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TWENTY-FIRST MEETING 

Monday, 21 January 1984, at 14h30 

Chairman： Professor J. ROUX 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1986-1987： Item 7 of the Agenda 
(Resolution WHA36.35, para. 5(2)； Document PB/86-87) (continued) 

PROGRAMME REVIEW: Item 7.2 of the Agenda (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation Section 4) 
(continued) 

Disease prevention and control (programme 13) (Document PB/86-87, pages 200-274) (continued) 

Acute respiratory infections (programme 13,7) 

Dr HAPSARA congratulated the Director-General and the Regional Director for South-East 
Asia for the serious attention given to the programme• He supported, in particular, the 
research referred to in paragraph 13 of the programme statement, on a prototype national 
strategy for the control of acute respiratory infections as part of primary health care, and 
hoped the results would be available as soon as possible. He was sure that many countries, 
including his own, expected a great deal from that type of study. He had mentioned the 
matter because, thanks to technical support from WHO, his country had established a more 
soundly based long-term health development programme, within the framework of the national 
development programme, and was therefore in a better position to induce donor countries to 
support it with financing. 

Referring to the table on page 234, he asked the Regional Director for South-East Asia 
what were the specific programme activities that accounted for the increase in estimates over 
the previous biennium, from USi 108 000 to US$ 183 200. 

Dr BORGORO noted that the programme was a relatively new one and stressed the importance 
of possessing tools to attack the considerable mortality from acute respiratory infections, 
especially in children under 5 years of age. The programme merited support, especially 
regarding the development of rapid laboratory tests to detect infections of viral and 
bacterial origin； that would assist epidemiological surveillance as well as diagnosis and 
treatment. The programme was closely related to other programmes on child health and would 
benefit from as close cooperation as possible with them. The budget increase was very 
welcome• 

Dr KO KO (Regional Director for South-East Asia) said that in South-East Asia the 
programme had been started rather late, but the Regional Committee had shown keen interest in 
it and the programme had been started in four countries. The US$ 183 200 was intended for 
supporting the programmes in those countries, which included Nepal and Indonesia. 

The programme would include epidemiological studies, the preventive approach, 
operational research, etc., with the aim of integration of the control programme into primary 
health care as soon as possible. Meetings were being organized - a scientific working group, 
as well as on the service aspect - and an associate staff member from Italy was providing 
assistance at the regional level. In addition, the programme was one for which a great deal 
of bilateral assistance was being received. Those facts were not shown in the budget 
statement• 

Dr PIO (Tuberculosis and Respiratory Infections) expressed his appreciation of the 
comments made by Dr Hap s ara and Dr Borgoño • He informed the Board that in the past few years 
the programme had concentrated on developing the managerial tools, especially guidelines for 
case management, and training material which would be ready during 1985• 

Professor JAZBI recalled that acute respiratory infections were by far the most 
important cause of mortality in children in the developing countries where malnutrition was 
prevalent• Much of the incidence of such infections was caused by the ignorance of mothers 
who were not aware of simple protective practices• He had been impressed by the studies 



carried out in various countries of Asia and Africa, as described in paragraph 6 of the 
programme statement, and would like to see reports of those studies made available to 
governments on request, to assist them in planning their control strategies. He also noted 
in the programme statement that practical guidelines and manuals on the management of acute 
respiratory infections at the primary health care level would be prepared. That exercise 
would be very useful, and should be undertaken as soon as possible. 

He also supported the expansion of the network of WHO collaborating centres in the 
developing countries where the incidence of respiratory infections in children was very high 
and was complicated by malnutrition and the indiscriminate use of antibiotics which had led 
to many organisms becoming resistant to common drugs• 

Tuberculosis (programme 13.8) 

Dr EL GAMAL said that, despite the tremendous efforts made by WHO and by various 
countries in vaccination and early detection of tuberculosis, the morbidity rate had not 
fallen significantly in developing countries - owing, no doubt, to poor environmental 
conditions, population increase and continuing malnutrition. Further laboratory and field 
studies were needed on the effectiveness of ВСG vaccine (which was apparently doubtful) and 
on the resistance of the disease to drugs, even recent and expensive ones* Finally, as 
tuberculosis was a disease associated with social conditions, WHO should not ignore that 
aspect• 

Dr BORGOHO said that it was somewhat paradoxical that tuberculosis, which had been the 
first of the diseases to have aroused the concern of public health authorities, should 
continue to be such a serious problem in several parts of the world. Sufficient scientific 
progress had surely been made to allow for more rapid results in controlling the disease. 

He agreed with the statement in paragraph 5 of the situation analysis that it was not 
easy to integrate tuberculosis control into primary health care; he believed, however, that 
the difficulties could be overcome, as experience in Chile had shown. In fact the 
difficulties should in themselves stimulate countries to make a determined effort. 

As regards paragraph 6 of the situation analysis, he inquired how many countries had 
already introduced a short-course chemotherapy regimen not just in hospitals but as part of a 
national programme• In Latin America, especially in Chile, experience had shown that regimen 
to have great advantages. Although at the initial stages the cost of the drugs was heavy, 
all cost-benefit analyses had shown that the benefits outweighed the costs. Moreover, it had 
proved possible to shorten the regimen from six to four months• 

In that connection, the surveillance of resistance, particularly of Koch's bacillus, to 
drugs (paragraph 11) was very necessary, and the information obtained should be circulated as 
widely as possible. 

He inquired what was the situation regarding the implementation of resolution WHA36.30, 
which dealt with the tuberculosis control programme and had been widely welcomed; he feared 
that little progress had been made. 

Finally, he welcomed the emphasis that was to be placed on immunological research; that 
aspect needed further study not only as regards the pathogens of the disease but also for a 
better evaluation of the effectiveness of ВСG vaccination. 

/ 
Dr GARCIA BATES said that, in view of the shortage of time she would speak on diarrhoeal 

diseases, acute respiratory infections and tuberculosis together. 

Public health authorities had thought that those diseases would be controlled by the 
development of scientific knowledge and technology； instead, they had increased and budgets 
for their control had had to be increased, chiefly because of the deterioration of economic 
and social conditions in many countries. It was necessary to review the application of 
modern technology in the light of the real possibilities of individual countries to absorb it. 

Sometimes - as in Argentina 一 health personnel blamed their failures on political and 
economic considerations. That was not always correct： the health sector was responsible not 
only for the provision of therapy, but also for the organization of the relevant services - a 



key element. Outpatient care, for example, which represented a great advance in tuberculosis 
treatment, was often badly managed, with the result that the patients and contacts abandoned 
it• She urged greater dynamism on the part of the health sector. 

Dr PIO (Turberculosis and Respiratory Infections) said that three members of the Board 
had referred to the poor results in tuberculosis control despite the many efforts made during 
the past few decades. It was true that not all the available technology had been applied 
wisely and that specialists and workers in public health had created expectations which had 
not been fulfilled. However, a rapid decline in tuberculosis could not be expected with 
technology which was appropriate to developing countries. Even with the application of the 
most expensive control methods in developed countries the reduction of the problem had only 
been some 10 to 15% a year and it had taken 20 to 30 years to achieve the present low rat:es 
of transmission of infection. With the technology which could be applied in developing 
countries, a reduction of no more than 5% per year could be expected. That situation 
justified new efforts in research and, as Dr Borgoño had mentioned, modern immunology offered, 
prospects of finding new control weapons to reduce the incidence of tuberculosis more rapidly 
and of providing a more appropriate technology for use in developing countries. 

