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FIFTEENTH MEETING 

Tuesday, 23 May 1978, at 9h30 

Chairman: Mr M. K. ANWAR (Bangladesh) 
Later: Dr J. M. KYELEM (Upper Volta) 

1. PROBLEMS OF THE HUMAN ENVIRONMENT: FOOD HYGIENE: Item 2.6.17 of the Agenda 
(Resolution WНA25.59; Document А31/28) (continued) 

Dr UCHIYAMA (Japan) congratulated the Director -General on his report (A31/28), and 
supported the draft resolution introduced at the previous meeting. As a result of experi- 
mental investigations on chlorinated pesticides, heavy metals, mycotoxins, biological 
contaminants, and contaminants caused by food deterioration, it was now generally considered 
that over 90% of hazardous substances were introduced into the human body by the oral route. 
His delegation therefore particularly appreciated the WHO programme on food and animal feed 
contamination monitoring carried out jointly with FAO and funded by UNEP. 

Since food was now being provided from increasingly varied sources, international 
collaboration on food safety was clearly essential. The technical cooperation mentioned in 
paragraph 13(2) of document A31/28 was extremely important, and his Government was prepared 
to place its institutions and experts at the disposal of WHO in carrying out the work 
proposed. 

His delegation wished to request WHO to develop further its programme of food hygiene in 
cooperation with other international organizations. 

i 

Dr CALVERO GONZALEZ (Spain) considered the comment in document A31/28 that food safety 
must be considered in the context of the stage of socioeconomic development reached in 
different countries was highly realistic. Spain had its own code and used the Codex Alimen- 
tarius in evolving its technical standards; it also had provincial control services and a 
national centre. Nevertheless it was extremely difficult to arrive at a perfect result in a 
monitoring system dealing with so many registered and authorized food products, both imported 
and exported. Such a complex system would probably be beyond the ability of developing 
countries, and his delegation therefore considered that the Director -General's policy of self - 
sufficiency for each country was right. Locally produced food would make it easier Co 

monitor food hygiene and perhaps reduce the need for advanced technological and analytical 
methods. Focusing food hygiene and applied nutrition rather on community needs rather than 
on the sophisticated food industries would make possible a greater coverage of inspection with 
fewer resources and the inclusion of food hygiene education in primary health care. The 

Spanish delegation attached particular importance to hygiene education which would help con - 
sumers as well as shops and restaurants to reject food that might be a health risk. It 

supported the programme proposed by the Director -General and wished to join in sponsoring the 
draft resolution before the Committee. 

Dr BASSIOUNI (Egypt) supported the principles and guidelines of the Organization's 
programme as reflected in the Director -General's report. Biological and chemical food 

pollution was an important matter and his delegation believed that WHO's activities in 

collaboration with Member States should be reinforced, especially with respect to the 
collection and dissemination of data and manpower training. 

International collaboration on the assessment of health risks from commercial food 
additives could, however, be improved, and the joint UNEP /FAO /WHO project should be 
reinforced. It was also important to consider the possibility of limiting the use of 
pesticides which, although useful in agriculture, were also a danger to health, particularly 
to that of farm workers. 

His delegation supported the draft resolution, of which it was a sponsor. 

Dr KRAUSE (German Democratic Republic) stressed the need for WHO standards in relation 

to food hygiene, and said his delegation found quite acceptable the standards and recommen- 
dations that WHO had put forward. 
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In his country research on the effect of modern technology on the composition and quality 
of food was carried out through target -oriented projects, and the results were reflected in 
food legislation. At present a comprehensive set of regulations on criteria and acceptable 
levels for biological, physical and chemical substances in food was in preparation. While 

his delegation welcomed agreement at the international level, it believed that national 
peculiarities such as per capita consumption and eating habits must be considered and that 

country -specific criteria should therefore be retained. His country was prepared to 
collaborate in working out food hygiene standards. 

Dr FETISOV (Union of Soviet Socialist Republics) agreed that the programme was important 
and should be developed further; its general orientation corresponded to the guiding principles 
of the Sixth General Programme of Work. 

With regard to technical cooperation by Member States, some of the lines of activity 
discussed in document А31/28 had been worked out in accordance with national legislation on 
food products. It was important to develop an important infrastructure for food manufac- 
turing, with systems that would work well in many countries including his own. 

His delegation agreed that WHO should work in conjunction with other agencies dealing 
with the problem of ensuring safe food. 

Insufficient attention had, however, been paid in document A31/28 to the Organization's 
work since the adoption of the last resolution on the subject, and a complete evaluation of 

the programme was thus impossible. 

Dr BA6VAROVA (Bulgaria) said that WHO activities on food additives and pesticides were 
particularly important; greater attention should, however, be paid to documentation on 
additives. Problems had arisen recently with respect to the hygienic evaluation of such 
products, and more effective WHO assistance would therefore be welcome - for instance, through 
working groups and seminars in conjunction with other international organizations and national 
bodies 

The participation of experts from her own country had hitherto been somewhat limited, and 

her delegation would welcome the possibility of increasing such cooperation. Within the 
Bulgarian Academy of Sciences there were specialized toxicology and microbiology institutions 
already working under contract with WHO in certain fields of food hygiene that could prove 
useful in that regard. 

Dr KLIVAROVÁ (Czechoslovakia) said that her country had had a food quality control system 
as part of its State health scheme for 25 years. Research on evaluating food additives and 
pesticides had been carried out within the context of WHO expert group meetings. 

She endorsed the main directions of the proposed WHO activities on admissible food 
additives and other substances, and stressed the need for the technical cooperation along 
the lines mentioned in paragraph 13(2). Those activities could be of use both to developed 
and developing countries and should be intensified. She also supported the draft resolution. 

