 
and disability. It was therefore important to bear in mind that the health services of 
countries with a large number of patients suffering from Hansen's disease would have to 
bear a heavy burden for many years to come. Although multidrug therapy had proved 
effective, more work still needed to be done to improve the chain of case management, 
from detection to rehabilitation. One important factor that had already been stressed 
was the need to continue to press for the integration of leprosy control services into 
general health care delivery systems. His delegation was pleased to support the 
resolution on leprosy recommended for adoption in resolution EB87,R5. 

Dr CORNAZ (Switzerland) welcomed the increased attention being given to the 
tuberculosis programme and agreed with several previous speakers that tuberculosis 
control should, as far as possible, be integrated with primary health care activities. 
That was why her delegation shared the misgivings expressed by the delegate of France 
regarding the establishment of a special programme for tuberculosis and why it wished to 
propose the following amendment to the resolution contained in resolution EB87.R7. The 
words ”while ensuring the best integration of these programmes in primary health care 
activities" should be added at the end of operative paragraph 4(4). In operative 
paragraph 2(2), a new indent should be inserted after indent (a), reading "promoting as 
far as possible the integration of tuberculosis control activities within primary health 
care activities", with consequential re-lettering of the following indents. 

The Swiss delegation shared the concern expressed by many previous speakers 
regarding the acute- respiratory infections programme. In particular, special care had to 
be taken with antibiotics. They could be very helpful, but their use involved some 
risks. Her delegation therefore wished to propose that, in the resolution recommended 
for adoption in resolution EB87.R1, the following text be added at the end of operative 
paragraph 7(2): "including essential antibiotics at an affordable cost, promoting their 
rational use and seeking to avoid the development of microbial resistance". 



Mr ABDUL SATTAR (Maldives) said that the health authorities in his country had been 
involved in attempts to control leprosy at a very early date. Efforts to understand the 
disease pattern in the Maldives were undertaken as early as the 1950s, but a systematic 
case-finding and screening programme had begun only in the 1980s. Since then all the 
200 inhabited islands of the country had been covered and home treatment regimes had 
begun. Consequently, there had been a reduction in the incidence and prevalence of 
leprosy. The introduction of multidrug therapy had led to a reduction of the treatment 
period. That had encouraged the authorities to go even further. In 1991, the Government 
had embarked upon an ambitious programme designed to achieve zero transmission of the 
disease by the year 1995. A major component of the programme was mass chemoprophylaxis. 

Encouraging progress had also been made with regard to malaria, of which no 
indigenous case had occurred for six years, diarrhoeal diseases, and the six 
vaccine-preventable childhood diseases, for which universal child immunization targets 
had been achieved. 

His delegation supported the draft resolutions before the Committee. 

Dr TEMBA (Tanzania) associated himself with the remarks made by the delegates of 
Zimbabwe and Tunisia regarding WHO's inadequate attention to zoonoses, the incidence of 
which was increasing in developing countries. While anthrax was a source of concern in 
Zimbabwe, rabies was becoming an increasingly serious public health problem in Tanzania, 
where the veterinary sector had not been effective in containing the disease in domestic 
and wild animals. His Government strongly felt that in the control of zoonotic diseases 
a "grey area" was definitely to be found between the spheres of competence of the health 
and veterinary sectors and, apparently, between those of WHO and other United Nations 
agencies. 

The rabies problem had been recognized some years previously in Tanzania and a 
programme for the elimination of rabies in dogs had been prepared in collaboration with 
WHO and the Ministry of Agriculture and Livestock Development. However, the country 
continued to suffer from epidemics of rabies while the rabies control programme remained 
shelved for lack of funding. His delegation would therefore like to see WHO and 
ministries of health play a much larger technical and financial role in the control of 
zoonotic diseases, as well as an improvement in cooperation between WHO and other United 
Nations agencies in that regard. 

Dr GEORGETTE (Benin) said that his country, like other developing countries, was 
faced with severe health problems due to diarrhoeal diseases, tuberculosis, acute 
respiratory infections and leprosy. In the case of diarrhoeal diseases, Benin had a 
control programme based mainly on oral rehydration therapy, which was developing 
normally. 

