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SECOND MEETING 

Tuesday, 21 May 1985, at 14h3Q 

Chairman： Dr G . TADESSE 

1 . REPORT ON MEETINGS OF EXPERT COMMITTEES AND STUDY GROUPS ; Item 5 of the Agenda 

(Document EB76/2) 

Prevention methods and programmes for oral diseases: report of a WHO Expert Committee (WHO 

Technical Report Series, No. 713) 

Dr EL GAMAL considered the work and reports of the expert committees embodied one of the 
most important activities of WHO. The number of participants in those Committees, however, 
except for the Joint ILO/WHO Committee on Occupational Health, seemed to vary from five to 
ten, with the exception of the Study Group on the Epidemiology of Leprosy, which had been 
attended by 27 experts, at least six of whom had a background in epidemiology. In future, 
the number of experts should not be unlimited, but restricted, for example, to between six 
and twelve. 

Dr ADOU agreed that the Technical Report Series was very important for the execution or 
orientation of programme activities at the country level. As far as the report under 
discussion was concerned, the subject of oral diseases was an important one that was often, 
as it were dealt with in parenthesis, or even overlooked in the definition of a national 
health policy. It was important in that connection that all the reports under discussion had 
come out at a time when the definition of the strategy of health for all by the year 2000 was 
well under way. The report on oral diseases was very thorough, had arrived in good time, and 
would help all countries with the planning and organization of their activities. 

Dr HAPSARA said that the nine technical reports provided a clear illustration of the 
work of the Organization and would ensure that the technical, as well as the political and 
financial aspects, would be taken into consideration in future health development• The 
report under discussion would provide technical guidance for countries wishing to accelerate 
their dental health programmes• It would be more meaningful, however, if dental problems 
were not considered in isolation but linked to general health problems based on the strategy 
of health for all. Such a link was even more important when the decision-making process for 
defining priorities in health programmes was weak. It would, in addition, be extremely 
useful if WHO could offer suggestions regarding the possible career development of dental 
health personnel, including those working in preventive programmes• 

Dr SUDSÜKH agreed with previous speakers on the appropriate and timely nature of the 
reports under discussion. 

The problem of dental caries and periodontal diseases was increasingly significant not 
only in terms of health but also in terms of the economic and social aspects of communities 
in both developed and developing countries and in both urban and rural areas. The approaches 
to the problem indicated in the report were relevant and appropriate, especially in the 
emphasis given to prevention, including health promotion and education, and to the community 
aspects involving primary health care. At a time when many countries, including his own, 
were in the process of implementing oral health programmes integrated into primary health 
care, the report would be extremely useful in that it dealt with community-based oral health 
programmes, involving the community at all stages, from problem identification, and analysis 
of needs, and of availability of community resources, to the other steps of programme 
formulation and implementation, including monitoring and evaluation. 

He fully supported WHO丨s essential, innovative and catalytic role in promoting and 
supporting the establishment and operation of two national/WHO demonstration, training and 
research centres for oral health development, one in Thailand and one in the Syrian Arab 
Republic, as well as the network of collaborating centres for oral health situated in ten 
countries. The centre in Thailand had been very active in its research, demonstration and 
training activities, which had resulted in the adoption of oral health as one of the 
essential elements of primary health care. 



Dr LARIVIERE (alternate to Dr Law) said that the report under consideration was 
excellent, relevant, and gave a number of possible approaches for the control and prevention 
of oral diseases. It tied in well with the programme examined at the recent Health Assembly 
in the course of the programme budget review, and, generally, reflected the ongoing 
excellence of that programme in the hands of WHO. 

The Board at its January session had been informed of the proportion of men to women on 
the expert committees； that information had been useful, and a similar indication at the 
present session would be much appreciated. 

Dr REID welcomed the point made in section 3.1.1 (Health Education) that health 
education should be a component of a preventive service rather than a substitute for one• 
That point might usefully apply in many other fields. Referring to section 4.2.6, he 
wondered how the figure of 2.6 DMF (decayed missing and filled) teeth had been arrived at. 

Dr ABDULLATEEF, commending the reports, pointed out that four of the nine reports before 
the Board dealt with work and the environment• While that was an achievement for WHO, a more 
even coverage, including other fields, might be of greater benefit to Member States. 

The concept of integrated approach was from time to time promoted by WHO, but the time 
had now come to ensure that the Technical Report Series properly and fully reflected that 
concept. A report, for example, oil malaria and schistosomiasis control programmes would be 
of great interest. The latter disease was not often mentioned, in spite of recent advances, 
particularly in chemotherapy. 

Dr KOINANGE noted that most of the expert committees and study groups had met during the 
last quarter of 1983; it was essential that the reports of such groups should come out as 
soon as possible after their meetings, and he congratulated the Organization on achieving 
that goal with regard to the nine reports now before the Board• He welcomed the reports as 
being of a more practical nature than in the past, though of a high technical standard. The 
report under consideration contained very pertinent comments on the use of fluoride in dental 
caries and he was particularly glad to see the point made that, while the use of fluorides 
undoubtedly had very positive benefits in the prevention of caries, due care should be taken 
in areas where fluoride intake was naturally high. 

Dr BELLA said that the subjects of the reports had been well chosen and their 
recommendations and conclusions would be of great benefit to all countries. In connection 
with the report on the "Epidemiology of leprosy in relation to control" (WHO Technical Report 
Series, No• 716) he would like to know what progress had been made with the WHO-sponsored 
research into a leprosy vaccine• 

Dr DE SOUZA welcomed the high standard of the reports and particularly their emphasis on 
work-related diseases, an area that had been neglected in the past, but were currently of 
worldwide interest. It was gratifying to see the emphasis that had been placed for the first 
time on behavioural responses and psychosomatic illnesses associated with the work situation, 
as covered particularly in the report by the Joint ILO/WHO Committee on Occupational Health. 
The problem was becoming increasingly recognized as a cause of absenteeism and, in his own 
country, of what had been termed repetition strain injury, briefly mentioned at the recent 
Health Assembly in Committee A. There was clearly a psychosocial factor involved in that 
condition, quite apart from its physical aspects. 

The CHAIRMAN, in reply to a point of order raised by Dr El Gamal, confirmed that the 
reports were to be considered in turn, and invited members to restrict their comments for the 
time being to the report on oral diseases• 

Dr 0T00 endorsed the Expert Committee
1

s recommendation of community involvement in the 
development of oral disease prevention programmes, and its emphasis on self-care. Such 
programmes might be more effectively incorporated into school health education programmes, 
particularly in developing countries, where fluoridation of water and the use of fluoridated 
salt were not always feasible. Community health workers, too, could be trained in oral 
disease prevention and in the promotion of oral health, within the framework of the primary 
health care programmes, as part of maternal and child health activities for instance. 



Professor MENCHACA expressed his appreciation of the reports and of the choice of 
subject, though of course others would also deserve consideration. He particularly welcomed 
the importance given to the subject of oral diseases, which in many countries were not given 
the attention they deserved. Referring in particular to the preventive aspect of oral 
diseases, he wondered whether it might not be possible to give some consideration in the WHO 
programme to the prevention of occlusion defects in view of their serious repercussions on 
both physical and mental health• 

Dr ВARMES (Oral Health), replying to the question on the male/female ratio in the expert 
committee, said that the proportion of 25% for women had been reached in both the Committee 
members and the temporary advisers. 