Dr SPAANDER (Netherlands), as a sponsor of the draft resolution, commended it to the 
Committee. His delegation was in full agreement with the way WHO was tackling the problem 
of food hygiene, and particularly supported the proposals in paragraphs 13 and 14 of 
document А31/28. WHO had achieved a major breakthrough in the establishment of micro- 
biological specifications by combining the expertise of several international and national 
bodies. He particularly drew attention to the report of the WHO Expert Committee on the 
Microbiological Aspects of Food Hygiene that had met in 1976 and to the work of, for instance, 
the working group concerned with aviation catering of the Torremolinos meeting on food 
poisoning in international traffic and of the Copenhagen meeting on methodology in food 
hygiene laboratories. 

His country attached great importance to the prevention and control of food -borne 
diseases and to cooperation between medical and veterinary public health services. It had 
paid special attention to Salmonella, which although perhaps not the most dangerous was 
certainly the most ubiquitous of bacteria, both in developed and developing countries. A 
full study of the ecology of salmonellae had been carried out on Walcheren Island, including 
their excretion by carriers, their persistence in classical water purification installations, 
their circulation through manure used as fertilizer and through breeding stock, birds, flies, 
and so on. It had been found impossible to free even such a small area of salmonellae, 
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although the incidence had been reduced. The answer to the problem clearly lay in consumer 

education. 

Dr DIETERICH (Director, Division of Environmental Health) thanked delegates for their 

useful comments, which would be of value in developing the programme, and expressed the 

Secretariat's gratitude to those Governments whose experts and institutions had taken part 

in it. 

Document АЗ1/28 was not a progress report but indicated the proposed new orientation of 

the programme. In reply to the Soviet delegate, he said that information on on -going and 

past programmes would be included in the next report so that an evaluation could be made. 

The technical cooperation activities set out in paragraph 13(2) were a major new development, 

although at present they were relatively limited in scope. The lists mentioned by the 

delegate of India were in preparation and would be made available. 

The CHAIRMAN said that an appropriate draft resolution would be submitted to the 

Committee at a later meeting. 

2. BIRTH DEFECT SURVEILLANCE: Item 2.6.15 of the Agenda (Resolution WHA29.50; Document 

A31/26) 

Mr пEMURA (Director, Division of Health Statistics) said that the Director -General's 
report (А31 /26) had been prepared in response to resolution WHA29.50 on birth defect 

surveillance. That resolution had noted the problem of birth defects, the fact that 

epidemics of such defects had been caused by environmental agents, and the need for 

internationally coordinated action. It had also recognized that the Organization had 
developed networks of collaborating centres that very effectively served international 
surveillance of other diseases at minimal expense to the Organization. 

The document, which was prepared with assistance from several national experts, was 
mainly concerned with the problems of monitoring and surveillance rather than with the 
prevention and care of birth defects. It reviewed literature on the incidence of birth 
defects in the world and its relative significance to other diseases. It was recognized 
that a good recording system, not necessarily employing sophisticated methods, could reveal 
trends providing early warning of epidemics of birth defects. Such a system should, however, 

form an integral part of national health information systems. 

The use of common standards for terminology, techniques and the international exchange 

of information would facilitate that task. The document summarized work on standardization 

at an international level, and cited, inter alia, the work done by the National Foundation 

of the United States acting as an international clearing -house for birth defect monitoring. 

The Health Assembly was invited to examine the possible role of WHO in development 

of the standardization of methodology, international exchange of information and appointment 

of WHO collaborating centres. 

Dr ELIÁS (Hungary) congratulated the Director -General for his excellent report on an 
important problem. 

In a number of countries birth defects were among the ten main causes of death. In 

Hungary, they were responsible for one -fifth of the overall infant mortality, eight times the 
rate for deaths from all communicable diseases. The point prevalence of congenital 
anomalies was 4% and was expected to increase as improved diagnostic procedures led to 

better case -finding. If such diseases could be successfully attacked, human suffering could, 
as mentioned in paragraph 2.2 of the report, be considerably alleviated. At present the 
monitoring function was of primary importance. Under a good surveillance system specific 
malformations could be assessed monthly or quarterly and any clustering of cases quickly 
revealed. Thus even underlying causes might be identified early and measures taken to limit 

or eliminate them. Had. there been such a system in Western Europe at the time of the 
thalidomide disaster, thousands of preventable birth defects could have been avoided. Minor 
clusters had occurred since, and the surveillance systems had been instrumental in tackling 
them. Surveillance, too, could lead, in cases of hereditary anomalies, to timely referral 
to genetic counselling clinics for advice on family planning, and health education could 
make people aware of the possibility of detecting foetal malformations by special 

investigations. 
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The work of a national birth defect monitoring system could be considerably improved 

by international collaboration, as the report indicated. Such collaboration would accelerate 

the flow of information, and thus limit the etiological factors recognized in countries 

where clusters had been observed. It was therefore important to intensify and extend the work 

such as that of the 1972 WHO consultation in order to coordinate the activities of national 

centres. One way to do that might be to set up regional WHO collaborating centres with a 

view to promoting standardization of methods, data storage and exchange of information. A 

congenital malformation surveillance system had been operated in Hungary since 1962; since 

1972 his country had been collaborating with WHO in its international programme, and was 

most willing to continue that collaboration. 

Mr DILEN (Belgium) said that the report was right in stressing that congenital anomalies 

were a major public health problem; surveillance was particularly relevant in the light of 
environmental causes. Congenital anomalies were important indicators of the harmful effects 
of the modern environment on health, whether through natural pollution, vaccination programmes, 
the introduction of new drugs on the market or the transfer of technology. An early warning 
system would only be conceivable at the international level, and in that connexion he referred 
to the Programme of Concerted Action on Congenital Anomalies which was to be started in 1978 

in countries of the European Communities, including Belgium. The first step in that 
programme would be in epidemiology on the initiative of the Medical Research and Public Health 
Committee of the European Communities. Fourteen regions of the Communities would be involved, 
two of them in Belgium. Before a surveillance system was instituted, the conditions for the 
standardization of methods of detection and registration of a series of congenital anomalies 
would be defined which would correspond in general with those mentioned in the Director - 
General's report. A centre would collect, analyse and disseminate the data periodically. 