As regards the problem of drug resistance, information available about the basic 
standard drugs, isoniazid, streptomycin and thioacetazone, was that initial resistance was 
not increasing but was being contained at the range of 10-20% in most developing countries 
and that generally it could be overcome by the use of two or three drugs. WHO was organizing 
a system of surveillance of drug resistance on a regional basis which had started in the 
Region of the Americas in 1984 and would continue in other regions during the next few years. 

Dr Borgoflo had inquired about the follow-up to resolution WHA36.30 of 1983. The most 
important paragraph of that resolution (operative paragraph 2(1)) requested the 
Director-General to collaborate with Member States in developing and strengthening 
tuberculosis control programmes as a component of primary health care and to ensure that 
information was made available* One manifestation of the increasing interest in carrying out 
the programme was the increase in the budget before the Board. Many countries were 
requesting bilateral assistance for tuberculosis control and many developed countries were 
devoting funds to the programme. 

Operative paragraph 2(2) of the resolution urged support for BCG vaccination - and that 
was continuing. WHO was also coordinating a programme to collect more information on the 
efficacy of BCG in young children in developing countries. The resolution had also called 
for the promotion of fundamental research, particularly in immunology (operative 
paragraph 2(4)). A new programme oil immunology had been started in 1983, and was being 
coordinated by the immunology unit• Efforts were being made to encourage cooperation between 
tuberculosis programmes and programmes concerned with health systems based on primary health 
care, health laboratory technology, essential drugs, and health education. The problems of 
diagnosis and drug resistance clearly could not be solved in an isolated way, and 
collaboration with the programmes on laboratory technology and essential drugs was vitally 
important • 

Dr EL GAMAL said that in Egypt drug resistance ranged from 40 to 60%, and not 10% as had 
been stated• 

Leprosy (programme 13.9) 

Dr ZHANG YIN E (alternate to Dr XU Shouren) expressed his approval of the proposed 
programme and appreciation of WHO'S efforts to control leprosy. The leprosy chemotherapy 
programme could only be put into effect on the basis of a primary health care network. He 
therefore urged WHO to help Member States strengthen their primary health care, and suggested 
that pilot regions be selected for the trial of combined leprosy control activities with 
primary health care. Secondly, developing countries should be helped to strengthen their 
research facilities and to train experts in leprosy control. Finally, WHO should strengthen 
collaboration with organizations working in the field of leprosy. 

Dr EL GAMAL said that one of the main obstacles in combating leprosy was the shortage of 
information as to the dimensions of the problem and the actual number of cases of leprosy. 
He suggested that WHO undertake a survey of the spread of leprosy and promote microbiological 
studies of the disease* 



He suggested that the merging of leprosy control activities with those of skin disease 
clinics might help to overcome the social stigma of the disease. 

The problem of resistance to dapsone called for multi-drug therapy, but the high cost of 
drugs made it necessary to seek bilateral and multilateral aid. He noted from the table on 
page 241 that the allocations from extrabudgetary sources had dropped by almost one half as 
compared with the 1984-1985 biennium, and asked why that was so. 

The question of a vaccine against leprosy had been referred to when the report of the 
Regional Director for Africa had been discussed; there was no need for him to stress its 
importance. 

Dr ELIAS (alternate to Professor Forgács) pointed out that with the increase in 
international tourist traffic, it might be advisable to call attention to the possibility of 
leprosy entering a country unexpectedly. In Hungary, for example, a scare had been created a 
few years ago when a case of leprosy had been discovered by chance in a swimming pool. 

Professor JAZBI said that research on immunology and chemotherapy was particularly 
important for the control of leprosy. He therefore appreciated the programme outlined in 
paragraph 16. Community participation was essential; people were afraid of the disease, and 
health education must be used to overcome that fear. The training of community workers at 
primary health care level and the provision of drugs should be the major objectives. 

Dr NOORDEEN (Leprosy) thanked members of the Board for their comments. 

Dr Zhang had mentioned the need for integration of leprosy control within primary health 
care* Progress in that area had been rather limited, partly because of the reluctance of 
general health workers to accept leprosy as part of their activities and partly because of 
the reluctance of the leprosy workers themselves to give up something which they had been 
used to performing. Integration within primary health care would depend to a great extent on 
the development of primary health care itself and also on the facilities available at the 
first-level health facility and the first-level referral facility to deal with diagnosis, 
treatment, and supervision. Dr Zhang had also mentioned trials for studying integration 
within primary health care. In that connection, he informed the Board that it was planned to 
study integration of leprpsy as part of a communicable disease package in a systematic manner 
in selected countries• With regard to strengthening coordination with voluntary 
organizations, WHO had organized two coordination meetings, one in 1982 and another in 1984, 
to bring together regional offices, headquarters and voluntary and other donor organizations 
to promote leprosy control through the implementation of multidrug therapy. 

Dr El Gamal had referred to the need to obtain information on the disease situation* To 
that end, a manual on sample surveys in leprosy had been prepared and a second manual on 
rotational sampling to monitor the leprosy situation was under preparation. With regard to 
limited integration of leprosy with skin disease services, where that had been resorted to in 
countries with a high level of social stigma against leprosy, experience had been varied. He 
agreed that resistance to dapsone was a serious problem and that the need to implement 
multidrug therapy was urgent： hence the need to raise additional extrabudgetary resources. 

Dr El Gamal had referred to a decrease in the extrabudgetary resources for 1986-1987 as 
compared with 1984-1985. That was due to lack of firm information at the time of preparation 
of the programme budget about the level of availability of such resources but it was expected 
that such resources would continue to be available during 1986-1987 at the same level as in 
the previous biennium. 

Dr Eliás had mentioned the risk of leprosy due to tourist traffic. In fact the risk due 
to such traffic and similar situations was extremely small* For instance, in Europe, the 
limited number of leprosy cases among the immigrant population had failed to produce 
secondary cases. 

Professor Jazbi had referred to community participation. That was particularly 
important for leprosy in view of the social problems related to the disease. 

Professor JAZBI said that, in addition to community involvement, government support was 
indispensable for tackling the leprosy problem. In Pakistan the Head of State had taken a 
personal interest in the matter, and USÍ 20 million were to be allocated to leprosy 
programmes from government funds. Governments should be taking on the responsibilities which 
voluntary agencies had borne in the past. 



Zoonoses (programme 13.10) 

Dr SAVEL'EV (adviser to Professor Isakov) said that the importance of the zoonoses 
programme had increased considerably during recent years in view of the growth in 
international trade in animals, animal products and cattle feed. Diseases such as 
salmonellosis, Campylobacter infections and yersiniosis, spread by animal products deserved 
particular attention, since the number of cases was increasing in both developed and 
developing countries. He approved the proposed programme. Increased attention should be 
given to prophylaxis through appropriate measures at.the animal breeding, slaughtering and 
butchering stages• 

Professor JAZBI expressed his approval of the programme and especially of the proposed 
^measures on rabies, salmonellosis and leptospirosis. It was essential to develop a 
swift-acting rabies vaccine. He welcomed the additional extrabudgetary funds which had been 
made available, and hoped that they would be used to strengthen programmes at country level. 

Dr REGMI said that encephalitis was a great problem in his country• At present, 
vaccines were imported, but they were expensive, and resistance to insecticides was proving a 
problem. Was there any prospect of a cheap and effective vaccine being developed in the near 
future? 