There was no well-established programme to combat acute respiratory infections. 
However, that area was partly covered by the Expanded Programme on Immunization, which 
protected children against measles, diphtheria and pertussis. A national programme for 
acute respiratory infections therefore needed to be developed. Benin requested WHO's 
support in evaluating the real extent of the problem before a plan of action was drawn 
up. The programme could then be integrated in the Expanded Programme on Immunization and 
the diarrhoeal disease control programme. 

The tuberculosis control programme was developing normally in four departments out 
of six, where health care coverage was estimated to have attained 80% as a result of 
decentralization of activities at the level of peripheral health training. Benin was 
being assisted by the International Union Against Tuberculosis and Lung Disease. The 
country was unfortunately beginning to record cases of AIDS-related tuberculosis. 

Benin had made enormous progress in combating leprosy as a result of the 
introduction of multidrug therapy and decentralization. An epidemiological analysis of 
the leprosy situation had shown that the number of registered cases had fallen sharply 
from 20 000 in 1982 to 2256 in 1990 and prevalence levels had fallen from 3.18% in 1986 
to 0.89% in 1990. Multidrug therapy coverage had constantly increased, rising from 15% 
in 1989 to 85% in March 1991. Despite such high rates of coverage, however, the problem 
persisted owing to the inadequate training of supervisors and lack of support for the 
rehabilitation of lepers who had been cured. His country would therefore appreciate 



assistance from WHO or from any other government or nongovernmental organization to help 
it solve those problems. 

His delegation fully supported the various draft resolutions, as amended on the 
programmes under consideration. 

Dr AL JABER (Qatar) said that his country depended on imported workers, some of whom 
came from areas where tuberculosis and other diseases were endemic. A few years 
previously, the Government had implemented a programme to screen newcomers for 
tuberculosis and certain other communicable diseases such as AIDS and hepatitis B. As a 
result the incidence and prevalence of tuberculosis had been reduced to a minimum. Under 
the primary health care programme official visitors called upon patients in their homes 
to make sure that they took their medicines regularly. In addition, Qatar had a 93% BCG 
coverage. The vaccine was given at birth, along with the first dose of hepatitis В 
vaccine. His delegation supported the resolution contained in resolution EB87.R7. 

Dr MAABREH (Jordan) said that his country's tuberculosis control programme was 
making progress. It was integrated with the primary health care services, and a special 
follow-up centre had been established. Particular efforts were made to detect cases 
among the most vulnerable population groups. BCG vaccine was administered at school to 
children at the age of 6. As a result of those other measures, all detected cases of 
tuberculosis had been cured and the prevalence of the disease among children had been 
reduced over the past year. 

Dr HENDERSON (Assistant Director-General), responding to specific questions that had 
been asked, noted that the delegate of Zimbabwe had first raised the alarm concerning 
resource decreases. That issue had been touched upon in the opening discussions on 
chapter 13. Delegates might wish to refer to table 5 in document PB/92-93, pages A-34 to 
A-40, concentrating on column (b), which indicated real resource increases and decreases 
by programme area. Only two appropriate sections showed increases. The first was Health 
system infrastructure, with an increase of US$ 6.8 million in real terms, the bulk of 
which would be used for the organization of systems based on primary health care, and the 
second was Health promotion and care which shoved an increase of US$ 2.2 million. Given 
the Organization's zero-growth budget, those increases must be offset in other areas. 
The major decrease of US$ 6.3 million, was in Direction, coordination and management. 
That was followed by a decrease of US$ 3.5 million in Disease prevention and control and 
by a decrease of US$ 1.7 million in Programme support. 

For the infrastructure and science and technology programmes, resource changes were 
dominated by decisions being made at the country level, which accounted for some 85X of 
the resource reductions seen in chapter 13 when expressed in absolute terms. Those 
figures were seen as a reflection of country-level decisions to shift resources from more 
categorical disease prevention and control activities to more integrated activities 
relating to infrastructure support. If those decisions had left a number of disease 
prevention and control programmes in jeopardy at the national level, that was of course, 
a matter of concern. The remedy must be sought by continuing the dialogue at the 
national level. 

