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TWELFTH MEETING 

Thursday, 12 May 1983, at 14h30 

Chairman: Dr U. FREY (Switzerland) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1984 -1985: Item 20 of the Agenda 

(Documents РВ/84 -85, and ЕВ71/1983/RЕС/1, Part I, resolution ЕВ71.R3 and Annex 1, and Part II) 

(continued) 

Programme policy matters: Item 20.2 of the Agenda (Resolutions WHA33.17, aragraph 4(1), 

WHA33.24, paragraph 3, and WHA35.25, paragraph 5(3); Documents ЕВ71 /1983 /RЕС /1, Part II, 

Chapter II', À36 5 :A36/INF.DOC. /2 and A36 /INF.DOC. /5) (continued) 

Health _science ` -.ánd technology - disease prevention and control (Appropriation Section 4; 

Documents РВ/84 -8 pages 219 -297 and ЕВ71 /1983 /RЕС /1, Part I, resolution EВ71.R11 and 
Annexes 4 and 5, Part II, paragraphs 42 -46) (continued) 

Profиessgr.CHINtТ, ?Zambia) was pleased to see in paragraph 2 of the programme statement 
for programme ,.;;;1,i' that a target had been given for reducing morbidity due to sexually trans- 
mitted diseases through the provision of early and appropriate treatment to 70% of treatable 
cases through the establishment of a human environment less conducive to disease transmission. 
He welcomed the intention of WHO, as set out in paragraph 7, to continue to support epidemio- 
logical, clinical and etiological studies of various sexually transmitted diseases, the factors 

leading to complications and sequelae and those favouring perinatal and congenital transmission. 
He was pleased that WHO's intentions had been reflected in increased budgetary provisions, 

particularly for the African Region. 
In his country a programme on sexually transmitted diseases had been launched with the 

cooperation of the International Development Research Centre of Canada; it had provided useful 

information that had served as a basis for activities for the control of sexually transmitted 
diseases (especially syphilis) at the primary health care and other levels. 

Commenting on programme 13.15, he said that cancer was becoming increasingly prevalent 

in the African Region, and that the statistics from the Region underestimated the real extent 

of the problem. He would like to see more activities in connection with training on cancer 

detection aid epidemiological and treatment aspects. He was concerned to see that the budget 

allocation for the African Region had been reduced by US$ 53 900. He would have liked to 

have seen the activities described in the programme statement adequately reflected in budgetary 

terms 
His delegation supported the draft resolution on cardiovascular diseases, and wished to be 

included as a co- sponsor. 

In connection with programme 13.17 (other noncommunicable disease prevention and control 

activities), he noted with satisfaction the attention being paid to research and training on 

health aspects of hereditary diseases. Sickle cell disease was a major health problem in his 

country, and his delegation welcomed activities such as the seminar to be held in Nicosia later 

in the year on the prevention of hereditary haemoglobinopathies. 

Dr BELLO (Malawi) noted with satisfaction the objectives and plan of action for 

programme 13.1 (Immunization) and the increase in budgetary allocations for that programme. 

Malawi attached great importance to the Expanded Programme on Immunization as one of the pillars 

of primary health care. Не wished however to reiterate the concern expressed by other 

delegations in regard to the problem of the cold chain in relation to unstable vaccines such 

as measles and oral poliomyelitis vaccines. There was a great need for vaccines capable of 

standing up to tropical conditions, and efforts to develop them should be encouraged. The 

development of refrigerators using energy sources other than electricity or kerosene was also 

an urgent matter. In Malawi, after some mass control campaigns against specific diseases 

such as measles and poliomyelitis, immunization activities had been integrated into the maternal 

and child health programme. By the end of 1982 1020 regular delivery points for immunization 

were functioning throughout the country, the coverage figures being 86% for BCG, 65% for 

measles, 66% for third -dose DPT and 68% for third -dose poliomyelitis. Mid -level management 

courses and courses on cold -chain logistics and repairs had been very useful in increasing the 

knowledge of health workers in Malawi, and his delegation looked forward to continuing support 

for such activities from WHO arid others in the future. 



AЗ6 /A/SR/12 
page 3 

His delegation shared the concern expressed by previous speakers regarding malaria 
(programme 13.3); the situation required further attention. In Malawi malaria ranked high 
on the list of the top 10 killer diseases among children; unfortunately the only line of 
attack was to attempt to suppress malaria in children and pregnant mothers through the clinics, 
but that was not making much impact. More research was required on effective methods and 
approaches for control. WHO's efforts through the Special Programme for Research and Training 
in Tropical Diseases were to be commended and encouraged. 

In connection with diarrhoeal diseases (programme 13.6), his country had learned some 
valuable lessons during the cholera epidemics between 1973 and 1975. It was obvious that the 
health services alone were insufficient and ineffective in controlling the disease; community 
involvement was essential. Other diarrhoeal diseases could certainly be controlled in the 
same way. Diarrhoeal disease was a major killer in children, even though it was now known 
that simple procedures such as teaching people about the preparation and administration of 
oral rehydration fluids could save thousands of lives. His delegation welcomed all efforts 
by WHO and other agencies to draw the attention of all concerned to the targets and plan of 
action on diarrhoeal diseases as set out in the proposed programme budget. 

It was impossible to discuss diarrhoeal disease control without referring to the question 
of community water supply and sanitation. Malawi regarded the availability of safe drinking - 
water as a priority target. With the cooperation of UNICEF and others, the Government had 
launched a very successful community -based programme of gravity -fed piped water schemes for 
rural populations wherever possible, at the same time exploiting the use of ground -water and 
arranging the protection of shallow wells. A master plan on sanitation had been prepared with 
WHO collaboration and within the framework of the International Drinking Water Supply and 
Sanitation Decade. 

Malawi was one of the countries still trying to come to grips with the problem of 
tuberculosis (programme 13.8). He therefore welcomed the studies and trials of shorter 
regimens reduce the rate of defaulters. Assistance was also required for activities in 

connection with tracing and case -finding. A pilot project had been started in one district 
in Malawi with the assistance of Medicus Mundi Internationalis to try out control methods using 
the primary health care approach; the experience and knowledge thus gained would provide a 
basis for application to the whole country. 

His delegation wholeheartedly supported the proposed programme on disease prevention and 
control. 

Dr SRIYABHAYA (Thailand), referring to programme 13.1 (Immunization), said that in Thailand 
the expanded programme on immunization had only been started in 1977, but considerable progress 
had been made during the past five years, thanks to the collaboration of DANIDA, UNDP, UNICEF 
and WHO, particularly with regard to training, planning and management, logistics and the 
cold chain. By 1981 about 70% of all infants under 12 months of age had received BCG vacci- 
nation and the first doses of DPT and poliomyelitis vaccine. That had been confirmed both 
by coverage assessment surveys - which were now carried out as a regular feature of programme 
evaluation - and a survey undertaken by a joint goverпment*Н0/IУNICEF review team in 1982. 
There was still a considerable drop -out rate between doses of DPT aid poliomyelitis vaccine, 
and the coverage of pregnant women regarding tetanus vaccination was inadequate reflecting a 
low level of community involvement. With the collaboration of WHO a demonstration and training 

programme on immunization had been underway in Thailand since 1981. It included firstly, a 

training course for mid -level health management personnel, making use of the relevant WHO 
training course modules which had been translated and modified; as a result it had been 
possible to complete the training of about 700 district health officers and 72 assistant 
provincial health officers, with training in diarrhoeal disease control later being included. 
Secondly, demonstration and training areas were being established, particularly for WHO fellows 

from overseas. Thirdly, an epidemiological study was being carried out on the incidence of 

measles and subsequent complications, the resulting data serving as a basis for a decision as 

to the inclusion of measles in the immunization programme for 1984. Fourthly, with a view to 

increasing the level of community involvement, sociological research was being undertaken to 

ascertain the causes of failure to attend immunization sessions. 