The CHAIRMAN said, in his personal capacity, that he supported the programme, especially 
because of its emphasis on intersectoral cooperation. Economic changes were taking place in 
the animal husbandry sector, and in many countries a lack of protein among the population was 
attributable to zoonoses• 

Paragraph 12 of the programme statement referred to two subregional zoonoses control 
centres, to be set up in the African Region by 1987. Such a centre already existed for the 
Mediterranean area, but it had not yet been possible to ensure intersectoral cooperation 
between the countries of the region. The potential pitfalls of such an important venture 

underestimated. 

(Veterinary Public Health) thanked the Chairman and Board members for their 

ev had commented on the control of zoonoses transmitted by animal products• 
of zoonoses was increasing, despite the efforts of the authorities. WHO would 

continue to assist Member States in the surveillance and control of such diseases. The 
mobilization of resources was a problem in the animal health sector, and it formed one of the 
main aims of the programme. 

In the previous 10 years the number of animal health workers in the agricultural and 
livestock sectors had increased in almost all regions* Ten years ago manpower levels in 
Africa had not been sufficient to enable countrywide programmes to be carried out; today the 
agricultural sector was showing its readiness to take a share of the responsibility for 
preserving the health of humans• 

He was aware of the positive aspects and the problems of the Mediterranean zoonoses 
control centre. The regional offices would help governments to strengthen intersectoral 
cooperation. With reference to the two proposed subregional centres, it had seemed better to 
establish them as coordinating nuclei linked with specific programmes, e.g. rabies, 
leptospirosis and salmonellosis• 

The Chairman had stressed the importance of the multisectoral approach• Regional 
offices had established formal links to secure the cooperation of the sectors concerned. The 
Regional Office for the Americas had organized regional meetings with ministers of 
agriculture, and the Regional Office for the Eastern Mediterranean had enlisted the aid of 
deans of veterinary schools and directors of veterinary and health services in planning the 
programme. In general, cooperation with other sectors had greatly increased. 

Sexually transmitted diseases (programme 13.11) 

Dr BORGOHO noted with regret that the programme had received very little funding under 
the proposed budget• 

should not be 

Dr ВСЮЕЬ 

Dr Savel' 
The incidence 



Syphilis, in its chronic form, was no longer a major public health problem, either in 
developing or developed countries, but other forms of the disease were still widespread, and 
adequate funds and trained workers were not available to combat them. The level of 
congenital syphilis in a country was a good indicator of the level of sexually transmitted 
disease* 

What was WHO1s role with regard to AIDS? There had already been some 8000 cases 
registered in the USA and some 700 in Europe, and many others in Latin America and the 
Caribbean. The problem had attracted much public attention and had been widely covered in 
the press. The long-term mortality rate appeared to be 100% and there were many 
epidemiological questions to be clarified. What was the significance of antibodies and 
association with leukaemia? How many cases existed that had not yet been diagnosed? What 
was the incubation period of the disease? Those questions required an answer before 
effective treatment could be found. The Institut Pasteur had claimed discovery of the virus 
which caused AIDS, but its findings were not consistent with United States research, which 
suggested a completely different genetic aspect• The public and the medical community looked 
to WHO to investigate the disease. 

The low proposed budget allocations for the programme were particularly worrying in that 
context• The programme covered diseases like congenital syphilis, which were easily 
prevented and treated at the first level of health care, as well as a disease like AIDS which 
had affected a relatively low number of people but had a much higher mortality rate and had 
given rise to public attention and calls for action. In April 1985 a world congress would be 
held in Atlanta, USA, and new findings on AIDS would be published. It was hoped that they 
would result in more information and ideas• 

Professor LAFONTAINE acknowledged that AIDS was a global problem - especially because of 
the risk, as with hepatitis B, of infection from blood products - and that the question of 
the role of the lymphatic and immune systems in the disease might open up new avenues for 
medical research. He would urge, however, that due attention be paid to diseases such as 
genital herpes and chlamydial infections• 

He wished to place on fécord that the Belgian Government was willing to help WHO update 
the Brussels Agreement of 1924 regarding venereal diseases treatment for merchant seamen, 
which had long been out of date. 

Dr NIGHTINGALE (alternate ¿o Dr Gardner) said that paragraphs 11, 20 and 21 did not 
adequately reflect the increasing resurgence of yaws and endmic syphilis in about eight West 
African countries, which had been documented in April 1984 at the International Symposium on 
Endemic Treponematoses and Yaws• In some countries the situation was again as bad as it had 
been before the WHO/UNICEF-sponsored campaigns of the I960*s, even though simple treatment 
was available. Such diseases were an Appropriate target for primary health care in the 
affected countries• 

Dr CAUSSE (Bacterial and Venereal Infections), replying to Dr Borgoño said that, 
although syphilis had almost disappeared in some countries, in others its incidence had 
increased. In some Asian and African countries special programmes existed to monitor young 
and pregnant women in an attempt to reduce the incidence of congenital syphilis, which, while 
not an absolute criterion, was nevertheless a reliable indicator of the prevalence of 
sexually transmitted diseases in a country. 

With reference to Professor Lafontaine1s comments: genital herpes and chlamydia were 
relatively rare diseases, but some years before they had become much more common throughout 
the world, transmitted by migrant populations and tourists. Both diseases could have serious 
complications, and perinatal or congenital transmission posed a particular problem. He was 
grateful to the Belgian Government for its offer of assistance in updating the Brussels 
Agreement which was aimed at the elimination of disease, especially sexually transmitted 
disease among sailors. Modernization measures, including the extension of the agreement to 
cover itinerant populations and tourists, would enable methods of diagnosis and treatment to 
be standardized• 

As Dr Nightingale had said, the incidence of yaws and endemic syphilis had regained its 
former level in some African countries, as had happened with many other diseases. It was 
planned to hold regular meetings of the interested countries to work out development 



programmes, and funds would probably be forthcoming to make a fresh start on the campaign 
against such diseases. Programmes would be fully integrated to ensure adequate supervision 
and maintenance of results. 

Dr Borgoflo and Professor Lafontaine had referred to AIDS. WHO1s role in the fight 
against the disease was a far from passive one； several conferences had been held to define 
its etiology and to draw the attention of governments and regional groups to the disease• 
WHO had set up working groups at national, regional and international levels to draw up a 
better definition of the problem and to encourage research and the exchange of information 
between the various researchers and laboratories which were working on it. More was now 
known about the AIDS virus, including its genetic sequence. Dr Borgoño had mentioned the 
epidemiology of the disease and the significance of antibodies, but no clear conclusions 
could yet be drawn. The antigens used in serology research had not yet yielded specific 
reactions； it was hoped that new antigens obtained by genetic engineering would give more 
information about those carrying the antibody. The incubation period of AIDS varied from 
less than one year in young children infected by means of blood transfusions to 4-5 years in 
adults who had contracted the disease in various ways. Current research was aimed mainly at 
developing a vaccine• It was hoped that one would soon be available； it would then be a 
question of deciding which groups were most at risk and should receive the vaccine first. As 
Dr Borgoño had said, a meeting would be held under the aegis of WHO at the Centers for 
Disease Control in Atlanta in April 1985, and more answers should be available after that. 