The concern expressed regarding the "verticalization" of programmes in WHO was 
understandable but not justified. One reason for it was undoubtedly the fact that the 
budget review had begun with the very specific communicable disease control programmes, 
many of which tended to look like special vertical programmes. Yet virtually all of them 
would be using the specialized technologies and strategies elaborated at global level as 
a component of health services which would be delivered through a common final pathway at 
community level. The budget chapters to be reviewed next would deal specifically with 
WHO support to those final common pathways, and members would see the efforts which were 
being made to strengthen integrated delivery systems, with a focus on the district level. 

As early as 1986, the tuberculosis and leprosy control programmes had published, in 
collaboration with the Division of Strengthening of Health Services, reports on the 
control of those diseases as an integrated part of primary health care. Those reports 
could be made available if desired. WHO was in favour of integrating tuberculosis with 
leprosy control, although it saw that as an intermediary step towards full integration 
within the general health services. 



The delegate of the Netherlands had asked how WHO's integrated disease control 
approach, mentioned in paragraph 42 of the report on the tuberculosis control programme 
(document A44/6), actually worked. A task force had recently been established on the 
subject, which provided a forum in which managers from various headquarters programmes 
could discuss opportunities and problems in providing support to countries through WHO‘s 
regional and country offices. It was necessary to ensure that country needs were 
identified and that the full range of options for WHO support to meet those needs was 
made known to national decision-makers. The process began and ended at the country 
level. The task force was just beginning its work, which it hoped to keep informal, 
pragmatic and flexible. Tuberculosis control would certainly be promoted through the 
integrated approach. 

However, it was necessary to be realistic concerning the potential for integration. 
In general, countries were not making a specific decision as to whether or not to 
integrate various health services. Integration and "one-stop shopping" for health would 
be preferred by most, but countries were constrained by insufficient health resources, 
including too few trained staff, lack of health facilities and lack of drugs and 
supplies. The call for integration would probably not have very much impact so long as 
resources needed to correct those deficiencies were withheld. The problems were most 
acute in the least developed countries, and by and large it was external resources that 
were required. 

Replying to the questions asked by the delegate of Tunisia, he said that 
multisectoral action was a central pillar of the primary health care approach. In the 
area of communicable diseases, WHO recognized the considerable difficulties being 
encountered and was making efforts to improve the situation. 

WHO-coordinated research on dog ecology had shown a sufficient accessibility of the 
dog population to parenteral rabies vaccination in large areas of Africa, Latin America 
and Asia and that, in many situations, the elimination of the infection in dogs was half 
as expensive as the cost of continued rabies postexposure treatment in people using 
modem potent and safe vaccines. Appropriate strategies for the elimination of canine 
rabies in major cities had been elaborated in Latin America, where most countries had 
embarked on a regional programme for urban rabies control and elimination. Adequate 
strategies had also been successfully tested in cities of Asia and Africa. WHO was now 
planning to initiate rabies elimination programmes on a regional and city-by-city basis. 
The Organization's involvement in technology transfer related to research on simple 
vaccine production technologies ¿ the introduction of cost-saving intradermal and 
shortened courses of vaccine application, and the promotion of the use of purified 
immunoglobulin of animal origin and research on monoclonal antibodies as an alternative 
to human rabies immunoglobulins for postexposure treatment. 

Dr TULLOCH (Division of Diarrhoeal and Acute Respiratory Disease Control), referring 
to the question raised by the delegate of the USSR concerning vaccines against 
respiratory diseases, said that the development of vaccines was coordinated within WHO by 
the vaccine development programme. The two relevant committees of that programme dealt, 
respectively, with encapsulated bacterial vaccines and with respiratory virus vaccines. 
The ARI programme provided technical and financial support to field trials of vaccines. 
For example, a field trial in Gambia of Haemophilus influenzae type В vaccine was 
currently being prepared in collaboration with the British Medical Research Council. 

Referring to the question raised by the delegate of Zimbabwe concerning the 
allocation of funds, he confirmed that the secretariat of the programmes on diarrhoeal 
and acute respiratory disease control shared the concern expressed about the reduction in 
the allocation of regular budget funds to those programmes in the African Region. In the 
budget for 1992-1993, only three countries had allocated regular budget funds to 
diarrhoeal disease control and no countries had allocated such funds to the control of 
acute respiratory diseases. 