Malaria (programme 13.3) constituted the most important communicable disease problem in 

Thailand, where there had been a resurgence of the disease since the 1960x, and it now 

received top priority among communicable disease control programmes. The situation had been 
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further aggravated by the influx of refugees from neighbouring countries, resulting in a 

reported increase of some 100 000 confirmed cases during 1981 and 1982. The problem of the 

refusal of the population to accept insecticide spraying was being combated by encouraging 

community involvement, training village health volunteers in surveillance and involving 

the community in the hiring of villagers to carry out the spraying. The resistance of 

malaria parasites to chloroquine and subsequently to the sulfadoxine -pyrimethamine combinations 

had aggravated the problem, and there was the question of how long it would be before they 

became resistant to new drugs. It was gratifying to note the degree of interest shown by WHO 

and various technical institutions in research on malaria. He expressed his delegation's 

gratitude to WHO, USAID and the Japanese Government for their support for the malaria programme; 
it had also welcomed the statement by the delegate of Canada that the Canadian Government 

intended to increase assistance to the Special Programme for Research and Training in Tropical 

Diseases in 1984 -1985. 

Regarding tuberculosis, he welcomed the Director -General's report on the global 

situation, and expressed gratitude to the International Union against Tuberculosis for its 

support to control programmes, particularly in developing countries. His delegation was 
concerned regarding the possibilities of achieving the second target listed in paragraph 2 
of the programme statement on tuberculosis (programme 13.8) - namely, that by 1989 all 

developing countries would have formulated and implemented national tuberculosis control 
programmes as an integrated component of primary health care, and that BCG vaccination and 
effective diagnostic and treatment facilities would be readily available to all requiring 
them. Progress in implementing tuberculosis control programmes had in fact been very slow 
in the developing countries - although there was, of course, no doubt that the WHO approach 
was the only meaningful way of tackling the problem. Problems included inadequate diagnostic 
facilities (for example, for sputum microscopy) and failure to complete treatment. Progress 
achieved in the past 15 years had been very meagre, mainly due to shortages of staff and 
facilities. Although effective treatment regimens were available for curing 70% of patients, 
in Thailand it was very difficult to maintain regular treatment for a whole year, largely 
owing to lack of progress in integration and to socioeconomic problems and the tendency of 
people to migrate to find seasonal work. Use of short - course regimens had been well accepted 
arid yielded good results; however, the price of the drugs suitable for such use prevented 
application on a large scale. At the World Conference on Tuberculosis, held in Brussels in 
1978, the hope had been expressed that the cost of drugs such as rifampicin and pyrazinamide 
would be reduced - but it seemed that that hope was far from being fulfilled. 

The key to successful control of disease was the implementation of the strategy for 
health for all and, in particular, the organization of health systems based on primary health 
care. There was the problem of planning and management - how to integrate all the various 
components of primary health care - the programmes on immunization, diarrhoeal diseases, 
acute respiratory infections, malaria, tuberculosis, and leprosy - into comprehensive health 
services, with very limited resources. Suitable work systems had to be devised for health 
workers, who were faced with the challenge of dealing with an increasing number and variety 
of programmes. There was also the vital question of training.• Primary health care and 
community workers had to be trained to cope with a variety of duties; in that connection, 
integrated training modules should prove valuable. 

Dr INOCENCIO (Cape Verde), expressing her support for the programme as a whole, said that 
communicable diseases were the most important cause of morbidity and mortality in the 
developing countries, although noncommunicable diseases such as diabetes, cancer and cardio- 
vascular disease also took their toll. The proposed primary health care approach and the 
application of appropriate techniques within a well - structured health management system should 
make an effective contribution to the various programmes described in the proposed programme 
budget. Malaria (programme 13.3) remained a terrible scourge in tropical and subtropical 
countries and consumed a large part of the available health resources. She was therefore 
pleased to see the emphasis on malaria research, especially in the field of vaccine production. 
Diarrhoeal disease was the number one cause of infant mortality in her country. Hence the 
extreme importance of implementing the oral rehydration technique, bringing in the community, 
and carrying out further research. Tuberculosis was a costly public health problem, 
necessitating an improvement in the socioeconomic conditions of the population; in that 
connection there had been fruitful cooperation with the International Union against Tuberculosis. 
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Dr LEPPO (Finland) said that one issue which had not received the attention it deserved 

in the proposed programme budget was smoking control. He had been pleased to see the 

emphasis placed on "primordial" prevention in the cardiovascular disease programme (paragraph 3 

of the programme statement in programme 13.16), and also the approach toward a combined control 

of noncommunicable diseases by modification of lifestyles. Smoking control could be a 

significant element in that approach, but no budgetary allocation appeared to have been made 

for global or interregional activities in connection with the WHO programme on smoking and 

health or with the international clearing house for information on smoking and health. An 
allocation of US$ 500 000 had been made to those two programmes during 1982 -1983. Was the 

failure to fund smoking control due to the uncertainty over extrabudgetary funds at the time 

of preparation of the programme budget, or had global and interregional activities been 

dispersed to regions? He would like clarification on the total amount allocated to smoking 

control from the regular budget and extrabudgetary funds in 1984 -1985. WHO's leadership in 

worldwide activities on smoking control should be strengthened, and delegates should be given 

information on the status and funds of WHO's programme on smoking and health. 

Dr LE DIEN HONG (Viet Nam) expressed his country's gratitude for the effective help being 

extended by WHO to the Vietnamese people. His delegation supported the proposed programme 

budget for 1984 -1985. 

For many years past, Viet Nam had concentrated its endeavours on communicable disease 

control. In connection with the Expanded Programme on Immunization (programme 13.1), his 

'delegation felt that WHO should devote increasing attention to ensuring effective functioning 

of the cold chain, especially at the lower levels, in view of the many practical difficulties - 

for example, shortage of energy aid lack of technical competence on the part of personnel. 

In Viet Nam the problem was being solved through coordination between basic health services 
and planned community participation. 

Regarding vector control, in the tropical areas of South -East Asia aid the Western 

Pacific particular emphasis should be placed on the problem of misuse of insecticides and 

the development of insecticide resistance in vectors, and the need for research in that area. 

In Viet Nam disease control called for the increasing use of insecticides, aid pesticides 

were also being used to an ever - growing extent in agriculture - giving rise to serious public 
health problems. The use of biological methods of vector control was very limited. 

It was essential to integrate the achievements of the main primary health care programmes, 
particularly on the periphery, so as to ensure maximum effectiveness and the most efficient 

use of funds. In his own country, as a pilot project the Expanded Programme on Immunization 
had been integrated with diarrhoea' disease control and child nutrition, and diarrhoeal 
disease control programmes had been linked with the International Drinking Water Supply and 

Sanitation Decade. 
Education and training were clearly of the utmost importance, and medical faculties had 

been oriented towards the preparation and recycling of medical and health cadres, health 
education of the public, the establishment of pilot projects, and evaluation. 

Professor NAJERA (Spain) said that, since the time available to delegations did not 
allow for the introduction of any specific changes arrived at on a sound scientific and 

economic basis, he would confine his comments to a number of general points. 

He warned against the risk of maintaining vertical programmes, since that could not 
achieve maximum effectiveness. Progress should be aimed at the total integration of 
activities into primary health care, and past experience should be the subject of critical 
analysis rather than be followed as a routine. A measure of general pessimism had been 
expressed by a number of delegations regarding the general health situation, and more 
particularly with regard to a number of diseases such as tuberculosis and malaria. The 

utmost caution should, therefore, be exercised before recommending measures which could not 
be efficient if carried out on a large scale or in respect of which there was still some 
difference of opinion. The concept of integration of primary health care was in a number of 
cases the only common denominator between countries with vastly differing per capita incomes. 

Stress had already been laid on the imperative need to ensure that primary health care 
had full epidemiological support, based on comparable data. Proper evaluation was also vital. 
Only truly effective measures directed towards the individual should be integrated into 
primary health care, it being borne in mind that treatment was the best form of prevention 
where many of the problems were concerned. 
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He also stressed the need for an intersectoral approach to disease control, particularly 
where agriculture and community development were concerned. Joint action on a regular basis 
should be initiated, as that was vital to success. His delegation supported the proposed 
programme budget on communicable disease control, but hoped that the proposals for the 
following biennium would put forward more closely integrated activities within the framework 
of primary health care. 