Within the programme, too, the conditions of application of the Ninth Revision of the 
International Classification of Diseases would be studied with the Tenth Revision in mind. 
The programme would also train health personnel at various levels, including personnel from 

countries outside the Communities. In accordance with the recommendations of resolution 
WHA29.50 of the Health Assembly, the Belgian delegation encouraged WHO to invite all countries 
to benefit from the programme as a whole and facilitate the exchange of information at the 

international level. 

Dr GONZALEZ CARRIZO (Argentina) said that the Secretariat of State for Public Health of 
Argentina had established a programme of research on congenital malformations in 1967, which 
had stimulated a Latin American collaborative study of congenital diseases (ECLAMC), 
monitoring births in Argentina, Brazil, Chile, Ecuador, Paraguay, Peru, Uruguay and Venezuela 
with the support of PASS. 

Referring to section 2.1 of the document, he said that studies in Argentina had con- 
centrated on the first 72 hours of life for the detection of birth defects. Referring to 
section 2.7, he said that his country shared misgivings about the possibility that tech- 
nological progress would bring with it an increase in substances of unknown teratogenicity, 
and had set up a working group on mutagenesis. Difficulties in obtaining information on 
abortions and fetal mortality according to the methods outlined in section 7 of the report 
were being experienced, but the minimum information listed in sections 8.2 and 8.3 could 
be provided. 

He agreed with the emphasis in the report on the need to improve the standardization of 
methodology, to exchange information, and to designate collaborating centres. Argentina 
offered its existing infrastructure for regional activities. 

Mr ZAPATERO VILLALONGA (Spain) said that his country was especially sensitive to the 
problems associated with birth defects, above all those causing mental deficiency. Referring 
to paragraph 2.5 of the report, mentioning the low priority given to birth defect control in 
countries where health care was poorly developed and the services overburdened, he said that 
the subject should be studied сагеfullу in order that priorities could be established at the 
moment of health planning and programming. The four major categories of infant mortality 
were nutritional causes, infection, congenital risks and accidents, and the health 
administrations of most countries concentrated on the first two, which were the priority 
problems. The high cost of programmes for birth defect surveillance and the comparatively 
recent nature of advances in human genetics were further factors in delaying such programmes. 
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The moment had come to stimulate and coordinate mechanisms to provide relevant information, 

as stressed in the Director -General's report, together with an exchange of experience and 

scientific data, within the framework of the new concept of health, and especially family 

health. 

He further recommended the establishment of human genetics services within health 
administrations, and their close linking with the competent departments of general hospitals. 

There should also be local registries of birth defects providing data for a national registry 

which would be forwarded to WHO's network. The operation of genetics centres would require 

the training of specialized staff, including nurses, laboratory technicians and social 

workers. Emphasis should be given to that point in the WHO programme. His delegation 

appreciated the realistic approach being taken by WHO, recognizing the need for more infor- 
mation and knowledge about the repercussions of birth defects on the quality of life, 
together with the need to stimulate the development of related etiological studies, 
especially on harmful factors in the environment. His Government was ready to give all 
possible support to the programme. 

Dr MALONE (United States of America) said that the report provided ample justification 
for stressing the critical need for information about birth defects, and especially their 
relation to environmental hazards. The United States delegation supported the proposed 
activities of WHO in connexion with surveillance. 

Describing surveillance efforts in the United States of relevance to the proposed WHO 
programme, he said that the Center for Disease Control had started an early warning system 
for thalidomide -like episodes in the late 1960x, which had become nationwide in 1974, 
relaying data from the Center's Bureau of Epidemiology to the International Clearinghouse 
for Birth Defects Monitoring Systems. Surveillance currently covered some 1200 hospitals 
and 1 million births annually. The Center also conducted special studies for and provided 
assistance in epidemic investigations to state and local governments in the United States of 
America. Members of its staff had participated in discussions on WHO activities and sub- 
mitted data on malformations for use in WHO's preliminary surveillance work. 

The Center for Research for Mothers and Children of the National Institute of Child 
Health and Human Development (National Institutes of Health) also carried out related 
activities, including joint programmes with the Center for Disease Control for the sur- 

veillance of congenital anomalies, programmes providing grants and contracts for the study 

of biological mechanisms causing birth defects, and workshops for the standardization of 
detection methods. The competent institutions in the United States of America were ready 
to increase their participation in WHO's activities. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) said that the report 
coincided with the views of his country on the subject, and his delegation hoped that it 

would receive wide acceptance and that the Director -General would find the necessary 

resources to develop the proposed programme. The United Kingdom was closely associated 

with the research group set up by the European Communities to coordinate work on congenital 

anomalies and malformation registers in the member countries described by the delegate of 

Belgium, and United Kingdom hoped that the research group would be designated as a European 

collaborating centre. 

Professor AKKERMANN (German Democratic Republic) said that his country attached great 

importance to the prevention of birth defects and to epidemiological investigation of their 

etiology. Research on perinatology sponsored by the Ministry of Health had been conducted 

for several years and had yielded practical results in the prevention of birth defects. 

Surveillance of all pregnant women in the German Democratic Republic was carried out at 

maternity centres, and high -risk pregnancies were monitored at specialized centres and 

referred for delivery to special clinics with a neonatology unit as well as an obstetrics 

unit. His country was prepared to participate in a comprehensive interdisciplinary research 

project within the framework of its international activities under the guidance and with the 

coordination of WHO. In addition, it was probable that some of its clinics engaged in birth 

defect surveillance could act as WHO collaborating centres. 

His delegation fully supported the programme outlined in the Director- General's report. 
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Dr KEISAR (Israel) noted with satisfaction the interest shown by the Health Assembly in 
the problem of birth defect surveillance. His delegation wished to see hydrocephalus 
included in the list of easily detectable anomalies in section 5.2 of the report. 

