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THIRTEENTH MEETING 

Wednesday， 21 January 1981， at 14h30 

Chairman: Dr D. BARAKAMFITIYE 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1982-1983: Item 9 of the Agenda 
(Resolutions WHA33.17 , para. 4(1), and WHA33.24, para. 3; Document Рв/82-83) (continued) 

REPORTS OF THE REGIONAL DIRECTORS ON REGIONAL COMMITTEE MATTERS REQUIRING THE PARTICULAR 
ATTENTION OF THE BOARD: Item 10 of the Agenda (Resolution WHA33.17 , para. 4(4)； 

Documents EB67?5, EB67/4, EB67/7 , EB67/8 and EB67/lO) (continued) 

PROGRAMME REVIEW: Item 9.2 of the Agenda (continued) 

DISEASE PREVENTION AND CONTROL (Appropriation Section 4， document Рв/82-83, pages 146-194) 
(continued) 

Communicable disease prevention and control (major programme 4.1) (continued) 

Special Programme for Research and Training in Tropical Diseases (programme 4.1.6) 

Dr OREJUELA said that tropical diseases were not s imply the result of a vector, a host 
or a pathogenic agent. It was also essential to take account of socioeconomic aspects. 
When discussing research into tropical diseases, emphasis should be laid not only on the 
effective implementation of programmes, but also on the geographical and economic context. 

Dr LITVINOV (adviser to Dr Venediktov) observed that the table on page 172 gave only a 
global figure for the estimated obligations for the programme, with no breakdown by region. 
He asked how the funds were divided by country, and which countries were taking part in the 
Programme 1 s research activities. 

Dr HYZLER (alternate to Dr Reid), referring to paragraph 14 on page 170, endorsed the 
statement on mefloquine. He noted with satisfaction that it would be combined with other 
drugs to prevent the emergence of mefloquine-resistant malaria； mefloquine was a relatively 
new drug and its effective life-span should be extended as much as possible. It was 
important for those living in chloroquine-resistant areas to bear that point in mind. He 
was also pleased to note that clinical trials would take place. 

The CHAIRMAN asked to what extent Member States, in particular developing countries, 
were showing interest in the Special Programme. He welcomed the encouraging results so far, 
for instance the promising work on biological control with Bacillus thuringiensis, 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases), 
replying to Dr Orejuela, noted that paragraph 40 on page 171 briefly summarized the work of 
the Special Programme's Scientific Working Group on Social and Economic Research； the 
importance of social and economic factors was fully recognized. 

In answer to Dr Litvinov, over 1000 grants for research and development, training and 
institutions had been awarded in approximately 78 countries. Details could be found in 
the Programme's document Facts and Figures , No. 4. The Programme's budget allocated funds, 
not on a country-by-country basis, but for specific projects directed towards achieving the 
Programme's goals. He cited the example of the work on the monitoring of the distribution 
of chloroquine resistance carried out in collaboration with the Malaria Action Programme, 
the regional offices and the regional advisory committees on medical research. Training 
activities and research grants were based on the geographical distribution of the problem. 



Dr Hyz1er's comments about mefloquine were very important. He explained that the drug 
was being developed in collaboration with the Walter Reed Army Institute of Research and an 
industrial company. The Special Programme had been involved in some of the early tests and 
clinical trials were at present taking place in Brazil, Thailand and Zambia under the 
Programme and in other areas outside the Programme. The Scientific Working Group on Chemo-
therapy of Malaria had recommended that mefloquine should be combined with another antimalarial 
drug so as to protect it for as long as possible. Efforts were being made to find other new 
antimalarial drugs and one of the most promising leads was a traditional Chinese herb in whose 
development the Programme was collaborating. 

Finally, in reply to the Chairman, he said that the Scientific Working Group on Biological 
Control of Vectors was seeking alternative approaches and one of the possible agents was 
Bacillus thuringiensis. Although it had been studied before the Programme had started, the 
latter had promoted and accelerated the testing of its efficacy and safety. One of its 
advantages was that, if problems of formulation could be overcome, it might prove possible to 
produce it by simple methods in endemic countries not able to manufacture chemical insecticides. 

Prevention of blindness (programme 4.1.7) 

Dr LITVINOV (adviser to Dr Venediktov) said that the programme was of importance to both 
developing and developed countries. Specialists had warned that if progress were not made by 
the year 2000 the number of people suffering from blindness might double. He asked what 
specific programmes had been carried out and results achieved in the various countries and 
regions, in particular with regard to trachoma. He referred to the important programme for 
onchocerciasis control in West Africa, which the Board might usefully discuss in more detail at 
a later stage. 

Dr THYLEFORS (Programme for the Prevention of Blindness) replied that over the last 
20-2 5 years there had been a number of national programmes to combat trachoma, most of which had 
been based on intermittent chemotherapy using tetracycline ointment or eye drops that had to be 
applied frequently over a long period as a prophylactic or for treatment in mild cases. The 
results of the campaigns had been very encouraging in most areas but less so in others. 
Treatment of trachoma meant treating not only an individual but also a community, because of 
the influence of environment, sanitation and hygienic conditions. The programme's approach 
was to integrate the components of essential eye care at the peripheral level into primary 
health care in order to achieve lasting results. With regard to the Onchocerciasis Control 
Programme in the Volta River Basin Area, to which Dr Litvinov had referred, the results were 
being evaluated after the first five years； they showed decreases in prevalence, intensity of 
infection and complications. The reduction was particularly noticeable in the number of new 
cases of blindness which had so far been very low. 

Dr TABA (Regional Director for the Eastern Mediterranean) said that blindness in general 
and trachoma in particular were prevalent in the Middle East. WHO had collaborated in control 
programmes for many years and the results had been satisfactory. In many countries where 
trachoma had been prevalent, for example, Egypt, Iran, Sudan and Tunisia, the incidence had 
shown a remarkable decrease, not only as a result of treatment with antibiotic ointment and 
other methods but through improvements in environmental health, health education, and the 
socioeconomic situation of the population. Prevention of blindness was a priority programme 
in the Eastern Mediterranean Region and indeed offered another good example of a regional 
committee becoming more involved in a WHO programme. The Regional Committee for the Eastern 
Mediterranean had established a Technical Committee on Prevention of Blindness which collabo-
rated with the Regional Director in orienting the programme and adjusting it in the light of 
developments. 

Vector biology and control (programme 4.1.8) 

There were no comments. 



Noncommunicable disease prevention and control (major programme 4.2) 

The CHAIRMAN suggested that all the programmes under major programme 4.2 should be 
discussed together. 

