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THIRTEENTH MEETING 

W e d n e s d a y , 20 January 1982, at 14h30 

Chairman: Dr H . J . H . HIDDLESTONE 

1. LONG-TERM PLANNING OF INTERNATIONAL COOPERATION Ш THE FIELD OF CANCER (REPORT OF THE 

PROGRAMME ССММГГТЕЕ OF THE EXECUTIVE BOARD): Item 20 of the Agenda (Resolution WHA30.41; 

Document EB69/23) (continued) 

Dr STJERNSWARD (Cancer) thanked members of the Board for their strong support for the 

new cancer control programme. 

The need for priorities had been raised by Dr Bryant, Dr de Lima, Dr Oradean, Dr Reid and 

Dr Tanaka. He informed them that attention was being chiefly focused on the prevention of 

those tumours whose etiology was known. Over the year the programme had been scientifically 

evaluated by the АСМЙ Sub-Committee on Cancer and two special meetings on prevention strategies 

for cancer which had included international experts and participants from the regional offices, 

IARC and the International Union against Cancer, as well as WHO headquarters. 

A s regards secondary prevention, a choice must be made from among the many cancers 

eligible, and the regions had suggested colon/rectum, cervix, breast, oral and skin cancers, 

w i t h the possible addition of bladder cancer. The global number of new cancer patients 

per year was estimated at 8 million a n d , contrary to general belief, the majority of cancers 

w e r e to be found in the developing countries. Four types of cancers • liver, lung, oral 

arid cervix cancer - accounted for a substantial proportion of cases, on a worldwide scale, 

each affecting between half a million and one million people. A l l those cancers having 

reliably known preventable causes were candidates for attack through primary prevention. 

The development of methodologies and individual action programmes in detail was what 

was now urgently needed for selected priority projects. 

Dr Bryant had asked for a better indication of the priorities which would be finally 

chosen, and the sequence in which the programme would be implemented. H e r e , he would like 

the Board itself to make suggestions, for the current budget was certainly insufficient 

to do more than make a start. The first need for 1982-1983 was for staff and consultants 

to w o r k out the individual action programmes. It was to be hoped that extrabudgetary funds 

would then become available in 1984 for the implementation of the actual programme. He 

stressed again that no part of the programme would be undertaken until it had been 

scientifically planned, and until sufficient long-term financing was available to enable it 

to be implemented, monitored and evaluated as it proceeded. In that connexion, Dr Oradean
1

 s 

proposal for a standing scientific evaluation committee to monitor the programme had been 

carefully noted. 

The fact that cancer was one of the three major killers in the Eastern Mediterranean 

Region had been pointed out by Dr A l - S a i f , and the same point had been made concerning Japan 

by Mr Naito and by Dr Nakaj ima. Dr Cabrai, Dr Ko Ko and Dr Quenum had pointed to regional 

differences in tumours. It was therefore necessary to draw up a flexible plan which would allow 

for such variations. Cancer was not just one disease. For example, in the United States 

the three predominating tumours were those of the breast, colon/rectum and lung, whereas 

in China the sites were the liver, stomach and oesophagus. The belief that the incidence 

of cancer was due mainly to indu s tr ia1i zat ion was a myth. Frequent forms of cancer, such as 

cancer of the skin, m o u t h , oesophagus, stomach, liver and cervix, occurred mainly in the 

developing countries. Certain tumours, however, were associated with industrialization, and 

although their incidence might not be high they were important because they could be 

prevented. 

The most important primary preventive measure which could be taken today was to 

eliminate tobacco smoking and chewing; a major effort must be made in that direction* The 

second most important causative factor was probably nutrition, but insufficient authoritative 

information was available to take action. It was hoped that vaccination against hepatitis В 

and monitoring the intake of mycotoxins might in the years to come lead to the prevention of 

liver cancer. 
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Dr R e i d , Dr Al-Saif and Mrs Thomas had mentioned the influence of life-styles, behaviour 

or social habits in causing cancer. Knowledge of the causal relationship between life-styles 

and many tumours existed, but there was less knowledge on how to change such behaviour. 

Target-directed research was therefore needed
 ?
 and here again smoking and chewing were among 

the major priorities for such studies. 

The question of an optimal coordination between WHO headquarters, the regional offices 

and IARC had been stressed. He assured members of the Board that there was indeed good 

cooperation and integrated projects between WHO headquarters, IARC, the International Union 

against Cancer, and the regions. Less mention had been made of the question of the integration 

of the programme within headquarters. The WHO structure offered unique possibilities which 

were being used for an integrated cancer control programme. The anti-smoking and anti-chewing 

action programme, for example, involved the cancer, cardiovascular diseases, chronic lung 

diseases, health legislation, health education, information, and mental health programmes. 

In connexion with integration， Dr Cabrai had asked what was the relationship between the 

pain control project within the cancer programma and the Expanded Programme 011 Immunization. 

The answer was that that should rather be corrected to read "the primary health care programme" 

If the pain relief programme were to be established, that could be another example of 

how the unique structure of WHO could be used optimally, as the primary health care system, 

hopefully, would possess the infrastructure for disseminating essential pain-relieving drugs 

to those who needed them. Dr Henderson would perhaps have more to say on that question. 

Dr Oradean and Mr Al-Sakkaf had inquired about the role of health services and primary 

health care work in cancer, and what levels of experts were needed. It was a very difficult 

question to answer. Although about one-third of tumours could be cured, he knew of a 

developing country where the survival rate was at most only 5%. The pilot project undertaken 

in Sri Lanka, in the context of primary health care, had revealed that there were many lessons 

to be learnt: that cancer was not usually recognized at an early stage, that many primary 

health care workers were not aware that cancer could be cured, and that few of them recognized 

the early warning signals. The primary health care system could be used to provide 

information on those matters and to promote the recognition of the early signs of cancer. 