He commended the presentation of activities on cardiovascular diseases, and stressed the 
desirability of strengthening the training of epidemiologists, who should not be specialized 
solely in cardiovascular diseases, so as to ensure that activities were evaluated on the 
basis of a more general scientific methodology, within the broader context of community health 

Dr OLDFIELD (representative of the Executive Board) noted that, in the course of the 
discussion both on the present and on the previous section, several delegations, including 
those of India, Egypt and Czechoslovakia, had expressed concern that far too many topics had 
been included in those two sections, and had expressed the view that it would be desirable 
for them to be broken down further in future budgets. Naturally, the intention of the 

Executive Board, which had been responsible for an examination of the proposed programme 
budget, was to serve the Health Assembly to the best of its ability. At the end of the 
present session of the Health Assembly the Board would be evaluating the Assembly's 
proceedings and making suggestions as to how they could be made even more effective in the 

future. He therefore assured the Committee that those suggestions would be taken fully into 
account. 

The DEPUTY DIRECTOR- GENERAL expressed appreciation for the clear and constructive 
appraisal which had taken place. All suggestions would be noted, and the Director -General 
would make every effort to be guided by them. 

The requests made by delegations for zero growth in the Organization's budget had 
necessarily been adhered to. However, through restructurization of programmes and the best 
utilization of scarce resources, it was felt that much could be done to ensure expansion in 

some of the most important programmes, the value of which had been particularly stressed. 

Various members of the Secretariat would reply to the specific points raised. 

Dr HENDERSON (Director, Expanded Programme on Immunization) thanked delegations for the 

support they had expressed for the Expanded Programme on Immunization, not only on behalf 
of the WHO Secretariat at headquarters and at regional and country levels, but, even more 
important, on behalf of the health workers at the national level who were ensuring the success 
of the Programme. He also acknowledged the valuable help extended by UNICEF, working in 
partnership with WHO. The various remarks made by delegations would be taken into account. 

On certain specific points, he noted that reference had been made by several delegations 
to the need for further research. That was certainly a continuing concern of the Expanded 

Programme, which was interested in improving the cold chain, vaccine stability and 
immunization schedules, and which was closely following developments with respect to 
inactivated poliomyelitis vaccine and measles vaccine administered by aerosol. 

In reply to the delegate of Israel's query as to whether there was a particular age for 

measles immunization which might permit optimal prevention of deaths, although it might not 
optimally prevent cases, he said that WHO looked forward to reviewing the new data mentioned, 

but that observations to date had shown that the optimal age for measles immunization would 
be similar both from the viewpoint of preventing deaths alone or considering deaths and cases 
together. 

With regard to the question by the delegate of the United Republic of Tanzania as to the 

prospects for further improving the stability of measles vaccine, he said that, while some 

further improvements could be expected, no dramatic breakthroughs were in view. WHO was 

instead investing in the development of a time temperature indicator which could be applied 
to individual vials and vaccine to warn workers if it had become impotent. Another type of 
indicator, which showed whether vaccines had been shipped and stored under appropriate 
conditions, was already being used. 

The question raised by the delegate of Chile regarding current levels of immunization 

coverage had touched upon concerns about programme progress and the transfer of international 

resources also mentioned by the delegates of the United States, Sri Lanka, and the United 

Kingdom. Time was indeed short, and much remained to be done. An intermediary target, 
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covering 50% of the world's children with immunization services by the end of 1983, had been 
set. It was encouraging that three regions - namely, the Americas, Europe and the Western 
Pacific - would probably meet that target. However, the challenges still appeared formidable 
for the African, Eastern Mediterranean and South -East Asia Regions. There was reason for 
pride, but certainly not complacency, regarding joint programme efforts. 

It had been gratifying to note Czechoslovakia's achievements in the elimination of 
measles, and the Regional Director for Europe would welcome Czechoslovakia's offer to support 
measles elimination in other countries of the Region. 

Dr GRATZ (Director, Division of Vector Biology and Control) expressed appreciation for 
the comments made on the disease vector control programme. 

Replying to some of the questions raised, he agreed with the delegates of India, 

Indonesia, the Union of Soviet Socialist Republics, Gabon and Viet Nam that vector resistance 
to insecticides was a serious and growing problem for many disease control programmes. It 

had been reported in 1980, at the time of the last meeting of the WHO Expert Committee on 
Vector Biology and Control convened to consider the subject of resistance of disease vectors 
to pesticides that 51 different species of Anopheles vectors of malaria were resistant to 
one or more insecticides, that figure including 34 species resistant to DDT. Among the 
culicine mosquito vectors of disease, including Aedes aegypti, the vector of dengue, dengue 
haemorrhagic fever and yellow fever, 42 species had been reported as being insecticide 
resistant. Shortly before that last expert committee meeting, the first ever report had been 
received of resistance in a sandfly vector of leishmaniasis, Phlebotomus papatasi, in Bihar, 
India. Since then, two important new reports of insecticide resistance had been received - 

namely, that of Simulium soubrense and Simulium damnosum to temephos within the Onchocerciasis 
Control Programme area in West Africa. Even resistance to the anticoagulent rodenticides had 
appeared in a number of rodent reservoirs of disease, though still limited geographically. 

To counter the spread of vector and reservoir resistance to pesticides, the disease 
vector control programme was working along a number of parallel lines. So as to maintain 
effective control of those vectors against which the use of pesticides was still necessary, 
considerable efforts were being made in close conjunction with pesticide industries in many 
different countries to develop effective insecticides with little toxicological hazard to 

man or to the environment and which led to no cross -resistance to existing compounds. 
Furthermore, considerable resources were being placed into the development of alternative 
methods of control - primarily, biological and environmental. However, the use of pesticides 
would continue to be the basis of disease vector control programmes for the foreseeable future, 
as had been indicated by the delegate of Ghana. The increased cost of their development, 
now reported as between US$ 8 -12 million for each new compound, had been referred to by the 
delegates of India and Zambia. Nevertheless, the industry was providing between 6 and 8 new 
compounds each year, and they were in the process of being tested in the field, mainly through 
national collaborating centres, as suggested by the delegate of the Soviet Union. 

Emphasis had been placed by the delegates of Zambia and Egypt on the relationship 
between water resources development schemes and increased breeding of vectors of disease in 
those cases where drainage had been inadequate. The newly formed Panel of Experts on 1 

Environmental Management was stimulating greater understanding and concern on the part of 
development agencies of the dangers potentially inherent in water development schemes. 

Considerable resources had been devoted both from the regular budget and especially 
the Special Programme for Research and Training in Tropical Diseases to the development of 
biological control agents - some of which, such as larvivorous fish, had been known and used 
for many decades. One of the achievements of the programme, however, had been the develop- 
ment and growing use of the bacterial toxin produced by Bacillus thuringiensis serotype H -14, 
also known as Bacillus thuringiensis, var. israelensis. Considerable research was continuing 
on that species in order to improve its formulations, and an extensive research programme 
was being carried out on other biological control agents through grants under the Special 

Programme to laboratories in many different countries. 

He concurred with the emphasis laid by the delegate of Kenya on the importance of 
improving management techniques, since more effective application of methods and materials 
already available could make possible far greater progress than hitherto. Regrettably, there 
was a severe shortage of the well -trained professional staff necessary for that task, and 

that was apparent most often in precisely those endemic countries where the need was greatest. 