Dr REID said that communicable diseases had traditionally been considered as being 
confined to the developing world while noncommunicable diseases primarily concerned the 
developed world. The discussion of the report of the WHO Expert Committee on Diabetes 
Mellitus at the Board's first meeting had shown that such beliefs were incorrect and he 
therefore welcomed the reorientation of emphasis to be found in the programmes under con-
sideration. To a large extent the comprehensive approach to many noncommunicable diseases 
could be integrated into primary health care, provided that there were appropriate support 
facilities as necessary and as feasible at different stages in the development of health 
services. 

Apart from diabetes, another field in which that approach was increasingly applicable 
was that of cardiovascular diseases. Indeed, programme 4.2.2 was an excellent illustration 
of the wider general approach so clearly described in paragraph 2 on page 179. It was 
particularly encouraging in its comprehensive approach and he stressed the concept of 
primordial prevention mentioned in paragraph 3 on page 186. That concept was a challenge 
to Member States and WHO and it had applications in many other fields because it presented 
the best hope of preventing the growth in developing countries of many of the health problems 
that developed countries had largely brought upon themselves over the last century. The 
cardiovascular diseases programme also exemplified the overlapping elements of prevention, 
cure and care which were applicable throughout the noncommunicable diseases, together with the 
need for biomedical and health services research as complementary activities. 

He had noted with satisfaction the proposed increase of over 20% in the regular budget 
for the cardiovascular diseases programme as well as the substantial list of global and inter-
regional activities on pages 187 and 188, where a high proportion of expenditure was for 
research-related items. Nevertheless , the total expenditure on cardiovascular diseases was 
still far behind the analogous expenditure on cancer (programme 4.2.1). 

With regard to diabetes mellitus, while proposed expenditure under global and inter-
regional activities on public health aspects of community control of diabetes (project 
OND 012) had increased sixfold, it was still only US$ 40 000 for the biennium 1982-1983. 
That was a very modest sum for a relatively common disease which was a potential model for 
the community-centred control of a chronic condition. He therefore asked how the sum would 
be spent and whether diabetes control was a field which had so far been able to attract extra-
budgetary support. 

Dr ORADEAN asked whether occupational cancer should not be emphasized as a separate 
category and therefore included in the programme proposals for 1982-1983. 

Dr VENEDIKTOV stressed the importance of major programme 4.2 and the complexity of non-
c o i r a T i u n i c a b l e diseases arising from the interrelationship of multiple causal factors. Those 
diseases were not found only in developed countries, where they were responsible for the 
highest morbidity and mortality rates. They were an increasing complication in developing 
countries, particularly in combination with the high prevalence of infections and parasitic 
diseases, inadequate nutrition, new forms of stress, and many other factors. The increasing 
incidence of cardiovascular disease and malignant tumours called, if not for prompt action, at 
least for an urgent analysis of the situation. He therefore underlined the importance of the 
scientific component in all the programmes as well as the need for studies on the biomedical, 
public health and preventive aspects of the diseases concerned. 

In cooperation with countries and national institutions， WHO was working towards a com-
prehensive ,social, prophylactic approach to a broad range of risk factors which were not 
individually decisive but which together had a large influence on these diseases. If that 
approach were strengthened and if the programmes were effective, they would become important 
tools in the control of noncommunicable diseases in all countries. He supported WHO'S new 
approach and stressed the importance of using all available resources, both from the regular 
budget and in national institutions and health systems. 



The situation regarding prophylaxis and early detection of cancer was by no means as clear 
as for cardiovascular diseases. The figures for the cancer programme were misleading, since 
they included the budget for the International Agency for Research on Cancer (IARC). Much 
had been done over the past few years, with the halp of the Board and the Director-General's 
Coordinating Committee on Cancer, but a great deal still remained to be done. Cancer control 
should be considered as a priority within the major programme 4.2, and the WHO Cancer unit, in 
cooperation with the International Agency for Research on Cancer (IARC), should look for ways 
and means to expand the programme and attract the collaboration of large national institutions. 
The need to develop adequate information systems was underestimated. He felt that all the 
possibilities had not been fully explored, and that the funds proposed for the headquarters 
programme were small in comparison with other activities. It was important that a critical 
mass of regular budget funds should be available to develop the programme, rather than relying 
on extrabudgetary contributions. The Health Assembly's resolution WHA30.41 on the long-term 
planning of international cooperation in cancer research had not been fully implemented• 
Perhaps the problem was too complex to leave purely to the cancer specialists, and it was time 
to turn to the governments. There was a wave of public interest in cancer, particularly 
since the possible effects of interferon on tumours had received such wide publicity, and the 
initiative taken in the establishment of IARC should be extended by constant attention to the 
Organization's cancer activities. 

He agreed that work on diabetes provided an interesting model for noncommunicable diseases, 
and emphasized the value of work on genetic diseases, since the combination of predisposition 
and risk factors substantially influenced the incidence of disease. 

He had no objection to the budgetary proposals generally, and would merely express 
regret that more funds were not available for work on noncommunicable diseases. 

Professor AUJALEU believed, while he had no specific comments in relation to the 
programme or budget, that cancer was an area of activity for which it should be possible to 
obtain large amounts in voluntary contributions, taking into account the extent to which 
public opinion was concerned with that disease, as compared with cardiovascular diseases, 
possibly not altogether with reason. 

He was not entirely happy with the reference in paragraph 3 of the narrative to 
programme 4.2.2 (Cardiovascular diseases) to "primordial prevention11, particularly since the 
term "primary prevention" appeared later in that same paragraph. He preferred the latter, 
which WHO had used in the past, especially since the former might give rise to confusion. He 
also felt that the title "Other noncommunicable diseases" (progranme 4.2.4) was unduly broad 
in range and covered a number of entirely separate diseases, for which it was difficult to 
find common denominators. He hoped that in future it would be possible to break down that 
part of the programme budget further. Moreover, he deplored the inclusion of acute rheumatoid 
arthritis among noncommunicable diseases since it was in fact a communicable disease 
transmitted through streptococcal infection. He also objected to the inclusion of hereditary 
diseases, since they were, by definition, transmitted. Although the points he had raised 
related only to terminology, he felt that clarity was essential in both medicine and science. 

Dr GOMEZ TRIVINO (alternate to Dr Orejuela), commenting on programme 4.2.3, said that 
hitherto oral health had been a neglected sector in the southern part of the Region of the 
Americas• He expressed agreement with the approaches outlined in paragraph 2 of the 
narrative, namely, periodic monitoring, of disease prevalence, planning and evaluation, and 
preventive programmes. 