The question of what levels and type of manpower were needed represented a vicious circle. 

Specialists were needed, but many countries did not possess them; yet it would be pointless 

to have early diagnosis without offering therapy. In one country where early detection was 

available there was insufficient manpower, as most trained personnel had left for other 

countries in pursuit of higher salaries. The need for staff would vary from country to 

country, according to the facilities available. The ideal would be to have national cancer 

institutes and comprehensive centres to back up primary health care work. The ACMR 

Sub-Committee on Cancer was giving attention to that question. Training the necessary-

specialists was a long-term problem. One region had suggested the training of personnel 

whose qualifications were only recognized locally, so that they were not exportable. WHO 

headquarters, the regions and IARC were giving high priority to the search for a solution to 

those problems, and were exploring the possibility of setting up long-term teaching faculties. 

Dr Bryant had asked how the programme was to become operational. The programme was not 

intended to be carried out in isolation - the resources were not available - but in 

cooperation with the whole WHO programme, using also WHO collaborating centres and identified 

archivers nationally for collecting original data. WHO would provide catalytic money, would 

help to raise further funds, and be instrumental in designing, monitoring and analysing the 

projects. To be able to carry out the health for all strategy also in the cancer programme 

it was important that WHO become operational, so as to be independent from certain peer-

pressures which might sometimes be contrary to the WHO philosophy. It was in that way that 

the study in Sri Lanka was carried out. The results would be fully reported to the Board, 

irrespective of whether they were negative or positive. 

Professor Segovia had raised the question of too much cancer awareness and of the risk 

of doing more harm than good. WHO was well aware of the problem; nothing would be undertaken 

and nothing dogmatic advocated without careful prior evaluation of all aspects, including 

possible harm. Professor Segovia, Dr Oldfield and Dr Kaprio had all stressed that curative 

therapies were now available. That was certainly true. However, how much was due to earlier 
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diagnosis remained an open question. Furthermore, many of the data emerged from patients 

treated in comprehensive cancer centres, selected to be eligible for specific protocols, etc., 

and the results were certainly not transferable to many countries at present. Many of those 

therapies should not be transferred uncritically to the developing countries. Both in 

developed and in developing countries there was a general trend to allocate resources to 

therapies, rather than to cancer prevention and early detection. A change in that trend was 

desirable from a cost-effectiveness point of view. 

As regards the subject of after-care, Dr Tanaka had asked how the pain relief programme 

was to be instituted. Many cancers could not yet be cured, but sufferers could be offered, 

at a relatively low cost, death with dignity and without pain. The pain relief project 

would formulate and disseminate knowledge about efficient pain relief, ranging from the level 

of improved personal contacts with cancer patients to treatment with non-riarcotic and narcotic 

drugs, and physical interventions. The second step in that project would be to see that 

recommended drugs were available and used properly for cancer patients - at home, the health 

dispensary, in district hospitals and larger hospitals, on all five continents. 

Dr Kruisinga had repeatedly stressed the importance of cost-effectiveness. Overheads 

in WHO's cancer programme amounted to only 13-14%, which was much more favourable than in 

many universities. The integration and use of the expertise available in WHO within the 

various disciplines was an additional asset, as was the cooperation with the regional offices. 

But the Board should have no illusions - the WHO cancer control programme could not be carried 

out on the present budget, and long-term financing was needed. Perhaps the Board could 

suggest where that should come from. With relatively limited additional resources the WHO 

cancer control programme outlined stood a realistic chance of having a real impact on cancer 

globally, if implemented wisely. He warned against over-optimism and over-expectations. 

Dr TOMATIS (Director, International Agency for Research on Cancer) remarked that if, as 

Dr Stjernswàrd had said, the majority of cases of cancer were to be found in the developing 

countries, it was because the majority of people lived in those countries : but the highest 

incidence was still in the industrialized countries. Moreover, in stressing the positive 

aspect of the successes of therapy he had rightly pointed out that the prolongation of life 

was only a prolongation of dying. W h i l e , however, acknowledging the successes of therapy, 

physicians should also be aware of the possibility of a second primary cancer being caused 

by the agent which had cured the original cancer. 

Information had been requested on the achievements in research on oesophageal cancer. 

Investigations had been conducted in Brittany, France, the Caspian region of Iran and an 

area of China. In Brittany, which had one of the highest incidences of oesophageal cancer 

in the world for m a l e s , but not females, a causal relationship between alcohol consumption 

and smoking had been identified, but that factor did not apply in the other two areas, where 

the incidence was equally very high in both sexes. A definite etiological hypothesis had 

not been formulated, but in a survey of individuals without cancer in those high risk areas, 

a high prevalence - in 90% of individuals - of oesophagitis had been found, with related 

damage to the epithelium of the oesophagus. A project was under way to correlate those 

lesions with specific nutritional deficiencies, mainly vitamin A and riboflavin. If that 

correlation was confirmed, action could easily be taken. 

It had been asked whether sufficient attention was being devoted to the study of the 

possible role of viruses in human cancer• The question was being studied in connexion with 

liver cancer where the role of hepatitis В virus was under examination, and the role of 

Epstein-Barr virus and nasopharyngeal carcinomas in other cancers were being looked into. 