Accordingly, the disease vector control programme was placing great emphasis on the training 
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of professional staff in the endemic countries, and he expressed appreciation for the support 

of the delegates of India, the Netherlands, and Gabon, who had stressed the importance of 

that aspect. With both bilateral support and the support of the Special Programme for Research 

and Training in Tropical Diseases, WHO had instigated a number of university courses for a 

two -year M.Sc. degree in medical entomology and vector control in Indonesia, Thailand, 

Nigeria, the Ivory Coast, Kenya, and Sudan, and other such courses were in an advanced planning 

stage in India, Brazil, and Panama. Such graduates would be able not only to advance the 

study of vector control problems in their own countries, but could also effect an improve- 
ment in planning and evaluation, which the delegate of the Netherlands still considered as 

being too vague. 
The disease vector control programme would continue its efforts to support the programmes 

for the control of vectors of malaria, parasitic diseases and such diseases as plague, typhus, 

yellow fever, dengue and dengue haemorrhagic fever. Increasing attention was being paid to 
the development of vector control methods which could be applied at the village level by 
the community itself, and an example of that was the use of traps against riverine species of 
tsetse flies in a number of areas in Africa, as well as the improvement of housing for the 

control of the triatomine vectors of Chagas' disease. 

Dr NAJERA- MORRONDO (Director, Malaria Action Programme) expressed appreciation to all 
delegations for their comments and for the information they had provided on national plans 
of action and on collaboration with WHO. 

He fully shared the concerns voiced by several delegations regarding the intensification 
of problems which were diminishing the effectiveness or applicability of traditional control 
methods. Most speakers had indicated their alarm at the recent spread of drug resistance 
in Plasmodium falciparum and had stressed the need to monitor its impact on malaria control 
and to develop ways of containing it. WHO would continue to provide support and training 
as needed. 

The delegate of Thailand had referred to the problem of multiresistance to successive 
antimalarial drugs. In that respect, a scientific group meeting in September 1983 would 
study and provide guidance on the development of drug use policies aimed at reducing 
resistance development potential. 

An increasing number of malaria programmes, as had been mentioned by several delegations, 
were experiencing a growing divergence between the increase in the costs of conventional 
control activities and diminishing returns. As stressed particularly by the delegates of 
Venezuela and Yugoslavia, those trends might not be reversed until such time as the 
specialized antimalaria services were relieved of the operational costs of those activities 
that could progressively be taken over by the developing general health infrastructure, by 
organized community participation, and by intersectoral cooperation, within the strategy 
of primary health care. 

The delegates of Sri Lanka and the Netherlands had advocated caution in the 
implementation of integration of malaria programmes within primary health care. It should 
be borne in mind that hasty attempts at integration of services in the past had often 
failed, since the capacity to deal with malaria had been dismantled before the capacity to 
deal with health problems had been developed. The serious malaria outbreaks arising out 
of that unfortunate experience had in some cases forced a return to vertical approaches and 
had hampered the smooth development of the health services infrastructure. In view of 
those risks, it was now recognized by most countries that the integration of antimalaria 
services into a developing primary health care system should be approached cautiously and 
its progress synchronized with local conditions and resources. Evaluation of country 
experiences and health services research in key issues would play an essential role, as had 
been recommended by the delegate of Venezuela and others. 

Intercountry and regional workshops had been meeting since the previous year in order 
to review experiences and study constraints in the control of malaria through primary health 
care. A study group meeting in Geneva in November 1983 would review global experience and 
attempt to extract pragmatic guidance on feasible processes and their conditions of 
applicability. That, together with other meetings on malaria chemotherapy in 1983 and 
on the biology of malaria parasites in 1984, would provide the basis for an expert committee 
meeting, to be convened as soon as possible. 

The delegates of Gabon, Rwanda and India had recommended the strengthening of training 
as a key instrument for achieving the required ability to develop locally adapted strategies 
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of control. WHO was promoting and supporting the creation of coordinating mechanisms at 

country, intercountry, regional and global levels to optimize the use of existing resources, 

with a view to strengthening them and improving their suitability to meet programme needs. 

In cooperation with the Special Programme for Research and Training in Tropical Diseases, 

the malaria action programme was promoting and supporting research for new control tools, 

and was giving particular attention to field research aimed at better utilization of 

existing tools. He was grateful to the delegations of the United States, the United 

Kingdom, Cabin, Malawi, and others which had supported those activities. 

If those steps were pursued successfully, all countries would be able to develop 

adequate antimalaria activities, the need for which had been stressed by the delegate of the 

Soviet Union and the targets of the Seventh General Programme of Work would become attainable. 
The impact on socioeconomic development had been referred to by several delegations. 

The malaria action programme, in collaboration with the Special Programme for Research and 
Training in Tropical Diseases, was stepping up research on the social, cultural and economic 

factors which determined particular epidemiological situations and their amenability to 

control, as had been pointed out by the delegate of Thailand. 

The interrelation of those factors with ecological changes and their potential relevance 

to control made them essential elements for the selection of control methodologies. 

Particular attention was given to economic development projects, to which the delegates of 

Zambia and Egypt had referred, and where malaria control needed to be developed in a spirit 

of intersectoral and interagency cooperation. 

Dr DAVIS (Director, Parasitic Diseases Programme) welcomed the comments and suggestions 
made and the questions raised regarding the Parasitic Diseases Programme. He would comment on 
the general programme of parasitic diseases, and Dr de Raadt would deal with specific points 
raised on African trypanosomiasis and leishmaniasis. 

He fully agreed with the delegate of India who had drawn attention to the fact that high 
morbidity and mortality rates in children existed where major causal factors were a variety of 
parasitic diseases superimposed on a background of undernutrition or malnutrition. The 
importance of intestinal parasitic infections should not be underestimated; in that connection, 
the Parasitic Diseases Programme had reactivated a programme of teaching, training, research, 
and control - through primary health care mechanisms - of intestinal protozoan and helminthic 
infections. 

He also agreed with the delegate of India that control should be area -specific, based on 
local epidemiology, using appropriate technology through delivery systems based on the primary 
health care approach. Collaboration between regional offices and headquarters was increasingly 
and continuously close, and technical cooperation between countries with similar ecologies 
and epidemiological conditions would surely follow. 

The delegate of Zambia had referred to water -resource development and the resultant 
increase in schistosomiasis. That was of particular interest to the Parasitic Diseases 
Programme, where the programme of disease prevention and control in water -resources development 
schemes had a long history. In that context, the importance of the International Drinking 
Water Supply and Sanitation Decade was well appreciated and, in general, the work of the 
Decade - if successful - would, by being of such fundamental public health importance, 
materially assist in the control of parasitic diseases in general. The Parasitic Diseases 
Programme worked closely both with the Division of Environmental Health and the Division of 
Vector Biology and Control through the Panel of Experts on Environmental Management in the area 
of water resources development and health. 

The delegate of Egypt had also stressed the environmental background to many parasitic 
diseases. That factor, together with human behavioural variables and unchanging socioeconomic 
circumstances, made it probable that the time phase for control would have to be measured in 
the long term, rather than in the short term. 

Despite the well -publicized problems of parasitic diseases - which should not be under- 
emphasized - it should be realized that many profound advances had taken place in the previous 
15 years. Conceptually, parasitic diseases could be divided into two broad areas. First, 
there was the group of infections where an appropriate technology and delivery system to control 
morbidity had almost been achieved. That group included schistosomiasis, gastrointestinal 
protozoan and helminthic infections and African trypanosomiasis, where it was hoped that 
peripherally applicable simple diagnostic measures would shortly be available so that 
population coverage could be achieved and epidemics predicted and forestalled. 
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Secondly, there was the group of infections where progress in control was slower - or 
even non -existent - and it was evident that accelerated research inputs were necessary. The 
chemotherapy of Bancroftían filariasis and onchocerciasis and that of the leishmanial 
infections came into that group. Of course, the treatment of African trypanosomiasis was by 
no means satisfactory, but there were faint signs of light at the end of that particular tunnel. 