It would appear, however, that a programme with those three new basic approaches would 
call for larger amounts of funds. It would be seen from the table on page 190 that, while 
the regular budget showed an increase for 1982-1983 as compared with the previous biennium, 
that increase would not cover the decrease in estimated funds from other sources. 

Dr PATTERSON stressed the immense problems facing the developing countries, since they now 
had the noncommunicable diseases to contend with, without yet having conquered communicable 
diseases. 



In connexion with cardiovascular diseases, she referred to the activities undertaken in 
the Region of the Americas on rheumatic fever, and asked whether any information was available 
on their evaluation. She noted the reference in the table on page 188 to a meeting of 
investigators on community control of arterial hypertension and stroke, and assumed that that 
would lead to the preparation of specific plans. 

Professor DOSRAMACI emphasized the importance of WHO'S cooperation with Member States in 
respect of immunological services, which were of increasing importance in relation to many 
aspects, such as effectiveness of vaccination, cancer, and organ transplants. That activity 
warranted greater attention, and he was therefore gratified that the budget provision had been 
increased. 

Dr REZAI asked, in connexion with programme 4.2.3 (Oral health), what was being done in 
the field of prevention of dental caries, and whether any progress could be reported on 
vaccine trials. 

Dr KRUISINGA agreed with Dr Patterson, that noncommunicable diseases were becoming a 
grave problem in the developing countries also. He recalled that that subject had been 
discussed in the Programme Committee, at which time the Regional Director for Africa had made 
an excellent statement. 

In connexion with cancer, the question of coordination between WHO headquarters and IARC 
was of vital importance. On the basis of his experience as Chairman of the IARC Governing 
Council some years previously, he felt that there was room for further coordination with a 
view to achieving a balanced joint programme, and to creating a worldwide network of 
laboratories and support to national institutions. Epidemiological research was clearly 
of immense importance, and, as matters stood in the world today, there was an undoubted 
imbalance in expenditure as between clinical and epidemiological research, given the huge 
influence of environmental factors. 

He recalled that General de Gaulle had stated, when IARC was first established, that the 
aim should be for nations to spend 1% of their defence budgets on cancer research; that was 
still far from being reached. He expressed interest in the cancer programme in Sri Lanka 
referred to in paragraph 11 of the narrative to the cancer programme (page 182). 

He was somewhat concerned to see the disproportion in funds as between the Organization's 
two extremely important programmes relating to cancer and cardiovascular diseases, the latter 
receiving far less. He was particularly interested in the role of headquarters regarding the 
integration of prevention and control of hypertension in primary health care. Extensive 
epidemiological research relating to cardiovascular diseases had been undertaken in the 
European Region, and should prove extremely useful in view of the changing trends of mortality 
in the various countries and in relation to morbidity, incidence of infarction, and diet, in 
particular. He wondered whether there were any plans for intensifying activities in the 
developing countries. 

Dr VENEDIKTOV expressed interest in the prophylaxis and etiology of dental caries. He 
believed that a WHO project had been carried out in New Zealand or a neighbouring area, where 
there were no dental caries at all in the population. High levels of fluorine and micro-
elements were apparently naturally available, and other factors such as diet had also been 
studied. Since the case was unique, he wondered whether the project had been completed and 
whether it had yielded any useful results for other countries. 

The CHAIRMAN, speaking in his personal capacity, associated himself with other speakers 
who had drawn attention to the problem now posed by noncoiranunicable diseases in the developing 
countries, which was aggravated by the priority problems they already faced in respect of 
communicable diseases. He recalled the discussions which had taken place in the Programme 
Committee, and stressed the necessity for the developing countries fully to recognize the 
growing incidence of noncoiranunicable diseases so that their control could be given an 
appropriate place in national health programmes, particularly within the framework of primary 
health care. ‘ 



Dr POUSTOVOI (Director, Division of Noncommunicable Diseases) expressed appreciation for 
the support expressed by the Board for activities relating to the chronic nonspecific diseases. 
The Secretariat was also fully aware of the growing importance of that category of diseases to 
the developing countries also. 

He was gratified that support had been given to the social prophylactic approach developed 
by WHO. The Secretariat was seeking to expand existing comprehensive approaches, of the type 
followed with regard to cardiovascular diseases, and to link them with other programmes and 
activities. It was also creating new programmes, in respect of which new centres were being 
involved from the outset. A meeting had recently been held in Zurich, together with the 
Regional Office for Europe, where principles and approaches to a new programme had been 
discussed and a number of European countries had expressed their willingness to cooperate. 

He had noted the various comments made, which would be taken into account. Reference had 
been made to the desirability of coordinating to the maximum extent the Organization's 
activities in the field of cancer with the work of IARC. There were now regular meetings of 
the Director-General's Coordinating Committee on Cancer, and studies were being undertaken in 
order to develop a model of a national cancer programme. The Sri Lanka project had led to a 
study in methodology, and it had been considered that studies in some other countries were 
still needed. The need for strengthening of information support to the whole programme was 
well understood, arid all efforts would be made to develop epidemiological studies for that 
purpose. 

Although funds were limited, it would be seen from the table on page 180 that the 
regular budget showed a considerable increase in the provision for major programme 4.2, two-
thirds of which would relate to regional activities and another third to global and inter-
regional activities. WHO would, of course, endeavour to obtain more extrabudgetary resources. 

He informed the Board that a programme on genetic diseases was being drawn up, in the 
planning of which Dr Reid had participated, and which would be considered in due course by the 
Director-General. 

Dr PISA (Cardiovascular Diseases) said, first, that a definite change was occurring in 
the pattern of cardiovascular diseases in developing countries, as a result of which the whole 
structure of the programme had had to be reoriented. As examples of the new situation he 
cited figures for Malaysia, where cardiovascular diseases had rated fourth among causes of 
mortality in 1965, third in 1970 and first in 1975; 13% of all causes of death had been due to 
heart disease alone. A similar development had occurred in Mauritius where in 1975, if 
cerebrovascular diseases were included, 27.7% of all deaths had been due to cardiovascular 
diseases. He referred members to paragraph 10 on page 186， which set out the major elements 
in the medium-term programmes in the regions and at headquarters, and said that there was close 
cooperation in developing appropriate action. 

With regard to research, it was evident that stressing the problems of prevention and 
control of cardiovascular diseases at community level meant that the national institutes 
remained mainly responsible for research. There was no question of the Organization's 
attempting to replace them, but of collaborating with them on a contractual basis. However, 
the aim was to promote complementary research activities which would give specific answers, 
e.g. in the area of operational research. As was clarified in the programme, the main stress 
was laid on the problems connected with the primary prevention of hypertension, the precursors 
of atherosclerosis in children and of cardiomyopathies. What was new in that context was the 
concept of primordial prevention. He fully agreed with Professor Aujaleu in his dislike of 
that term, but no better way had been found of describing primary prevention, or in other words 
preventing the development of risk factors in populations still free from some of the 
cardiovascular diseases. A better term would be most welcome. 