Professor Lafontaine had commented on the most disquieting aspect of AIDS - the risk of 
infection from blood donated by carriers• All blood transfusion centres, especially those 
for the treatment of haemophiliacs9 were greatly concerned since a sizeable number of 
patients who had received infected blood or blood fractions had subsequently contracted 
AIDS. However, with the assistance of sérodiagnostic techniques it was hoped that blood 
donors could soon undergo a systematic screening for the AIDS virus• 

Dr ASSAAD (Director, Division of Communicable Diseases), referring to the WHO AIDS 
programme and Dr Causse1s comments concerning the syposium to be held in Atlanta in April 
1985, said that WHO, together with Centers for Disease Control in Atlanta and the 
collaborating centre in Paris, would endeavour to gather as much information as possible from 
the large symposium» and it was planned to have immediately afterwards a small WHO meeting to 
define the areas in which the Organization could be most effective. The three points of 
inmediate importance were, firstly, whether a universally accepted test would be available by 
April 1985 or whether collaborative studies were needed to define the best test system for 
AIDS diagnosis; secondly, whether a reference reagent was available for use by any 
laboratory to calibrate and ensure that the kits shortly coming onto the market were valid 
for examination purposes； and, thirdly, how the results would be interpreted. Could there 
be a consensus? Only serological studies were available. Nothing was known about the 
characteristics of the antibodies； whether or not they were neutralizing； nor was a system 
for identifying the antigen in humans as yet available. It was important that WHO, together 
with its collaborating centres, should observe what was occurring and feed back information 
to Member States on how best to handle the situation. 

His second point concerned vaccínea virus as a vector for other vaccines* A major 
meeting had been held with the participation of WHO, the United States Public Health 
Services, and the National Institute for Biological Standards and Control, London. A small 
meeting to identify areas where WHO could be most effective had followed, and its report 
would be published in the second issue of the Bulletin in 1985. The number of laboratories 
concerned and the number of vaccinea viruses each was using were at present unknown. The 
problem was to characterize them to determine which vaccinea virus was being dealt with by 
each laboratory, and which virus could best be used as a vector. 

When splicing in a gene, the characteristics of the vaccinea virus were changed• Many 
results should that if that was done in one area of the vaccinea virus it might diminish its 
virulence• The problem was to determine whether or not that held good for every spliced 
gene. Л laboratory in the US National Institutes of Health was being nominated as a WHO 
collaborating centre to act in four areas： firstly, to act as a clearing house for 
information already available in the academic world; secondly, to characterize the vaccinea 
virus that various workers had been using； thirdly, to see how genes spliced into vaccinea 
changed the pathogenicity of vaccinea virus; and fourthly, to determine the immunological 
response such spliced genes would produce• 



Smallpox eradication surveillance (programme 13.12) 

Dr SAVELfEV (adviser to Professor Isakov), referring to the statement in paragraph 11 
that a monograph on smallpox and its eradication would be published in 1986, suggested that 
the monograph be reviewed by leading WHO experts before publication. 

Cases of monkeypox were still being registered in humans, and it was imperative that WHO 
continue epidemiological surveillance and research. 

Professor LAFONTAINE said that, although the results achieved with respect to smallpox 
gave good grounds for satisfaction, it was nevertheless essential to remain vigilant and to 
have sufficient smallpox vaccine available to deal with any incident that might arise. 
Research for a less virulent vaccine should be continued and research on the use of vaccine 
as a support for other immunity obtained by genetic manipulation should also be encouraged. 

Dr ARITA (Smallpox Eradication), referring to the publication of the monograph entitled 
"Smallpox and its eradication", said that in 1981 the Director-General had designated several 
authors to provide material for discussion and review. Of the 31 chapters of the book, 30 
had now been prepared and were being reviewed as necessary by leading world experts, some of 
whom had been or would be visited by the authors, to make any necessary corrections and 
improvements. Publication, which had been intended for 1986, might be delayed until 1987. 

With respect to scientific research, WHO collaborating centres were currently operating 
in Japan, USSR, USA and some other countries, the main focus being on a monoclonal study to 
develop improved serological tests for the identification of any smallpox-like disease that 
might occur in the future. Such tests would be useful, since surveillance might be 
diminished and only serum from suspected cases might be obtained• 

It was not anticipated that smallpox would occur in the future, but suspected cases were 
still being reported once or twice a month； so WHO, with its collaborating centres and in 
cooperation with Member States, was continuing to investigate such suspected cases. All 
those continuing investigations confirmed that suspected cases reported had been false 
alarms, confirming that smallpox had been eradicated with the last naturally occurring case 
in Somalia in 1977, 

As already reported, about a million doses of vaccine had now been accumulated. The 
vaccine could be used with bifurcated needles for vaccinating some 200 million to 300 million 
persons, and would be available to any country in the event of a crisis. 

WHO was closely involved in the research activities to which Professor Lafontaine had 
referred. In November 1984 WHO, the United States Public Health Services and the National 
Institute for Biological Standards and Control, London, had held a meeting on the subject in 
Washington, and research would be continued. 

The DIRECTOR-GENERAL stressed that the Board was not discussing the question of any 
recurrence of classical human smallpox, but merely some cases of human monkeypox, which was 
an entirely different matter. 

Other communicable disease prevention and control activities (programme 13.13) 

Dr SUDSUKH fully endorsed the importance of the programme and of all other communicable 
disease control programmes reviewed earlier by the Board. He stressed three of the factors 
that should be included in the programme activities if programmes were to be effective• 
Firstly, the integrated approach in the planning, implementation and management of 
communicable disease prevention and control should be further intensified with a shift away 
from vertical programmes of specific disease control towards integrated package programmes 
incorporating a group of similar diseases calling for similar strategies. Specialized 
vertical programmes should also be integrated and brought under the regular health 
infrastructure authorities. Many diseases often occurred simultaneously and continuously in 
a community, and efforts to cope with them should therefore be coordinated• 

Secondly, the integration of communicable disease control activities into the primary 
health care programme, with a high level of community involvement and self-reliance, was 
crucial, the prevention and control of local communicable diseases being a main element of 
primary health care. Member States should make vigorous efforts, with WHO support at all 
levels, to give greater attention to that area. 



Thirdly, he fully endorsed the emphasis on research into various aspects of communicable 
disease control in paragraph 17 of the programme statement. However, the health systems 
research that would be undertaken, particularly to test laboratory support services for 
primary health care interventions, as stated in the paragraph, appeared rather narrow in 
scope. There were many other areas or aspects requiring health systems research, 
particularly into strategies or appropriate technology for community involvement in 
communicable disease control at primary health care level9 with the eventual aim of achieving 
the greatest possible degree of community self-reliance. 

Research and development in communicable disease control had recently begun in Thailand 
under a three-year programme aimed mainly at assessing the social, cultural, behavioural, 
managerial, financial and technical feasibility of ensuring communicable disease control and 
medical care for common diseases and injuries through community primary health care, with the 
support of the other levels of the health system. The communicable diseases included in the 
project were malaria, tuberculosis, leprosy, acute respiratory infections, diarrhoeal 
diseases, diseases that could be controlled by immunization, and other communicable diseases 
depending on the local situation. The project had been jointly planned, implemented, 
monitored and evaluated, and the results used, by the Ministry of Public Health and a 
university, with technical guidance and financial support from WHO. The project had clearly 
shown the importance of WHO1 s directing and coordinating role, and was an example of how the 
Director-General1 s Development Programme was being put to maximum use in support of 
innovative activities for Member States* 

Dr 0T00, commending the programme, stressed the problem of typhoid fever, which had 
shown some signs of resurgence. A consistent programme for controlling the disease, which in 
his country was beginning to assume proportions similar to those of malaria, was essential. 
He therefore suggested that typhoid fever should be included in the programme on other 
communicable disease prevention and control, so that the necessary support for dealing 
effectively with the problem could be obtained* 

In reply to an observation by Dr QUAMINA that typhoid fever came under the diarrhoeal 
diseases programme, the CHAIRMAN said that the important thing was that it should be included 
as appropriate. 