In that connexion, members of the Board might be interested to learn that Burkitt's 

lymphoma, formerly thought to be peculiar to certain regions of A f r i c a , had been found in 

France with a similar frequency to that in Uganda. 

Dr Kruisinga had asked for clarification about the project on the carcinogenic effect 

of pesticides which had been initiated in Colombia, a country where the amounts of pesticides 

u s e d , per capita, were among the largest in the world. The study concerned the long-term 

risk of occupationally exposed individuals. Two suitable cohorts had been identified. 

The feasibility study, sponsored by several organizations, had been completed with the 

dedicated help of physicians in Bogotá. There would be a retrospective survey on the 
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frequency of pregnancies, early and late abortions, and birth of malformed infants, in a 

cohort of 5000 women. A cohort of 2000 men had been added for the carcinogenicity study. 

The project had been recently reviewed and its continuation approved. 

Several speakers had stressed the need to specify what was really meant when talking 

of collaboration and coordination of efforts between IARC and W H O . He could provide three 

illustrations. The first concerned the evaluation of the carcinogenicity of environmental 

chemicals, which formed part of WHO'S international programme on chemical safety. 

Periodical reports were being issued which were widely distributed and accepted as one of 

the best sources on the subject in the world. The second was the operational research 

currently being undertaken in Sri Lanka and the similar research which it was hoped would be 

initiated in Sudan. The third example related to training; there had been collaboration 

regarding courses in cancer control, and there were plans for cooperation in the elaboration 

of a more comprehensive curriculum for training in cancer. 

Dr BRYANT (alternate to Dr Brandt) appreciated that priorities depended to a large extent 

on budgetary resources； and the Board w a s , of course, not at present in a position to consider 

the programme budget. Programmes could proceed only on the basis of existing allocations, and 

for any proposed expansion extrabudgetary funds must be sought. 

The Sri Lanka studies were an instance of the choice of priorities that had had to be 

made. Budgetary constraints, however frustrating, were unavoidable. 

Dr NA.KAJIMA (Regional Director for the Western Pacific), referring to the question of 

priorities，said that, when it came to WHO collaboration with countries, the choice of a cancer 

site for control at community level seemed the sole acceptable approach in many developing 

countries, due to the lack of available resources. Experience in a country known to Dr Tanaka 

had shown that a modest beginning of a stomach cancer control programme could quickly become 

cumulative in terms of community and national participation and funding. The operational basis 

of the Regional Committee's approach avoided the need for additional budgeting for the time 

being； any further funds made available - for example, through the Regional Director's 

Development Fund - were used to initiate community-based programmes in one area. One such 

programme was the control of nasopharyngeal cancer in Canton and Chunsan County, China, based 

on the primary health care "three-level
1

' control which would involve no serious expense for the 

government or W H O . That local initiative showed signs of raising the detection rate and 

prolonging life expectancy. But, despite the fact that the largest number of cancer deaths in 

the country stemmed from liver cancer, no country-wide means of treating or even verifying it 

had been established； the programme had not been approved at other centres, where other forms -

for example, liver carcinoma - were more prevalent. 

Allocation of funds for operational research, therefore, should be aimed at selection of 

the most appropriate site. He was optimistic about that approach in developing countries, and 

was convinced that, even with limited resources, some degree of cancer control could be started, 

despite the difficulty of organizing early detection on a country-wide b a s i s . It was a matter 

of knowledge, motivation and organization; various models would be used, and it was hoped to 

provide exchanges of information within the Region a n d , in the future, w i t h other regions. 

Dr KRUISINGA agreed with Dr Bryant that budget levels could not properly be discussed at 

present. Priorities must be established on the basis cf the decisions already made； but the 

value of WHO in enhancing the use of resources, as in the case of cardiovascular diseases, 

should be borne in m i n d . Moreover，the long-term programme, as had been n o t e d， w a s quite 

flexible. He understood the doubts expressed regarding the possibility of convincing the 

policy-makers, but continuous efforts should nevertheless be made to influence them. Two 

arguments should be stressed. Firstly, economic growth in itself often had side effects , 

affecting the cost of health and the national health budget. Secondly, the importance of 

cost-effectiveness studies should be emphasized : expenditure on health, quite apart from the 

humanitarian aspect, might often prove to be a better investment than an investment in material 

goods . 
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Dr CABRAL asked w h e t h e r , in view of what had been said, paragraph 10 of document EB69/23 
would be rephrased. 

The CHAIRMAN said that a draft resolution on the matter was being prepared by Dr Kruisinga. 

Dr M O R K said that, for a number of programmes, including the one now being discussed, the 

Secretariat, following consultations with experts and the countries concerned, set up a 

"shopping list" for donor countries and agencies to consider. In that context, a country he 

knew well w a s considering what programmes it should support. In other w o r d s , priorities were 

in some cases being decided upon not by the Board, the Health Assembly or the countries in 

n e e d , but by the countries in a position to contribute voluntary funds. The situation could, 

in his v i e w , erode the democratic functioning of the Health Assembly, and should be considered 

carefully before the budget ceiling was debated in 1983. -

The DIRECTOR-GENERAL proposed the preparation of a special document on the matters 

referred to by Dr Mork, with a view to clarifying the question, in fairness to everyone 

including the donors themselves, since the question of distortion of priorities by-

contributors was frequently raised in the Board. Such a document could be considered 

together with the Board's review in January 1983 of the programme budget proposals for 1984-

1985. 