The unit was fully aware that programmes of prevention and control of cardiovascular 
diseases should be an integral part of noncommunicable disease control programmes, developed 
and implemented through the existing health services. To answer Dr Kruisiriga's question, in 
the field of hypertens ion, for instance, the attempt was being made systematically to find the 
best approach to integrating hypertension control with primary health care. The unit was 
taking part in the work of a working group at headquarters on the problems of primary health 
care, and had already prepared tables and some proposals for the programme on integration of 



hypertension control programmes in primary health care. The proposals seemed, at least to 
those working on the programme, to be pointing in the right direction. 

The project on prevention of rheumatic fever and rheumatic heart disease as well as the 
project aimed at the control of hypertension had been carried out in many collaborating centres 
since the early 1970s. Findings were now available. As far as treatment of hypertension was 
concerned, he wished to refer members to the report of the WHO Expert Committee on Arterial-
Hypertension (Technical Report Series，No. 628，1978), which contained a scheme for a step-wise 
approach to treatment now widely adopted. The scheme was to be seen even in advertising 
leaflets sent out to doctors, in which the approach was quoted as carrying WHO'S seal of 
approval. 

Concerning the results of the study on the secondary prevention of rheumatic fever and 
rheumatic heart disease, he said that 3000 cases had been followed up, spread over seven 
countries, over a period of five years, and that the results had now been evaluated. In 
summary, it could be said that through the use of appropriate prophylactic measures, namely 
an injection of benzathine penicillin once every four weeks, 10 000 hospital days had been 
saved. If the programme had been carried out according to the full recommendations, it would 
have meant a saving of 30 000 hospital days. Broadly, it could be said that one hospital day 
could be replaced by 3.14 properly administered injections. Without embarking on a 
calculation of the savings made by avoiding heart surgery, it was clear that very great savings 
could be achieved if the programmes were implemented. The report on the subject was now ready 
and would be published in the WHO Bulletin. It was now hoped to promote activities at 
national level. Further international recognition of WHO'S work could be found in the present 
efforts to analyse the reasons for cardiovascular diseases. In some countries, such as the 
USA, there was a decreasing trend; in others (e.g. Ireland, Yugoslavia) there was an increase. 
Experts in cardiology had asked WHO to utilize the methodology of registration of myocardial 
infarction in the community worked out by WHO 10 years before, to develop a new system for 
monitoring the incidence of coronary heart disease in populations. A new project was now 
being prepared in cooperation with leading institutions in the USSR, USA and elsewhere, which 
would apply WHO methodology in an endeavour to solve that serious problem. Concerning the 
use of diet in the prevention of coronary heart disease, the matter would be dealt with by an 
expert committee on prevention of coronary heart disease to be convened in December 1981， and 
he would not prejudge the issue by trying to say what answers the committee would suggest. 

Dr STJERNSWXRD (Cancer unit) said that important questions had been raised on cancer. 
He was grateful for Dr Veilediktov's remarks, and especially for the work reflected in his very 
challenging exposé of what should be done, not only in the Board, but also earlier, e.g. in a 
WHO consultant report on "Status and future prospects of international cooperation in cancer 
research and control". He reassured members that it was being followed very closely. 

Several speakers had noted that there was little difference in the incidence of 
noncommunicable diseases in developed and developing countries. Table 8 on page 44 of the 
first volume of WHO'S Sixth Report on the World Health Situation (1980) showed that one of the 
three leading causes of death, with no difference between more or less developed countries 
except in children up to the age of 4 years, was cancer. There was a myth that the appearance 
of cancer mainly followed in the wake of industrialization but the facts did not bear that out. 
Cancer was there in the developing countries now. Frequent diseases such as cervical, skin, 
liver, and oral cancer were in no way connected with industrialization. In a broad cancer 
control programme concentration on trying to prolong life in patients with established cancer 
might be a wrong priority; the new programme accordingly gave careful consideration to aspects 
other than just measurement of the prolongation of life, stressing prevention and also 
emphasizing what could be done for patients in regard to the quality of life. 

Dr Venediktov had raised an important general point in regard to the gathering of 
information. The example of the Special Programme on Research and Training in Tropical 
Diseases was good and the principle of building a programme on information dissemination in 
any new WHO programme was sound. The cancer programme also had planned to supply information 
oil cancer to developing countries. There were some 35 journals on cancer and he doubted if 
their cost, in hard currency, was worthwhile to each developing country, since not all that 
was published was relevant. Subscriptions to three major cancer journals in many developing 
countries might cost as much as the local salary of a nurse. 



Dr Veilediktov and Dr Kruisinga had drawn attention to the disproportion between the 
financial support to IARC and to the WHO Cancer unit in relation to the areas they covered. 
The Agency dealt with cancer epidemiology and causation; the Cancer unit covered cancer 
control, prevention, screening, early diagnosis, therapy and after-care, plus related research 
on these subjects, and national cancer programmes. The ratio of support was approximately 
1000 to 1. He stressed that enough was known about causation, e.g. life-styles cause-related 
to caricer, to permit a great deal of preventive action in a cancer control programme. He 
pointed out that the proposals for the cancer programme in document Рв/82-83 had been prepared 
before he became chief of the unit and before the new and reoriented cancer programme of WHO 
had been worked out. 

Professor Aujaleu had suggested that large extrabudgetary resources might be available for 
cancer. However, a WHO programme on cancer must be independent of pressure from the 
establishment and the existing peer system and therefore it would be unfortunate to be dependent 
on such resources, especially if ideas or results did not coincide with the views of certain 
peers. Independence to achieve the goals outlined over the years for the overall WHO 
programme was important. The Organization had a unique contribution to make through national 
cancer programmes. 

The new cancer programme proposed had been discussed and approved by the Advisory Committee 
on Medical Research and the Director-General's Coordinating Committee on Cancer. He was 
firmly convinced that WHO could put forward a cancer programme which would have relevance, be 
realistic and if implemented also have impact. To achieve that end it should, of course, be 
adequately funded. 