Dr SAVEL'EV (adviser to Professor Isakov) agreed with previous speakers that the 
measures proposed under the programme deserved the Board1 s support. Work on the development 
of new prophylactic, therapeutic and diagnostic agents on the basis of modern biotechnology 
was welcome. That aspect had, perhaps, been insufficiently reflected in previous programme 
budgets. The question of improving existing vaccines and formulating new and expensive 
vaccines for use against the most dangerous and widespread diseases called for the 
Organization1s constant attention. In view of the spread of hepatitis in developing and 
developed countries alike, further development of the programme in that area and of research 
into the disease was needed. 

Dr MOLTO observed from paragraph 12 of the programme statement that vaccine development 
for poliomyelitis vaccine, among others, was proceeding. There had been no case of the 
disease in his country for the past 12 years, and the existing vaccine was satisfactory, but 
he would welcome more information on any improved vaccine that might be available. 

Dr ASSAAD (Director, Division of Communicable Diseases) assured Dr Sudsukh that the 
Organization was looking into Thailand's experience for guidance on integration in the 
field• Integration of communicable diseases into primary health care was one of his 
Division1s highest priorities, and efforts were being made, in cooperation with a number of 
Member States, to determine how best it could be achieved in the context of health systems 
research. He was to visit Indonesia in March 1985, together with colleagues from 
headquarters and the Regional Office for South-East Asia, to study the question. Only 
through accumulated experience from a number of countries could the best approach be found 
and the best response be given with the existing technology, which was of varying efficiency. 

WHO had a priority programme to support diagnostic laboratory technology. So far that 
had been at the central level, but the resources at the periphery had not been mobilized as 
yet to make the best use of it. Paragraph 17 of the programme statement had merely been 
intended to refer to the feasiblity or otherwise of such mobilization. 



Turning to the question of vaccine development, he said that the Director-General had 
established a new vaccine development programme, coordinated by the Immunology unit, using 
all available modern technology. WHO was in the unique position of knowing what the 
developing world needed, while having the latest scientific information available through its 
networks of collaborating centres• The programme was managed by a scientific advisory group 
of experts, and there were five steering committees, dealing with five areas. The priority 
areas chosen were those in which a vaccine was needed, in which people were not working as 
intensively and collectively as might be desired, and in which the Organization might assume 
a coordinating and leading role in seeking the help of scientists for the sake of the 
developing world. The vaccines being sought were those against tuberculosis, encapsulated 
bacteria (particularly meningococcal bacteria), dengue, respiratory viruses, and 
hepatitis A. It was hoped that the programme would attract extrabudgetary funds. Some had 
already been obtained and much more were expected. Other areas being pursued included 
hepatitis В and poliomyelitis• The work on hepatitis В in yeast demonstrated the new 
relationship of WHO with industry. The seven industries concerned were coordinating their 
work with the Organization with a view to obtaining a universally acceptable product. 
Poliovirus had lent itself well to study. No major problems had arisen with Sabin type 1 
vaccine as far as associated cases were concerned. If a part could be removed and a part of 
type 2 and type 3 inserted, a living organism that could immunize against types 1, 2 and 3 
could be obtained. It could be tailored to be absolutely safe and effective and was expected 
to be available within the next two years. There was already considerable literature on the 
subject and it was interesting to observe how WHO, with very little budgetary input, had been 
able to stimulate the scientific community to work. 

Dr MERSON (Diarrhoeal Diseases Control) confirmed that typhoid fever was part of the 
diarrhoeal diseases control programme, since it was an enteric infection and its means of 
transmission and control were similar to those of the other diarrhoeal diseases. In children 
below three years of age typhoid probably occurred more often with diarrhoea than with 
constipation. WHO was aware that typhoid was a growing problem and it was therefore giving 
priority to the development of a typhoid vaccine that was less toxic than the existing 
parenteral vaccines• 

Dr Borgoño had referred to the trials in Chile. One or two other vaccine candidates 
were at present being examined. 

Blindness (programme 13.14) 

Dr EL GAMAL expressed the hope that due consideration would be given to causes of 
blindness other than trachoma, as well as to the growing problem of weakened eyesight 
resulting from general physical conditions such as high blood sugar content, diabetes and 
hypertension. 

Dr SUDSUKH emphasized the importance of the programme under consideration. The 
incidence of blindness in developing countries was often 10 to 20 times that encountered in 
developed countries, resulting in high rates of disability and high social costs. However, 
the subject had received insufficient attention in many developing countries. 

Some information on the blindness prevention programme being executed in Thailand might 
be of interest to other Member States facing similar situations• The country was now 
embarking upon the second stage of its primary eye care programme, A community-based survey 
carried out in 1983 had revealed that 400 000 persons were suffering from cataract; the 
results of the survey had been used to develop the plan of action for the period 1984 onwards 

Primary eye care had been adopted as the key approach in preventing blindness, and as 
from 1984 primary eye care services would be integrated into primary health care services at 
the rate of 10 provinces per year. The provision of basic eye care at the community level 
would be linked with that of medical eye care at the district level and of specialized eye 
care at the provincial level. WHO1s strong support for the programme was greatly 
appreciated. Thanks were also due to the Regional Office for South-East Asia for providing 
technical guidance on the integration of primary eye care services into primary health care 
services• 

He hoped that workshops for the development of managerial skills in the ophthalmic 
sector would be continued； WHO1s financial support would accelerate progress. The research 
component of the programme was currently covering eye health care and trachoma studies in 
urban communities, and it was hoped that WHO would provide further support in that area. 



Dr OTOO said that a major constraint in the implementation of primary eye care projects 
was the absence of trained manpower. That aspect of the Organization1s programme should 
therefore be speeded up. 

Dr THYLEFORS (Programme for the Prevention of Blindness) agreed with Dr El Gama1's 
observation concerning trachoma and other causes of blindness. There was 110 blueprint for 
the prevention of blindness in any developing country. WHO1s programme was aimed at 
preventing easily avoidable blindness and at applying relatively simple technology• In some 
countries that still implied that a considerable effort had to be made to control trachoma. 

As far as the effects of general health conditions on eyesight were concerned, he agreed 
that adequate attention had to be paid to the consequences of diseases such as diabetes and 
hypertension. However, such cases called for either specialist services or easily available 
irifrastruetural facilities. In most developing countries, therfore, diabetes and 
hypertension were at present assigned a lower degree of priority than other diseases which 
were more easily controlled. However, diabetes was included in some national programmes, and 
consideration was being given to the inclusion of other general physical conditions 
influencing eyesight. 

Dr Sudsukh had drawn attention to the importance of cataract, which was clearly an 
increasing problem in the world because of increased life expectancy and the relationship 
between cataract and age• Several countries were embarking on cataract intervention schemes 
1inked to the primary health care structure. 