2. ACTION PROGRAMME ON ESSENTIAL DRUGS: Item 19 of the Agenda (Documents EB69/22 and 

EB69/22 Add .1) (continued) 

The DIRECTOR-GENERAL said that, with a view to ensuring that the Board used its time to 

the best advantage, he wished to speak with regard to a number of questions raised following 

the statement by the representative of the International Federation of Pharmaceutical 

Manufacturers Associations (IFPMA). 

The approach made by IFPMA was an example of the dialogue which could be established 

between WHO and the nongovernmental organizations - a matter which the Board would be 

considering under item 34 of the agenda. During the past few years WHO had been increasingly 

initiating relationships with outside bodies, for the benefit of Member States. In his view, 

close contact with partners, even when difficulties arose, was preferable to distant 

relationships. It was highly significant therefore that it had been made possible for 

M r Peretz to address the Board on behalf of the IFPMA. It should be borne in mind that the 

IFPMA's statement had been made on behalf of an industry with an annual turnover of roughly 

US$ 100 000 million. The industry ' s wish, expressed by M r Peretz, to see WHO successfully 

develop an essential drugs programme was most significant. Equally significant were the 

industry's offer to WHO of 200 essential drugs on favourable terms for the public sector of 

the less developed countries' health systems and its willingness to help in matters of 

training and logistics. Perhaps most significant was the fact that all that had been 

expressed in a public statement to WHO's most important supervisory organ. 

Nothing would be gained by defending the Secretariat with regard to the concern 

expressed; there had been no intention to interpose the Secretariat between the industry and 

Member States which were in urgent need of drugs and concerned that the offer had riot yet 

been translated into action at country level. Seemingly WHO had not been able, so far, to 

become the "honest broker" as had been expected of it. But that, and the question of 

analysing w h a t was meant by "200 essential drugs
1 1

 and "favourable terms" (which might mean 

at cost price), should perhaps not be discussed at present in the Board; it might be better 

for Dr Sankaran to consult the industry's representatives and prepare a document giving 

details of the offer and WHO'S follow-up action and clarifying where negotiations would take 

place and whether IFPMA as such would be involved. It would then be desirable for the 

Board ' s Ad Hoc Committee on Drug Policies to consider the matter before the next World Health 

Assembly, since it would be preferable for the Board, rather than the Secretariat, to report 

to the Health Assembly. 

H r Peretz's expression of disappointment at the apparent lack of appreciation for the 

pharmaceutical industry was understandable. IFPMA's offer had been very charitable, but the 

Board was not in a position to signify its appreciation, since there had been no opportunity 
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to take advantage of it. Due appreciation could be expressed only when the Health Assembly 

fully understood the extent of the offer and its effect in practical terms. The industry, 

he felt sure, would be pleased if the Board could report the details to the Health Assembly; 

for example, the Ad Hoc Committee could report that the industry was offering to supply 200 

essential drugs to cover primary health care needs in the public sector in all least 

developed countries up to the year 2000. The offer would represent what amounted to an 

international solidarity tax in kind for the benefit of the least developed countries. He 

fully accepted the criticism made by Mr Peretz concerning the Secretariat's inability to 

translate the offer into action; but he felt sure that the matter could be clarified before 

the next World Health Assembly and that Member States could be enabled to appraise the 

benefits available to them as a result of such an important offer. He thought that the 

procedure he had mentioned, acting through the Ad Hoc Committee on Drug Policies, would be 

the most appropriate. 

Dr MORK, Chairman of the Ad Hoc Committee on Drug Policies, said he felt sure he spoke 

for all the members of the Ad Hoc Committee in assuring the Director-General of their 

support for the way that he and the Secretariat had handled the difficult issue of essential 

drugs. Within the limited financial and personnel resources available, the Secretariat had 

made significant progress since the sixty-seventh session of the Executive Board. 

The terms of reference established in resolution EB63.R20 requested the Ad Hoc 

Committee inter alia "to keep under review the development of the action programme, 

including its administrative structure, giving high priority to the urgent needs of the 

least developed countries . . .
11

 The Ad Hoc Committee had reviewed information supplied by 

the Secretariat on the programme in the light of resolution WHA31.32 and the results of 

its deliberations had been incorporated in the Director-General's report. 

Section 3 gave a short progress report reviewing the actions taken in the regions. 

He commended the Regional Directors and the regional committees on their analysis of the 

situation in countries within their regions and their assistance to Member States in 

implementing drug policies and the essential drug concept at the national level. 

The Ad Hoc Committee felt that the proposed draft plan of action for 1982-1983, 

outlined in section 6 of the Director-General
1

 s report, was a comprehensive plan covering 

all the points raised in resolution WHA31.32. The draft plan also rightly emphasized that 

the main thrust of activities must be at the country level. Regional offices and head-

quarters should support national efforts and act, as the Director-General had said, as 

honest brokers in relations with industry, other organizations and bodies of the United 

Nations system and donor countries. The draft plan of action was an overall plan which 

provided a flexible approach to meeting the very different needs of Member States rather 

than stating detailed proposals for concrete action. 

Resolution EB63.R20 had specifically mentioned the administrative structure of the 

Action Programme. He recalled that in discussions at the Thirty-second World Health Assembly 

the possibility of a special administrative structure for the Action Programme had been 

considered. In view of developments within the Action. Programme itself and in the field 

for health for all and primary health care, the Secretariat and the Ad Hoc Committee had 

concluded that a separate administrative structure was probably not needed at the present 

stage provided sufficient manpower was allocated to the Action Programme. The Action 

Programme on Essential Drugs should rather be seen as an integrated subprogramme within 

the concept of comprehensive primary health care and health for all. 