In reply to Dr Reid on the cut-off point of 2.6 DMF teeth, he said that the figure was 
not absolutely precise, but that there was strong evidence in the scientific literature to 
support it; and that organizationally the figure was useful as it coincided with the upper 
limit of the low-caries prevalence category which was part of the overall oral health goals• 
It was at that level that most of the caries lesions which occurred did so in pits and 
fissures of molar and premolar teeth, which were not likely to be prevented by the use of 
fluorides at the same rate as the smooth surface lesions common at higher levels of the 
disease； thus the cost-effectiveness of fluoride rinsing programmes, specifically, was 
called into question. 

The same cut-off point (i.e. the 2.6 DMFT level), should not be used when considering 
systemic administration of fluoride. The committee had recommended that systemic programmes 
and individual use of fluoride toothpastes should continue. 

Referring to Professor Menchaca
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s comment on occlusal defects, he (Dr Barmes) said that 
it was high time that programmes and goals to prevent those conditions were considered, 
particularly as prevention of the more common oral diseases was more and more successful, and 
social, life-style aspects became more salient• Finally, he was happy to hear all the 
support the programme had received and would be very happy to be taken out of parentheses, as 
had been suggested, and to see oral health have an ever more fundamental and broad role in 
promoting better health, not just oral health, at the primary health care and referral levels. 

Dr PADILLA asked whether the proportion of 25% women related to the Expert Committee on 

Prevention Methods and Programmes for Oral Diseases, or to all expert committees• 

Dr BARMES (Oral Health) said that he had been referring only to that Expert Committee• 
Two of the eight members of that Committee and one of the four temporary advisers had been 
women； the proportion of 25% had therefore been achieved. 

The DIRECTOR-GENERAL said that Dr El Gama1's comment on the question of the number of 
participants in expert committees had been very pertinent. The rules were laid down in 
paragraphs 4.1 and 4,2 of the Regulations for Expert Advisory Panels and Committees on 
page 95 of Basic Documents. He could reassure Dr El Gamal that the normal range of between 
eight and 12 participants had been very strictly applied* There had to be in some instances 
a degree of flexibility depending on subject needs but not beyond certain boundaries• 
Dr Noordeen, Chief, Leprosy, would explain why the study group on leprosy had been so 
wide-ranging• 

With regard to the distribution of women and men the Organization was trying first to 
increase the number of women on expert advisory panels； there would then be a greater chance 
of having more women on expert committees• An attempt was being made to accelerate that 
trend； the individual technical officers responsible would reply to specific questions of 
the Board on that distribution. 

Environmental pollution control in relation to development: report of a WHO Expert Committee 
(WHO Technical Report Series, No. 718) ““ ” 一 ―― ““—一 一一 

Dr EL GAMAL observed that the meeting of the Expert Committee had taken place in 
November 1983 and that it had taken 18 months to bring out the report. He thought that an 
average of 6-8 months should suffice for the publication of such a report• 

Professor BAH said that the report was very important and of current interest in the 
developing countries which wanted to become industrialized particularly in mining, chemical 
and other industries. In a country he knew well a colour had become a landmark from the 
air: it was the blood-red colour of bauxite mud flowing down after the extraction of the 
ore； fish and crocodiles had all perished. That example should alert the medical profession 



and those responsible for dealing with the problems of environment and development. He 

believed that the report should be widely disseminated in his own and other developing 

countries• 

Professor LAFONTAINE said that he did not wish to enter into a discussion on the 
question of the gestation period for reports, he thought that it should riot exceed nine 
months. However, as regards the report, two points should have been given more attention; 
the first was the problem of geographic distribution of the cities, the industries and the 
rest of the territory that needed to be saved. The second point concerned the sometimes 
considerable pollution that existed within premises and was the chief source of exposure to 
some chemical substances. 

Dr REID said that when the Committee had met the Bhopal disaster had not yet occurred; 
he wondered whether, if the timing had been otherwise, more might have been said in 
section 5.2,3 of the report about the siting of chemical plants• That might be a subject to 
which much more attention should be paid as industry developed in many countries. He also 
wondered, with hindsight, if some recommendations could not have been included for the 
establishment of plans by national authorities to deal with chemical disasters. Other 
agencies might be engaged in promoting such plans, but he wondered where WHO stood on that 
important question. 

Dr CANITROT fully agreed with all the previous speakers: the problem of pollution 
control in relation to development constituted one of the must fundamental challenges facing 
countries and societies, and therefore WHO. The report, which dealt with chemical and other 
environmental pollution and with policy and procedures for its control, seemed excellent on 
paper, but it was to be expected that some of the priorities and the measures advocated under 
policy and procedures, would not readily gain acceptance. The realities of sociopolitical 
(conditions and the state of development of peoples, as well as the development of countries
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industrial capacity), were sometimes very different from what was said on paper, so that 
recommendations made - expecially if, as was the case in the report under consideration, they 
concerned not only ministries of health, but also industry, trade or other areas of 
development were never followed, because the quite unrelated objectives of the latter group 
of interests predominated. If the recommended policies were not accepted or given a chance 
of gaining acceptance, what could those countries do that had fewer possibilities open to 
them? Almost all developing countries, as well as developed countries, were grappling 
earnestly with the problem, but with very slender results to judge from those he knew* He 
would therefore like to see some form of follow-up developed for reports such as the one 
before the meeting to show whether the recommendations were put into effect• He wondered 
whether the theme might be taken up at a forthcoming WHO meeting, 

Dr BELLA agreed fully with Professor Bah and Dr Canitrot. The problem of the pollution 
of the environment was indeed of current interest in a country he knew well* He joined 
Professor Bah in hoping that the report would be disseminated as widely as possible among 
decision-making authorities of his own and other countries• 

Dr 0T00 said that the Expert Committee
1

 s report was well prepared and provided 
information on a broad spectrum of areas of environmental pollution problems. Developing 
countries were plagued by developing industries with pollution of water resources and 
pollution by pesticides and agrochemicals, and in addition to pollution by human wastes and 
refuse; more research was needed to find solutions to those problems• He was particularly 
pleased that the report highlighted the sanitation problems of urban areas in developing 
countries and that strategies for improvement were recommended. 

The real problem with removal of refuse was that of tranportation, and no satisfactory 
answer had yet been worked out. The developing countries were looking to WHO to help them 
find answers to those serious urban sanitation problems• 

Dr HAPSARA suggested that especially in developing countries, the urban problems 
mentioned in the report might properly be linked with the analysis of and design for the 
strengthening of urban health services as a whole, since in his experience co-ordination in 
the strengthening of urban health services was not efficient and effective• 



Professor MENCHACA recognized the importance of the subject of the report and shared the 
views expressed by Dr Canitrot. For a country he knew quite well there would be no 
difficulty in applying the recommendations in the report, but he was convinced that other 
countries which he partly knew would find it extremely difficult to apply them. He also 
shared Dr Canitrot
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 s view in proposing that the subject should be dealt with in depth, but 
advised caution, since it was controversial. Work should be done on the subject, but there 
would be countries for whom it would be absolutely impossible to apply recommendations such 
as those in the report. That did not in any way detract from the value of the work that had 
been d o n e , and he congratulated the experts in spite of the long gestation period to which 
Dr Lafontaine had referred. 