He fully agreed with Dr Otoo regarding the need to speed up the training of skilled 
manpower. The problem was a difficult one, and efforts were being made to find additional 
resources to cope with it. The Secretariat was confident that nongovernmental organizations 
collaborating with WHO would provide further funds for the implementat ion of training 
programmes in quite a few countries, 

Dr EL GAMAL said that it was extremely important that primary health care workers should 
be trained to detect certain diseases that could cause eye complications, so that those 
suffering from them could be referred to a specialist. That was surely no more difficult 
than dealing with cataract, in the diagnosis and treatment of which primary health care 
workers would be involved• 

Professor LAFONTAINE agreed that blindness was a terrible affliction, but felt that 
certain other vision-related conditions should perhaps also be covered by primary care. 

Cancer (including International Agency for Research on Cancer) (programme 13.15) 

Dr BORGOSÍO said that, as stated in the situation analysis, there was a need for cancer 
control policies in individual countries; that was a very important point which needed to be 
given priority. If patients were to be cured it was important that the disease should be 
detected at an early stage. Follow-up was also necessary; although screening processes were 
often very effective, the action taken subsequently was in many cases inadequate. That had 
been his experience, for example, with cytological screening for cervical cancer, where it 
was often not known which tests had given positive results, so that early preventive measures 
could not be taken. In fact, to ask for more screening facilities and then to fail to follow 
up the results obtained was contradictory• 

As far as treatment was concerned, clearly established protocols should be prepared in 
order to improve the administrât ion of drugs and to avoid toxic side-effects. РАНО had a 
very effective regional programme in that connection. 

The relationship between smoking and health was dealt with in programme 13.17 (other 
none otnmun i с ab1e disease prevention and control activities)； it was, however, particularly 
significant in the сазе of programme 13.15 (cancer) and of programme 13.16 (cardiovascular 
diseases)• Thus it would be more appropriate if the subject were dealt with under the latter 
two programmes, especially since epidemiological studies had shown the link between smoking 
and lung and bronchial cancer, which was of fundamental importance from the point of view of 
prevention. 



WHO1 s cancer programme was, of course, largely funded from extrabudgetary sources, but 
the proposal that the allocation from the regular budget should be slightly reduced might be 
counterproductive, since donors could well be discouraged if they were to conclude that the 
Organization was losing interest in its cancer programme. 

It was difficult to believe that in the biennium 1986-1987 there would be no 
extrabudgetary funding for the cancer programme in the Region of the Americas, as the table 
on page 263 of the budget document appeared to indicate. The Regional Director for the 
Americas might wish to clarify that point• 

Mr GRIMSSON expressed his satisfaction with the priority accorded to pain relief as one 
of the three targets of the Organization1s cancer programme, since it was important that 
incurable patients should be able to die in dignity and with a reasonable quality of life. 
He understood that there were approximately 500 000 new cases of cervical cancer a year in 
the developing world, which was surprising, since cervical cancer could be detected at an 
early stage through elementary screening procedures, with good prospects that the disease 
would be cured. No statistics for cervical cancer were included in the programme budget 
document； perhaps the Secretariat could supply some information on the subject• 

Dr HAPSARA expressed his support for WHO'S cancer programme for the biennium 1986-1987, 
especially the proposed continuation of the Organization1s efforts to identify and implement 
cost-effective measures for the prevention and control of the disease, as indicated in 
paragraph 6 of the programme statement• However, the presentation of the information given 
regarding the International Agency for Research on Cancer could perhaps be improved. 

Dr REID agreed with Dr Borgoño that the question of smoking was important in relation to 
cancer. It could indeed be raised under a variety of other programmes, including, inter 
alia, cardiovascular diseases (programme 13.16), other noneoramuniсab1e diseases 
(programme 13.17), public information and education for health (programme 6), acute 
respiratory infections (programme 13.7), oral health (programme 8.2), maternal and child 
health (programme 9,1), and psychosocial factors in the promotion of health and human 
development (programme 10.1). It was a vast and important subject and could not be dealt 
with at length on the present occasion. Nevertheless, since the toll of death and disease 
caused by cigarettes was of concern to so many programmes and the whole issue of smoking 
raised many wider issues, such as life-styles, advertising and fiscal policy, it would be 
helpful if the Programme Committee could study it in depth. 

Paragraph 8 of the programme statement for programme 13•17 indicated a contradictory 
state of affairs with regard to smoking in industrialized as compared with developing 
countries. It was pointed out that, while most of the former had evolved smoking control and 
educational policies of various kinds, the situation was a source of concern in the latter, 
where the activities of certain sections of the tobacco industry could not be condemned too 
strongly. For instance, the fact that cigarettes with a tar content which would not be 
tolerated in many industrialized countries were on sale in developing countries constituted a 
particularly unpleasant piece of opportunism. 

The programme budget document referred to cooperation between WHO and UNESCO in relation 
to the need to educate the public on the lethal potential of smoking； there was similar 
cooperation with FAO. It might, however, have been helpful if details of such cooperation 
had been included in the document• If it was agreed that smoking constituted a major health 
problem to which the Programme Committee should give its attention, then cooperation with 
UNESCO and FAO, as well as with other official and voluntary agencies, should certainly be 
explored• 

There was a growing trend for the tobacco industry to try to develop a psychological 
association between smoking and sport• That was being done in both overt and more subtle 
ways and was to be condemned as yet another cynical, if commercially effective, activity. He 
hoped that the "Winners for Health11 campaign mentioned in paragraph 31 of the programme 
statement for programme 6 (Public information and education for health) would help to correct 
the balance by clearly indicating the true relationship between health and sport• 

There was one aspect of the smoking problem which was now rightly receiving increasing 
scientific and public attention and concerning which the tobacco industry was understandably 
silent - "passive" smoking, which could more correctly be described as "enforced" smoking. 



There was growing evidence that, apart from being unpleasant for non-smokers, the activities 
of the smoking minority could be harmful to the health of the non-smoking majority. WHO 
should keep the matter carefully under review and should consider how best to draw attention 
to the important health issue of "enforced" smoking• 

In addition, WHO should take a further step towards putting its own house in order. 
Smoking had, of course, been banned at WHO meetings, and attending such meetings was 
accordingly a pleasure compared with attending meetings of certain other organizations which 
should certainly know better. At the country level there was an increasing tendency for 
government health departments to protect the health and comfort of non-smokers and to set a 
good example to members of the public on their own premises* Consequently, he wondered 
whether it was appropriate that visitors to WHO headquarters, on coming through the main 
entrance, should be confronted by the sight of ashtrays? At least there should be a polite 
notice suggesting that they might care to consider extinguishing their cigarettes in 
recognition of the fact that they were entering the premises of an organization devoted to 
health. 

He hoped that his colleagues would agree with him that an overall study of smoking as 
one of the greatest potentially preventable health problems, bringing distress to millions of 
human beings, ought to be prepared. In view of the intersectoral implications of the problem 
it would be useful if the Programme Committee could produce a consolidated report for future 
consideration by the Executive Board. 

Dr XU Shouren said that cancer was a serious public health problem in all Member States 
and it was a long-standing aspiration of the masses that the disease would soon be brought 
under control and subsequently eradicated. WHO had given that aim high priority and had 
helped in establishing a good programme for the prevention and treatment of cancer, in 
coordinating global research activities, in promoting international cooperation and in 
assisting Member States to integrate cancer control measures into health systems based on 
primary health care. All those activities were greatly appreciated. 