Birth defects were recognized as having such repercussions on the quality of life that 

the Ministry of Health of Israel had made it a priority matter and allocated resources for 
a national programme for detection and surveillance. Detection was carried out in the 

existing maternal and child health centres, with the accent on genetic anomalies detected by 

amniocentesis for all pregnant women over 33 years of age, with emphasis on chromosome -21 
testing; tests for Tay -Sachs disease were carried out in certain Ashkenazi families with a 

history of the defect; and a pilot study on spina bifida and defects of the neural tube was 

underway, based on measurement of alphafetoproteins in maternal blood and amniotic fluid. 
Umbilical cord blood analysis was carried out for detection of hypothyroidism and phenyl - 
ketonuria in the first days after birth. 

Referring to the ethical problems arising when abortions had to be recommended during 
the first months of pregnancy because of signs of congenital anomaly in the fetus, he said 
that that subject also deserved investigation. Prevention of anomalies during pregnancy 
or through control of teratogenic factors in the environment should be given priority in 
efforts to control birth defects. 

Dr N'JIE (Gambia) said that in the interests of simplification of reporting, and taking 
into account the conditions in developing countries, a simple manual or guide was needed on 
commoner congenital anomalies in order to make the WHO programme more widely applicable. 

Dr BACVAROVA (Bulgaria) said that no effort should be spared to reduce the incidence 
of birth defects and to detect contributing factors in the environment including the effects of 
ionizing radiation. She referred to the work of the Central Teratological Institute in her 
country, which was carrying out a study prior to the establishment of a teratological map of 
Bulgaria. The use of the Constantinova classification of birth defects, dividing anomalies 
into basic structural defects, chromosomal anomalies and molecular anomalies had resulted 
in an improvement in the accuracy of reporting in Bulgaria and thus in better preventive 
work. She recommended that classification for use by WHO. 

Her delegation welcomed the proposal for a world centre for birth defect surveillance. 
WHO should continue to encourage the establishment of national centres whose activities it 
would coordinate. The registration of defects should be carried out not only at birth but 
also after one year as, for example, enzymopathies and kidney malfunction could often not be 
detected in the first year of life. 

Dr KHAZEN (Canada) said that the report of the Director -General rightly stressed the 
major aspects of a problem which was demanding higher and higher priority in public health 
services, especially in developed countries. Canada had established a national surveillance 
system 12 years earlier, and had recently become associated with WHO and the United States 
of America in the international exchange of information on the 10 major defects listed in 
paragraph 5.2 of the report. His delegation supported the role proposed for WHO in the 
document, and wished to be associated with the views expressed by the delegates of Hungary 
and the United Kingdom. 

He wished further to draw attention to four points. First the surveillance programme 
should be coordinated with maternal and child health and environmental health programmes, 
as any practical results of surveillance would be related to preventive measures in those 
programmes. Secondly, the role of the proposed collaborating centres must be carefully 
defined and their activities coordinated. Regional coordination, collection and dissemination 
of information, general research and research on specific defects, as well as training, 
were separate aspects of this role which should be considered. Thirdly, research to identify 
causes of anomalies so as to lead to preventive action should continue parallel to the 
surveillance programme. Finally, health manpower planning should be carried out in conjunction 
with the development of the collaborating centres. 

Dr BORGONO DOMINGUEZ (Chile) stressed that birth defects were an increasingly important 
cause of death, and particularly of infantile and neonatal mortality in developing countries. 
He agreed with the delegate of Canada that the integration of surveillance into maternal 
and child health programmes was essential; obstetricians and paediatricians and other 
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staff working on those programmes must be informed of the diagnostic criteria, and would be 

responsible for providing the basic information from which epidemiological and programming 

needs would be determined. 

He requested information about preventable congenital defects such as those resulting 

from rubella in pregnant women as a complement to the Director- General's report, as it was 

important to use available methods for reducing the occurrence of such anomalies to the 

extent possible. 

Dr SINCLAIR (New Zealand), addressing himself to sections 7 and 8 of the report, said that 

for many years the responsibility for notifying birth defects in New Zealand had lain with the 

directors and superintendents of maternity hospitals, in which over 99% of all births took 

place. That had provided a rough indication of the patterns and trends, but had not given 

information on individual babies. Other data belatedly became available from autopsy reports, 

death certificates or hospital statistics. 

In 1975 a new system of notification had been introduced by Government regulation, 

requiring the delivering physican to complete a form in two parts, the first on congenital 

defects in the newborn, the second on factors occurring during pregnancy, delivery and the 

postpartum period that could be considered as risk factors. The name of the child was then 

to be entered in one of two registers according to whether the child was suffering from a birth 

defect or was at risk, in the hope that surveillance could be maintained and any necessary 
assistance offered to the family. The data were also to be forwarded to the National Health 
Statistics Centre for monitoring and analysis. Unfortunately, the programme had not been 
successful, mainly because doctors' reactions to the "risk factor" section of the form had 
been that it violated the confidentiality between doctor and patient, that was, the mother. 
Consequently very few forms had been completed and returned. A new form had been devised in 

consultation with the medical profession for the reporting of birth defects only. He felt 
that other countries contemplating a surveillance programme might benefit from that 
experience. 

Professor SULIANTI SAROSO (Indonesia) said that of approximately 15 000 children born 
in Jakarta General Hospital during the period 1962 -67, 0.5% suffered from an anomaly, 
hydrocephalus being the most common, and that in the Medan General Hospital, of 17 000 
children born between 1970 and 1975 approximately 0.8% had an anomaly, cleft lips and palate 
being more common there than hydrocephalus. Although Indonesia had no proper 
epidemiological surveillance programme for birth defects, in view of the high incidence of 
communicable diseases, it did undertake as part of the communicable diseases surveillance 
the reporting of so- called "unusual events ". By that means it might be possible to detect 
epidemics of birth defects if the order of magnitude were such as to draw the attention of 
the health workers. The proposal of the Gambian delegate to develop simple indicators, for 
use in primary health care, particularly in developing countries, deserved careful 
consideration. She also noted the recommendation of the New Zealand delegate to proceed 
with caution in undertaking surveillance of birth defects. 