He wished to draw the Board's attention to the proposed programme. It could be developed 
in intercountry/interregional projects (vertical) and globally (horizontal). The major 
cancers that might be preventable in the developing countries had been carefully reviewed. 
Two clearly preventable cancers, lung cancer (from smoking) and oral cancer (from chewing), were 
increasing or already very prevalent. What was needed was an agressively implemented 
prevention programme at community and/or school level which could later be raised to national 
level. That would be worth more than meetings, workshops and talks. He was very grateful 
for the positive response received from the regions, especially the South-East Asia and 
Eastern Mediterranean Regions, which were developing a valuable approach entailing "indicator 
countries" - notably Egypt and Sri Lanka - for pioneering prevention projects. 

Although enough was known about cause-relation to take action, less was known about how 
to change life-styles cause-related to cancer. That was a field for applied research. 
Future prevention programmes would need to be carefully planned so that, whether they were 
negative or positive, the causes of their failure or success could be analysed. Thus 
research was needed with good software, good statistical analysis, behavioural scientists, 
strong coordination, etc. - an undertaking suitable for WHO. 

He next wished to deal with targets for screening and early diagnosis through national 
cancer programmes, such as Dr Venediktov would like to see. Self-screening for breast cancer 
and the early diagnosis of oral cancer would be tackled in connexion with the projects in the 
same two indicator countries (Egypt and Sri Lanka.). Cancer of the cervix, liver cancer and 
bladder cancer should also be attacked. Regarding therapy, WHO was in a position to take the 
lead in "cancer outreach therapy at community level". Much of mankind was not offered 
adjuvant cancer therapies, which were known to be efficient, because they could not be 
delivered. Therapies might exist that were simple to deliver, efficient and relatively 
inexpensive. WHO did not necessarily have to follow the present trend of, for example, 
high-morbidity chemotherapy that could only be delivered to a subset of patients in the world 
and only by well trained specialists； that was as yet unrealistic in the developing countries. 

Moreover, the global or horizontal programme afforded an opportunity to search for and 
introduce a WHO quality of life standard in cancer care (an aspect that was badly missing)， 

offer pain relief in after-care, carry out cost-effectiveness analysis, disseminate infor-
mation, and seek realizable policies iri national cancer programmes. 

Dr Reid had asked about the relationship, between programme 3.1.3 (Workers' health) and 
occupational cancer. IARC was working on the etiology of such cancers, and the workers' 
health programme and ILO were also involved in coordinated work. The WHO Cancer unit 
was not involved in this. 



As to Dr Kruisinga's question regarding the cancer programme in Sri Lanka, a pilot study 
for the guidance of other countries as to what they might do with available resources was 
being done. The programme was concentrating on early diagnosis of oral cancer. The under-
lying philosophy was that once confidence and local contacts had been established, other 
cancer programmes might be implemented in the indicator countries using the same infrastruc-
ture and a process of cross-fertilization. The activities he had in mind were anti-chewing 
and anti-smoking programmes, self-screening for breast cancer, cancer outreach therapies at 
community level, and pain relief, all of which he hoped would be implemented soon in Egypt 
and Sri Lanka. A report on the subject would be prepared in 1983， so that it could not yet 
be evaluated, but he was certain that the target population being measured was the right one 
to provide reliable data. Whatever the results, they would be passed on to the Board. 

He believed that the cancer programme he had outlined stood a realistic chance of having 
an impact, if in fact it could be implemented, which mainly depended on adequate funding. 

Dr GRABAUSKAS (Division of Noncommunicable Diseases) said that the point made by Dr Reid, 
Dr Kruisinga, Dr Venediktov and Dr Barakamfitiye, that the noncommunicable diseases were no 
longer the privilege of the industrialized countries, had particular reference to diabetes 
mellitus. Epidemiological information showed that in some developing countries the situation 
was indeed alarming. Whereas in most industrialized countries the prevalence of diabetes 
stood at about 2% of the population, recent studies in some developing countries had shown 
that especially in populations undergoing rapid socioeconomic development and where drastic 
changes had occurred in lifestyles, the prevalence of the disease had risen dramatically. 
Figures for the adult population that might be quoted in support of that statement were: for 
Malta, close to 20%; for the Pima Indians in North America, 40%; for the Natal Indians in 
South Africa, 40%; for some Polynesian and Micronesian populations, 30% - i.e., every third 
or fourth adult affected. Those figures suggested that those populations in developing 
countries were genetically or in other ways unprepared to meet the epidemic. To prevent the 
forthcoming epidemic, or even to stop the current one, action and investment was clearly 
needed now, and within the framework of WHO'S diabetes programme appropriate attention was 
being paid to the needs of developing countries. 

He mentioned some examples. In 1978 and 1979 postgraduate courses for primary health 
workers to deal with the problem of diabetes had been held in Bangladesh in cooperation with 
the Regional Office for South-East Asia； secondly, in cooperation with the International 
Diabetes Federation a postgraduate course for developing countries had been held in Kenya； 

the next congress of the International Diabetes Federation would be held in Kenya in 1982, 
indicating the international communities concern for diabetes problems in developing countries； 

a WHO-sponsored symposium on diabetes education held in Geneva in 1979 had been attended by 
some representatives from developing countries； an international symposium on health care 
delivery for diabetics in the developing countries had been held in Yugoslavia in 1979 with 
WHO со-sponsorship； a course for primary health care workers to deal with diabetes problems 
similar to the Kenya course was planned to be held in Bombay, India in November 1981，which 
would be a satellite activity at the second world congress on diabetes in the tropics and 
developing countries； July 1981 would see an international seminar on epidemiology and the 
public health aspects of diabetes held in Cambridge, United Kingdom, to which participants, 
mainly from developing countries, were recruited. Thus attempts were certainly being made 
to pay proper attention to the problems of diabetes in developing countries. 

Dr Reid had commented on the slimness of the budgetary allocation for diabetes. While 
that was true, document Рв/82-83 did not reflect all the extrabudgetary funds involved. All 
the courses listed and a number of other activities were being held with minimal financial 
involvement by WHO. The regular budget was being used as a catalyst to mobilize resources 
through better coordination at national and international level as well as within WHO itself 
at country, regional and headquarters level. Strenuous efforts to obtain extrabudgetary 
resources were continuing and an increase in the active involvement of the community was also 
considered a serious potential source for the mobilization of existing resources. 

Dr Reid and Dr Venediktov had drawn attention to the fact that the nature of the problems 
in chronic diseases control called for a multidisciplinary approach, where success in the 
promotion of health depended on an informed, motivated^ and involved individual and community. 