However, although the causes of cancer remained somewhat obscure, the epidemiological 
and experimental knowledge available indicated that there was a direct link between a 
person's environment and life-style, on the one hand, and the possibility of his developing 
cancer, on the other. Such knowledge would no doubt be useful for the prevention, early 
diagnosis and treatment of the disease, so that mortality and morbidity rates could 
eventually be reduced. He was therefore pleased to note that, in the proposed programme 
budget, emphasis was placed on continued help to Member States to enable them to develop 
national cancer control policies designed to foster preventive measures, to improve 
managerial capacities, to develop early detection and effective therapeutic methods, and to 
alleviate pain. He hoped that those very important points would continue to receive adequate 
attention in the future. 

Dr QUAMINA expressed surprise that, although paragraph 12 of the programme statement 
contained a reference to epidemiological methods9 very little mention was made of the need 
for training programmes to develop nationwide cancer registries. In paragraph 1 of the 
information given in respect of the International Agency for Research on Cancer, it was 
stated that the Agency produced figures on the international incidence of the disease• 
However, unless individual countries had reasonably effective facilities for the maintenance 
of national cancer registries, the figures given for many Member States could only be of 
doubtful accuracy. It would be useful to know whether WHO or РАНО had produced a document 
giving background information or guidance on the establishment of national cancer 
registries. Finally, she thanked the Regional Director for the Americas for organizing the 
valuable meeting oil cancer screening programmes with particular reference to the primary 
health care system. 

Dr SAVEL'EV, after endorsing the comments made by Dr Reid, said that WHO1s cancer 
programme was of great importance to all countries； its significance for the developing 
countries would steadily increase as life expectancy rose and as the incidence of 
communicable diseases was reduced. Noteworthy features of the programme were the emphasis 
placed on preventive measures and the promotion of national programmes to control malignant 
tumours, together with the inclusion of such programmes in primary health care services. In 
view of the increasing importance of the programme, it was regrettable that the funds 
allocated to it from the regular budget were to be reduced by 12.12%* The Secretariat could 
perhaps explain the reasons for that decrease, and he hoped that the Director-General would 



find a way of ensuring that the programme continued to be funded at its previous level in 
real terms or, if possible, that provision for it would be increased. He did not propose to 
discuss the work of the International Agency for Research on Cancer, since his country was a 
member of the Agency and therefore took part in the detailed discussion of its programme in 
the Agency1 s governing bodies. 

Dr ASVALL (Regional Director designate for Europe), on the question of smoking and 
cancer, said that in the European Region a whole new programme had been launched which 
concentrated on non-smoking as a positive image; a major European conference on the subject 
was planned. If, as suggested by Dr Borgoño, smoking prevention were to be included under 
the cancer programme itself, there would be an increase of more than t 200 000 for the 
European Region. 

Dr NIGHTINGALE (alternate to Dr Gardner) said that he was glad to see that more efforts 
were being made to find ways to prevent and control cancer. While health education, 
training, and the dissemination of information were useful, he hoped that attention would be 
given in the 1986-1987 biennium to the relationship between cancer and diet. 

He endorsed Dr Reid1s comments on the importance of smoking as a threat to health. With 
reference to paragraphs 20-25 of the programme statement for programme 13.17, he commended 
the Secretariat for its work on smoking and health, but urged that the problem of smokeless 
tobacco (chewing tobacco and snuff) should be included in the activities described. 

Dr KHALID BIN SAHAN, referring to the statement in paragraph 8, to the effect that 
guiding principles for national cancer policies had been worked out and tested over a period 
of years in several countries, said that he would like to know whether Chose guiding 
principles had ever been documented• He would also like more details on the ongoing field 
studies on immunization against hepatitis В in relation to liver cancer mentioned in 
paragraph 9： where were they being carried out, and when were the results expected? 

Professor LAFONTAINE said that, while he agreed that there were links between tobacco 
and cancer, illness and deaths due to tobacco were not exclusively caused by lung cancers and 
other cancers, but also by other more important diseases, such as cardiovascular diseases and 
chronic bronchitis• It was important that smoking should be studied independently, and not 
just linked with cancer. Research on the combined effects of tobacco and other toxic 
substances would also be extremely useful. 

Dr NAKAJIMA (Regional Director for the Western Pacific) said that his Region did in fact 
have a cancer control policy at regional level, which was extended to national level through 
technical cooperation. Most cancers followed a geographic pattern in that stomach and liver 
cancers were most prevalent in the Western Pacific and South-East Asia Regions and were 
relatively low in the South American Region. The policy covered primary prevention and 
included research into such factors as nutrition, genetics, and life style. Secondary 
prevention focussed oil early detection, through the use of appropriate laboratory 
technology. Patient follow-up was of the utmost importance, and several workshops had been 
held at national level on the treatment of major cancers (stomach, uterine and cervical). 
The workshops had discussed not only treatment by chemotherapy and surgical therapy, but also 
ways to maintain the quality of life of the cancer patient through the control of pain and 
attention to his general welfare• 

In reply to Dr Khalid bin Sahan, a number of studies had been carried out in his Region 
which had produced convincing data on the close relation between persistent hepatitis В 
infection and the occurrence of primary hepatocellular carcinoma. 

Dr GUERRA DE MACEDO (Regional Director for the Americas) said that Dr Borgoflo was 
correct in noting that in the column "Other sources" of the table on page 263 there were no 
funds allocated for the programme in the Region of the Americas. However, it was an 
over-strict criterion to consider as committed only those resources on which agreements had 
been signed for the period concerned. Unfortunately, agreements on funding which had been 
operative last July when the table had been compiled were about to expire and would have to 
be renewed in 1985; for that reason, they could not be included because the budgetary unit 
did not consider them as confirmed. In addition, the resources from the regular budget of 
РАНО which formerly had appeared in the column had now been transferred to programme 13.17 
and to other programmes. 



In reply to the question raised by Dr Quamina, there were, in the Region of the Americas 
and particularly in the Caribbean Latin American countries, national registers promoted by 
WHO as part of the Latin American Cancer Research and Information Programme. He had material 
on those registers which he would make available if required. 

Dr KOINANGE asked whether the use of snuff had the same effect on health as smoking 
tobacco or chewing tobacco. 

Dr MUIR (International Agency for Research on Cancer) said the questions put by members 
of the Board would be a valuable input to his Agency1s programme of etiological research. 

One of the Agency1s programmes dealt with the secondary effects of drugs used for the 
treatment of cancer. Following a large-scale multinational study of the long-term effects of 
radiation on the treatment of cervical cancer, a further study was now covering patients 
treated with a variety of cytotoxic drugs. 

On the question of passive smoking, it was difficult for the epidemiologist Co estimate 
what was the degree of exposure. The questionnaire technique had not been found very 
effective, and attempts were being made to measure exposure more accurately through examining 
urinary excretion of cotinine. 

The question of smokeless tobacco9 including the risks involved in taking snuff, had 
been extensively discussed at a recent meeting in Lyons• As far as could be seen, the 
inhalation of snuff did not give rise to concern, but the widespread consumption of powdered 
tobacco in the form of snuff dipping presented a greater risk. The Agency was concerned at 
the widespread promotion of smokeless tobacco as being in some way a more natural and less 
harmful product than tobacco for smoking. 