Dr KOCHI (Tuberculosis) thanked delegates for their support of the tuberculosis 
programme and for their expressions of concern about the tuberculosis problem. Referring 
to the questions raised by the delegates of Japan and France concerning the shortage of 
ethionamide, mainly used as a second-line antituberculosis drug to treat a small number 



of patients resistant to major first-line antituberculosis drugs, he noted that there was 
a similar shortage in other countries, including the United States of America and 
Brazil. In the United States of America, there was also a shortage of isoniazid, a major 
first-line antituberculosis drug without which effective tuberculosis treatment was 
almost impossible. Those shortages were to some extent related to the view often held by 
major pharmaceutical manufacturers that tuberculosis was disappearing from industrialized 
countries and that antituberculosis drugs were, therefore, not good business. As a first 
step, the WHO tuberculosis programme planned to increase efforts to inform those 
manufacturers of the true situation regarding tuberculosis in the world. The 
tuberculosis programme, in cooperation with other relevant WHO programmes, also hoped to 
develop a coordinated strategy aiming to ensure the continued production of second-line 
drugs such as ethionamide. Referring to the question raised by the delegate of the 
Netherlands concerning table 5 of document A44/6, he said that there were about sixteen 
national tuberculosis control programmes with known cure rates and notified numbers of 
cases； furthermore, five technical coordination programmes were currently being 
undertaken. Referring to questions raised by the delegates of the Netherlands and Italy, 
concerning the availability of financial support for technical coordination activities, 
he pointed out that one of the major aims of the global coalition for tuberculosis 
control was to encourage international and bilateral agencies, as well as nongovernmental 
organizations, to assist the greatest possible number of tuberculosis control programmes 
in developing countries. WHO's role was to provide technical assistance in the form of 
joint programme appraisal or review to ensure technical soundness, while the main role of 
the external agencies was to provide financial support. Once recipient countries and 
agencies had committed themselves to tuberculosis control programmes under the scheme, 
financial support was not likely to be a serious problem. The Chinese tuberculosis 
programme, with its US$ 40 million loan from the World Bank, was one of the best examples 
of such technical coordination activities. 

Dr NOORDEEN (Leprosy) thanked delegates for their support of the leprosy programme. 
The question of a possible reservoir of unregistered cases, referred to by the delegate 
of Malaysia, was being addressed in many ways, including the development of innovative 
approaches for community mobilization and health education aimed at increasing passive 
case-finding. The widespread application of multidrug therapy had, in itself, created 
considerable awareness within communities and had acted as an inducement to increased 
self-reporting of cases. Over the past six to seven years, several programmes had 
reported substantial increases in self-reporting, sometimes as high as 100%, following 
the introduction of multidrug therapy. In view of that trend, it was expected that the 
gap between estimated and registered cases would be reduced substantially in coming 
years. Concerning the possible interaction between HIV infection and leprosy, there was 
no clear evidence so far that the HIV epidemic was having any significant impact on the 
leprosy situation. Further study was, however, necessary. A number of studies were 
being carried out in Africa and Asia, jointly funded by the Special Programme on Research 
and Training in Tropical Diseases and the Global Programme on AIDS, to investigate the 
possible interaction between the two infections； similar studies were also planned for 
Latin America. The results of those studies were expected within one to two years. 
Referring to the question raised by the delegate of Nigeria on progress with leprosy 
vaccine development, he said that three field trials were being carried out using the 
armadillo-derived killed Mycobacterium leprae vaccine. The first results, from 
Venezuela, were expected later in 1991, the results from Malawi would become available 
around 1995 and those from India towards the end of the decade. In addition to the 
armadillo-derived vaccine, the Special Programme for Research and Training in Tropical 
Diseases was supporting work on a second generation of genetically engineered vaccines. 
The delegate of Greece had raised a question concerning use of the term "Hansen's 
disease" in preference to "leprosy". Some countries had decided to employ the former 
term with the aim of reducing the social stigma attached to the disease. While 
sympathizing with that approach, the general opinion within WHO was that the disease 
should continue to be referred to as "leprosy" and that the stigma attached to it should 
be faced squarely and resolved. Many considered that changing the name was simply a 
cosmetic approach with limited and temporary benefits. Finally, he pointed out a 
correction to be made to document A44/7: in Table 3, under the column headed "October 
1987", the figure for registered cases "5 813 000" should be replaced by "4 813 000". 



The CHAIRMAN invited the Committee to consider the resolution on control of acute 
respiratory infections, contained in resolution EB87.R1, with the amendment proposed by 
the delegate of Switzerland. 