It must also be emphasized that routine long-term management of chronic diseases rarely 
required continuous specialist experience, provided that expert guidance was available when 
it was needed. That suggested that the most efficient way of using specialist skills was on 
a consultative basis, combined with a greater effort to disseminate understanding of the 
problem to all health workers involved in the care process. For that to come about would 
call for corresponding developments in primary care, so that workers at that level, the 
patient, the family and the community would be better fitted to carry out control measures 
and to undertake routine long-term management. 

In that respect diabetes mellitus, as pointed out by Dr Reid and Dr Venediktov, might be 
used as a model disease for the development of a community-oriented, comprehensive, chronic 
disease control programme, s ince the daily management of diabetes largely depended on how the 
patient, the family and the community at large understood the problem. 

The Board would be interested to know that together with the Regional Office for Europe, 
headquarters was helping to develop a national diabetes programme in Malta which had already 
started, and which was considered as a first step in the development of an integrated chronic 
disease prevention and control programme. Following the recommendations of the WHO Expert 
Committee on Diabetes Mellitus on the development of national centres to deal with diabetes 
in developing countries, centres were in the process of identification: in South-East Asia, 
either India or Bangladesh; in Latin America, Colombia; and in Africa, KenyA^-. 

Answering Professor Aujaleu's question on the composition of programme 4.2.4 (Other non-
coimiiuiiicable diseases), he explained that, because funds and manpower were very limited, and 
following the recommendations of the Headquarters Programme Committee the global and inter-
regional activities were concentrated mainly in three programme areas: diabetes, chronic 
respiratory diseases (in close cooperation with the Tuberculosis and Respiratory Infections 
unit), and chronic rheumatic diseases. Other disease entities were mainly covered at 
national and regional level. 

Dr BARMES (Oral Health) noted that attention had been drawn to the fact that the regular 
budget allocations for oral health in all areas had been increased; this was no doubt a 
reflection of the growing concern over developments in that field. The apparent reduction in 
funds from extrabudgetary sources had been questioned. It was due to the fact that only firm 
commitments for such funds had been included, a factor which affected the ； i g u r e s for the 
programmes in the Americas and other regions, as well as the global and interregional 
programmes. Further sources of funds had already been identified and contributions would 
undoubtedly increase in the 1982-1983 financial period• It should be remembered that for the 
Americas there were other programmes under which funds were expended on oral health; they included 
environmental health (fluoride programmes) and health manpower development, including fellowships. 

The main procedures for the prevention of dental caries were systemic (water, salt, 
milk), topical (fluoride rinses and toothpastes), dietary control, and oral hygiene. Those 
procedures formed the core of the Oral Health programme, which had been very active in all 
regions, especially the Eastern Mediterranean over the past two years. In developing countries 
particular attention had been given to school-based fluoride and hygiene programmes, and the 
interregional nature of the programme was being extended through the development of 
demonstration, training and research centres. 

Use of fluoridated toothpaste had previously been regarded as the least effective form of 
caries prevention, but there were now signs that it had greater preventive effects than had 
been expected. 

It was too early to evaluate whether programmes in developing countries had been managed 
well enough to halt the widespread marked increases in dental caries prevalence. However, it 
had been possible to evaluate the situation in highly industrialized countries by making use 
of the global data bank and there was clear evidence of larger reductions in dental caries 
prevalence than had been expected. Since some of the preventive measures had been delivered 
as part of improved oral hygiene programmes, there had also been a substantial reduction in 
the incidence of periodontal diseases. 

See WHO Technical Report Series, No. 646, 1980, p. 65. 



The results of the collaborative research project on caries prevention in Papua New 
Guinea had been published;1 they included a recommendation on the reinforcement of the fluoride 
prevention process and indications that lithium might have a beneficial effect, together with 
some new facts on the biology of dental plaque. Those results had been validated in one 
study in a highly industrialized country. However, the efforts made to obtain extrabudgetary 
funds to follow up those findings had not yet met with success, despite the fact that the 
collaborative project concerned was certainly the most important single piece of research in 
the oral health sector. 

In reply to the question of manpower it could be said that, despite the plight of 
developing countries where the incidence of oral disease was rising significantly, the marked 
improvement in oral health in some highly industrialized countries ought to be an unqualified 
advantage. Unfortunately the failure to plan in a coordinated manner had produced, in those 
countries, an actual or imminent dental manpower surplus which was bound to intensify up to 
1990. It was a classic example of needless waste in the midst of the acute and growing needs 
of the developing countries. The Oral Health unit was investigating the possibility of 
mounting, through extrabudgetary agreements, a large project to tackle that fundamental man-
power deployment problem. 

Dr KAPRIO (Regional Director for Europe) said that the epidemiological studies oil 
cardiovascular diseases mentioned by Dr Kruisinga had originally been initiated at regional 
level but were now part of the Organization's worldwide medium-term programme. An analysis 
of the situation in 19 countries showed increases and decreases in the incidence of the 
diseases among different age groups which it was not yet possible fully to explain. 

The hypertension programme started at headquarters had been extended to the European 
Region and there was now a full-scale hypertension-related health care programme, with 
emphasis on research on prevention and health care organization. It was important to note 
that cardiovascular diseases were no longer considered as individual cases but were now 
accepted as community diseases whose incidence could, it was hoped, be gradually reduced when 
more epidemiological evidence became available. 

Dr ТОМАТIS (International Agency for Research on Cancer) confirmed that the activities of 
the Agency and of the Cancer unit at WHO headquarters complemented one another. Coordination 
was secured by means of the Coordinating Committee on Cancer. That Committee had recommended to 
the Director of the Agency that the latter1 s scientific council should formulate general 
principles for cancer control - a recommendation which had led to the issue of a document 
which could be made available to the Board. 

Cancer control had to be considered in the context of the total socioeconomic development 
programme and the priorities of each country. The disease was often caused by personal habits 
such as smoking, excessive consumption of alcohol, or over-exposure to sunlight; that aspect 
should therefore be a matter of priority for Member States. Since a high percentage of cases 
of cancer were also accounted for by occupational hazards, control of the conditions obtaining 
in places of work was another priority issue. 

The Agency was also cooperating with WHO headquarters in the implementation of the 
international programme on chemical safety, where it played a leading role in the study of 
chemical carcinogenesis, and in that of the parasitic diseases programme, where it was 
concerned with the development of new drugs. 

One of the Agency's main activities was its occupational cancer programme. It coordinated 
a large network of laboratories in many countries for the testing of environmental chemicals. 
Its epidemiology programme was being expanded, and special attention was being given to how 
new laboratory methods could best be integrated into the epidemiological approach. 