Dr MARKIDES congratulated the Expert Committee on the report but asked why it had not 
made any mention of pollution of the sea, since sea water was very important for most 
countries• 

Mr OZOLINS (Environmental Hazards and Food Protection), replying to members of the 
Board, referred to the results of a survey conducted the previous year, after the meeting of 
the Expert Committee, on the status of pollution control programmes• The results, which 
provided guidelines for programme development, coincided very well with some conclusions of 
the Expert Committee, namely, that most countries were ill-equipped to deal with public 
health protection from industrial hazards. Such hazards included microbiological 
contamination of the environment, which perhaps should have the highest priority, and 
increasingly, chemical factors and physical factors such as radiation. 

The survey had shown that of the 60 countries characterized as moderately to rapidly 
industrializing only 11 had most of the basic requirements for protection, 29 had some 
capability and 20 had none at all. When all developing countries were considered, the 
picture was much worse. Among basic requirements were included manpower, legislation, 
intersectoral coordination, assessment and laboratory and enforcement capability, a strong 
health authority involvement, standards, strategy and vertical delegation. In the countries 
environmental control was the responsibility of a number of different sectors, and the 
question was how far the health sector was, or should be, involved. Overall, the situation 
was very unsatisfactory, primarily for lack of infrastructure. In some countries the health 
sector had a major role, but in many others it was only involved marginally, if at all. 

There were three areas with which really only the health sector could deal： first, 
stronger advocacy for health protection from environmental hazards as the developmental 
process continual, requiring manpower and convincing information on health risks, potential 
impact and technologies for prevention; secondly, participation in the development of 
appropriate legislation, standards and regulations, calling for political clout, information 
and manpower to make sure health needs were met； thirdly, surveillance, monitoring and 
forecasting of environmental conditions and health impact, requiring laboratories, 
epidemiological capability and, again, manpower• It all came down to developing 
infrastructures with specially trained people. 

Over the past several years the thrust of W H O
1

s programme had been, though not 
exclusively, towards the development of tools and information. Much had been accomplished in 
that respect through the International Programme on Chemical Safety (IPCS) on chemical risks 
and through other activities both in regional offices and at headquarters. There were now a 
substantial number of Environmental Health Criteria documents, Guidelines for Drinking-water 
Quality, methodology and framework for monitoring air, water and food, as well as 
contaminants in human tissue and fluids, hazardous waste management and environmental health 
impact assessment. Those were in use

9
 but WHO could do better. The task at hand, as 

recommended by the Expert Committee, was to use more actively the information and technology 
base to strengthen or initiate prevention or control possibilities at country level. 
However, such development had to be achieved step by step and in an integrated way, since 
information on health risk without the appropriate institutional base and manpower did not 
make much sense； neither did legislation and standards without monitoring and enforcement, 
or developmental policies and programmes without adequate health bases• Since, as had been 
pointed out, all countries were not at the same level of capability, WHO had to build step by 
step, aiming at broadly based programmes that could be sustained: that approach was in 
keeping with the Seventh General Programme of Work for the area. 

Replying to Dr Reid ' s question on Bhopal, he said that more detailed and technical 
guidelines on hazardous chemical industries, including considerations of siting were being 
developed and that one of the components of IPCS dealt specifically with emergency response. 



With regard to the convening of a meeting by WHO, he mentioned that in developing a a 
programme of environmental pollution or hazard control, his unit worked very closely with 
such organizations as UNEP and had jointly organized a number of meetings on various 
aspects. Those subjects, including health input, had been discussed in detail at the 
Governing Council of UNEP, which he had attended the previous week. 

Concerning sea pollution, he recognized that it had not been included in the report, but 
it was included in the programme• When the Expert Committee
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 s terms of reference had been 
established, certain activities had needed to be highlighted because the environmental field 
was so broad that all aspects could not be properly covered• 

Finally, a sister programme to the one on environmental hazards, had been created within 
the programme for the Promotion of Environmental Health to deal with environmental health in 
rural and urban development• 

Dr COOPER (Director, Health and Biomedical Information Programme), replying to the 
comments on delays in publication of reports, said that before a report could be submitted to 
the Executive Board it had to pass through various stages• At the end of the meeting, the 
secretary of the meeting had to prepare the final version of the report• Although in theory 
the Expert Committee or Study Group should be in complete agreement on all aspects of the 
report at the end of the meeting, in practice it often happened that there were points which 
the secretary still had to clear with members, often by correspondence, before he could 
provide the publications service with a report ready for processing. Then, during the 
editing of the manuscript, queries again frequently arose that had to be checked with the 
secretary and perhaps cleared with the members of the group• After editing, the text had to 
be translated into French, because texts were not submitted to the Board until they were 
available in both languages. Frequently, production in French was also a complicated 
technical task. Then the text had to be printed in both English and French, with two or 
three sets of proofs to be studied before being finally presented to the Board• 

He stressed that the time between the meeting and the publication of the report could 
not be equated with the time between the meeting and the submission to the Executive Board. 
A report published in May could not be presented until the following January. Thus there 
might be a delay of up to eight months simply because there was no meeting of the Executive 
Board• 

The period of nine months that had been mentioned was certainly very reasonable, and he 
thought that as far as the production process was concerned that nine-month limit was adhered 
to as a general rule. The WHO Technical Report Series was given priority over other 
publications during editing• There were constraints, but account would be taken of comments 
by the Board members； and an attempt would be made to shorten the period between the meeting 
of an expert committee and the submission of its report to the Executive Board. 

Health manpower requirements for the achievement of health for all by the year 2000 through 
primary health care： report of a WHO Expert Committee (WHO Technical Report Series, N o . 717) 

Dr HAPSARA paid tribute to the Director-General for his guidance, which had enabled the 
Expert Committee to make a good start and to produce such an important and fruitful study, 
and to the Regional Director for South-east Asia, for his close attention to health 
development problems in that Region. 

He said that he had been particularly impressed by the Committee
1

 s considerations on 
general issues in health manpower development (section 4.5) and especially on attitudes, 
values, and political commitment in relation to health for all and manpower development 
(section 4.5.3). He urged all political leaders and dec is ion-makers to pay particular 
attention to the report under consideration and especially to section 4.5, when they drew up 
plans of action and in the implementation of specific programmes to build up "critical 
masses

1 1

 of health-for-all leaders. 

Professor FORGACS joined the previous speaker in expressing his appreciation of the 
report. It dealt with one of the most important problems in relation to health for all, as 
properly planned, trained and managed health personnel was a basic requirement for its 
achievement. While it was true that the report could not provide a magic recipe for solving 
problems, it did nevertheless point the way forward in its recommendations• Every country 
had to work out its own specific health manpower policy in keeping with its particular health 
needs and its socioeconomic and cultural circumstances. He was confident that the report 
would prove valuable to all those responsible for the planning, training and management of 
health manpower at professional level, and should be distributed to all medical schools and 
health institutions for guidance and action. The report could usefully be supplemented by a 
bibliography of WHO publications on related problems. 