The resolution recommended by the Executive Board in resolution EB87.R1. as amended. 
was approved. 

The CHAIRMAN invited the Committee to consider the draft resolution on the 
tuberculosis control programme, contained in resolution EB87.R7, with the following four 
amendments. The delegate of Greece had proposed that in operative paragraph 1 the words 
"particularly in the light of the HIV pandemic" be inserted after "reviewing the 
situation of current control activities". The delegate of Switzerland had proposed the 
insertion of words "while ensuring the best integration of these programmes in primary 
health care activities" at the end of operative paragraph 4(1) and that in operative 
paragraph 4(2), a new subparagraph be added between subparagraph (a) and (b) reading 
"promoting as far as possible the integration of tuberculosis control activities within 
primary health care activities". At the previous meeting, the delegate of Japan had 
proposed that operative paragraph 4(4) be amended to read, "to report to the next World 
Health Assembly on the progress made in the implementation of the tuberculosis control 
programmew• 

Dr DAVIS (United States of America), referring to the proposed amendment to 
operative paragraph 4(4), said that the report to the Health Assembly should be made 
through the Executive Board. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) agreed, but 
questioned whether there would be enough time to produce a useful report for 
consideration by the Executive Board before the next Health Assembly. 

DR HENDERSON (Assistant Director-General) acknowledged that it might be difficult to 
report on progress through the Executive Board in the short time before the next Health 
Assembly; it might be preferable to recommend that the Secretariat report as soon as 
possible, given that there was something substantial to report, and bearing in mind the 
agenda of the Health Assembly. 

The CHAIRMAN suggested that operative paragraph 4(4) read, "to report to the World 
Health Assembly through the Executive Board on the progress made in the implementation of 
the tuberculosis control programme". 

It was so agreed. 

Mr ALX3AN (Turkey) proposed that operative paragraph 4(2)(b) be amended by inserting, 
after the word "critical", the words "biological and psychosocial". 

The resolution recommended by the Executive Board in resolution EB87.R7 was 
approved. with the above amendments. 

The CHAIRMAN invited the Committee to consider the resolution on leprosy recommended 
by the Executive Board in resolution EB87.R5. 

The resolution on leprosy recommended by the Executive Board in resolution EB87.R5 
was approved. 

Programmes 13.11 and 13.13: Sexually transmitted diseases: AIDS (Documents 
PB/92-93, pages B-228 to B-231 and B-236 to 241 and EB87/1991/REC/1, Part II, 
Chapter II, paragraphs 99-101 and 108-116) 

The CHAIRMAN requested delegates to limit their,interventions on AIDS to questions 
on the programme budget; questions requesting other information on AIDS should be 
reserved for an informal meeting to be held for that purpose, and a thorough discussion 



of AIDS would take place under agenda item 19. Questions relating to the sexually 
transmitted disease programme would, however, be dealt with fully under the present 
agenda item. 

Professor BORGONO (representative of the Executive Board), introducing the item, 
said that the Executive Board had been concerned at the general increase in chlamydia, 
herpes virus and papilloma virus infections, as well as the persistence in some countries 
of congenital syphilis and gonococcal ophthalmia neonatorum, despite the two latter 
diseases being totally preventable by means of good control programmes. The Executive 
Board considered that the programmes on sexually transmitted diseases and on AIDS should 
be integrated as far as possible, particularly at primary level. The global and regional 
budgets for the programme on sexually transmitted diseases were grossly inadequate. The 
Global Programme on AIDS was basically funded from extrabudge tary resources which, in 
1990, had amounted to some US$ 100 million. That programme was, however, likely to face 
difficulties, as the expected level of extrabudgetary funding for 1991 of US$ 70 million, 
represented a 30% decrease. 

Dr FREIJ (Sweden) said that the control of sexually transmitted diseases had to a 
considerable extent been neglected until its recent emergence as an important factor with 
regard to the spread of HIV, particularly in developing countries. There was a great 
need to develop effective methods and strategies for the control of the whole range of 
sexually transmitted diseases, including HIV. That implied increased research and 
development activities in basic biomedicine, epidemiology, social and behavioural 
sciences, and health systems research. The decreased regular budget allocation to the 
sexually transmitted diseases programme was a cause for concern. It would be interesting 
to know how the integration of the sexually transmitted disease programme in the Global 
Programme on AIDS would be effected administratively and whether the resources devoted to 
sexually transmitted diseases would be increased. 