Professor AUJALEU observed that the four training courses in diabetes referred to by 
Dr Grabauskas were located in English-speaking countries. He pointed out that such courses 

Schamschula, R. G. et al. WHO study of dental caries etiology in Papua New Guinea. 
Geneva, World Health Organization, 1978 (WHO Offset Publication No. 40) • 



would also be needed in countries in which other languages, including French and Spanish, 
were spoken. 

Dr VENEDIKTOV, referring to the statement made by Dr Barmes, noted that the effectiveness 
of fluoridated toothpaste had been found to be far greater than had originally been anticipated 
Publication of the relevant statistics would be of interest to many countries. 

The lack of financial support for the very promising Papua New Guinea research project 
was regrettable, and he wondered whether the Director-General could not find some extra funds 
for it from the regular budget or from other sources. The amount required would not be very 
great. 

The DIRECTOR -GENERAL observed that so far at the current session of the Board not a 
single member had suggested that the Organization was allocating more funds than it should to 
any particular programme: it was thus not possible to release funds in the regular budget 
for priority programmes by reducing the amount allocated to other areas. For example, if the 
Expanded Programme on Immunization was to be implemented really effectively, the Organization 
would have to stop all other activities and concentrate its budget on that programme alone. 
Moreover, in recent years WHO'S financial position had been extremely difficult, especially 
in view of the problems posed by inflation, currency instability, and the need for overall 
budgetary restraint • In those circumstances the volume and intensity of the work done were 
truly remarkable, as was the Organization's ability to attract and efficiently absorb 
extrabudgetary resources for the funding of a very wide range of activities. 

Consequently, the Board could for instance consider the possibility of recommending to 
the Health Assembly the allocation of a sum of US$ 10 million to increase the funds available 
for programmes which were felt to be in especial need of further support. He particularly 
had in mind programmes at the global level, whose under-financing seemed to be a source of 
major concern• A special review group could be established to ensure that the additional 
funds were allocated in accordance with actual priority needs. An alternative solution would 
be to increase the Director-General1 s Development Programme by the same amount. That suggested 
increase would still be within the proposed 4% real increase in the regular budget• 

Since findings of the Papua New Guinea oral health project were of such great importance 
and benefit to the industrialized countries, it was not unreasonable to expect those countries 
to provide additional funds for it. In any case the Board could rest assured that every 
effort would be made to find the necessary resources for that project. 

Dr VENEDIKTOV said that, although the Board had in the past suggested that the budget 
allocations for certain programmes should be reduced, the results had not been very 
satisfactory. The Director-General was in a particularly difficult position when he had to 
find additional funds for programmes in special need of support. However, if WHO could 
provide Member States with definite evidence that the research being carried out in any 
given area was of particular importance, the necessary funds would no doubt be forthcoming. 

Dr REID agreed with Dr Venediktov that many members of the Board had debated successive 
budgets without seeing any changes made in them. He was therefore attracted by the idea 
that the Director-General had put forward, and suggested that the Board might return to it 
when considering the budgetary projections for 1984-1985. Whether, if the idea was 
accepted, it should be dealt with through the Director-General1 s Development Programme or 
through some other mechanism was arguable ； but he hoped it could be discussed at the 
appropriate time . 

PROMOTION OF ENVIRONMENTAL HEALTH (Appropriation Section 5，document Рв/82-83, pages 196-211) 

The CHAIRMAN said that Appropriation Section 5 could be considered as a whole, and 
invited members of the Board to comment on the programme . 

Dr AL-GHASSANI (alternate to Dr Al-Khadouri) observed that environmental health -
especially its theory - was not a controversial question. The different facets of the 
problem were present in everyday life and affected drinking water, healthy diet, elimination 



of wastes , and animal feed, all of which were essential to man's health ； they had been taken 
as basic to the concept of health in the Eastern Mediterranean Region. Such problems as the 
control of parasites and food poisoning also came within the framework of environmental 
health . 

The protection of the environment, however, did not fall within the purview of the 
ministry of health alone : cooperation with other sectors was necessary . He therefore 
suggested that national institutes should be set up under government sponsorship to promote 
environmental health . In addition to the ministry of health, the townships , the ministry 
of education and the ministry of trade could all contribute . Moreover, the people, 
especially in rural areas, needed to be educated in environmental health. The creation of 
councils within each social unit would enable the programmes for the International Drinking-
Water Supply and Sanitation Decade to be implemented, and would advance progress towards 
health for all by the year 2000. 

The Eastern Mediterranean Region welcomed the creation of a regional centre for environ-
mental health as mentioned in paragraph 3 of the text for major programme 5.1 (page 196), 
and the training of food inspectors as mentioned in paragraph 5. 

He was concerned about the drop in extrabudgetary resources for 1982-1983 . He also 
asked the reason for the cut in the interregional component of programme 5.1.1 (Environmental 
health planning and management) . Under programme 5.1.4 (Food safety) he regretted that 
funds had not been included for the Eastern Mediterranean Region, where there was a serious 
problem of food safety, especially as related to diarrhoeal and foodborne diseases. 

Referring to paragraph 10 of programme 5.1, which stated that coordination would be 
maintained with other organizations of the United Nations system and with nongovernmental 
organizations, he asked what arrangements there were for such coordination at present. 

Dr LITVINOV (adviser to Dr Venediktov) said that the environmental health programme 
went beyond the strict confines of health ； it was therefore necessary and normal to have 
cooperation with nongovernmental and with other international organizations• He echoed 
Dr Al-Ghassani•s question on the nature of WHO's cooperation with those organizations. 

He asked for more information on the function, and the position within WHO, of the 
regional environmental health centres mentioned in paragraph 7 on page 199. Would they work 
separately from the regional offices as independent units, or would they be functional units 
of the Organization? 

The international programme on chemical safety had been mentioned briefly (paragraph 11， 

page 205) . He asked for more details of that programme: what units were involved in it 
within the environmental sector, what were its functions, and how was the work organized in 
the regions . 

He also wished to know what WHO and the relevant division thought of recent press reports 
on the possible carcinogenic effects of chlorination of water. Was any research going on? 
and, if so , with what prospects? 

He noted that there appeared to be only one item in the programme under discussion for 
manpower training, and asked for some explanation. 

Dr KRUISINGA stressed the difficulty of coordination between international and inter-
governmental organizations . Coordination looked fine on paper ； officials and civil servants 
attended each other's meetings and maintained good personal relations ； but it had to be 
recognized that sometimes not very much happened . He wished to hear of WHO1 s experience in 
coordination of environmental protection, which entailed cooperation with very large 
bureaucratic organizations . Certain tasks, especially those concerning health hazards and 
research in epidemiology, should be carried out primarily by WHO. The costs of environ-
mental hazards could only be ascertained by international cooperation within the framework 
of WHO, and he asked for any information available on that subject. He was also interested, 
in the context of the International Drinking-Water Supply and Sanitation Decade, in any work 
related to rivers that crossed national frontiers. 