The delegate of the United States of America had referred to schistosomiasis and 
dracontiasis, or guinea -worm. In few other areas in tropical infections had there been as 
many productive advances as had occurred in the chemotherapy of schistosomiasis in the past 
15 years. With the advent of three factors - namely, highly effective orally -administered 
antischistosomal drugs, simple technical means of quantitative diagnosis applicable at the 
most peripheral level, and a delivery system at the primary health care level - the strategy 
for the control of schistosomiasis had undergone a radical change and was now based on 
morbidity control in children through population -based chemotherapy. As mentioned by the 
delegate of the Federal Republic of Germany, close collaboration between that country's Agency 
for Technical Cooperation and the Parasitic Diseases Programme had resulted in the 
implementation of schistosomiasis control activities with considerable success. 

In guinea -worm infections, the activities of WHO, through the combined work of the 
Division of Environmental Health, the Division of Vector Biology and Control, and the 
Parasitic Diseases Programme, had been numerous. The Secretariat would be pleased to 
communicate a list of specific details to the delegate of the United States. 

The delegate of the Netherlands had suggested that the targets of the Parasitic Diseases 
Programme were optimistic. In view of what had just been said, however, the Secretariat would 
be inclined to argue, amicably, with him. The targets listed were achievable by 1989 in those 
countries where operational programmes were in existence. 

He agreed with the delegate of the Netherlands that leishmaniasis was the Cinderella of 
the programme. That was due to staff constraints. It was, however, of interest to note that 
in November 1982 the first WHO Expert Committee on Leishmaniasis had laid down the principles 
of epidemiology and control on a global basis. The report of the committee would be placed 
before the Executive Board at its next session and then before the Health Assembly. In 
addition, the African trypanosomiasis programme could be expected to be transferred almost 
wholly to country level by the late 1980s and the leishmaniasis activities would increase in 
parallel with that. 

Another question raised by the delegate of the Netherlands had related to the relationship 
between the Parasitic Diseases Programme and the pharmaceutical industry. That story had 
started 21 years previously when WHO, in collaboration with the United Republic of Tanzania 
and the scientific staff of the United Kingdom Medical Research Council, had formed a 
Bilharziasis Chemotherapy Centre at Tanga to investigate the methodology of clinical trials in 
parasitic diseases. Three parasitic diseases had been chosen - schistosomiasis, filariasis 
and hookworm - which could all be treated within a common methodological framework. For many 
years that Centre, under WHO and national government auspices, had pursued that type of work. 

Liaison with industry had been obvious then and, since the old staff of the United Republic of 
Tanzania were now the old staff of WHO, that liaison had continued and the Parasitic Diseases 
Programme continued to deal with the pharmaceutical industry on a basis of mutual technical 
interest without commercial considerations. The bases of common interest were the methodologies 
of clinical trials in parasitic diseases, of research and development for anti -parasitic drugs, 
and of optimal toxicological and pharmacological techniques. Multicentre trials of 

praziquantel in schistosomiasis had recently been concluded, and multicentre trials of Oltipraz 
were under way with a French company, as were multicentre trials of albendazole, a broad - 
spectrum anthelmíntic, with an American company; trials of benzimidazoles in echinococcosis 
with a Belgian company and trials of praziquantel for neurocysticercosis with a German company. 
All trials were performed to an agreed protocol drawn up by the WHO Parasitic Diseases 
Programme and the company and central data -processing and analysis were ensured by a very close 
cooperation with the Health Statistical Methodology Unit. In that way there were major 
advantages to industry, to WHO and to Member States in acquiring information quickly, with 

maximum accuracy and minimal variation in technical methods. 

Dr de RAADT (Parasitic Diseases Programme) said that the Secretariat had been gratified 
by the many encouraging comments made by delegates on the trypanosomiasis programme. A number 
of spectacular advances had been made in trypanosomiasis methods. New tests had been 

developed recently relating to the systematic screening of Т.Ъ. gambiense disease, the clinical 
assessment and treatment of patients, and vector control through self -help systems. 
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The delegate of Uganda had asked whether in the development of new techniques sufficient 
attention was paid to backfeeding from those persons who worked daily with those techniques. 
In 1980 a meeting had been held at the Regional Office for Africa, attended by representatives 
of the health services of the T. b. gambiense countries and by laboratory scientists involved 
in the development of new techniques; at that meeting the strategy for new techniques had 
been worked out. A summary report of the meeting, entitled "Control of sleeping sickness due 
to Trypanosoma brucei gambiense", had recently been published in the WHO Bulletin. The 
development of the new techniques had been greatly stimulated by the generous donations made 
to the Special Programme for Research and Training in Tropical Diseases. The tests had been 
carried out to the stage that the techniques were now applicable on a large scale. 

Responsibility for control of application: of the techniques lay with the countries 
concerned. The WHO programme would contribute in terms of coordination, training, the purchase, 
quality control and distribution of reagents and drugs, and the distribution of simple manuals. 
The two regional offices concerned and headquarters were ready to undertake those tasks. 

The delegate of the United Republic of Cameroon had expressed concern about the financing 
of the programme. Obviously, once trypanosomiasis research had resulted in the development of 

new techniques for control, their implementation by the health services could not be funded 
from a specific research fund such as that for the Special Programme. The amounts allocated 
for the control aspect of the trypanosomiasis programme were shown in the table on page 240 of 
document РВ/84 -85. The sum of almost us$ 325 000 available for the current biennium had been 
provided through the generous voluntary contributions of two Member States, supplemented by a 

donation from the funds of the•African Regional Director's Development Programme. For the 
biennium 1984 -1985 some US$ 625 000 had been estimated. That sum was still under negotiation, 
and had not yet been guaranteed. 

The delegate of Iraq had raised a number of questions concerning leishmaniasis. The 
resurgence of leishmaniasis after the interruption of malaria control was very common - as a 

result, usually, of the reappearance of sandflies. That meant that, inevitably, the parasite 
would be reintroduced through a human carrier or through one of the animal reservoirs. It was 
generally assumed that those who had been naturally infected could remain immune for the 

remainder of their lives. However, artificial immunity still caused problems. Much 
encouraging research was under way in that field, but so far trials in man had been restricted 
to deliberate infection under controlled conditions, and experience with such trials of 

vaccination had been limited to cutaneous leishmaniasis and were not yet ready for general 
application. 

Dr LUCAS (Director, Special Programme for Research and Training in Tropical Diseases) 
thanked those delegates who had commented on the Special Programme. 

Several of the questions raised had related to the budget. In that connection, he wished 
to say that the budget figures shown on pages 248 and 249 of document РВ/84 -85 represented 
projections which would be refined as the various Scientific Working Groups finalized their 
plans. The final budget would be submitted to the Joint Coordinating Board in June. 

It was difficult to answer the question put by the delegate of Egypt concerning 
allocations to regions because under the Special Programme funds wer'2 not allocated in advance 
to regions or countries. They were allocated for the performance of specific tasks to be 

carried out by scientists working in their national institutions. Since the beginning of the 
Programme, a total of over 1700 grants had been made to scientists in 92 countries. The 
Secretariat could report to the Health Assembly on how the funds had been distributed region 
by region, in previous years but could not forecast for the coming biennium. Grants were made 
on the basis of decisions taken by scientists who met periodically. So far over 2800 
scientists from 126 countries had been involved in those periodic meetings. 

Collaboration with industry had proved very valuable. It was conducted in accordance 
with the guidelines and policies laid down by the governing bodies of WHO with regard to 
patents and protection of the public interest. 

The field component of malaria research had sponsored the training and the mapping of 
resistance to chloroquine in collaboration with the regional offices. The staff of malaria 
control programmes in endemic countries had been trained and equipped to continue monitoring 
the distribution of that phenomenon. 

� Bulletin of the World Health Organization, 60: 821 -825 (1982). 
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The Scientific Working Group on Chemotherapy of Malaria had made remarkable progress in 

the development of the drug mefloquine, which had been discovered over a decade ago by the 

Walter Reed Army Institute of Research, in the United States of America. The drug was being 

developed in collaboration with industry and it was hoped that within the next year or so it 

would be registered and available for use where indicated. 

It was satisfactory to note that as a result of the research on African trypanosomiasis 

sponsored by WHO with the support of the Special Programme, some new tools had reached the 

point at which they could be applied in the field. In that connection it would be recalled 

that an objective of the Special Programme was that the results of scientific work should be 

transformed into action in the field, with particular emphasis on simple, effective, safe and 

affordable tools. 