Dr GRECH congratulated WHO on convening the Expert Committee and Dr Borgono, the 
chairman, and the members of the Committee on a very comprehensive, analytical and lucid 
exposition of a subject which was both topical and relevant for all Member States and 
especially for health-for-all leaders engaged in their own countries in manpower development 
through primary health care. 

The report clearly spelt out the formidable tasks ahead: the wide disparities in health 
between developed and developing countries which only primary health care could remove, the 
absence of any relevance in planning and education to national needs and priorities, the lack 
of managerial skills, the resistance to change by health workers and academic institutions, 
to mention only a few. 

He w a s , however, heartened to note that the Committee had emphasized the thin line which 
separated policy, strategy and planning, which were all too often represented as ritual, 
rigidly sequential steps in problem-solving, instead of being interlinked and continuous• 

He wished to comment on four main points： first, the importance given in the report to 
the establishment of a reliable data base in every country. That was equally essential for 
health manpower planning and for policy formulation, and not only in monitoring, evaluating 
and adjusting health strategies, but also as a means of influencing political decision-makers 
by drawing attention to costs and to the consequences of continuing the prevailing health 
policy orientation outside the ambit of primary health care. He therefore supported the 
Expert Committee

1

 s recommendation that WHO should cooperate with Member States in 
strengthening health information systems. 

His second point concerned ,•community involvement"• In developed countries and some 
developing countries, which possessed well-structured health care systems with the family 
doctor as the pivotal point, it might be deceptively simple to advocate open dialogue with 
local leaders or to involve the community in the selection of health workers. It was 
possible that machinery for community participation did exist and WHO should cite examples of 
such participation for guidance• 

That brought him to his third point, selection criteria, especially of medical 
students. While he agreed that academic qualifications did not provide good pointers as to 
later performance as a doctor, the trend was for higher standards for admission to medical 
schools and stiffer examinations thereafter. The Philippines "ladder" pattern might be 
laudable, but was unrealistic in most countries especially those in the European Region. The 
need was for more emphasis in the curriculum on community-oriented health work and for 
teachers, as well as students, to be attuned to the needs of the community. In that respect, 
he commended WHO for devoting the previous year's Technical Discussions at the Health 
Assembly to the vital role of universities in the strategies for health for all. 

His fourth and final point was that not all incentives were necessarily financial; job 
security and satisfaction should also be considered. However, it was his opinion that the 
obstacle to the development of primary health care services in many countries was not so much 
the drain into the private sector as the attraction of a lucrative career in curative 
medicine. Some way must be found to redress the balance and WHO had a significant play to 
that end. 

Dr SUNG WOO LEE, commending the report, paid particular tribute to Dr Borgono, chairman, 
and to Dr Hapsara, Professor Roux, and the other members of the Committee. However, he was 
somewhat confused as to the role of health professionals in health teams. While it was true, 
as stated on page 44 of the report, that a redefinition of the roles and functions of all 
categories of health personnel was essential, he felt that there was a dichotomy in what was 
being proposed with regard to physicians, as the redefinition proposed in their case, on 
page 4 4 , was "a change towards 'care

1

 rather than the traditional orientation towards •cure
1

". 

As far as he was aware, that element of care was of the essence of the task of nurses 
and he would like to think that it was their role to take care of patients • Yet nurses and 
midwives were expected to fulfil roles that were usually ascribed to general medical 
practitioners "including the examination of the sick and disabled [•••] and treating acute 
conditions" (page 45). If that was really to be the future health team relationship, which 
the report described as vital to achieve health for all, there should be a clear definition 
of the role, as well as of the responsibilities, of each member of the team, for otherwise 
there was bound to be disharmony. 

While it was recognized that those roles could be country-specific, it would be useful 
if WHO were to provide guidelines on the definition of the roles and responsibilities of the 
various categories of personnel included in the primary health care team. 



Dr RËGMI joined previous speakers in expressing appreciation of the reports before the 
Board, Those reports should bé made freely available to health planners and, if possible, 
the regional offices should have them translated into local languages so that the advice and 
guidance provided in them could be properly applied. 

Health manpower planning, monitoring and evaluation were the key to achieving health for 
all by the year 2000. txâining of health workers, especially community health workers, 

should receive special attentaoti in view of their vital position in the community and only 
the local commuiiity should select them. He had not had time tó find out whether there had 
been any separatè report dn coimunity health workers； if no such report had been prepared, 
he felt that the subject should be dealt with by an expert committee. 

Dr 0T00 considered that tihe report under consideration was complete and very little, if 
anything, n e e d e d bè a d d e d t o it. Manpower requirements in the context of primary health care 
varied from coiintry to country, according to the strategy being implemented. The country he 
knew best was in favour of multipurpose primary health care workers at health centre and 
community levels, since that would reduce the number of categories of health wófkers needed 
and would help with the coordltiiafion of the basic primary health care programmes developed to 
meet the needs of the community• 

What mattered môst Was tó develop national capabilities for formulating manpower 
policies and for planning mànpôWôr development activities in response to changing situations 
as primary h é a l№ câre aittiviftiës wère developed. Most manpower development techniques had 
been mentiôiièd in thë report； b^ít Member States nèeded help in applying them to their 
individuar situations¿ As the te^àrt poiiited out, manpower development had to be linked to 
the health care dèlivêiiy system and therefore formed part of tiïé managerial process. 

The m o i ^ p o r t á r ^ pf^léis Щепtioned ill the report was perhaps reáiótanee to change 
within the health ôystêm by the ̂ educational institutions that served it and by the 
professionals trained by those institutions and the consequent finaneia1, manpower and 
technological constraints and problems. Such problems existed in varying degrees in all 
Member States and it wâs thérëfore important that special efforts should be made to find 
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Dr EL GAMAL сommetídéd the repôrt for its comprehensive coverage of the subject: it 
covered both primaty health ^orketô and health personnel engaged in other activities. That 
was a logical approach, primary health care being only a level ó Ï catre and not an isolated 
activity. However, the principles underlying the training of manpower at primary health care 
level must take due aôèourit of .those applied at secondary and pêrhàps also tertiary levels• 
He felt that the title of the report did not accurately reflect its Contents; he would 
suggest bringing in the words "health services based on primary health care". 

Referring to Шё questions listed on pages 25 to 26: cif the tepQft, he suggested that how 
to make health systems more effective； how equitable was the coverage; how satisjEactory the 
involvement of communities in the processes of health systems and manpower development； and 
how well h e a l t h w i t h those probler^á atld interactions, would indeed be 
important issues in the future, but he did not quite agree with the approach adopted in the 
report to those issues, which had received a great deal of attention in a number of countries 
since the Declaration óf Almá-Atá, although that may not have been the case before Chen. He 
wondered whether the Committee was aware of the fact that in the near future it would perhaps 
be necessary to determine Whether the subject had really been given the importance it 
deserved. However, he endorsed the important recommendations made in the report• The 
recommendation, on page 89 of the report that the concept of integrated health systems and 
manpower development should be strengthened. That was a pioneer type of project which had 
been initiated in the Eastern Mediterranean Region by those Ministry of Health officials 
responsible for health dëvelôpmënt activities and health edücatión. He would very much like 
to know why the experiment had not been continued. He believed that from a practical point 
of view health planners and all others working in the field of health care should undertake 
joint planning and that théy should be given practical support to that end. 