Dr SANKARAN (India) thought that birth defect surveillance would probably be regarded 
as a luxury for a developing country. In India, for instance, with approximately 22 million 
births a year, almost 80% of them taking place at home without any institutional help but 
aided by traditional birth attendants, the collection of information and statistics on birth 
defects would be practically impossible over a considerable length of time. However, that 
did not mean an effort should not be made, especially since, with the considerable decrease 
in infant mortality, the survival of children with birth defects was becoming an increasing 
health problem which considerably taxed his country's medical and economic resources. As a 
first step India had begun, with WHO cooperation, a physical disability assessment of the 
rural population in Orissa. A number of defects had been identified aid were being recorded 
on standard forms for future coding and statistical analysis. An initial report had shown 
a 1.4% frequency of surviving congenital defects, primarily of the musculoskeletal system. 
The total figure for disabilities, including acquired defects, was about 12.8 %. That meant 
that at least 280 000 children were surviving each year with obvious defects, mostly of the 
musculoskeletal system: not a small number to contend with. It was therefore important that 
WHO's birth defect surveillance system should be adopted, though it should probably start on 
a limited scale in certain selected institutions. He believed his country could contribute 
expertise and that such a programme had some relevance in a developing economy, though not as 
high a priority as many other problems India was facing. 
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Dr JOYCE (Ireland) noted that Ireland had introduced a new perinatal notification form, 

divided into four parts which could be distributed to the various interested parties. The 

National Drugs Advisory Board was doing a survey of congenital defects in the Dublin maternity 

hospitals, which delivered about one -third of all the babies born in Ireland. There was 

also an ongoing study, funded by voluntary contributions from various private agencies to the 

Rotunda Hospital, into antenatal, natal and postnatal factors on defects occurring in babies 

and on the quality of life these babies would have. For many years, given that 99% of all 

births in Ireland occurred in maternity hospitals, routine tests had been done for 

phenylketonuria (PKU) using the Guthrie test; about 1 case had been discovered in every 

5500 births. 

Dr KLIVAROVÁ (Czechoslovakia) considered the Director -General's report a timely and 

useful document for the study and prevention of congenital anomalies. In Czechoslovakia the 

question had been studied since 1956 at the Research Institute for the Care of Mother and 

Child, in Prague, where different services dealt with teratology, the physiology and pathology 

of early ontogenesis, prenatal detection of fetal defects, and the overall study of children 

with birth defects. The registration of birth defects had been carried out since 1956. 

,Three years ago the registry had been improved and supplemented by a monitoring system 

embracing 17 types of anomaly; there were some 27 000 cases entered on a magnetic -tape data 

bank. All defects of perinatal causation were required to be registered. In Czechoslovakia 

women received abortions if they suffered from rubella or toxoplasmosis during pregnancy, or 

if they had been subjected to irradiation in the critical stages of pregnancy. The 

prescription of potentially teratogenic drugs was forbidden. 

Her delegation agreed that WHO had an important coordinating role to play in the exchange 

of relevant information on birth defects. In view of the high scientific level of its work, 
she thought the Prague Research Institute for the Care of Mother and Child fully met the 
requirements of a WHO collaborating centre. 

Dr FETISOV (Union of Soviet Socialist Republics) shared the views of previous speakers 
of the importance of the problem and noted with pleasure that WHO was following up 
recommendations made at the Twenty -ninth Health Assembly. He supported the further 

development of the programme, particularly with respect to the standardization of methods of 
detection and registration of congenital anomalies and the setting up of a WHO surveillance 
network. He suggested the Institute of Genetics of the Academy of Medicine of the Soviet 
Union for possible inclusion in the network as a collaborating centre. 

Dr BROYELLE (France) asked for information on the existing WHO collaborating centres 
concerned with birth defects and on the criteria that governed their selection and 
designation. 

Mr UEMURA (Director, Division of Health Statistics) thanked the delegates for their 
valuable information and offers of future collaboration; their comments would be taken into 
account in future programme activities. Replying to the delegates of Belgium and the 
United Kingdom, he welcomed the activities initiated by the European Communities and said 
that WHO wished to maintain close contact with the work being done, particularly in 
standardization of terminology and in classification and procedures. He also welcomed the 
Belgian delegate's offer to use the Ninth Revision of the International Classification of 
Diseases for critical testing with a view to developing an improved classification for the 
next revision. In reply to the delegates of Canada and France he said that no WHO 
collaborating centres for birth defect surveillance had yet been designated and that the 
criteria for their selection and their specific roles would be very critically examined. 
A number of such centres would probably be necessary, each specialized in certain aspects, 
such as collection and dissemination of information, standardization, epidemiological 
research on specific aspects of anomalies, and training. 

Dr PETROS- BARVAZIAN (Director, Division of Family Health) said that the Committee's 
comments showed the complexity of the subject aid the relation of its importance to the 
stages of health development and the priorities of health problems in different countries. 
She had particularly noted the emphasis placed on preventive aspects and the fact that the 
aim of surveillance was early prevention. All activities that would improve the outcome of 
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pregnancy and prevent fetaland infant mortality made for a more efficient approach to the prevention 
of congenital malformations as well. In reply to the delegate of Chile regarding rubella 
immunization to prevent congenital deformities, she said that the situation varied from one 
country to another. In countries where most women had had rubella in childhood, immunization 
of young women against that disease was not practised; in other countries with a low 
incidence of rubella immunization of schoolgirls or adolescent girls was being carried out so 
that they would not contract the disease during pregnancy. 

The CHAIRMAN proposed that the Committee should take note of the Director -General's 
report. 

It was so agreed. 

Э. DRAFT FOURTH REPORT OF COMMITTEE B (Document (Draft) А31/69) 

Dr BENADOUDA (Algeria), Rapporteur, read out the draft fourth report of the Committee. 

Decision: the report was adopted. 