Significant scientific progress had been made in various fields (for example, regarding 

leprosy vaccine), but time would not permit a detailed description. 

In the matter of the strengthening of research capability and research institutions, the 

suggestion by the delegate of the United Kingdom - that a proper balance should continue to be 

maintained between research and development on the one hand and institution- strengthening on 

the other - had been noted. In that connection he was pleased to report that the Centre in 

Zambia, which had formerly been run by WHO under the Special Programme, had been taken over by 

the national Government and was making a valuable contribution to the research and development 

work of the Special Programme in, for example, the testing of mefloquine and field work on the 

epidemiology of African trypanosomiasis. In 1982 the Government of Zambia had invested over 

US$ 1 million in support of the activities of the Centre. There were other examples of 

national authorities progressively assuming responsibility for activities that had been started 

by the Special Programme; those strengthened institutions were now in turn strengthening other 

institutions in their region as examples of technical cooperation among developing countries. 

The Centre was receiving trainees from other developing countries. 

The delegate of the Netherlands had suggested that the budget for 1984 -1985 might not be 

achieved through funds from voluntary donations, and had asked what would then happen to the 

Programme. It was to be hoped that sufficient funds would be received to make it possible to 

keep the Programme on course. If there was a shortfall in contributions, some of the 

activities planned would have to be curtailed. For example, the number of research and 

training grants would have to be reduced and the testing of malaria and leprosy vaccines would 

have to be slowed down. 

Finally, he expressed appreciation to those who had indicated that their Governments 
would provide additional financial support to the Special Programme. 

Dr WERNSDORFER (Malaria Action Programme), reporting on the present status of malaria 
vaccine research with particular reference to the comments made by the delegates of Nigeria, 
India, and the United Republic of Tanzania, said that immunological research in communicable 
diseases had made unprecedented progress during the past decade. That progress had also 
benefited research on malaria immunology, especially vaccine research. Several viable 
approaches had been identified, including the development of causal prophylactic vaccines 
based on sporozoite surface antigens, transmission blocking vaccines based on gamete surface 
antigens, and clinically attenuating vaccines based on merozoite surface antigens. The 
progress had been made possible by the development of in vitro culture techniques of 

Plasmodium falciparum and other plasmodia, and also by the development of cell fusion or 
hybridoma techniques which were conducive to the production of monoclonal antibodies. Those 
developments represented a very essential research tool for the identification of protective 
antigens of the malaria parasite. Again, very recent progress towards the production of 
antigens through the structural analysis of proteins, genetic engineering and the synthesis of 
immunogenic polypeptides had opened up practical possibilities which were at present being 
actively followed up with a view to the production of protective malaria antigens. 

Those methods and lines of research were being pursued very actively by the Special 
Programme for Research and Training in Tropical Diseases, in collaboration with other funding 
organizations and agencies and with the cooperation of a large number of institutions and 
services throughout the world. Delegates could rest assured that the development of malaria 
vaccines was accorded high priority in the Special Programme. Nevertheless, a note of 

caution should be sounded, since the development of vaccines from a suitable candidate antigen 
into a vaccine which could be applied in practice was an arduous undertaking, vaccine safety 
and efficacy evaluation being a time - consuming task of considerable complexity. 
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On the other hand, it should also be borne in mind that malaria vaccines, useful as they 

might be as tools for strengthening malaria control and improving its efficiency, would not 

constitute a panacea. Their role was to be seen in complementing other approaches to malaria 

control, which should therefore not be neglected. In short, the present progress in research 

on malaria vaccines opened up most promising perspectives, but, in spite of the Organization's 

determination to pursue the task most fervently, it would be unrealistic to expect that 

malaria vaccines would be available in the very immediate future - although, in all probability, 

there would be a need for field trials and vaccine assessment within the next few years. 

Dr МERSON (Diarrhoea) Diseases Control) noted that the delegate of Chile had inquired 

about the impact which the diarrhoea) diseases control programme was having in reducing 

diarrhoea mortality, and had asked what system the programme had for obtaining information to 

evaluate national programmes. In that connection it should be borne in mind that in most 

countries diarrhoeal diseases control programmes had only recently been initiated; thus it 

was still too early to assess the impact of most of those programmes on diarrhoea mortality 

and morbidity. However, there had been a few encouraging signs worthy of mention. 

Firstly, in hospitals in a number of countries the use of oral rehydration therapy had led 

to a substantial decrease in diarrhoea case fatality rates. That could be attributed to the 

fact that greater attention was being paid to the overall management of diarrhoea, as well as 

to a decline in the use of intravenous fluids and their associated complications. Such a 

decline in case fatality rates had been observed, for example, in hospitals in Costa Rica, 

Haiti and India. 
Secondly, the introduction of oral rehydration therapy had resulted in a decrease in 

hospital admission rates for diarrhoea in some countries such as Tunisia, the decrease being 

due to increased use of oral rehydration salts at the community level. 

Thirdly, the use of oral rehydration therapy had resulted in as much as a 90% decrease 

in the use of intravenous fluids in large hospitals in Bangladesh, China, Jamaica, Morocco, the 

Philippines, and Tunisia. As the cost of treating a diarrhoea case orally was more than 80% 

less than that of treatment with intravenous fluids, it was clear that oral rehydration 

therapy could substantially decrease the cost of care. He agreed with the many delegates who 

had noted the important role played by UNICEF in national diarrhoea) diseases control 

programmes. 

In addition, there was also information from operational research studies that had been 

carried out in Bangladesh, India and Egypt demonstrating that the application of oral 

rehydration at the household and community levels could decrease diarrhoea mortality by 

50% to 60% over a one -year period. 

It was expected that as the decade progressed it would be possible to report further to 

the Health Assembly on the impact of national diarrhoea) disease control programmes in 

hospitals and in community settings. In 1982 the programme had initiated a management 

information system to measure progress in achieving its impact objectives and to provide 

information on the use of recommended strategies for programme management at global, regional 

and national levels. That management information system would become fully operational in 

1983 -1984 and, it was hoped, would be integrated with the information systems of other health 

programmes. WHO's diarrhoeal diseases control programme and the programme on health 

situation and trend assessment would be collaborating in the implementation of the management 

system. 

In order to obtain information rapidly on the impact and operations of a number of 

national diarrhoea) diseases control programmes a sentinel system had been established whereby 

certain countries were providing WHO with more detailed information on their activities. 

One of those countries, the Philippines, had reported in 1982 that coverage of diarrhoea cases 

by oral rehydration salts in eight regions of the country had been 43%, resulting in an 

overall decrease of 16% in diarrhoea mortality. 

WHO was also collaborating with countries in the planning and implementation of morbidity 

and mortality surveys to provide essential baseline data for planning purposes and for 

measuring programme impact. So far such surveys had been carried out in 11 countries, and 

in a number of them information had also been obtained on vaccination coverage. Those surveys 

had confirmed that in children below the age of five years diarrhoea) diseases accounted for 

at least one-third of all deaths. 
Finally, it was felt that a particularly effective tool to evaluate the progress and 

impact of national diarrhoea) diseases control programmes would be provided by intensive 
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reviews known as "comprehensive programme reviews ". Such reviews, which had already been 
used with much success by the Expanded Programme on Immunization and the maternal and child 
health programme, involved the establishment of a small team of programme staff and nationals 
and experts from neighbouring countries to obtain and analyse, over a two -week period, 
managerial, operational and epidemiological information through the review of existing data 
collected at the time of the review. Programme achievements and operational problems were 
identified, and recommendations for future activities were made. So far such reviews had 
been carried out in four countries and there were plans to carry them out in a further ten 

countries in 1983. It was envisaged that by 1984 the diarrhoeal diseases control programme 
would be able to undertake the reviews in most countries jointly with the Expanded Programme 
on Immunization and the maternal and child health programme. 