Dr Surin PINICHPONGSE (Thailand) thanked the Director-General and the staff of the 
Global Programme on AIDS for their support in Thailand's fight over the past seven years 
to contain the spread of the AIDS epidemic. In 1988, a short-term plan had been 
initiated, with technical and financial support provided by WHO. In 1989, international 
donors had started to contribute more to the programme through the medium-term plan 
(1989-1991), with coordination by WHO, thus boosting national efforts to fight HIV 
infection. The support to the Global Programme on AIDS provided by the international 
donor community had enabled Thailand to undertake its national programme. Thailand was 
gradually increasing funding of the programme from its national budget. Many other 
developing countries would surely benefit from similar support. In view of the financial 
difficulties facing the Organization, additional contributions from the international 
community were crucial to the containment of the global health threat posed by AIDS. 

Dr ZHANG Xiaorui (China) expressed her delegation's satisfaction at the success 
achieved by the Global Programme on AIDS (GPA) in the implementation of its global 
strategy, which had made immense advances in the prevention and control of the disease in 
the relatively short period since 1987. It was pointed out in the situation analysis on 
page B-236 of the programme budget document that GPA now had operational experience with 
more than 150 national programmes, but it was estimated that HIV infection and AIDS would 
rise dramatically in the 1990s； the number of AIDS patients had reached 345 534 at 
1 April 1991, and the actual number was probably still higher. 

Since HIV infection and AIDS were to a large extent related to social background, 
cultural habits and behaviour, it was gratifying to see that GPA was being closely 
integrated with other headquarters programmes, such as those of mental health, tropical 
disease research, drug abuse and tuberculosis. In that connection, she stressed the 
importance of studying the behaviour of HIV-infected patients, since good habits, such as 
the use of condoms and discouragement of needle sharing among drug users might help to 
slow down the spread of the disease. It was also important to control the quality of 
blood products very strictly. Certain aspects of the programmes for sexually transmitted 
diseases (VDT) and AIDS could be carried out jointly. The VDT programme was also 



directly related to maternal and child health and primary health care. It was therefore 
important to coordinate related programmes at headquarters in order to promote their 
implementation at the country level. 

Dr TEMBA (United Republic of Tanzania) said that his delegation shared the 
Director-General's concern at the limited financial resources available to GPA, a matter 
which was particularly serious for the developing countries. Tanzania had developed what 
might be called a classical national AIDS control programme which was now being 
consolidated on the basis of decentralized and integrated management at the district and 
village level. The programme included home-based care for AIDS patients, counselling, 
and strengthening information, education and communication at the community level, using 
various conventional and traditional methods of AIDS control. 

The message that was being conveyed to the developing countries seemed to be that 
they should not expect to receive enough funds further to develop and consolidate their 
AIDS control programmes. Thus, in 1990 Tanzania had been able to carry out only about 
50% of the activities planned under the programme because of limited funding, and the 
future looked gloomier still. 

The situation was compounded by the fact that financial resources at the country 
level were also very limited for the health sector in general and consequently for AIDS 
control, bearing in mind the many other public health problems prevailing - and all that 
at a time when the health and socioeconomic impact of the evolution of the AIDS epidemic 
was being seriously felt. Yet AIDS control and prevention activities must be developed, 
consolidated and sustained in countries and health care for AIDS patients must be 
provided in hospitals and homes, despite the hopelessness of the outcome. 

Although Tanzania's AIDS control activities were fully integrated in the primary 
health care system, additional resources were definitely needed to sustain the programme, 
and efforts had been made to review those activities and to focus more on long-term 
effective strategies, such as investing more in the young generation that was not yet 
sexually active. Despite all those efforts, however, the epidemic was overwhelming for 
the developing countries with their fragile economies and was causing serious disruption 
of their health care systems. They urgently needed more support, and WHO should be 
encouraged to continue its efforts to mobilize more resources, and the donor countries 
should be urged to take cognizance of the seriousness of the epidemic in developing 
countries. 