4. FLUORIDATION AND PREVENTION OF DENTAL CARIES: Item 2.6.14 of the Agenda (Resolution 
WHA28.64; Document A31/25) 

Dr POUSТOVOI (Director, Division of Noncommunicable Diseases), introducing the item at 
the invitation of the CHAIRMAN, recalled that the Twenty- second World Health Assembly in 1969 
had recommended fluoridation of water as a practical measure to prevent dental caries and had 
requested the Director -General to encourage research into the etiology of caries and mechanisms 
of fluoride action and optimal concentrations. In January 1974 the Executive Board had noted 
that dental caries was an increasingly prevalent world health problem and accordingly asked 
the Director -General to develop a programme within WHO to promote fluoridation of community 
water supplies and other approved methods for the prevention of dental caries, and to report to 
the Twenty- eighth World Health Assembly. That report had led to resolution WHA28.64, which 
gave rise to the programme described in document A31/25. Awakening interest in oral health 
problems was evident in many countries and a systematic effort had been made to respond to all 
the facets of resolution WHA28.64. He thought advantage should be taken of the chance to 
coordinate globally in a clearly defined programme and to standardize methodologies for 
measuring problems and selecting strategies. 

The WHO preventive subprogramme in oral health had made progress with very limited 
resources, thanks to support from extrabudgetary resources; he hoped that support would not 
be only maintained but increased. The experience of the industrialized countries provided 
ample data on how dental caries could increase and on the continuing effects of periodontal 
diseases or loss of teeth. However, such knowledge needed to be supplemented by the 
realization of what the data meant in terms of public demand and the consequent expenditure if 
there were no effective intervention for prevention and control. Perhaps the most striking 
data were those showing that some highly developed countries could not provide all the dental 
treatment needed, even with dentist -to- population ratios of around 1 to 1000 and with up to 

11% of health expenditure going on oral health. There were populations served by highly 
developed comprehensive oral care systems where two of every five adults were edentulous 
despite huge expenditures for oral health. Those populations had a prevalence of oral 
disease which was now being approached or even exceeded in developing countries. 

Dr BARNES (Oral Health) said there was well - documented and constantly growing evidence to 
show rapid and large increases in caries prevalence and virtually no change in the high 
prevalence of periodontal diseases, particularly in Africa, Asia, the Eastern Mediterranean 
and the Pacific. Two outstanding examples would suffice. First, in Japan comprehensive 
national surveys made every six years since 1957 had shown a steady rise in caries prevalence; 
the latest data indicated a three -fold increase in actual disease, representing at least a 
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five- to six -fold increase in treatment time required. Secondly, data from French Polynesia 
now indicated a level of caries prevalence as high as had been measured in any population. 
The first example, relating to a population of over 100 million, indicated the enormity of the 
problem. The second example, relating to a small population, showed that even those who had 
been noted for the near absence of dental caries in the past not only could suffer large 
increases but could reach the highest level, once associated only with European nations or 

populations of European origin. Such changes were now occurring in developing countries, 
where more than 50% of the world population resided. It was necessary to be in no doubt about 

those trends because, to halt them, concerted efforts were necessary, not to reduce the disease, 
but to prevent its extensive increase. All the countries so far exhibiting decreases in dental 

caries prevalence had introduced preventive programmes, mainly water fluoridation, after the 
disease had increased to the maximum and huge manpower resources had been built up in response 

to public demand for care. Most highly developed countries still had a long way to go to 

maximize prevention aid were still burdened with staggering costs for oral health care. 

Highly industrialized countries with high to very high prevalence of dental caries had dentist - 
to- population ratios better than 1 to 5000 and even reaching 1 to 1000 in several countries. 

By contrast, 53% of Member States had dental manpower ratios worse than 1 to 20 000 and 30% 

had ratios worse than 1 to 100 000. One expression of the consequences of failing to prevent 
increases in dental caries was systematic school dental services, which had often been a 
response to caries prevalence increases without emphasis on prevention. It had been 

calculated that minimum systematic care for primary schoolchildren required an extra 300 dental 

personnel per million children for increases to only moderate levels of caries prevalence such 

as had occurred within a 10 -year period in a number of developing countries; comprehensive 

care in those circumstances, would require an extra 700 personnel per million children. It 

was not desirable that developing countries should go through the same experience as highly 

developed countries; that would be economically impossible in many Member States. National 

preventive programmes were therefore urgent and necessary. Those delivering preventive 

services would be primarily the individual himself, the parent, the schoolteacher, the 

engineers, and /or the manufacturer and distributor of commodities, e.g., salt; most of the 

dental or health personnel involved in those programmes needed to be only educators, 

supervisors, evaluators and planners, so that the preventive initiative was not costly in 

health manpower, and indeed would free highly trained professionals and auxiliaries for more 

skilled procedures. 

WHO was continuing to play a coordinating role in three main areas of the preventive 

subprogramme: promotion of the use of fluorides in national caries prevention programmes, 

coordination of research, and information transfer. Simple, inexpensive surveillance methods 

were used and good estimates could be made of when and how to intervene, preventively, on 

information given by surveillance. However, despite the impressive armoury of available 

preventive methods, water fluoridation being foremost, there were not yet enough data on 

precisely when to intervene and which method to use at every point on the scale of caries 

increase. Experience had to be built up in order to become more precise, effective, and 

therefore economic in WHO's collaborative efforts. Since methods of caries prevention had 

natural associations with preventive regimes for other oral conditions, it was essential to 

extend prevention to other oral diseases, especially periodontal disease. In conclusion, he 

considered that both Member States and the Secretariat should extend the processes and projects 

already begun in surveillance, field trials, demonstration and training centres, national 

planning of preventive programmes, information and research coordination in oral health. 