The delegates of Egypt and the United Republic of Cameroon had inquired about WHO's 
policy regarding the use of cholera vaccines, especially in the control of epidemics. The 

Organization's policy for the past decade had been to discourage the mass use of cholera 
vaccines to control epidemics, since available vaccines could not prevent the carrier state 
and thus the spread of the disease; in addition, they tended to distract attention from more 
important control measures and provided limited clinical protection for a very short period. 
Furthermore, experience had shown that most of the vaccines applied had not had the required 
potency. 

The diarrhoeal diseases control programme was currently supporting research to develop 

new cholera vaccines which could prevent the carrier state, offer prolonged duration of 
protection with a high degree of efficacy, and have little or no side effects. Especially 
through genetic engineering, it might be possible to develop such vaccines to be administered 
orally for the purpose of maximizing intestinal immunity and, possibly, of providing protection 
against other related bacteria also responsible for life- threatening diarrhoea. 

The delegate of Thailand had raised the important issue of how to provide management 
training for primary health care workers in a number of priority areas. In that regard it 

should be stated that the diarrhoeal diseases control programme had now developed a management 

training course for first -line supervisors designed for use at national and sub -national 
levels and emphasizing not only diarrhoeal diseases control tasks, but also other primary 

health interventions such as immunizations and malaria control. The course followed the 

methods used for the programme managers' course and the management courses of the Expanded 
Programme on Immunization. Materials for the course would be available in three months' 

time. 

Dr PIO (Tuberculosis and Respiratory Infections), replying to questions put by delegates 

with regard to programme 13.7 (Acute respiratory infections) noted that the delegate of the 

United States of America had requested the Secretariat to state its views on the 

relationship between the tuberculosis and acute respiratory infections programmes. In fact, 

they were two quite different programmes, although for historical reasons they were managed 

within a single administrative unit. The acute respiratory infections programme had been 

started with the Sixth General Programme of Work in 1978. The programme was now well 

defined in the Seventh General Programme of Work. The immediate objective was to reduce 

mortality in children in the developing countries, where the present rates were very high. 

A technical advisory group had met in March 1983 in Geneva and had concluded that enough 

knowledge and technology were already available for countries to initiate a control programme 

for acute respiratory infections. 

The delegate of Egypt had drawn attention to the absence of a budgetary provision for 

the acute respiratory infections programme in the Eastern Mediterranean Region. However, the 

Regional Office had already prepared a medium -term programme of service and research 

activities. A regional meeting was planned for 1983 to discuss the programme and to stimulate 

the interest of national authorities in it. Consequently, the lack of budgetary provisions 

did not mean that no activities in that field were being contemplated. 
With regard to programme 13.8 (Tuberculosis), it could not be reasonably maintained that 

tuberculosis was a neglected disease. Tuberculosis was still considered a health problem in 
the developed countries, although it was declining rapidly at an annual rate of 107. As the 

delegate of Hungary had indicated, some Central European countries had detected an increase in 

the number of cases over the past few years, and there was some concern that the downward 

trend might have been reversed. However, no increase in the risk of infection had as yet 

been reported in those countries. The data would be studied with a view to ascertaining 
whether there was a real change in the downward curve in the incidence of tuberculosis or 

whether, as was more likely, what was happening was only a transient phenomenon. 
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The situation was quite different in most developing countries, where the risk had 
either remained unchanged or had declined only very slowly. Nevertheless, there was no 
proof that morbidity rates had increased. What had increased was the absolute number of 
cases reported during the past two decades, due to the fact that the population had doubled 
over that period. 

In view of that situation the sceptical remark made by the delegate of Norway regarding 
the epidemiological target set in the medium -term programme seemed very logical. It could 
not be denied that there had been some optimism when the target had been formulated in 1980. 

Nevertheless, the target could not be considered in isolation. The reasoning had been that 
if the Expanded Programme on Immunization, the programmes of health laboratory technology, 
essential drugs, and primary health care achieved their targets by 1989, then it was very 
likely that the tuberculosis programme would make the progress which had been so elusive in the 
1960s and 1970x. In fact, the target was too modest, a mere 2% annual reduction in morbidity 
in children and in the risk of infection. The 2% figure was the minimum of what could be 
measured within an acceptable range•of statistical accuracy over a six -year period. BCG 
vaccination would achieve a much greater reduction of morbidity in children than the 2% proposed. 
Case finding and treatment were the main activities which could reduce the risk of infection. 
A gradual improvement in the early detection of cases and in patients' compliance with treatment 
should produce the projected reductions. 

If the target were considered from the failure side it would mean admitting that 98 out • of 100 potential new infections would not be prevented and would highlight the fact that the 

present tuberculosis control technology was not very effective. Even in the developed 
countries it was possible to prevent only 10% of potential new infections every year. Thus 

there was a justified need for research on better control methods. The most promising field 
was immunology. With the financial assistance of the Government of Norway a new programme 
of immunological research had been launched in 1983. 

The delegate of Sri Lanka had asked whether the Secretariat could clarify the legitimate 

doubts regarding the efficacy of BCG. The well -known Indian study had provided no information 
concerning the prevention of tuberculosis in children because the case -finding method used had 
been designed to detect a sputum -positive pulmonary tuberculosis, whereas in children the 

common forms were either sputum -negative or extrapulmonary. The statement to the effect that 

the efficacy of BCG varied from zero to 80% did not apply to children. The many studies on 

BCG in infants and young children had all produced very positive results. Consequently, after 

the Indian study there had been no reason to modify the present policy of BCG vaccination 
within the Expanded Programme on Immunization. Even the Government of India had decided to 

continue the vaccination of children under five years of age. 

Some concern had been expressed regarding the apparent reduction in the budgetary 
allocation for tuberculosis. In fact, however, as shown in the last column of the table 

on page 259 of the programme budget document, there would be an increase of almost US$ 600 000 
in the regular budget allocation for 1984 -1985. The great decline was in the amount of 

extrabudgetary funding. However, in that respect there was a general problem which had been 

discussed many times in the Executive Board and the Health Assembly: when the proposed 

programme budget was prepared, most donor agencies were not yet in a position to pledge the 

amount of funds that would subsequently become available to WHO programmes two years later. 

The gap in extrabudgetary funding for tuberculosis between the previous biennium and the 

coming biennium had, in fact, been largely bridged. 
The Government of Sweden had promised to renew its collaboration with the Government of 

India, through WHO, in the amount of more than US$ 1 million per year over the next five 

years. Moreover the Arab Gulf Programme for United Nations Development Organizations (AGFUND) 

had already granted US$ 400 000 for a programme in four countries in 1983 -1984. 

With regard to training, it should be borne in mind that in the past 15 years a joint 

WHO /Japan course on tuberculosis control had been held annually in the English language in 

Tokyo for the training of programme managers. Under a recent agreement with the Government 

of France, a similar training programme in the French language would be started soon. Thanks 

were thus due to the two Governments concerned for their collaboration. 

Finally, the close working partnership between WHO and the International Union against 

Tuberculosis had set a very high example of what international cooperation could be. The 

Director -General would like to avail himself of the present opportunity to express WHO's deep 

recognition of the Union's support for national tuberculosis programmes sponsored by the 

Organization. The partnership had been extended to cover the field of acute respiratory 

infections and other respiratory disease programmes. 
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Mrs ROUILLON (International Union against Tuberculosis) expressed her thanks to WHO and 
to Member States for the confidence placed in the International Union against Tuberculosis. 
Their positive reactions to the Union's work would be an encouragement to its member associa- 
tions to increase their efforts to support and complement the decisions made by governments and 
by the Organization. Both in the field of tuberculosis and in that of acute respiratory 
infections and other respiratory diseases the Union was placing at the disposal of Member 
States its network of direct communication to convey useful information. 