Professor GIRARD (France) said that, as his delegation had stressed on a number of 
occasions, since GPA was exclusively financed by extrabudgetary funds, it was essential 
to establish operational and management mechanisms allowing for the continuation of 
programmes thus financed and for the integration of their policies in the overall policy 
of WHO. Member States should go further than merely expressing their concerns and fears, 
and despite the technical and legal difficulties involved should set up machinery which 
would reconcile the evolution of the regular budget with the fact that that budget was 
exceeded by extrabudgetary contributions. The two sources of financing must be 
rationalized if the Organization was to retain coherent and consistent control over its 
resources. 

The figures given on page B-240 of the programme budget document were not 
sufficiently clear. The figures for extrabudgetary resources given for the current 
biennium by the representative of the Executive Board did not correspond to the figure of 
US$ 198 million shown, and the figures shown for 1992-1993 would appear to be 
over-optimistic. The Secretariat should explore new possibilities for the production of 
the programme budget document so that decisions could be made in full knowledge of the 
facts and on the basis of the real situation rather than of mere hopes. Those 
responsible for the programme might provide for the biennium 1992-1993 a range of 
figures, with a minimum below which the figure was unlikely to fall and a reasonable 
maximum. 

Dr TEMGOUA (Cameroon) asked for some explanation of the breakdown by continent of 
the regular budget allocations shown on pages B-231 and B-240 of the document which did 
not seem to take account of countries' needs, particularly in Africa. For example, the 



table on page B-231 showed a reduction in the regular budget allocations for country 
activities in Africa from US$ 243 000 for 1990-1991 to US$ 43 000 for 1992-1993, whereas 
the regional and inter country figures showed an increase from US$ 32 000 to US$ 50 000. 
The figures for AIDS on page В-240 showed similar changes. 

Dr HYZLER (United Kingdom of Great Britain and Northern Ireland) congratulated the 
Director of GPA on the improvement of the Programme's implementation rate, 83% of the 
revised budget of US$ 90.7 million having been used by 31 December 1990. His delegation 
had been concerned, however, to learn at the recent GPA Management Committee meeting that 
there was a shortfall in funding for the 1990-1991 programme of some US$ 34.8 million; 
the GPA and its Director should be encouraged to explore all possible avenues for 
obtaining additional financing. The United Kingdom was pleased to confirm its pledge for 
1991, which would also include a small increase over its 1989 and 1990 contributions to 
the Programme. 

Dr STAMPS (Zimbabwe) fully endorsed the previous speaker's remarks. In addition, it 
seemed to have been forgotten that some sexually transmitted diseases were amenable to 
elimination: a particular example was congenital syphilis, which, with a vigorous and 
sustained effort, could be substantially reduced if not eliminated in the foreseeable 
future. It was a cause for some concern that emphasis on such efforts seemed to have 
been overshadowed by efforts to combat AIDS. 

Dr VIOLAKI-PARASKEVA (Greece) said that she too welcomed the improvement in the 
implementation of GPA. Referring to the table on page В-240 of the programme budget 
document, she observed that no regular budget allocations were shown for regional and 
intercountry activities in South-East Asia, Europe, Eastern Mediterranean and the Western 
Pacific, although figures were given for income from other sources. It might be useful 
to include in the table some explanation of the breakdown of those other sources. 

Dr HENDERSON (Assistant Director-General), replying to the Swedish delegate's 
question about the administrative arrangements for transferring the VDT programme to GPA 
and the budgetary implications of that transfer, said that, at its last meeting, the GPA 
Management Committee had recommended to the Director-General that the VDT programme be 
transferred to GPA in its entirety, as a separate unit, together with its budget; it was 
then to be seen what would happen to VDT activities in the context of HIV or AIDS 
control. There was reason to believe that there would be an increase in resources for 
sexually-transmitted diseases unconnected with AIDS, and a consequent increase in VDT 
activities. The Director-General had not yet taken any decision on the transfer. 

In reply to the delegate of Cameroon, he said that it would be seen from 
paragraph 29 on page B-230 of the programme budget document that the decrease in the 
regular budget allocation in the African Region was due to the activities in many 
countries being supported by funds available from the AIDS programme. 