Dr PADILLA said that Dr Sung Woo Lee had been right in pointing out that the report 
neglected to spècify the type of personnel required to operate a primary health care system 
in a developing country. Should they be intermediate level, auxiliary, technical, or 
professional? He assumed that the Expert Committee had wished to leave each country free to 
determine what staff it required, and consequently their training. This might puzzle readers 
of the report who were not experts on public health administration. He would, however, like 
to hear from members of the Board what level of training they themselves envisaged. 



On the other hand, the report referred to the contribution that could be made by the 
community to the training of workers, again without specifying at what level training should 
be provided. 

Dr RAY (Health Manpower Planning) thanked the members of the Board for their comments on 
the report. In response to the observation by Dr Larivière, he said that three of the 
12 experts invited to participate in the work of the Expert Committee had been women• 

Referring to the comment made by Dr Hapsar, he said that in contributing to the 
health-for-all leadership development programme, the Division of Health Manpower would 
certainly keep attitudes and values in mind• 

In reply to Dr Forgacs, he said that wider distribution of the report could certainly be 
considered； in addition, a bibliography of WHO publications on health manpower could be made 
available to anyone who was interested. The Division would also investigate the 
possibilities of translating the report into other languages, in line with the suggestion 
made by Dr Regrai. 

In response to the point made by Dr Lee and Dr Padilla on the level of the health care 
personnel required, he said the report had adopted a global perspective and accordingly could 
not furnish a single solution that would be applicable to all countries. He drew attention 
to recommendation (1) in section 6 of the report, which pointed out that there could be no 
universal or international norms for qualitative or quantitative health manpower requirements. 

As Dr El Gamal had rightly noted, integrated health system and manpower development 
activities had been launched in the Eastern Mediterranean Region and had been followed by 
activities in other regions, including a meeting in Sri Lanka in 1983é. He drew attention, in 
the list of references at the end of the report, to nos. 18 and 19, dealing with community 
health workers. The primary health worker： working guide, guidelines for training, 
guidelines for adaptation (reference 18), published by WHO, would soon appear in a revised 
version, to be entitled: The community health worker« 

Dr HARLEM (World Federation for Medical Education) said that at present there was no 
internationally agreed approach to medical education but that his organization was carrying 
out a world-wide assessment of such education at all levels to result in recommendations on 
how to bring it in line with the needs of contemporary society and community health goals for 
the year 2000. An international conference preceded by national and regional conferences was 
to be arranged in 1988 under WHO sponsorship• 

Identification and control of work-related diseases: report of a WHO Expert Committee (WHO 

Technical Report Series, N o . 714) 

Recognition and control of adverse psychosocial factors at work: ninth report of the Joint 

ILO/WHO Committee (Document JCOH/1984/D.6 (Rev.) 

Recommended health-based occupational exposure limits for respiratory irritants: report of a 
WHO Study Group (WHO Technical Report Series, N o , 707) ~ -

The CHAIRMAN invited members of the Board to consider the three reports together• 

Dr EL GAMAL said that he would have preferred the Board to consider the three reports 

separately. 
With regard to the report on the identification and control of work-related diseases 

(Technical Report Series, N o . 714), he observed that to achieve the increased production 
required to overcome the current international economic crisis, the health of the working 
population was essential. The Study Group had attempted to promote workers' health by 
dealing with work-related diseases as distinct from occupational diseases. Despite the 
novelty and the difficulty of that approach, it had succeeded in reviewing the scientific 
background and analysing the interaction between mental health and occupational health. It 
pointed out inter alia that dependency on tobacco - or alcohol - was not simply deviant 
behaviour but might be the result of circumstances that could in themselves affect a worker

1

 s 
productivity or lead to other diseases. It emphasized that all possible support should be 
given to further research on the subject and to the implementation of the recommendations in 
section 5 of the report• 

The report on recognition and control of adverse psychosocial factors at work (document 
JCOH/1984/D.6 (Rev.)) was the product of a very welcome collaboration between ILO and WHO, 
which should be encouraged. Tables 2 to 8 contained extremely useful information which 



should be widely distributed to Member States, especially the data regarding the relationship 
between psychosocial factors and disease. ILO and WHO should continue to cooperate in 
studying the subject• 

The report on the recommended health-based limits for occupational exposure to 
respiratory irritants (Technical Report Series No. 707) dealt with a subject which was 
important from both the scientific and the practical point of view. Although the Study Group 
had singled out the most important of those irritants, there were other substances in 
industry and agriculture which caused respiratory irritation. Nevertheless, the report would 
certainly become an important reference work on the subject, and it was to be hoped that it 
would lead to the imposition of further limits on exposure to occupational health hazards. 

Having received the three reports on workers
1

 health, the Executive Board should be 
provided, at its seventy-seventh session, with an in-depth review of the workers

1

 health 
programme within the context of the Seventh General Programme of Work. 

Dr MENCHACA endorsed the comments made by Dr El Gamal. The subjects under discussion 
were important not only from the point of view of workers

1

 health but also because they would 
affect community health programmes. It was necessary to carry out a full review of 
occupational health programmes at country and regional level in cooperation with ILO, whose 
facilities could, he thought, be used to greater advantage. A programme of work for the 
future should be developed, and the Executive Board should be kept informed about progress in 
the field. 

Dr DE SOUZA supported the remarks made by the preceding speakers• One of the greatest 
problems in occupational health was to sell the concept to the employers as well as to the 
workers• He had observed that if one worked closely with employers in preparing reports such 
as those under discussion, it was easier to ensure that the ideas contained in those reports 
actually reached the work place. That was why he was somewhat concerned at recommendation 2 
in the report on the identification and control of work-related diseases (Technical Report 
Series, No. 714, p . 63) that "WHO should consider developing an international programme in 
the field of work-related diseases"• Any such action should be carried out in close 
collaboration with ILO. He noted that ILO had been represented on the Expert Committee, but 
he would appreciate clarification as to how intensively that organization had been involved 
in preparing the report• 

Dr GRECH said that work-related diseases could not strictly be said to represent a new 
dimension in occupational health： the relationship between a stressful working environment 
and diseases had long been acknowledged• He gave as examples the connection between 
night-shift work and peptic ulcer, or between 'bus driving in heavy traffic and myocardial 
infarction - in such cases, psychosocial factors were known to play a part, since some 
workers were affected whereas others were not• 

The report on identification and control of work-related diseases was timely, since such 
diseases were gaining prominence by virtue of their contribution, partial or otherwise, to 
decreased productivity and costly absenteeism. There was a tendency, even among medical 
practitioners, to place any ailment to which a worker fell victim in the category of 
work-related diseases• That raised delicate administrative issues, not with respect to the 
assessment of disability in compensation proceedings, (which was outside the scope of the 
report) but to situations where a worker was only allowed a pension prior to retirement age 
on grounds of ill health. Moreover, when a work-related disease of a psychosocial nature 
appeared in a medical certificate, the employer was reluctant to accept it as a medical 
entity• 

He concurred in the Expert Committee
1

 s conclusions and its recommendations for an 
in-depth study of the problem and the institution of appropriate means of intervention. 