There was one point regarding tuberculosis which had not perhaps been fully dealt with. 
It concerned the cost of treatment. Both in WHO and in the Union, sometimes jointly and 
sometimes independently, an effort had been made to achieve a reduction in the cost of drugs. 
Recently the Union had obtained very preferential prices for combined rifampicin and isoniazid 
and for pyrazinamide to be used in well -assessed programmes. Many studies had been made on 
the lowest possible useful dose of rifampicin in order to reduce the cost of treatment. 
Moreover, it was impossible to over -emphasize the importance of the work being done jointly 
with WHO to increase and improve diagnostic coverage and treatment with a view to achieving a 
real epidemiological impact. 

Dr SANSARRICQ (Leprosy) said that he had noted the comments made by the delegation of 
the Netherlands regarding the ambitious nature of the targets assigned to the leprosy programme 

in terms of the detection aid treatment of cases. The delegate of Egypt had also rightly 
drawn attention to the need to carry out as many surveys as possible for the purpose of 

measuring accurately the extent of the leprosy problem. In that connection a manual designed 
to make it possible to carry out random sample surveys without having to resort to the 

services of specialized statisticians had just been completed. 

The delegates of Egypt and the Netherlands had expressed concern regarding the budgetary 
resources of the leprosy programme. In that connection attention should be drawn to two 

points. 

Firstly, in recent years the main extrabudgetary contributions for the leprosy programme 
had been received under the Sasakawa Health Trust Fund at the rate of US$ 1 million to 
CS$ 1.3 million per year. US$ 600 000 of the 1982 contribution had been used for multidrug 
therapy. Also, the International Federation of Anti- Leprosy Associations (ILEP) had provided 
contributions ranging from US$ 400 000 to US$ 800 000 per year. 

Secondly, a meeting on action plans for leprosy control had taken place in New Delhi in 
August 1981; the meeting had been attended by representatives of bilateral and voluntary 
organizations and all the officers responsible for leprosy in the regional offices. As a 

result of the meeting, substantial progress had been made. The ILEP member associations 
had decided to give priority to the implementation of multidrug therapy in accordance with 
WHO recommendations in all projects receiving direct financial support from them, covering a 
total of approximately 1.2 million patients. The Damien Foundation in Belgium had established 
a drug fund with an initial endowment of US$ 400 000, designed to support projects receiving 
WHO's technical approval. It was hoped that other associations would also contribute to it. 

The Secretariat believed that the prospects of obtaining further extrabudgetary contributions 
were reasonably good. In any case the Organization was extremely grateful to the bilateral 
and voluntary organizations mentioned, aid to others which had provided assistance. 

Health science and technology - health promotion and care (Appropriation Section 3; 
Documents РВ/84 -85, pages 119 -218, and EB71 /1983 /RЕС /1, Part II, paragraphs 34 -41) 
(continued) 

Oral health in the strategy for health for all 

The CHAIRMAN drew attention to a draft resolution on oral health in the strategy for 
health for all, proposed by the delegations of Maldives, Mozambique, Nigeria, Norway, Sweden 
and the United Arab Emirates. The delegations of Iceland, the Islamic Republic of Iran, and 
Lesotho had expressed the wish to be added to the list of sponsors. The text of the draft 
resolution read: 

The Thirty -sixth World Health Assembly, 
Recognizing that oral health is deteriorating in developing countries, despite the 

availability of effective preventive methods which have markedly improved, and continue 
to improve, oral health in many industrialized countries; 
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Recognizing that bilateral cooperation focused on measures to arrest the 

deterioration in oral health in developing countries and to ensure permanent maintenance 
of any improvements achieved is not only possible but is particularly called for at the 

present time; 
Appreciating the clear and practical strategy available 1 for achieving better oral 

health on a worldwide scale; 

1. CALLS upon all Member States to follow the available strategy when developing their 

national oral health strategies; 

2. URGES all Member States to use the facilities for coordination and collaboration 

available through WHO and in particular its International Collaborative Oral Health 
Development Programme mentioned in the attached strategy; 

3. REQUESTS the Director -General: 

(i) to mobilize available resources in setting up the International Collaborative 

Oral Health Development Programme in order to respond effectively to requests from 

Member States regarding all aspects of their national oral health strategies, thus 

taking advantage of a special opportunity to redeploy human and other resources to 

achieve health for all; 

(ii) to report on progress to future World Health Assemblies through his biennial 
report. 

ANNEX 

FOUR -POINT COUNTRY ACTION PROGRAMMES 

1. Establish a coordinated planning process in oral health, using the standard WHO 
system for analysing oral health situations. 

2. Within national plans thus formulated, emphasize prevention at the primary health 
care level and integrate oral health into the general health infrastructure 
including a relevant referral system. 

3. Identify obstacles to achievement of national plans. 

4. Use the WHO International Collaborative Oral Health Development Programme mentioned 
below to overcome those obstacles. 

ROLE OF WHO IN SUPPORT OF COUNTRY ACTION PROGRAММES 

1. Establish a WHO International Collaborative Oral Health Development Programme, as 

outlined in documents ЕВ71/1983/REС/2, pages 175 -176 and A36/INF.DOC./2, page 3, 

incorporating the optimal deployment of all resources available to the Organization. 

2. Collaborate with Member States in performing situation analyses, in developing 
national policies, goals, plans and programmes in the light of these analyses and in 
identifying obstacles to achievement of those goals. 

3. Participate with governments in identifying activities required and the support 
needed through the WHO International Collaborative Oral Health Development 

Programme. 

4. Promote and coordinate health services research and other research required to 

ensure the achievement of country goals in oral health. 

Miss DEBEY (France) said that her delegation would have to abstain in the vote on the 
draft resolution. As stated at the Committee's eighth meeting, it did not consider the 
proposed redeployment of personnel an appropriate solution to the problem of staffing - 

firstly, because the personnel to be redeployed would not have sufficient training in 
preventive work and, secondly, because it was a substitution measure, and ran counter to the 
notion of countries' self -responsibility. Her delegation had also expressed concern at the 
financial aspect of the oral health programme, based on financing from extrabudgetary funds, 
and the tendency to establish a secretariat which would duplicate the existing secretariat. 

1 Strategy for Oral Health summarized from РВ/84 -85 and A36/INF.DOC./2. 
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Dr ROSDAHL (Denmark) said that his delegation shared the reservations expressed by the 
delegate of France. Nevertheless, it would follow the majority of the Committee and vote in 
favour of the draft resolution. 

The draft resolution was approved. 

Reference substances for quality control of drugs 

The CHAIRMAN drew attention to a draft resolution on reference substances for the quality 
control of drugs (facilitation of their departure from and entry into Member States), 
proposed by the drafting group. It read as follows: 

The Thirty -sixth World Health Assembly, 
Recognizing the importance of the availability of high -quality reference standards 

for the quality control of drugs; 
Noting the difficulties presently encountered in having reference materials 

delayed or lost in transit or held up unduly, while awaiting customs clearance, and 
being stored in conditions that could adversely affect the quality of the reference 
substances, 

REQUESTS the Director -General to study the question and to take appropriate measures, 
in the light of the Organization's constitutional functions and related practices, and 
to inform Member States of such measures. 

Dr WESTERHOLM (Sweden), Chairman of the drafting group, said that the text had been 
accepted by all 15 countries represented on the drafting group. 

Dr ZAKI (Egypt), referring to the operative paragraph of the draft resolution, asked 
whether the information would be sent to each Member State individually, or whether Member 
States would be informed at the Health Assembly of the measures taken. 

Dr WESTERHOLM (Sweden) said that the information would be sent to Member States. 

Dr de SCHOUWER (Belgium) said that it was not clear from the text whether the information 
would be given before or after the measures had been taken. 

The CHAIRMAN said that the difficulty seemed to be caused by a slight discrepancy between 
the English and French texts. The French text would be brought into line with the English. 

Dr ADANDE MENEST (Gabon) said that in many countries the entry of certain products was 

governed by legislation. The purpose of the text was to facilitate the entry of such products. 
Many countries which did not have control laboratories needed to import reference products 
from other countries. Provided those concerned were informed of the importance of the 

products, they would take the necessary steps to facilitate their entry and departure. 

The draft resolution was approved. 

The meeting rose at 17h30. 

• 