Dr BRYANT (alternative to Dr Brandt) said that everyone was aware of the seriousness 

of the problem of access to pharmaceuticals and vaccines, particularly in the poorer 

countries. A combination of factors was involved, limited purchasing power, lack of drug 

policies and procurement capabilities to ensure efficient use of scarce resources, and 

inadequate storage and distribution systems, which resulted in inadequate supplies of drugs 

to the social and geographical periphery. One consequence was that many treatable 

conditions frequently remained untreated and health workers at the periphery were in 

danger of losing credibility and spirit because they were thus unable to deal effectively 

with the problems before them. 
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H e had recently had the opportunity of visiting several villages in India where a 

primary health care programme covering a population of 100 000 was being undertaken. At 

the heart of the programme were the village health workers, mostly illiterate women, who 

worked under the supervision of visiting community health nurses from a local hospital, 

in turn supervised by two physicians. In ten years, on a budget of only five rupees 

(US$ 0.55) per person per year, the programme had reduced infant mortality from 100 to 

we l l under 50 deaths per 1000 live births and birth rate from over 40 to under 30 live 

births per 1000 of the population, and had assisted economic development of the villages 

in the scheme. Most impressively, a sense of despair and lack of status had gradually 

been replaced by one of confidence and hope. It was most inspiring to hear the village 

health workers explain with great pride how they used the 18 drugs in their kit, together 

with the indications and contraindications of use, and how drug treatment was interrelated 

with other aspects of primary health care. The programme he had described was not part of 

a national programme but it was providing experience for future state and national planning 

It was a fine example of the way that primary health care, including the proper use of 

essential drugs, could be made to work utilizing local resources even among the very poor. 

He commended the efforts of all those concerned in developing the Action Programme on 

Essential Drugs. His own country had supported the programme since its inception and 

would continue to do so. He was impressed with the way that controversial aspects of the 

programme had been handled. As stated at the recent meeting of the Ad Hoc Committee on 

Drug Policies there had been some remarkable advances. The anger and despair of the 

poorer countries at the high cost of drugs and their inability to provide adequate drug 

supplies, voiced at the Thirty-first World Health Assembly, had subsided to some extent, 

not because the problems had been solved but because there were now so many forces at work 

trying to deal with them. In addition to the work of WHO and UNICEF offers of practical 

assistance had been made by various other parties and some field programmes had been 

initiated. 

The Executive Board must ensure that the draft plan of action was practical in terms 

of WHO'S role and took account of the various differences of opinion as to that role. In 

his submission, those differences were neither extreme nor irreconcilable and he was sure 

that a consensus would emerge on clear directions for the Action Programme that could be 
forwarded to the Health Assembly. 

The central issue in the Action Programme was the role of W H O . The need of the 

poorer countries for essential drugs called for a broad series of actions requiring a 

variety of competences. Many of these were well with in WHO'S current capabilities, and 

rightly so; they included development of policy guidelines, assisting governments to 

determine national therapeutic needs, setting of regional priorities, and convening experts 

to establish quality standards. In other fields WHO was generally not so well equipped, 

for example, drug pricing and procurement, drug supply infrastructures and quality 

assurance. However, other sectors, particularly industry and relevant agencies in the 

industrialized countries were competent in those areas. The Action Programme should 

therefore be formulated so as to take account of the responsibilities of WHO and the 

competences that it could afford to maintain over time, and of the expertise of others 

in the drug field. 

In considering the part WHO should play, two sets of distinctions should be borne in 

mind: first the distinction between the Organization's general coordinating role, dealing 

with Member States collectively, and its role in technical cooperation, dealing with 

programmes within individual countries ; and, second, the distinction in the drug field 

under consideration between capabilities at the general level of problem definition and 

policy and strategy formulation and other capabilities that addressed more highly 

specialized technical and operational problems. It should then be possible to determine 

what WHO could do in the light of its mandate and its resources and where and how it should 

seek external assistance• 

WHO's responsibilities for overall coordination were clear； they were part of the 

Organization's constitutional mandate and, in the drug area paralleled the coordinating 

function in other sectors, for example, the Expanded Programme on Immunization and Health 

Manpower Development. W HO was required to be broadly involved, dealing with countries 
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collectively, in all aspects of the problem area, understanding how problems appeared, what 

attempts at solution were under way and how they were working, and which problems were not 

being tackled and w h y . WHO must maintain an overall global v i e w , convene concerned parties, 

both those who were suffering problems and those with the expertise to solve them, and ensure, 

globally or for groups of countries, systematic development of problem definition, policy 

formulation, establishment of priorities and guidelines, identification of issues relating to 

education of the public, training and education and information exchange. In doing so, WHO 

would use its own expertise and call on the expertise of others. 

He saw W H O
1

s role in technical cooperation as one of assisting individual Member States, 

at their request, in sorting out their drug problems involving itself - if so requested -

in such matters as determining national therapeutic n e e d s , developing national drug policies 

and selecting and establishing guidelines for the use of essential drugs. But for those 

other areas of national need that called for more highly specialized technical expertise 

and perhaps involvement in the operations of national drug programmes, WHO should encourage 

governments to turn to those that had the necessary highly specialized expertise - the 

relevant agencies of the more developed countries and industry, facilitating contacts and 

discussions. Thus, generally speaking, WHO would not itself assist a country to design a 

drug storage and distribution system, but would facilitate the country's getting together 

with the appropriate expertise. WHO would not negotiate prices, but would facilitate 

negotiations between industry and countries so as to ensure sound procedures and fair outcomes. 