Dr LARIVIERE (alternate to Dr Law) highly commended the report on adverse psychosocial 
factors at work. Since one of the major causes of the behavioural and stress-related 
problems encountered among older employees was impending retirement, he suggested that to the 
list of the objectives of occupational health programmes should be added an item on 
preparation for retirement• In some countries, life expectancy after the age of retirement 
could be as much as 15 to 20 years； preparations for what was a drastic change in lifestyle 
should begin while the individual was still working. 

There was only one reference to protection of the family and he suggested that more 
consideration should be given to the impact on the family of psychological and behavioural 
problems• 



Dr HAPSARA commended the three reports under review. The report on the recognition and 
control of adverse psychosocial factors at work clarified many diffuse matters in that field 
and gave a clear definition of it• He agreed with the integrated approach advocated for 
tackling the problems reviewed (section 8.3, first paragraph), but it might be useful to 
stress that such integration should be attained by stages, in terms of the priorities 
involved. As a general measure, the Board might wish to consider whether the time was now 
ripe for a comprehensive review of progress in implementing occupational health programmes as 
a whole. Such a review could serve as a basis for further, accelerated efforts. 

Dr REID joined previous speakers in commending the report on the identification and 
control of work-related diseases* The broad review of the subject that it provided - not 
least in its coverage of the problems of smoking and alcohol abuse (both areas of 
considerable interest to WHO) in relation to work - met a widely felt need. Another 
praiseworthy aspect of the report was its reference (section 2.5.1) to low back pain as a 
matter on which more epidemiological study was required. Low back pain was a very common 
condition, and approaches to it tended to fall between two stools； more concentrated study of 
the subject would help to bring relief to a large proportion of humanity from a minor but 
nonetheless very troublesome chronic complaint• 

Dr EL BATAWI (Office of Occupational Health), referring to a point made earlier in the 
discussion, said that 9 out of 34 (or about 33%) of those attending the three committees 
under discussion had been women. Furthermore, all participants (with the exception of the 
Secretary and two members) in a recent expert committee meeting on the occupational health of 
women had in fact been women• 

Mention had been made earlier of the tragedy at Bhopal. In the context of the 
prevention of such accidents, WHO had a programme (being coordinated with UNIDO, UNDP, ILO 
and the World Bank) to develop guidelines for the establishment and operation of new 
industries in developing countries, which would help, when used, to ensure that safety and 
health matters were taken into account at the outset• Such guidelines had so far been 
produced for pesticide formulation, the iron and steel industry, and ceramics manufacturing； 
they should help to reduce the problem of accidental general environmental contamination 
since they were aimed at industrial hygiene and occupational safety within work places. 

With regard to Dr de Souza
1

s question on the closeness of collaboration with ILO on the 
etiology of work-related diseases, he said that ILO had initially been reluctant to take part 
in the programme. It was, in fact, a new departure in the field of labour legislation arid 
workmen

1

s compensation to consider conditions, such as hypertension and low back pain, that 
were not strictly speaking occupational diseases but diseases of multiple etiology in whose 
causation work could play some part. ILO had, however, finally agreed to participate in the 
programme. A joint ILO/WHO committee in 1986-87 would meet to discuss the epidemiology of 
work-related diseases and injuries. Workmen
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 s compensation should not prove an insoluble 
problem since present epidemiological approaches would help in understanding the part work 
played in the causation of many multifactoral health problems. 

He agreed with Dr Grech that work-related diseases could not strictly be considered as a 
new dimension in occupational health. What was new, however, was the drive to make a 
breakthrough in the way occupational health was practised in industry and ensure that the 
occupational physician was no longer confined to the control of specific occupational 
diseases and injuries but would be expected to deal with workers

1

 health as a whole, 
including those factors at the workplace that played a partial role in the causation of 
multifactoral disease. The occupational physician would thus contribute to the control of 
cardiovascular disease, hypertension, cancer, and many other health problems in the community. 

In the case of low back pain syndrome, to which Dr Reid had referred, ergonomie control 
could help to reduce incidence• Furthermore, an improved psychosocial environment in the 
workplace would also undoubtedly help to minimize stress associated with neurohormonal and 
biochemical reactions, including adrenalin, catecholamines and other substances tending to 
increase blood pressure. Stress could also eventually lead to other problems such as alcohol 
abuse, smoking, and overeating. These were known to be the three major risk factors in 
coronary heart disease, even though no epidemiological evidence had yet been found to link 
such disease directly to work stress• 

WHO considered the retirement syndrome to be relevant to occupational health. Although 
occupational health was primarily concerned with the employed, it necessarily had to take 
account of unemployment and retirement as related factors affecting workers. Retirement was 
probably the more damaging since it was expected, anticipated, and led to longer-standing 
insecurity. In a meeting held at the WHO Psychosocial Centre, Stockholm, in late 1984, 
unemployment had been discussed in relation to health and it had been agreed that people 
experience on retirement a great deal of psychological stress. Maintenance of the quality of 



life of all people, including those over retirement age, who were generally still capable, 

and desirous of working, was a concern of WHO; he considered that work contributed to the 

promotion of physical and mental health. 
In reply to Dr Larivière, he said that although family problems had been referred to 

only briefly in the report on work-related diseases, they had been covered in the report on 
psychosocial factors• 

Dr de Souza had raised the matter of cooperation with workers
1

 and employers書 
organizations. Such organizations would be represented on the next joint ILO/WHO expert 
committee on work-related diseases. Within WHO itself, no meeting was ever held without 
circulating the working documents beforehand for comment to the WHO collaborating centres on 
occupational health (at present about 35 in number in various parts of the world). In 
addition, a number of the nongovernmental organizations with which the Office of Occupational 
Health worked were international labour unions. Opinions from both labour and management 
were thus taken into account. It should, however, be remembered that labour unions 
represented only a small fraction of the world
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 s workforce. The workers on whom WHO*s 
attention was particularly concentrated were those in the underserved sectors, who were 
generally not unionized and were not covered by any form of labour inspection or protection; 
nor was any attention paid to the occupational hazards to which they were exposed. One of 
WHO'S goals was to try to rectify that situation by extending to underserved workers primary 
health care through community heath centres. That illustrated a point Dr Hapsara had 
mentioned, namely the integration of matters related to psychosocial factors with primary 
health care and the health infrastructure in general• 

A few comments had been made with regard to the report on recommended health-based 
occupational exposure limits for respiratory irritants• That programme had had a favourable 
impact on narrowing the gap between East and West in respect to decisions on such limits• It 
had helped to identify gaps in knowledge, standardize terminology, and provide the impetus 
for adopting health-based limits in several countries• The Office of Occupational Health was 
grateful to ILO, to WHO's Cardiovascular Diseases unit, and to its Division of Mental Health 
for their participation in the work. 

Blood pressure studies in children: report of a WHO Study Group (WHO Technical Report 

Series, No. 715) 

Professor RUDOWSKI welcomed the report, which represented an important study. Although 
the Study Group had been relatively small a proper balance had been maintained between 
paediatrics, cardiology, and preventive medicine. Blood pressure studies in children were an 
important step towards the prevention of hypertension in adulthood, and thus a contribution 
to the cardiovascular disease programme. He asked whether the upper age-limit of the group 
of children under study had been puberty； if so the final recommendations with regard to 
alcohol consumption and smoking habits were not necessarily relevant. 