Dr HIDDLESTONE (New Zealand) introduced the following draft resolution on behalf of the 
delegations of Finland, German Democratic Republic, Iceland, Iran, Ireland, Israel, Romania, 
United Kingdom of Great Britain and Northern Ireland, and United States of America in addition 
to his own: 

The Thirty -first World Health Assembly, 
Aware of the growing prevalence of dental caries throughout the world, and of its 

health and socioeconomic consequences; 
Noting resolutions W1А22.30, EВ53.R30 and WHA28.64 underlining the importance of 

this problem; 
Recognizing the widespread experience with fluoridation of public water supplies as 

a safe, inexpensive and effective method of preventing dental caries; 



A31 /B /SR /15 
page 12 

1. URGES Member States to consider urgently the fluoridation of public water supplies 

in order to reduce the prevalence of dental caries; 

2. REQUESTS the World Health Organization to continue to provide technical advice and 

assistance to Member States in the implementation of fluoridation of public water supplies 

and to foster cooperation with and between such States in this important area of public 

health; 

3. BELIEVES that, where fluoridation of public drinking -water supplies is not feasible 

for technical or other reasons, alternative methods of achieving an adequate intake or 

application of fluoride should be considered; 

4. REQUESTS the Director -General to report in due course on progress in this matter. 

He said that in asking the Committee to emphasize fluoridation, the sponsors were not 

forgetting the vital importance of such other preventive factors as appropriate diet and care 

in dental hygiene, but were drawing attention to one particular measure that was safe, effective, 
and easy to apply and could be one of the greatest triumphs of modern prophylaxis. Yet, 

despite the comparable use of disinfectants to protect communities from infected water supplies 
or of potassium iodide in goitre prophylaxis, fluoridation excited a reaction similar to the 
hostile and abusive obstruction suffered by Jenner in his early work on vaccination, ranging 

from criticism, suspicion and fear to frank distortion of the facts and allegations that it 

contravened democratic human rights. 
Fluoride from industrial processes was termed "unnatural ", and despite its natural 

ionization, it was seen as some insidious form of perverted modern alchemy; whereas so- called 
"naturally occurring" fluorides were greeted as a form of divine providence. Malicious and 

misleading campaigns had claimed monstrous side -effects from optimal fluoridation, which had 
no true scientific basis and yet was difficult to negate. Accurate, weighty statements from 
respected authorities were slow to emerge to reassure the public. Therefore the emphatic 
statement of the Director -General during the Twenty- eighth World Health Assembly needed 
regular repetition: unless there were insuperable practical difficulties, no community could 
afford the luxury of not fluoridating its public water supplies. There were such difficulties 
in some parts of his country which lacked reticulated water supplies; in such circumstances, 
the use of fluoride in salt was one of several excellent alternatives, as impressive work in 
the Caribbean had shown. 

He stressed that dental health and the work of WHO had to go beyond fluoridation, but the 
role of WHO developed in document A31/25 and the draft resolution had to include as a major 
function the speedy evaluation of claims that fluoridation was harmful to health and the 
dissemination of the truth. In his own country, which was justifiably proud of its school 
dental nurse scheme, the fact that a dental nurse caring for all primary schoolchildren's 
teeth could look after twice as many children in areas with fluoridated water supply as in 

those without fluoridation was entirely due to the remarkable protective activity of fluori- 
dation. His delegation believed that all delegations dedicated to preventive public health 
must support the draft resolution. 

Mr NATARAJAN (India) said that in his country there were problems both of lack of 
fluorides aid of an excess of fluorides. A survey had shown that in many areas the fluoride 
content in drinking -water was highly excessive, ranging between 2 and 25 parts per million. 
It was necessary to find out which areas were deficient aid whether they had any arrangements 
for community drinking water, but it was also necessary to devise techniques for the 
defluoridation of water where the fluoride content was too great, in order to control endemic 
fluorosis of teeth and skeletal and neurological defects. On the other hand, the topical 
application of fluoride to drinking water could be useful in those areas where the fluoride 
content was well below accepted limits. 

For those reasons he suggested the following amendments to the draft resolution:, the 
addition of a preambular paragraph reading "Recognizing also that in certain areas a higher 
fluoride content in water might constitute a health problem "; the amendment of paragraph 1 to 
read "URGES Member States to consider urgently the fluoridation of public water supplies where 
appropriate and necessary in order to reduce the prevalence of dental caries "; and the 
amendment of the beginning of paragraph 2 to read: "REQUESTS the World Health Organization to 
provide technical advice aid assistance to Member States in the implementation of fluoridation 
of public water supplies and defluoridation where necessary . . . ". 
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Professor SZCZERBAÑ (Poland) said that dental care in Poland covered a wide range of 

preventive as well as curative services, including free periodical examination, preventive 
treatment, and therapy in all branches of stomatology. In the Polish medium- and long -term 
programmes special attention was paid to preventive measures for children and adolescents. 
A mass screening of more than 1.4 million people of different age groups in 1970 -71 had shown 
that 90% of the study population suffered from caries, molar caries being far from negligible, 

and that about 6% of the 15- year -olds had had carious teeth extracted. Fluoridation of 
drinking -water had been introduced in Poland in 1967, and other measures involving fluorides 
were also used, such as the administration of fluoride pills or tablets and brushing teeth 
with fluoride compounds in schools and kindergartens. Toothpaste containing active fluoride 
compounds was very widely used. All those activities had so far resulted in a three -fold 
increase of the proportion of caries -free children; therapeutic visits to dentists had 
decreased 2 -4 times in different age groups; and the course of caries development was markedly 
less acute. A comprehensive programme of prevention was being carried out in two stages: 

the first up to 1980 and the second ending in 1990. The programme included systemic measures 
such as the gradual introduction of fluoridation of drinking water in towns of over 50 000 
inhabitants, representing a third of the country's population, and the administration of 
fluoride tablets, and topical measures aimed particularly at the protection of 5 -8- year -old 
children as a first step and of 2 -4- year -old children by 1981. The success of the programme 
would depend on health education and the establishment of a clear organizational pattern 
involving different governmental, social, educational, and economic institutions. It was 
considered that drinking -water should be fluoridated where the natural fluoride concentration 
was less than 0.5mg/litre, and that the concentration could be increased up to a limit of 

0.8 -1.2 mg /litre. The results aimed at for 1990 included: a 5 -10% decrease in the number of 
children suffering from caries in each school year; no need to extract teeth in the 5 -11 -year 
age group; and a decrease in the number of children requiring constant dental check -ups and 
treatment from 72% to 50%. The sharp reduction in surgical treatment and the elimination of 
pain would concommitantly bring about a change in attitudes to dental treatment. 