Dr MERSON (Director, Global Programme on AIDS) explained that GPA's resources were 
now much more constrained than in previous years as they were not expanding as quickly as 
the pandemic. GPA was compelled to support national AIDS programmes in more than 100 
countries, compared to only 50 two years previously. In other words, GPA's income now 
equalled its expenditure, and that was happening at a time when the demand for resources, 
especially at country level, was increasing, the capacity to absorb those resources was 
in place in many countries, and the pandemic was expanding. That was most unfortunate, 
given the latest projections for the pandemic released by WHO the previous week: whereas 
the previous estimate of HIV infections by the year 2000 had been 15 to 20 million 
adults, the new estimate was that there would be about 30 million HIV infections in 
adults and another 10 million in children, so that at least 40 million people would be 
infected by the virus by the year 2000. It was also estimated that there would be some 
10 million adults with AIDS, as compared to a previous estimate of 5 to 6 million, and 
much of the increase in those projections was the result of the spread of the pandemic 
into regions other than Africa, particularly Asia and Latin America. 



GPA vas seeking to improve the resource situation through four initiatives. 
Firstly, GPA was estimating the resources needed at country level for national AIDS 
programmes for the current decade. It was planned to present that information to the GPA 
Management Committee in November 1991, in the hope that it would define resource needs 
more clearly and thus attract more funds. Secondly, GPA was advocating increased support 
to national AIDS programmes from other United Nations and bilateral agencies. Thirdly, 
GPA was working with the GPA Management Committee to devise procedures whereby GPA could 
receive designated funding, including contributions from private sources, hopefully by 
the end of 1991. Finally, GPA was making efforts in its use of resources to focus on 
priorities, further details of which would be provided during the discussion on agenda 
item 19. 

With regard to the figures questioned by the delegates of France and Cameroon, the 
estimate for extrabudgetary funds for 1992-1993 of US$ 232 million had been made when the 
document had been prepared. The present estimate, based on a realistic assumption of 
resource availability, was US$ 192 million. The secretariat had also been asked to 
prepare for the biennium a contingency budget of US$ 150 million, in case the 
US$ 192 million could not be raised. The decreases in regular budget allocations shown 
for most items reflected the fact that most countries and regions were relying on the use 
of extrabudgetary resources to carry out their programme activities. 

Programmes 13.14 and 13.15: Other communicable disease prevention and control 
activities. and 13.15. Blindness and deafness (Documents PB/92-93, pages B-242 to 
B-246 and B-247 to B-250 and EB87/1991/REC/1, Part II, Chapter II, 
paragraphs 117-119 and 124) 

Professor B0RG0N0 (representative of the Executive Board), referring to programme 
13.14, said that the Board had emphasized the importance of meningococcal meningitis, 
especially that caused by group В meningococci, the only variant of the disease for which 
no appropriate vaccine had yet been found. Stress had also been laid on the need for 
greater study of opportunistic infections • intrahospital infections and those among AIDS 
patients. Mention had been made of the introduction of vaccines against hepatitis B, and 
also against hepatitis A in the near future. An extensive epidemiological surveillance 
effort had been made in 110 national influenza centres, since it was important to know 
about new antigenic variants of the virus and their magnitude in order to prepare a 
vaccine. The problem of dengue haemorrhagic fever had been referred to, particularly 
with regard to the Caribbean and South-East Asia. It would be seen from the table on 
page B-246 that, whereas there was an increase from US$ 11 million to US$ 15 million in 
the regular budget for the next biennium for programme 13.14, there was a decline in 
extrabudgetary resources - although that should not cause undue concern, since further 
funds would probably be forthcoming. 

With regard to programme 13.15, the Board had stressed the prevention of blindness 
and deafness, observing that many of the causes were preventable. In connection with 
blindness, the control of such diseases as onchocerciasis had been stressed and mention 
had been made of the study on the introduction of intraocular lenses in cataract surgery, 
particularly in developing countries. With regard to deafness, it had been pointed out 
that many of the approximately 45 million cases in the world were similarly due to 
preventable infections, particularly otitis media, which could cause deafness if not 
treated properly and in time. Emphasis had also been placed on the toxic effects on the 
ear of some drugs used for the treatment of other diseases. The regular budget 
allocation for the programme was small and would decline for the next biennium; the 
programme budget document also showed scant extrabudgetary financing, except for the 
onchocerciasis programme, which received special consideration. 

The meeting rose at 12h35. 