In past Health Assemblies, many delegates had expressed doubt as to the suitability of 
the kilopascal as the unit of measurement for blood pressure； he therefore asked which unit 
WHO recommended, particularly since among laymen and general practitioners confusion between 
kilopascals arid millimetres of mercury was likely to result. 

Professor LAFONTAINE drew attention to the difficulties of measuring blood pressure in 
children; great care was needed in drawing conclusions from such studies when the results 
were to be extrapolated to adults• 

Professor FORGACS said that he had found no mention in section 4 of the report (Primary 
prevention of hypertension) of kidney disease, which was one of the main causes of 
hypertension in children. Kidney disease required attention apart from the context of 
lifestyle factors in childhood, since that condition was often a more serious threat to the 
child

1

 s health than the hypertension it caused. 

Dr BOTHIG (Cardiovascular Diseases) said that the upper age limit for the children in 
the study, which had varied form one participating centre to another, had been 18 years； 
however, the majority of children had been in younger age-groups where, it was true, the 
problem of alcohol comsumption and smoking was not of such relevance as it was to 
adolescents. However, the Study Group had felt that those two lifestyle factors should be 
taken into consideration when looking for ways to prevent hypertension. 

With regard to the units of measurement for blood pressure, he said that W H O
1

s 
recommendation was still valid, namely： both the use of millimetre of mercury for practical 
purposes and the use of kilopascal, mainly for scientific purposes• 



Referring to Professor Forgács' comment on the relevance of secondary hypertension, he 
said that many epidemiological studies had shown that secondary hypertension in children, 
although not of frequent occurrence, was indeed more prevalent than in adults. Reference to 
secondary hypertension had been made in other parts of the report, nevertheless the comment 
would be brought to the attention of the Study Group for consideration in its future work. 

Epidemiology of leprosy in relation to control; report of a WHO Study Group (WHO Technical 
Report Series, No. 716; — " 

Dr HAPSARA said the report provided a great deal of information on the current status of 
knowledge on leprosy and its control, together with proposals for future research. He asked 
how many decades it would be before effective control of the disease could be expected. 

Dr ABDULLATEEF commended the report. Leprosy was an epidemiologically fascinating 
disease and that perhaps explained the large number of experts attending the Study Group. 
The assumptions made in the report were certainly correct from the epidemiological and 
pharmacological points of view, but their practical validity from the policy, managerial, and 
manpower development standpoint had still to be tested. The Study Group on Chemotherapy of 
Leprosy for Control Programmes (Technical Report Series, No. 675, issued in 1982) had 
recommended a multidrug regimen, which formed the basis of the currently accepted concept of 
control, i.e., case detection and active treatment. However the present report had not dealt 
in detail with the managerial aspects of making the multidrug regimen the cornerstone of 
leprosy control. The inclusion of an assessment of experience in any country that had been 
applying a multidrug regimen would have given a further dimension to an already excellent 
report• 

Professor LAFONTAINE said that the report was specifically concerned with the 
epidemiology of leprosy and with any conclusions regarding therapy or control. Attention 
should not therefore be diverted to issues unconnected with the subject dealt with in what 
was an extremely important report• 

Dr NOORDEEN (Leprosy), thanked the members of the Board for their valuable comments and 
support. So far as the number of participants in the Study Group was concerned, such groups 
in general tended to be slightly more flexible than expert committees in their scope and 
composition. For instance, participation in study groups was not necessarily confined to 
membership of WHO expert advisory panels. 

The report under discussion covered three major areas: first, review of the 
epidemiological information on leprosy acquired in the recent past; secondly, review of 
progress in research on immunodiagnostic methods and the implications of such progress for a 
better epidemiological understanding of the disease and for possible application in leprosy 
control； and thirdly, development of standard methods for monitoring and evaluating leprosy 
control, with particular relation to multidrug therapy• Expertise, perception, experience 
and understanding of the topics dealt with varied so greatly in differing geographical areas 
and leprosy control situations that frequent controversy had arisen in many of those areas, 
hampering the promotion of scientific methods of planning and evaluation in leprosy control 
programmes• That, together with the need for achieving consensus in as many issues as 
possible, had meant bringing together a wide range of experts from various geographical areas 
and covering various fields of expertise. The composition of the Study Group had been fully 
justified by the results obtained and by general acceptance of its recommendations received 
from various parts of the world - reflected, for instance, in requests for permission to 
reproduce parts of the report in other publications, including one in a language other than 
the WHO official languages. 

Replying to the earlier question on the status of leprosy vaccine, he drew attention to 
the brief reference to the subject in the second paragraph of section 1.3.3 of the report. A 
candidate leprosy vaccine based on killed Mycobacterium leprae, either alone or in 
combination with BCG, had undergone phase-I trials among human volunteers in Norway and 
Malawi, following earlier successful studies in animal models. A trial in contacts had begun 
in Venezuela and further large-scale trials were likely to begin shortly in Malawi and later 
in India. Those studies were carried out through the Scientific Working Group on the 
Immunology of Leprosy, which was part of the Special Programme for Research and Training in 
Tropical Diseases• 



It was extremely difficult to predict how long effective control of the disease would 
take* With existing case-detection technology and multidrug therapy it was possible to 
obtain a substantial reduction in morbidity, provided such measures were widely applied. The 
situation could improve considerably with the prospect of a leprosy vaccine becoming 
available in the next ten years or so. 

The point made by Dr Abdullateef concerning the need to concentrate on the managerial 
aspects of multidrug therapy was well taken and would be remembered in future reports. 

Four women had participated in the Study Group. That admittedly low proportion reflected 
in part the scarcity of women workers in leprosy, particularly in field work. 

Dr EL GAMAL said that he failed to see in what way study groups differed from expert 
committees. Of the eight reports in the Technical Report Series before the Board, four were 
by expert committees and four by study groups. It could be seen from page 103 of Basic 
Documents (thirty-fifth edition) that the Director-General had authority "to convene study 
groups, to determine the nature and scope of their subjects, the date and duration of their 
meetings, their membership, and whether their reports should be published
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; in so doing, the 
Director-General was required to follow, whenever applicable and as far as practicable, the 
principles and rules applicable to expert committees. The composition of the two 
body was thus identical, and he failed to see w h y , in the present instance, there 
27 experts on a single subject• 

Malaria control as part of primary health care: report of a WHO Study Group (WHO 

Report Series, N o . 712) 

Dr HAPSARA, welcoming the Study Group's report, emphasized that malaria still affected 
many countries. The recommendations in section 8 of the Study Group

1

 s report were highly 
relevant. If they were implemented in a phased manner, he was convinced that the established 
targets could be m e t . The 14 items set forth in section 7 of the report were extremely 
important, but if resources were scarce it would be necessary to consider establishing 
priorities in line with the policy already determined. 