WHO would not itself assist in the design of quality control laboratories or production 

facilities, but would facilitate the engagement of the interested parties to discuss those 

possibilities in accordance with agreed standards. He concurred, in passing, with those who 

urged caution in encouraging Member States to develop their own quality control and 

production facilities, since the financial costs and burden of expertise of those activities 

could be so extreme as to divert resources of a poor country away from the immediate needs 

of providing essential drugs. A t the same time, there would remain the need to ensure 

quality control through alternative means, e.g. by utilizing capabilities of drug regulatory 

authorities in industrialized countries, and to plan for longer term approaches to the 

problem. Thus the extent of WHO participation in cooperation at the country level would 

vary from full involvement to the more simple encouragement of partnerships proceeding on a 

bilateral, multilateral or subregional (TCDC) basis, but taking into account guidelines 

developed internationally. Industry and other parties appeared quite ready to work with WHO 

and Member States on various aspects of the Action Programme arid in some instances were 

already doing so. 

He felt that some mechanism was needed to bring together all the available expertise 

and wondered whether the formation of an advisory committee to the Action Programme would not 

be useful. It might include experts from developing countries experiencing the problems 

and from industrialized countries that had dealt with the problems ； from industry, which 

was a producer and had much of the needed expertise, and from other organizations, such as 

UNICEF and the churches, with experience in procurement and distribution systems. 

He further suggested that a working group be set u p , or that the Ad Hoc Committee be 

expanded and reconvened, to redraft the Director-General,s report (document EB69/22) 

before it was sent to the Health Assembly to take account of the ideas expressed by himself 

and other members of the Board. He had certain specific suggestions for changes in the 

text which might be considered by such a group, but would not go into them forthwith if 

that procedure was to be adopted. 

Dr CARDORELLE drew attention to section 3.3. of the report, which stated that in the 

African Region the paucity of drugs was a major problem; he would describe it as a situation 

of permanent emergency. That same section stated that a list of some 40 essential drugs had 

in principle been accepted by the 33 Member States of the R e g i o n , a list which would form the 

basis for those countries to pool procurement with WHO and UNICEF support. That arrangement 

was to become operative in 1982. Now that 1982 had b e g u n , he would like to know how the 

arrangement was progressing and what stage had been reached, at least as far as pool procurement 

was concerned. 
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Section 3.18 stated that guidelines and recommendations had been produced for the 

establishment of a low-cost pharmaceutical formulation plant iri developing countries. H e would 

like to know what progress had been made in plans for such a plant； if the plans had been 

completed, they could perhaps be submitted to the Board and discussed. In regard to 

Section 3.19 , the Board should express its gratitude to the International Federation of 

Pharmaceutical Manufacturers Associations (IFPMA) and to the World Federation of Proprietary 

Medicine Manufacturers (WFPMM) for their offer to provide 200 essential drugs, as well as 

training facilities for nationals of developing countries. It would be of interest to know on 

what conditions trainees were accepted and whether it might be possible to increase their 

n u m b e r , in view of the powerful technological position of those federations in the developed 

countries. 

Dr CORDERO said that the Action Programme on Essential Drugs , drawn up following 

resolutions by both the Board and the A s s e m b l y , was appropriate and timely. It was right that 

WHO should be concerned that drugs should be made available to all the peoples of the world 

according to their means and their needs. In the developing countries, essential drugs were 

vital to the implementation of primary health care, and similarly pharmaceutical products, 

whether for prevention, cure or rehabilitation, were important in the formulation of national 

and regional health strategies. Where the definition of national drug policies was concerned, 

it was for the regional offices - PASB in the case of the Americas - to find a solution and 

coordinate local action to make such drugs available to meet local needs. 

The Director-General had referred to an offer to make a number of essential drugs 

available on terms the various developing countries might be able to afford. Indeed the 

action plans seemed geared to promoting the availability of essential drugs and facilitating 

their procurement rather than to the more important aim of helping countries to produce them 

for themselves. Most countries in the Region already produced some essential drugs, but raw 

materials were a problem, and so efforts should be directed to making those raw materials more 

accessible so that drugs could be produced at a price at which they would be easy to distribute 

and use as needed for the health of the population. Although the plan of action included a 

number of measures， the strengthening of drug production in the countries themselves was not at 

present one of them. As Dr Bryant had mentioned a number of suggestions for the redrafting of 

the report， Dr Cordero proposed that the Board's Ad Hoc Committee on Drug Policies should review 

the various aspects of the problem, taking into account particularly the need to stimulate 

national capacity for drug production, with a view to the submission of a more constructive 

report to the Thirty -Fifth Health Assembly. He would like the Secretariat to take particular 

note of his proposal. There should be a firm recommendation to the Health Assembly for the 

strengthening of the plan of action with specific reference to the strengthening of national 

drug products on capcity and taking into account both the technical and economic aspects of 

short-, medium- and long-term national planning, and including the cost, production, 

acquisition, application, distribution, storage and quality control of the drugs concerned. 

M r HUSSAIN said the Action Programme on Essential Drugs was an important part of the whole 

system of primary health care. It was disturbing that so few countries, particularly in the 

Third W o r l d , had properly formulated national drug policies； drugs were either badly 

distributed or too freely available with hardly any restrictions on procurement or sale. 

Over-prescribing was common, leading to wastage, which was unfortunate when the drugs had been 

obtained through the sacrifice of precious foreign exchange. 

Quality control was another basic need in the drug-manufacturing countries of the Third 

W o r l d . Over prescribing encouraged the poorer patients to store leftover drugs for too long 

under unsuitable conditions so that their quality was affected, and to use them without 

reference to a medical practitioner. National drug policies were thus of vital importance, 

and should include reforms in the orientation of newly qualified doctors regarding prescribing 

practices. Suppliers should be encouraged to confine themselves to the list of essential 

drugs, and to avoid supplying in wasteful amounts those for which there was little or no u s e . 