The Agency had long been interested in the interaction of tobacco with alcohol} and had 
conducted studies on the subject in a number of European countries. It was also working on 
the effects of chewing betel, in India, nass in the southern Soviet Union, and myarig in 
Thailand. Betel produced its effect because of the alkaloids it contained, chiefly 
arecoline, and studies were being made of nitrosation of that alkaloid in vivo in humans. 

The Agency had just completed an international collaborative study on the efficacy of 
cancer screening by cervical cytology, since that method, though widely practised, had never 
really been tested. The results showed that in fact cervical cancer screening at national 
level was effective if sufficiently widespread. 

On national cancer registration, he drew attention to a monograph published by the 
Agency entitled "Cancer registration and its techniques"• However, it should be realized 
that a national cancer register could be somewhat costly and possibly unproductive, while the 
same funds invested within a country in a specific target area could give the necessary 
information. The Agency had a major programme on diet and cancer, which was an area of 
increasing interest; a number of case control studies and intervention studies were being 
carried out9 notably in China and the USSR. 

Reference had been made to the importance of liver cancer, and here the Agency 
collaborated closely with WHO headquarters. It was carrying out an investigation jointly 
with FAO in Swaziland on the results of exposure to aflotoxin* In the Philippines and in 
Singapore the effects of hepatitis В virus were being studied. The largest programme was an 
intervention study in the Gambia, using WHO1s Expanded Immunization Programme as a basis, 
consisting of a mass vaccination campaign using hepatitis В virus to see whether over time 
there was a reduction in the risk of primary hepatocellular 

Dr STJERNSWARD (Cancer) appreciated the comments made by 
helpful in guiding the programme• 

members, which would be 

Mankind now had the knowledge to make a real impact on cancer, but if measures were not 
taken promptly the problem would worsen. One out of ten deaths globally were due to cancer, 
and pain relief through the use of drugs was being promoted under a global cancer relief 
programme supported by extrabudgetary funds from the Federal Republic of Germany, Italy, 
industry and private donors. Guidelines were being worked out, and were now being field 
tested in 38 Member States. He hoped that cancer pain relief would form part of the national 
health policies of most Member States by the year 2000• 



The cancer programme was achieving optimum results with a minimum of regular budgetary 
funds, and was mobilizing substantial extrabudgetary resources. In most Regions, except for 
the Eastern Mediterranean, there had actually been an increase in budget allocations for 
cancer; in the Western Pacific Region there was a USÍ 58 000 increase due to a request at 
country level, and the Region had mobilized resources for an important project on primary 
prevention of liver cancer by vaccination against hepatitis B* In the South-East Asia 
Region there had been an increase of US$ 52 000, and in the Region of the Americas an 
increase of US$ 62 000, although the usual extrabudgetary funds had not yet been definitively 
committed. In the African Region three countries had opened budget lines for cancer• 

At country level, the emphasis was on primary prevention, which had not only proved to 
be the most effective approach but had also been found to be the most cost-effective for many 
cancers. In reply to points raised on the tobacco problem, he was glad to say that India, 
Sri Lanka and Sudan were all introducing legislation against tobacco. Chewed tobacco was 
responsible for one-third of cancers in one-sixth of the world1s population. In India, for 
example, it had been found that health education had succeeded in changing the life-styles of 
a large percentage of the population, thus having an important health impact. In the 
present year, the Division of Public Information and Education for Health had launched a 
press kit on cancer which had had a positive response in most Member States. 

Cervical cancer was the most common type of the disease in developing countries, 
accounting for half a million new cases each year. A manual of norms and procedures had 
been worked out by the Regional Office for the Americas for cervical cancer screening, and 
the best interval for that screening had been determined scientifically by the International 
Agency for Cancer Research. WHO headquarters, together with the regions, planned in 
November 1985 to investigate the possibility of global implementation of a programme of 
control of cervical cancer, Iceland had shown the way in establishing how far the biology 
of the disease allowed it to be controlled if adequate interventions were done. It had been 
predicted in Iceland that prevention of cervical cancer death by the year 2000 could be a 
reality. As had been pointed out by Dr Borgoflo, there could be no early detection programme 
without therapy to back it up, and they were being developed in parallel. 

Regarding the primary health care approach, countries such as China, Sri Lanka and India 
were leading the way in demonstrating that such approaches were feasible and cost-effective 
as a means of cancer control. 

In conclusion, the necessary funds for implementation of the programme were slowly but 
surely being mobilized• Although international agencies and donors did not come forward so 
readily to contribute, there were ample funds within the cancer medical community itself that 
were being mobilized. 

Dr GRABAUSKAS (Noncommunicable Diseases), in reply to Dr Reid and Professor Lafontaine, 
said that WHO had always given great weight to activities to combat smoking as the most 
preventable single condition. A programme on smoking and health had been launched in the 
1980s, following resolution WHA33.35, and there had been a series of reports, including those 
of Expert Committees, notably "Smoking and its effects on health" (1975), "Controlling the 
smoking epidemic" (1978) as well as "Smoking control strategies in developing countries" 
(1983), A monograph had been published in 1982 entitled "Legislative action to combat the 
world smoking epidemic"• 

Within the WHO programme on smoking and health, activities had been concentrated on 
generating and providing information on tobacco and health economics, development of 
educational instruments, cigarette consumption analyses, legislation and passive smoking. 
Various survey questionnaires had been developed, and a number of educational activities had 
been conducted in developing countries (notably Sri Lanka, Swaziland, Zambia and Tunisia) 
over the past few years• Anti-smoking activities had been mushrooming in all parts of the 
world, and the impact of the WHO smoking and health programme could be seen in the enormous 
number of newspaper articles published as well as the stream of requests for WHO documents on 
the subject, including "Tobacco alert", which was published regularly by the programme. 

With regard to Dr Reid1s statement, he could add nothing since that was the direction in 
which the programme should be developed. He assured Dr Reid that the limited resources 
available from the regular budget were being used as a catalyst to raise extrabudgetary 
funding, which had reached quite considerable levels. As urged by Professor Lafontaine, the 



smoking and health issues were being dealt with by a number of other programmes through a 
truly interdisciplinary approach, which was in fact reflected in the title of the 
programme• More aggressive action would be needed if antismoking activities were to 
progress further. 

Dr STJERNSWARD (Cancer), in reply to Dr Khalid bin Sahan, said that the Organization had 
drawn on the experience of Member States in framing cost-effective cancer control policies, 
and guidelines had been formulated and published, notably as a WHO technical document and 
articles which would appear in World Health Forum in 1985 and in the journal "Cancer 
Prevention and Detection". The European Region was also producing a document for use in 
developed countries• India, together with the Organization, was at the moment helping to 
field-test those guidelines and was allocating budgetary resources to primary prevention and 
pain relief； he hoped that other countries too would join with the Organization in that 
way. If the right priorities were established, there could be a major impact 011 cancer even 
with very limited resources, but he was distressed by the lack of political will shown by 
countries to act on the tobacco control guidelines that WHO had provided. Control of 
tobacco was a priority in almost all national cancer control programmes• 

Dr RIFKA (Eastern Mediterranean Special Programme) reassured members that the Regional 
Office for the Eastern Med iterranean was giving much attention to the disease; its Cancer 
Advisory Body met yearly, and drew up proposals for favourable review by the Regional 
Director. 

The DIRECTOR-GENERAL confirmed that should the Programme Committee wish to make smoking 
and related aspects part of its agenda9 the Secretariat would do all it could to meet the 
Committee's documentât ion needs. 

The meeting rose at 18h00. 