Dr ABDULLATEEF observed that malaria control was a real problem to most health service 
personnel in the developing world• At a time when there was a need for intersectoral or 
intrasectoral integrated approaches to malaria control, the Study Group丨s report appeared in 
some respects to be hostile to that concept, as could be seen in particular from section 5,2， 
the first paragraph of which stated; "In this situation, the primary health care strategy 
should be developed in such a way as to maintain the most important gains achieved, 
particularly the reduction in mortality due to malaria". That statement could be challenged, 
since any gain in reduction of mortality could be accomplished by vertical and horizontal 
approaches, but never by a vertical approach alone. The section went on: "Initial efforts 
at integration have shown that it is a very complex and difficult process, because of a 
combination of technical, operational, managerial, and especially political factors". During 
the implementation of his own country

1

 s third five-year plan, the malaria control authorities 
had taken section 5.2 of the report as an authentic recommendation from WHO against an 
integrated approach to malaria control. All reports should be carefully worded as concerned 
the essential concepts of primary health care, including integration of malaria work. 

The report could have been clearer and more emphatic in its reference to division of 

labour and to definition of vertical and horizontal tasks, possibly by defining such tasks by 

level of care. 

Dr BEALES (Malaria Action Programme) thanked Board members for their interest, 
observations and suggestions. The Study Group

1

 s meeting had been perceived as one important 
step towards the reorientation of antimalaria action within the primary health care 
strategy. He assured Dr Abdullateef that the Study Group

1

 s intention had been that such 
action should be an integral part of the development of the health services and the primary 
health care system. The somewhat cautious approach had been adopted in order to ensure that, 
in the integration process, gains already achieved were not lost but were further augmented. 
The Study Group had felt strongly that there should be a move towards integration of 
activities, but that they should take place as part of the development of the health systems. 

With respect to the membership of the Study Group, he explained that the participants 
had represented various fields of responsibility (including general health development, 
health planning, sociology, economics and malariology) and had thus provided a 
multidisciplinary approach. Two eminently qualified women had participated, i.e., 20% of the 

types of 

should be 

Technical 



membership. By way of follow-up, certain issues arising from the report were to be further 
considered from a technical viewpoint at the eighteenth Expert Committee on Malaria, to be 
convened in Geneva in September 1985. 

In response to Dr H a p s a r a
1

s observations and suggestions, he said that the Study Group 

had been required by its terms of reference to draw up guidelines in order to help in 

planning for the revision of antimalaria programmes so as to bring them into line with the 

development of primary health care systems• The guidelines in section 7 had been provided as 

an initial step in the approach to replanning and reorientation of antimalaria programmes. 

The extent to which those suggestions could be implemented would clearly depend on the 

priorities of individual national health development plans. 

Decision: The Executive Board considered and took note of the Director-General's report 
on the meetings of the following expert committees and study groups: the WHO Expert 
Committee on Prevention Methods and Programmes for Oral Diseases; the WHO Expert 
Committee on Environmental Pollution Control in relation to Development; the WHO Expert 
Committee on Health Manpower Requirements for the Achievement of Health for All by the 
Year 2000 through Primary Health Care； the WHO Expert Committee on Identification and 
Control of Work-related Diseases； the Joint IL0/WH0 Committee on Occupational Health, 
ninth report (Recognition and control of adverse psychosocial factors at work)； the WHO 
Study Group on Recommended Health-based Occupational Exposure Limits for Respiratory 
Irritants; the WHO Study Group on Blood Pressure Studies in Children； the WHO Study 
Group on Epidemiology of Leprosy in Relation to Control; the WHO Study Group on Malaria 
Control as part of Primary Health Care. It thanked those experts who had taken part in 
the meetings, and requested the Director-General to follow up the experts
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recommendations, as appropriate, in the implementation of the Organization丨s programmes, 
bearing in mind the discussion in the Board. 

2. REPORT OF THE UNICEF/WHO JOINT COMMITTEE ON HEALTH POLICY ON ITS TWENTY-FIFTH SESSION： 
Item 6 of the Agenda (Document EB76/3) 

Dr BORGOSO (Rapporteur for WHO on the Joint Committee), introducing the report, referred 
to the long and close unity between UNICEF and W H O . He had participated in the meetings of 
the secretariats of both bodies that had taken place during the period between the Executive 
Board sessions of the two organizations. The Director-General had reminded participants at 
the Joint Committee
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 s session in January 1985 of the need for policies and systems that were 
of joint value to both organizations, and which would be reflected in action that combined 
pragmatism with idealism in order to achieve the goal of health for all by the year 2000. 

The two organizations had gone forward in unison as regards primary health care and its 
catalyt iс effects• That was a cause for pride• Progress in spec if¿с programmes such as the 
Expanded Programme of Immunization, the diarrhoeal disease control programme and the 
programme of essential drugs showed what could be done in joint operations. An analysis had 
been made of UNICEF/WHO joint support for the implementation of primary health care in 
selected countries• Particular reference had been made to the meeting held in Kingston, 
Jamaica, at which a wide-ranging and important discussion had taken place. Experts from both 
organizations had expressed dissatisfaction at the progress indicators, and had stressed the 
need for improving the system so as to facilitate evaluation and monitoring of joint 
activities• 

A further point discussed had been the question of coordination at the country level, 
which was where the priority action took place and where the resources of the two 
organizations were increasingly concentrated. Coordination between the organizations in the 
rational use of their resources was essential, but so was active coordination on the part of 
the countries themselves. Following substantial discussion, the Joint Committee had agreed 
that there was a need for improved coordination. 

The review of joint programmes on child survival and development had led to a reasonably 
satisfactory analysis of these and other programmes. 

Turning to the UNICEF-WHO Joint Nutrition Support Programme, he said that while its 
title gave the impression that there must be direct action with respect to nutrition under 
the programme, the most important objective was in fact to develop the process of primary 
health care, even though its effect on nutrition programmes might be only indirect• Many 
countries were pursuing that objective, while others were taking more direct nutritional 
action. For the first time in his experience of Joint Committee sessions, the report had 
been found to show satisfactory progress in that area. The Government of Italy had 
generously contributed USÍ 80 million to the programme. 



A further point of discussion had been on primary health care in urban areas, 
particularly at the periphery of large cities• He was himself familiar with the situation in 
some of the capital cities in Latin America. The broad lines had already been sketched out 
and governments would no doubt shortly be receiving support in that important area. 

There had also been some discussion of other programmes in which, though there was as 
yet no organized commitment, moves were being made in that direction. They included the 
acute respiratory disease programme, designed to reduce child mortality from such diseases, 
and the malaria programme and its integration into primary health care. 

Maternal and child health and neonatal care had also been discussed, together with the 
necessary link between the two programmes• It had been observed that, even though the major 
causes of infant mortality were being tackled vigorously, neonatal mortality was a growing 
problem and one that could be prevented through a proper maternal care programme, including 
attendance at birth and postnatal care* Reference had been made to the efforts of both 
agencies in that respect• Progress was being made in the risk approach, taken from an 
epidemiological standpoint. 

There had been a lengthy discussion on joint strategies for information and education 
for primary health care. It was important to provide for further discussion on that subject 
at the next session of the Joint Committee： it should be a matter of priority, not only from 
the standpoint of health organization but also because every individual in the community must 
learn to care for himself if primary health care was to be the strategy for health for all. 

Lastly, the Joint Committee had emphasized the importance of strengthening joint action 
to meet the emergency created by drought and famine in Africa, a problem that the two 
Organizations might help to palliate, though they could not solve it alone. 

The meeting rose at 17h40, 