There should be education at all levels to foster a more sensible use of drugs if the primary 

health care approach was not to be dangerous. 

Dr CABRAL said the Action Programme on Essential Drugs had been launched in 1978, following 

resolution WHA31.32 , in order to meet the needs of many Member States for drugs to be used in 



EB69/SR/13 

page 11 

primary health care. Since that time, progress had been achieved even in the least developed 

countries； drug lists had been compiled, pricing and procurement arrangements had been made in 

collaboration with the pharmaceutical industry, and measures for dispelling misinformation about 

drugs had been undertaken. Those advances might seem modest, but with perseverance the 

Programme would no doubt go forward to achieve even more. The greatest achievement had 

undoubtedly been the creation of a new a.w3.reri6Ss on ütie part of both consumers and suppliers 

that had generated the political will to put into effect WHO
 1

 s programme. 

He considered that account of the background to and progress of the Action Programme 

(sections 2 and 3 of the report) were unduly pessimistic and omitted to mention some important 

developments. However, he could support the report in general, and particularly the way in 

which the complementary roles of WHO and its Member States were set out in sections on the 

principles of the Programme and the role of governments and WHO at country, regional and global 

level (sections 5 and 8). Under section 3 (Short progress report) , emphasis should be placed 

on the need to strengthen the technical capabilities of the regional offices, notably the 

Regional Office for Africa, so that they could advise on the formulation of national drug 

policies. Technical cooperation among developing countries (TCDC) was useful in that respect. 

Section 4 (Political, social and commercial constraints) showed the importance of a 

positive political will for overcoming them. For example, he knew one country, which was still 

a poor one, where the health budget was being maintained at about 10 or 11% of the total budget, 

and where the legislation arid regulations laid down since independence were increasingly 

observed. A recent study of prescribing practices had shown that more than 90% of health 

personnel made their prescriptions in accordance with the rules. The generally pessimistic 

tone of that section too did not seem to him to be justified, since in the country he had 

referred to there had been in recent years a considerable improvement in relations with the 

pharmaceutical industry. WHO should disseminate information on that kind of positive 

experience. 

In regard to Section 6 (Draft plan of action for 1982-1983)， he believed that for those 

countries which had already defined their drug policies the most important aid that could be 

given by WHO would be to facilitate TCDC and manpower development, to produce guidelines and 

manuals, to foster collaboration with the pharmaceutical industry, and to encourage mobilization 

of funds. Help in establishing quality control, perhaps on a subregional basis would also be 

needed, although some parts of the quality control process would have to take place at the 

country level. WHO had an irreplaceable role to play in providing independent technical advice, 

arranging for the training of nationals and in the dissemination of information on favourable 

terms for the purchase of essential drugs. Where the mobilization of funds was concerned and 

its corollary - their effective use, a constructive proposal might be for the resources of WHO
1

 s 

revolving funds and the resources of other organizations and bodies of the United Nations system 

to be combined for the purchase of a very few essential drugs in large quantities, through the 

purchasing machinery of UNICEF. That procedure could be carried out on an experimental basis 

for small groups of countries which already had well-defined policies regarding primary health 

care arid drugs； if it were to be successful, there would need to be a clear political and 

managerial commitment on the part of the countries concerned. Another area in which WHO could 

help would be in encouraging the setting-up of pharmaceutical industries in the Third World. 

In regard to the role of governments and Ш0 at regional level (section 8 of the report), 

the setting-up of regional advisory committees on drug policies and management would be an 

effective way of strengthening the role of the regional offices. Such advisory committees would 

be able to provide useful expertise based on practical experience of the technical and 

managerial aspects of drug policies. 

Commenting on the suggestions made by Dr Bryant, he stressed that WHO itself was well 

aware of how to promote the necessary interaction between Member States, industry, and United 

Nations agencies in carrying out the plan of action. It was, after all, WHO which had originally 

launched the Action Programme and which had acted as a forum for discussion on it since 1978• 

At country level, it was normally ministries of health which laid down the conditions under 

which drugs were manufactured, priced and distributed, and accordingly WHO was the most 

appropriate body to act as coordinator in defining the needs of Member States and in mobilizing 

the resources to meet them. If WHO were not to play that coordinating role, he did not think 

that anything very worthwhile would be left of the Action Programme. 
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The Action Programme needed to be strengthened and stimulated, and that could only be done 

if countries showed their willingness to implement it and stated clearly to WHO what their needs 

w e r e . Countries which had already defined national drug policies could call on WHO for technical 

and financial help in drug purchasing, manufacturing and quality control. Those countries which 

had not yet defined policies could appeal to the Organization for expert advice on how to do so. 

He looked forward to the results of the joint work on the subject to be carried out by the 

Director-General, the Ad Hoc Committee, and the pharmaceutical industry, which were to be 

submitted to the forthcoming Health Assembly. 

Mr PADOLECCHIA (United Nations Industrial Development Organization) said that the dis-

cussion he had heard so far seemed to indicate that there was a fairly widespread impression 

that ministries of health were generally responsible for planning the establishment or expansion 

of pharmaceutical industries. In the experience of U N I D O , however, that was not normally the 

case
e
 Although ministries of health had an important advisory role to p l a y , it was usually 

ministries of industry, sometimes acting in collaboration with ministries of planning, which 

actually took the relevant decisions. That being so, UNIDO would be very pleased to place its 

full range of expertise at W H O
1

 s disposal in all matters of industrialization and establishment 

of industries, including pharmaceutical industries, as envisaged in section 3
#
2 1 of the 

Director-General's report. 