Dr KYELEM (Upper Volta) took the Chair. 

Professor HALTER (Belgium) said that his position was far less categorical than that of 
the New Zealand delegate. Thirty years of experience had shown him that dental caries 
resulted from the simultaneous action of a number of factors, first among which was the eating 
of sweets, accompanied by the presence of a cariogenic bacterial flora in the mouth and poor 
oral and dental hygiene. Only later did a lowered resistance of tooth enamel, possibly due 
to a lack of fluoride, come into question. Regarding the earlier statement about the increase 
of caries in certain populations, notably in French Polynesia, he wondered how much that was 
due to a possible change in fluoride consumption and how much more to the introduction of 
sweets, starchy foods and other carbohydrates and of a new bacterial flora from an alien 
civilization. 

He considered that the draft resolution failed to take into account other factors that 
were at least as important as the lack of fluoride and therefore proposed the following 
amendments: (1) the insertion after the second preambular paragraph of a new preambular 
paragraph reading "Bearing in mind that dental caries is the resultant of several external 
factors such as consumption of sweets and starchy foods, the action of specific bacteria, 
and lack of oral hygiene, acting upon a tooth whose resistance may have been lessened by 
lack of fluoride in the diet "; (2) the replacement in the next preambular paragraph of 
"safe, inexpensive aid effective method of preventing dental caries" by "method of preventing 
dental caries which, with proper oral hygiene, is safe, inexpensive and effective "; (3) the 
deletion from paragraph 1 of "urgently" and the replacement of "the prevalence" by "one of the 
major factors "; (4) the replacement in paragraph 2 of "implementation of" by "control of 
dental caries, inter alia by programmes for the . . . ". 

He added that in his own small but highly industrialized country the air and water were 
constantly polluted by fluorides from various manufacturing processes, causing, among other 
things the death of livestock aid making it necessary to undertake the defluoridation of water, 
of which the Indian delegate had spoken. There were no universal panaceas and the Organi- 
zation should not expose itself needlessly to criticism. 
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Dr HAAS (Austria) said that in his country fluorides had long been used for the prevention 
of caries, mainly in the form of fluoride tablets distributed to children on a voluntary basis; 
those measures had had a statistically significant effect. He noted that, whereas the 

Director -General's report gave a survey of different methods for the use of fluorides, the 

draft resolution concentrated on the fluoridation of public water supplies. His delegation 
believed that the addition of any substances to public water was justified only in order to 

make the water safe to drink, or if technical means of transportation demanded it. In 

principle, every person had a right to unadulterated drinking -water. For that reason and 
others, the Austrian Ministry of Health had rejected public health fluoridation of water. 
Therefore the Austrian delegation was not in a position to approve the draft resolution and 

would have to abstain if it were put to the vote; however, it could probably vote for the 

resolution as amended by the Belgian delegate. 

Dr BACVAROVA (Bulgaria) said that the control of dental caries was necessarily a complex 
matter, since the etiology was multifactorial and had not been fully studied. Experience had 

shown that an obvious improvement could be achieved only by constantly increasing the number 
of stomatological personnel engaged in stomatology, but that systematic prophylaxis did lead 

to a considerable decrease in the incidence of dental caries. The best results were obtained 

by the use of fluorides combined with a rational diet and a systematic attention to oral 

hygiene. A key measure in caries prevention in Bulgaria was the use of fluorides, including 

fluoride tablets, mineral waters containing fluoride, toothpaste containing fluoride and 

mineral salts, and topical application of fluoride compounds, combined with health education 

to encourage a rational diet and lasting habits of oral hygiene. Resolution WHA28.64 which 

recommended the fluoridation of drinking -water, was in line with the policy of the Bulgarian 

Ministry of Health, and the measures recommended by WHO on caries prophylaxis using fluoride 

preparations were included in the country's stomatological programme. 

Professor BAUME (International Dental Federation), speaking at the invitation of the 

CHAIRMAN, recalled that the proposed WHO programme relied in part on the International Dental 

Federation, which comprised 86 national dental associations embracing some 400 000 practising_ 

dentists, to facilitate the flow of information to WHO and to provide technical and financial 

assistance to Member States when requested. By way of its appropriate commissions it would 

always seek to provide whatever help it was called on to give. For example, its Executive 

Committee would recommend to its forthcoming General Assembly a financial participation in 

WHO's oral health field studies in several countries, with those countries' consent. 

Although the International Dental Federation strongly endorsed water fluoridation it 

also recognized that there were situations where fluoridation was not appropriate for reasons 

of feasibility or of community or governmental acceptance. He stressed that the Director - 

General had dealt effectively with the problem in his report by outlining alternative systems 

of caries prevention which should be useful in meeting the dental health of Member States 
where water fluoridation was not the method of choice. The approach outlined in WHO's plan 
was consistent with his Federation's policy. He urged support for the draft resolution. 

Dr SEBINA (Botswana) welcomed the advances being made in the development of fluoride 

rinses, pastes and solutions for topical application, in view of the fact that most of the 

population of Botswana obtained their drinking -water from boreholes rather than from piped 

supplies. Changes in the eating habits of his people, particularly the consumption of 

refined carbohydrates, had resulted in an increased incidence of dental caries and periodontal 
diseases. The health education and dental programme in his country therefore aimed at 

applying fluoride at recommended periods to schoolchildren, while not excluding fluoridation 
of water where possible, although it was to be noted that some water naturally contained an 

excess of fluoride. His delegation endorsed the Director -General's recommendations for 

effective preventive intervention, Those now had to be translated into practical integrated 

dental health programmes at country level with the coordination of the Organization at 

regional and global level. His delegation gave general support to the draft resolution and 

wished to see the written text of the amendments. 

The meeting rose at 12h55 
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