Dr HYZLER (alternate to Dr Reid) said that food safety was an area of growing concern . 
Statistics on outbreaks of foodborne disease made depressing reading, and it was right and 
proper that due attention be given to the problem. The approaches outlined in the programme 
were sensible, but emphasis should be given to the development of an efficient food 
inspectorate at national level, as the most effective way of ensuring food safety. He 
sometimes had the impression that in the development of food safety control programmes an 
inordinate degree of emphasis was given to the establishment of microbiological laboratories, 
with the corollary that microbiological methods and investigations were the cornerstones of 
such control. Microbiological analysis had its place in a comprehensive programme of food 
safety control but its role should be supportive. The key approaches should be the setting 
up of an efficient cadre of food inspectors , the drafting of good codes of practice, and the 
continuing education of food handlers in good hygienic practices . 

Dr DIETERICH (Director, Division of Environmental Health) , in reply to Dr Al-Ghassani1 s 
question why there was a decrease in programme 5.1.1 in the interregional component, said 
that much of the basic work in that area had been completed, and would be published in 1981. 
In terms of planning and management, the emphasis was now on the International Drinking-Water 
Supply arid Sanitation Decade, and whatever was done at headquarters or within the interregional 
component was carried out as part of programme 5.1.2. 

Replying to Dr Kruisinga, he said that WHO carried out close coordination with other 
agencies (as shown on page 196，paragraph 10)，with emphasis at present on two areas : 
(1) the International Drinking-Water Supply and Sanitation Decade, where UNDP, UNICEF and 
the World Bank, as well as the United Nations, IL0, FAO and UNESCO were involved ； and 
(2) the programme on chemical safety, carried out particularly with UNEP and IL0 (in the 
future it was hoped that there would also be coordination with FAO) . Other coordinating 
mechanisms existed, such as those for the Codex Alimentarius with FAO or for radiation 
hygiene with IAEA. The Director-General in his introduction to the programme budget (page xv) 
had said plainly that WHO 'S fundamental role in the International Drinking-Water Supply and 
Sanitation Decade would be to ensure that water and sanitation related to people and to their 
use by people as part of primary health care, rather than merely to impersonal pipes and 
pumps . Similarly in chemical safety, WHO 'S focus in coordination with UNEP and 1 Ш would 
be on giving priority attention to the human target • 

� 
Dr Litvinov had asked about the regional centres mentioned in programme 5.1.1. At 

present there were three： the Pan American Center for Sanitary Engineering and Environmental 
Sciences (CEPIS) in Lima； the Pan American Center for Human Ecology and Health in Mexico City ； 

and the Western Pacific Regional Centre for the Promotion of Environmental Planning and Applied 
Studies (PEPAS), Kuala Lumpur. Those were WHO centres and were budgeted for in the regional 
budgets, since they were extended technical arms of the regional offices. Their functions 
were basically threefold： training, research, and technical cooperation among developing 
countries. 

Dr Litvinov had also asked which other agencies collaborated in the international pro-
gramme on chemical safety. At present those were UNEP and IL0 ; it was hoped that FAO would 
soon join, at least with regard to food chemicals. The functions of that programme had been 
described in great detail in paragraph 12 of document EB63.20, on which the Board had passed 
a resolution. The main priorities in the programme at present were: (i) the evaluation of 
the effects of chemicals on health, (ii) dissemination of information thereon, through UNEP's 
International Register for Potentially Toxic Chemicals, (iii) training, and (iv) methodology 
for testing of chemicals and for risk evaluation and hazards assessment# 

The risks of chlorination of drinking-water had also been evoked by Dr Litvinov. That 
question had been discussed for several years and had aroused attention, i f not alarm, on the 
part of the public, although there was no evidence that exposure to tribalomethane formed by 
chlorination of drinking-water caused cancer in humans. A report had recently been issued , 
with additional data but not with additional evidence. Those data would be made available 
to Dr Litvinov. 

Dr Kruisinga had asked for information on the International Drinking-Water Supply and 
Sanitation Decade. No report was available at present, but there would be a report to the 
Thirty-fourth World Health Assembly dealing with the present state of preparations for the 



Decade in Member States, giving national targets, the nature of WHO's response， and the way 
in which WHO approached the link between the Decade and health for all. WHO had prepared a 
report for submission by the Secretary-General of the United Nations General Assembly when 
the Decade was launched on 10 November 1980. That report (United Nations document a/35/367) 
showed that plans were being made in 37 countries with specific targets for the Decade. 

Dr TABA (Regional Director for the Eastern Mediterranean) endorsed Dr Al-Ghassani's 
emphasis on the importance of environmental health and basic sanitation in the Eastern 
Mediterranean Region. The problem was very important, although its nature and extent varied 
greatly from one country to another, depending on the degree of industrialization and urbani-
zation. There were in fact many programmes： the figures in the various tables in the budget 
should be taken together and not separately. Some showed an increase； others a decrease. 
He would not repeat Dr Dieterich's explanations, but he assured Dr Al-Ghassani that the 
environmental health programme had priority, and that its main elements concerned water supply 
and excreta and waste disposal. A regional workshop on water was planned for the current 
year in which Decade planning for the Region would be discussed, in addition to the national 
plans and programmes for the Decade. 

In relation to Dr Litvinov's question on regional environmental health centres, he said 
that it was proposed to have a centre in the Eastern Mediterranean, and that consultants had 
already examined feasibility and potential in many countries of the Region. As regards the 
role of the centre, he quoted from the budget document he had prepared for submission to the 
Regional Committee:1 

The establishment of the Eastern Mediterranean Centre for Environmental Health 
Activities (CEHA) will permit a needed intensification of assistance to Member States 
in integrating environmental health activities into the three priority programme areas 
for the next two decades, namely the International Drinking-Water Supply and Sanitation 
Decade, primary health care, and "Health for all by the year 2000". The Centre's 
primary objectives are to develop effective means of coping with environmental and 
ecological problems ； carry out operational research ； strengthen national and regional 
environmental health programmes； develop comprehensive and integrated educational and 
training capabilities for all levels of environmental health manpower； establish a 
coordinated network of national institutions working collectively on environmental 
problems ； and provide for the rapid transfer of technology and information. 

He understood that the other regional centres would also have more or less the same terms of 
reference. 

The meeting rose at 17h35. 

1 Document EM/RC30 ,3 (1980), page 77. 