Professor SEGOVIA said that the more sophisticated drugs became as a result of technolo-

gical progress, the greater should be the care with which they were administered. No 

effective drugs were completely harmless if they were not used appropriately. All health 

personnel should therefore be properly trained in the handling of drugs. In particular, it 

was important to reduce the excessive quantities of drugs at present prescribed or consumed 

in some countries, in view of the harmful consequences that might ensue. In that connexion, 

it was encouraging to note that in Spain WHO
1

 s list of essential drugs had been published and 

distributed to 35 000 doctors and 40 000 pharmacists, who had warmly welcomed it. 

At the same time it was quite unjust that in other countries there was a shortage of 

essential drugs, and it was necessary that experts on all the associated problems should come 

together, under the guidance of W H O , with a view to finding a solution. He therefore strongly 

supported the comments made by the Director-General and by the representative of the Inter-

national Federation of Pharmaceutical Manufacturers Associations. Whatever pricing arrange-

ments were m a d e , it should be borne in mind that there was no question of WHO seeking to compete 

with the pharmaceutical industry； it was merely endeavouring to reach people who would not 

otherwise receive drugs - a development which would in any case lead to an expansion of the 

industry. Those considerations should certainly be emphasized in any negotiations with the 

Federation. 

Dr RIDINGS said that he agreed with most of Dr Bryant's suggestions, especially the 

suggestion that the Ad Hoc Committee on Drug Policies might be expanded and reconvened to 

study the Action Programme, so that both the Committee and the Secretariat could approach the 

sources of expertise which the Organization itself lacked. 

Mr Peretz had stated that some 40 companies h a d , as early as 1979， offered to provide 

200 different drugs on favourable terms. It was very surprising that nothing had apparently 

been done about that offer, either by WHO or by eligible countries. In Samoa, for certain, 

nothing was known about the offer. Moreover, Mr Furth had stated at an earlier meeting that 

it was a waste of time procuring drugs unless the problem of the logistics of drug supply had 

been tackled at the level where they were going to be used ； Mr Peretz had indicated that the 

pharmaceutical industry had offered to help with advice on distribution. In Samoa nothing 

was known of that offer either, and the same appeared to be true of New Zealand. In that 

connexion, as a member of the Standing Committee on Non Governmental Organizations, he wished 

to draw attention to the statement made in paragraph 5.4 of document EB69/22, where it was 

indicated that WHO would provide "worldwide leadership and coordination for the Programme, 

in order to arouse adequate enthusiasm for it and commitment to participate in it
1 1

. The 

pharmaceutical industry had apparently displayed some enthusiasm, of which WHO should certainly 

take advantage. It was his hope that in future the Organization would engage in coordination 

and leadership activities. One curious feature of the present situation was that 

UNCTAD was trying to remove trade names and patent rights from the manufacturers, at a time 

when WHO as the Board had heard from Mr Vignes was attempting to obtain patent rights for 

itself• 
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It was important to know what was really meant by the Action Programme on Essential 

D r u g s . It probably meant different things to different people. His own views were obviously 

coloured by the circumstances obtaining in Samoa. For him any plan must satisfy four 

requirements • The first requirement was that the drugs had to be produced - an aspect which 

was well covered in the Action Programme • The second requirement was that the drugs had to 

be procured, and that aspect, too, was quite fully dealt w i t h . The fourth requirement was 

that the drugs had to be administered in the correct manner; that, too, was adequately 

covered. The missing link in the chain was the third requirement - the need for the drugs 

to be distributed. That aspect had unfortunately received but scant attention. 

How did the Action Programme effect the problems of Samoa? That country had developed 

its own list of essential drugs
 e
 The procurement system, although not perfect, had improved, 

and a bulk purchasing system for developing countries in the South Pacific was being evolved 

by the Regional Office
#
 A few more doctors and nurses had been trained; more importantly, 

they had been redistributed, with the result that the administration of drugs to patients 

was improving. All that was very g o o d . The real problem, however, was distribution - transport 

problems on land, on the sea and in the air - plus managerial and administrative problems almost 

everywhere. If a consultant was needed from WHO, there was no shortage of doctors, nurses, 

sanitarians or laboratory technicians; but if staff such as accountants, clerks or storemen 

were required for setting up a drug supply system, suddenly that was not a health m a t t e r . 

Yet without the infrastructure, the system failed. What were the lessons of the past? As 

a result of such shortcomings a whole programme had had to be stopped and completely 

redesigned to solve the problems of distribution. Those problems had, to some extent, been 

associated with the cold chain, but the absence of the most elementary forms of transport 

had frequently been the major difficulty. 

Consequently, he was unable to feel very optimistic about the Action Programme. Would 

it get effective drugs, effectively administered, to a patient in need wherever he might be? 

In its present form it was unlikely to do so. It was somewhat unbalanced and was perhaps 

trying to cover far too wide a field of drugs. It was largely ignored that one of the 

greatest problems of the developing countries was distribution. Most people in developing 

countries did not need to have all the essential drugs listed instantly on h a n d . Many of 

the drugs concerned could be held in the tertiary part of the system, with only about 10 of 

the most essential items being stored in the villages. It might therefore be sound policy 

for WHO to concentrate on the production, procurement, wide distribution and correct 

administration of the 10 most essential drugs before moving on to more ambitious projects. 

The meeting rose at 17h4Q. 


